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CHAPTER I 

INTRODUCTION 

Models of marital and family functioning have developed almost 

exclusively within the framework of General Systems Theory (GST; von 

Bertalanffy, 1962). Prior to GST, psychology was dominated by mechamstic, 

reductionistic theories of the stimulus-response variety in which troubled families 

were thought of as a collection of disturbed individuals. In the GST view, 

distressed families are thought of as mutually causative systems, whose 

complementary behaviors reinforce and perpetuate patterned interactions 

(Nichols, 1984). von Bertalanffy (1967) pointed out that everyday life does not 

consist of an aggregation of isolated individuals, but instead is organized by 

systems of various order. He argued that psychotherapy practice should not be 

confined to the level of the individual, but should include the entire family 

system. 

Hall and Pagan (1956) defined a system as a set of objects together with 

relationships between the objects and between their attributes. Implicit in this 



definition is the existence of a boundary that delineates the elements belonging to 

the system and those belonging to the environment. Gregory Bateson (1971) 

defined a family system as a unit with a feedback structure capable of processing 

information, both v^thin the family system and between the family and outside 

environmental systems. Through a process of bounding (Kantor & Lehr, 1975), 

external information seen as hostile to family goals is filtered out, while that seen 

as beneficial may be sought out and incorporated. Family members are either 

discouraged or encouraged in their contacts outside the husband-wife dyad, the 

parent(s) and a child, or the family system as a whole. Families may be 

characterized as open if members have a relatively high level of exchange of 

information with the outside environment and closed if they keep more to 

themselves. Neither extreme of bounding is considered healthy for the family 

system or its individual members. If the system is too open, it can become 

absoriDed by other systems, while a tightly closed family system suppresses 

individual development (Lemer, 1989). 



Family as the Unit of Study and Treatment 

Eariy Mamage and Family Therapy (MFT) pioneers, such as Don 

Jackson, Nathan Ackerman, and Murray Bowen, stressed the importance of the 

family as the unit of study and treatment over an exclusive focus on individual 

members (Nichols, 1995). The cybernetic model was developed that views one 

person's behavior as provoking a response in other family members and 

emphasizes family homeostasis (steady state functioning). Theoretically, 

individuals set limits on one another's behavior in a self-corrective process by 

responding in error-activated ways when any individual goes beyond the 

acceptable limits of the family system (Nichols, 1995). 

Although families, couples, and individuals can each be defined as 

discrete systems (Schafer, 1976), the family defined as a system can be viewed as 

a unit composed of the individuals and the couple as subsystems, both of which 

relate to each other and to other members in the family unit (Richards, 1989). 

From the GST perspective, which sees the family as an organized whole 

(Minuchin, 1981), research needs to assess the overall system as well as its 



component parts in order to draw inferences about healthy family functioning (see 

Figure 1.1). 

Family systems therapy evolved out of GST and has been defined as a 

therapeutic approach in which one therapist or a team of therapists, working with 

varying combinations and configurations of people, devises and introduces 

interventions designed to alter interactions (patterns and rules) in interpersonal 

systems and contexts in which problems are embedded (Stanton, 1988). The 

functioning of individuals within the system is altered with the goal of 

eliminating individual, couple, and/or family problems. This definition places an 

emphasis on assessing the family system at the individual and dyadic, as well as 

the family system, levels (Olson, 1988). 

Contexts of human problems also are considered vanables to assess in 

order to introduce appropriate interventions aimed at alleviating family distress. 

Three important contextual variables in MFT include family life cycle transitions, 

which must include changes in parenting styles to fit children's developmental 

stages (Carter & McGoldrick, 1989; Gerson, 1995), problems associated with step 



and blended family types (Bray, 1995), and the locus within the system of the 

problem(s) bringing the family in for therapy (Wynne, 1988). 

Presenting problems should be clarified for the family which enters MFT 

treatment. The act of delineating the problems of a dysfunctional family often 

can be the first therapeutic intervention (Brock & Barnard, 1988). The definition 

of the problem as either marital (i.e., existing within the dyad) or family (i.e., 

located within another subsystem or the family system as a whole) leads to the 

clarification of goals and the decision about who will be included in the therapy 

sessions. Several models of systems change incorporating the above ideas are 

available to clinical practitioners working within the GST framework. One of the 

most commonly recognized is Structural Family Therapy. 

Structural Family Therapy 

Structural Family Therapy (SFT) is a well known and frequently utilized 

family therapy model designed to resolve the presenting problem by reorganizing 

the family structure (Nichols, 1995). Minuchin's (1983) conceptualization of the 

family as a multibodied organism focuses attention on the family's internal 



organization for purposes of assessment and intervention. Three constructs are 

the essential components of SFT: structure, boundaries, and subsystems (Nichols, 

1995). SFT begins with the observation that interactions within the family, when 

they are repeated, develop a patterned regularity, or .structure. The nature of the 

family's structure is determined by emotional boundaries that keep family 

members close or distant. Rigid and diffuse boundaries refer to the arrangement 

both among subsystems and with systems outside the family. Rigid boundaries 

imply disengagement within and between systems, while diffuse boundaries are 

characterized by enmeshed relationships (Becvar & Becvar, 1993). Either 

pattern, closeness leading to enmeshment, or distance leading to disengagement, 

may be more or less functional for any particular family. 

It is also possible to classify a family's degree of openness to outside 

influences and information as a structural variable. Essentially, the family's 

openness to new information is a description of the system's degree of 

adaptability. In describing family adaptation, Minuchin (1974) argues that stress 

frequently produces the need for change at the structural level. He believes that 

many families in treatment are simply going through transitions and need help in 



adapting to new situations. Problems arise when a family fails to modify or adapt 

its structure to fit changing needs and circumstances or when the family structure 

constantly changes. The GST assumption is that an adaptive system requires 

balancing both change and stability. As with extremes in boundary permeability, 

extremes in adaptability are seen as unhealthy for family system functioning. 

Thus, structure, in terms of boundaries and change, is seen as the focus for 

assessment and intervention in a distressed family when the therapist is working 

within a SFT clinical model. 

Centrality of the couple subsystem. The third construct important to 

assess in a family system's internal organization is its subsystems. In SFT, it is 

necessary to understand how each subsystem interconnects and influences each 

larger system (L'Abate, Ganahl, & Hansen, 1986). A subsystem is the 

organization of component parts to fulfill a particular, necessary function within a 

larger system (Brown & Christensen, 1986) The family contains three key 

subsystems within the total family organism (in addition to the individual as 

subsystem): the marital, parental, and sibling subsystems (Minuchin et al., 1967). 



Subsystems can be thought of as sets of psychic, emotional, or behavioral 

interactions, consisting of intrapersonal interactions (within the individual) and 

interpersonal interactions (between individuals), such as husband-wife, 

father-mother, and sibling interactions. Healthy functioning of subsystems 

requires the family to allow both children and adults to develop relationships 

outside the family system (Brown & Christensen, 1986). 

The marital subsystem is the first to form and it is seen as central to the 

functioning of the family (Minuchin et al., 1967). Marriage is viewed as a 

relatively stable interactional system where the behavior of the marital dvad is 

governed by the psychological state of each of the parmers, the feedback between 

them, and the impact of the "environment," which includes the presence or 

absence of children. The dyad is considered to be a goal-onented system that 

attempts to satisfy the competing needs of the individual partners, the couple, and 

significant family members (Todd, 1986). 

In SFT, the marital subsystem has long been identified as a contributor to 

the overall health of the family system. The characteristics of the marital dyad 

are said to be consistent with those of the context within which it is embedded 
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(Todd, 1986). It is rare, for example, to find an enmeshed couple for whom 

intrusions from the extended family are not an issue or in which children are not 

allowed to become inappropriately involved in parental and marital issues (Todd, 

1986). 

The marital dyad's basic role is to provide mutual satisfaction of the 

couple's needs without compromising the emotional environment necessary for 

further growth and development of two maturing, changing individuals 

(Terkelsen, 1980). The functioning of the couple is thought to be representative 

of that of the entire family. If the couple's boundary is not maintained between 

themselves and their families of origin and other outsiders, if the boundary 

separating parents from children is frequently violated, if the role of spouse is 

never clearly differentiated from the role of parent, if the parents dissociate 

themselves from responsibility for the children's behavior, then neither the 

spousal nor parent subsystem can operate functionally. 

A strong marital coalition correlates v t̂h balanced family cohesion. In 

this regard, Virginia Satir states that "the parents are the architects of the family 

and the marriage relationship is the key to all other family relationships. When 



there is difficulty with the mantal pair, there are more than likely problems in 

parenting" (Satir, 1964, p 1). Other family therapists influential in establishing 

MFT as a scientific discipline, such as Jay Haley and Don Jackson, believe the 

marital dyad to be the primary unit of assessment and intervention for all types of 

family problems (Nichols, 1995). 

Assessing the family system. Certain key assumptions are characteristic 

of a SFT model of marital and family distress and set it apart from a range of 

other therapies based in GST. In SFT, the "patient" is the family, and the problem 

or symptom is seen as a reflection of the functional state of the whole family 

organism. Although the family may identify one family member, or "identified 

patient," as the problem, the structuralist will view that individual as the 

"s>Tnptom bearer" for the family. An assumption is made that the symptom is 

being created and/or maintained by interactional and structural problems within 

the family system as a whole (Brown & Christensen, 1986). 

Assessment within a SFT framework requires the therapist to distinguish 

between functional and dysfunctional structures present in the underlying 

dynamics of the family system. The model's distinctive feature is its emphasis on 
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structural change as the main goal of therapy, which "acquires pre-eminence over 

the details of individual change, where attention is paid to the therapist as an 

active agent in the process of restructunng the family" (Colapinto, 1982, p. 112). 

Families differ in their structural composition as individuals enter and leave the 

family system and as they age through individual developmental processes 

Carter and McGoldrick (1989) refer to life cycle transitions and changes in 

marital status as requiring second-order change, or change in the structure of the 

system itself Problems within each phase can often be resolved by first-order 

change, or a rearrangement of the system, involving incremental change. 

While concepts related to family functioning (e.g., systems theory) have 

been studied and developed extensively, advancement in the specific area of 

family assessment has lagged behind (Karpel & Straus, 1983; Wynne, 1988). 

A need exists to apply rigorous empirical scrutiny to family assessment measures 

to determine the degree to which they fit MFT theoretical models. Constructs 

derived from family therapy theones such as Minuchin's (1974) SFT are abstract 

and do not readily lend themselves to concrete, behavioral descriptions necessary 

for constructing sound research designs (Nelson & Utesch, 1990). They are not 
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"reality" but verbal representations of theoretical assumptions about the best ways 

to perform systemic therapeutic work. 

Operationalizing constructs for assessing family systems presents a level 

of difficulty that must necessarily move through a process of trial and error. A 

"family structure" cannot be measured with a tape measure or conveniently 

surveyed with a transit. Nonetheless, however abstract, structural family 

therapists "see" family structures daily in their work with troubled families. Thus, 

research constructs must be located within particular theoretical frameworks that 

guide clinical practice. For example, SFT constructs, such as "enmeshed" 

relationships and "rigid" boundaries, hold little meaning for family systems 

therapists working within narrative or behavioral therapy frameworks. 

Consequently, an assessment measure that attempts to capture data regarding 

underlying family structure is useful for the clinician only when s/he is working 

within a theoretical model that includes the construct of interest. For this reason, 

measurement should take place within a theoretical framework that is explicitly 

stated. Theory construction and testing should no longer be a "back-room 
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activity" but should be moved "front and center m the family therapy research 

enterprise" ( Reiss, 1988, pp. 43-44). 

This study will investigate the clinical utility of a popular, but 

controversial, family assessment instrument designed to measure family life at the 

dynamic, or structural, level of fimctioning The focus of this study is to 

investigate the utility of the Family Adaptation and Cohesion Evaluation Scales 

III (FACES III; Olson, Portner, & Lavee, 1985) for the clinical assessment of the 

SFT constructs of enmeshment and disengagement (family cohesion) and the 

degree to which the system is flexible enough to adaptively open or close its 

boundaries (family adaptability) to outside information (i.e., change). Multi

system analyses will include the individual perspectives of heterosexual couples 

in the marital subsystem representing healthy or unhealthy family functioning. 

Models of Family Health 

Family health is a solid concept in the MFT field, though only more 

recently operationalized for research purposes (Harper, Anderson, & Anderson, 

1993). Research on health has been defined more often as individual physical or 



mental well-being rather than in the context of the family unit. In this study, 

family health is conceptualized and defined as a psychological construct. 

Psychological health, when the concept is adapted to families, implies that the 

family is ftmctioning at some desirable level and in accordance with the standards 

of the morality of the culture (Harper, Anderson, & Anderson, 1993) 

Family health can be viewed on a continuum from healthy (functional) to 

unhealthy (dysfunctional). Research studies tend to categorize clinical samples as 

"dysfunctional" and nonclinical samples as "functional" and compare the two in 

an effort to understand the components of healthy family functioning (Anderson 

& Gavazzi, 1990). Although Minuchin (1974) cautioned against categorizing 

families as "healthy" or "pathological" based on his structural schema, extremes 

in boundary permeability and transactional styles have been pathologized in the 

literature. 

Family dynamics have been assessed for health/pathology by several 

models, each with its own assessment instrument. The Family Environment Scale 

(FES; Moos & Moos, 1981), the McMaster Family Assessment Device (FAD; 

Epstein, Baldwin, & Bishop, 1982), and the Family Assessment Measure (FAM; 
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Skinner, Stemhauer, & Santa-Barbara, 1983) are among the more well-known 

instruments assessing a specific model of family functioning. Two prominent, 

competing models and their accompanying instruments have received a great deal 

of attention in the literature: the Beavers Systems Model (Beavers & Voeller, 

1983) and the Olson Circumplex Model of Mantal and Family Systems (Olson, 

Sprenkle, & Russell, 1979). 

Beavers and Olson agree that cohesion and adaptability are critical to the 

conceptualization and measurement of family functioning. The major difference 

between them is their interpretation of the dimension of adaptability. Olson 

hypothesizes that a viable family system is one that balances morphostatic (low 

adaptability) and morphogenic (high adaptability) processes so there is a balance 

between stability and change (Lee, 1988). Adaptability, m Olson's Circumplex 

Model, is thus curvilinearly related to effective family functioning. Beavers and 

Voeller (1983) take issue with this curvilinear interpretation and opt instead for a 

"continuum of increasing competence" in which adaptability is directly and 

lineariy related to competence (1983, p. 88). Thus competent families are 

thought to be those that demonstrate a high degree of adaptability (i.e., the higher 
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the adaptability the more competent the family functioning). Olson's and Beavers' 

differences in operationalizing the construct of adaptability led Green, Kolevzon, 

and Vosler to conclude that "the two models are separate but equal" (1985, p. 

396). 

The Circumplex Model of Mantal and Family Systems. The central 

hypothesis in the Circumplex Model of Marital and Family Systems, hereafter 

referred to as the Circumplex Model, is that both dimensions of cohesion and 

adaptation have a curvilinear relationship with healthy family functioning (Olson, 

1986). The main feature of the circumplex hypothesis is that family health is 

associated with balanced scores on the cohesion and adaptability dimensions and, 

conversely, dysfunctional family patterns are associated with either high or low 

scores on both dimensions. The availability and refinement of scales for 

assessing the Circumplex Model are in large part responsible for the model's high 

visibility and wide use among family clinicians and researchers 

(Cluff, Hicks, & Madsen, 1994). 

In the Circumplex Model, family dynamics are measured by the Family 

Adaptation and Cohesion Evaluation Scales (FACES) instrument on the two 
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central dimensions of family functioning identified by SFT theory (Minuchin, 

1974, 1985; Minuchin & Fishman, 1981; Minuchin et al., 1967; Nichols, 1995). 

Olson et al, (1983) state that, not only did Minuchin focus directly on the two 

dimensions of family cohesion and adaptability in family therapy, but "his 

comments about the dimensions are very congruent with those presented [here]" 

(p. 76). FACES ni, the current measurement incarnation of the circumplex 

theory, operationally defines adaptability as "the ability of a marital or family 

system to change its power structure, role relationships, and relationship rules in 

response to situational and developmental stress" (Olson, Portner, & Lavee, 1985, 

p. 4). Concepts underlying the dimension are family power (assertiveness, 

control, discipline), negotiation styles, role relationships and relationship rules. 

Four levels of adaptability range from rigid (very low) to structured (low to 

moderate) to flexible (moderate to high) to chaotic (very high). 

Cohesion is operationally defined as "the emotional bonding that family 

members have toward one another" (Olson, Portner, & Lavee, 1985, p. 4). The 

concepts comprising this dimension are emotional bonding, family boundaries, 

coalitions, time, space, friends, decision making, interests and recreation. There 
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are also four levels of cohesion, ranging from disengaged (very low) to separated 

(low to moderate) to connected (moderate to high) to enmeshed (very high). 

Sixteen combinations (4x4) of these levels are possible in assessing family 

structures (see Figure 1.2). Olson (1994) argues that too much or too little 

adaptability or cohesion in a family results in poor overall family ftmctioning and 

consequently, in a poor prognosis for individual development. For example, 

Fischer, Wampler, Thomas, and Lyness (1992) found that alcoholic adults were 

more likely to describe their families of origin as rigid and disengaged. 

Contradictory and inconsistent results have been reported by research 

studies that have attempted to evaluate the curvilinear hypothesis of the 

Circumplex Model as measured by the FACES assessment instruments. There 

are at least four types of findings (Green, Harris, Forte, & Robinson, 1991): 

Studies that (a) provide support for the model (Games, 1989; Clarke, 1984; 

Gabarino, Sebes, & Schellenbach, 1984; Olson & Killorin, 1984,1985; Pink & 

Wampler, 1985; Roderick, Henggeler, & Hanson, 1985; Russell, 1979); (b) find 

no relation between adaptability and cohesion scores and other indicators of 

healthy family functioning (Green, Kolevzon, & Vosler, 1985; Walker, 
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McLaughlin, & Green, 1988); (c) report a linear rather than a curvilinear 

relationship between cohesion and/or adaptability and healthy family functioning 

(Anderson & Gavazzi, 1990; Beavers, Hampson, & Hulgus, 1985; Dickerson & 

Coyne, 1987; Fischer et al., 1992; Green, Harris, Forte, & Robinson, 1991; Green, 

Kolevzon, & Vosler, 1985; Mathis & Tanner, 1991; Miller, Bishop, Epstein, & 

Keitner, 1985; Perosa & Perosa, 1988; Pratt & Hansen, 1987; Walker, 

McLaughlin, & Greene, 1988); and studies that (d) find the cohesion dimension 

can discriminate between clinical and nonclinical samples but the adaptability 

dimension carmot (Beavers et al, 1986; Green, 1989; Kang, Kleinman, Todd, 

Kemp, & Lipton, 1991). This study will focus attention on the third and fourth 

sets of research findings. 

Purpose of This Study 

One of the goals of the assessment process is to determine the health of 

the entire family system (Brock & Barnard, 1988). The Circumplex Model is an 

attempt to locate families in a family health matrix. The theoretical aspect of the 

model reflects GST, and more specifically SFT theory, in that too little or too 
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much cohesion (disengaged or enmeshed families, respectively), as well as too 

little or too much adaptation (rigid or chaotic families, respectively), are thought 

to result in family dysfimction. The theoretical hypothesis of the model is that 

moderate family cohesion and adaptability will be more functional than either 

extreme (i.e., there is a curvilinear relationship between other measures of family 

functioning and FACES Cohesion and Adaptability scales). 

Recent research regarding the convergent validity of the FACES measures 

(i.e., FACES I, II, and IQ) with other measures of fsmiily health, indicates that 

cohesion and/or adaptability display a linear, rather than a curvilinear, 

relationship with healthy family interaction (Anderson & Gavazzi, 1990; 

Dickerson & Coyne, 1987; Green, Harris, Forte, & Robinson, 1991; Perosa & 

Perosa, 1988; Pratt & Hansen, 1987; Walker, McLaughlin, & Greene, 1988). In 

light of these findings, Olson (1994) has conceded that "researchers using FACES 

n and FACES m are finding linear relationships between Cohesion and 

Adaptability and other family assessment scales and family outcome measures. 

Those findings are accepted as fact" (p. 477), and he proposes scoring FACES EI 

in a linear fashion in nonclinical samples. However, the clinical utility of the 
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instrument is then called into question as clinicians have no theoretical basis for 

interpreting findings. 

The controversial issue of the clinical usefulness of FACES EI as a family 

assessment measure is this study's central focus. According to Olson's critics, 

linear scoring will afford better convergence of an individual measure and a 

marital measure of family health than curvilinear scoring. Olson has responded to 

his critics (Green et al., 1991) by citing the dearth of clinical samples as a 

limitation in current FACES research (Olson, 1991). One published clinical study 

using the FACES E instrument sampled respondents in a community counseling 

center setting (Anderson & Gavazzi, 1990). However, most studies sampling 

clinical populations report findings limited to special types of problems, such as 

schizophrenia (Clarke, 1984), substance abuse (Games, 1985), delinquency 

(McGaha & Fouriner, 1988; Roderick, Henggeler, & Hanson, 1985), and divorce 

(Mathis & Yingling, 1990). These studies do not answer questions about general 

or mixed clinical populations. 

In a recent study regarding the use of standardized assessment instruments 

by MFTs, Boughner, Hayes, Bubenzer, and West (1994) report about 15% of the 
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clinical practitioners in their study use FACES IE as a family therapy assessment 

measure in their daily work with families. If high scores on FACES IE Cohesion 

and Adaptability scales (as opposed to lower central range scores) correspond 

with healthy family functioning, does the clinical interpretation of the measure fit 

with prevailing MFT theoretical models? The overall research hypothesis for this 

study is that, in a clinical population, FACES IE, when scored in a curvilinear 

fashion, will converge with individual and couple measures of family health. 

Further, FACES IE should be able to discriminate this study's sample of clinical 

respondents from a national nonclinical sample (Olson, Portner, & Lavee, 1985). 

The discussion section will focus on providing guidelines for using FACES in a 

clinical practice, with an emphasis on scoring methods for the two scales on 

FACES IE, incorporating differing family contexts, and assisting the practicing 

clinician in interpreting FACES IE within family systems theory. 

Research questions. In order to lend insight into the clinical utility of the 

measure, research questions for this study are: (a) Can the adaptability and 

cohesion dimensions of FACES IE reliably discriminate between the clinical 

sample of couples in this study and couples in a nonclinical population (Olson, 
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Portner, & Lavee, 1985)? (b) Can husbands' and wives' Cohesion and 

Adaptability scores serve as a measure of family health and be used to predict 

reliably other measures of family health? More specifically, can FACES EI 

scores be used to predict dyadic adjustment and individual symptomology as traits 

of couple and individual health, respectively? (c) If family health emerges as a 

latent variable in the analyses, which FACES EI model (linear versus curvilinear) 

provides a stronger association between the two sets of variables? (d) Do 

individual levels of Adaptability and Cohesion in a clinic sample vary by life 

cycle stage, family type, presenting problem, or gender? Can linear and 

curvilinear scoring equally discriminate group differences? 
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CHAPTER II 

LITERATURE REVIEW 

MFT as a scientific discipline has increasingly attended to the complex 

methodological problems of its practice (Daley, Sowers-Hoag, & Thyer, 1991) A 

growing number of formal family assessment instruments have been developed in 

recent years which offer better opportunities for quantitatively descnbing and 

understanding family dynamics. However, many of these instruments do not 

appear to reflect any of the major family therapy conceptual frameworks of 

healthy family functioning (Fredman & Sherman, 1987). Reviews of family 

therapy research point out the need for research strategies which directly assess 

and test the major premises of accepted MFT theoretical models (Gurman & 

Kniskem, 1981; Stanton, 1988). 

A notable exception to the general complaint that instmments do not 

reflect theory is Olson's Family Adaptation and Cohesion Evaluation Scales 

(FACES), which has emerged as a state-of-the-art family assessment instrument 

in the MFT field through wide usage and multidisciplinary recognition (Franklin 
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& Streeter, 1993). The vanous versions of FACES have been used in over 450 

published studies. The crucial difference between Olson's model and those of 

others is that Olson and colleagues devoted considerable time and effort to 

develop a measurement instrument (FACES) that would reliably and validly 

reflect two specific constmcts identified in a wide range of disciplines (Daley et 

al., 1991). 

The process of constructing and refining the Circumplex Model began in 

1976 as a result of Olson and his colleagues' frustration at trying to integrate a 

growing list of disconnected but seemingly relevant concepts from the fields of 

family therapy, family sociology, and small group research (Olson, Sprenkle, & 

Russell, 1979). Family cohesion, adaptability, and communication are three 

dimensions of family behavior that emerged from a clustering of over 50 concepts 

developed to describe marital and family dynamics (Olson, 1988). 

Family adaptability and cohesion are the two dimensions of the model that 

are directly measured using the FACES scales. Family communication is a third 

dimension in the Circumplex Model, and although it is not directly measured on 

FACES, it is a facilitating dimension between cohesion and adaptability, and is 
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considered critical to individual, couple, and/or family change. Positive 

communication skills (e.g., empathy, reflective listening, supportive comments) 

enable people to share changing needs and preferences as tiiey relate to cohesion 

and adaptability. Negative communication skills (e.g., double messages, double 

binds, criticism) minimize their ability to share thoughts and feelings, thereby 

restricting movement on the two dimensions (Olson, 1988). Global 

communication is direcUy measured on the observationally-based Clinical Rating 

Scale (CRS). Data from the CRS appear to support the curvilinear hypothesis 

that families with balanced cohesion and adaptability will generally function 

more adequately than those at the extremes of the dimensions (Olson, 1994). 

Since many of the concepts reflected in FACES were developed by 

clinicians and researchers observing problem families from GST and SFT 

theoretical perspectives, findings using the FACES instrument are presumed to 

reflect the adequacy of those theories. As long as measurement issues are in 

doubt, empirical evidence for or against the theories remain ambiguous (Kuehl, 

Schumm, Russell, & Jurich, 1988). The Circumplex Model was developed in an 

attempt to bridge the gap between theory, research, and practice (Gorall & Olson, 
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1995). Thus, it is important to review (a) the theoretical constructs relevant to the 

two dimensions, and (b) the changing nature of the FACES instrument. 

A Theory of Cohesion 

Minuchin and other structurally oriented therapists (Aponte & van 

Deusen, 1981; Minuchin & Fishman, 1981) define the boundaries of a subsystem 

as "the mles defining who participates, and how" (Minuchin, 1974, p. 53). In the 

SFT view, all families evolve such mles, and each family's boundaries vary in 

their degree of permeability. Permeability of a system or subsystem boundary 

refers to the amount of access family members have across boundary lines 

(Brown & Christensen, 1986). For example, a couple may have little or no 

integrity as a separate subsystem if the boundary between them and their children 

or extended family is too permeable. Conversely, the boundary may be too rigid, 

allowing little outside contact and influence. Excessive family togethemess or 

separateness have been studied as types of pathological family stmctures falling 

at the extremes of the dimension of boundary permeability. 
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The concept of cohesion represents the amount of togethemess in a 

marriage and family. Minuchin (1974) did not specifically discuss cohesion, but 

did describe enmeshment and disengagement, the theoretical poles of the 

cohesion continuum. The concepts of enmeshment and disengagement refer to 

the interactional styles between partners in a couple and with other subsystems 

within the family system's boundaries. At the enmeshed end of the continuum, 

the individual experiences little sense of separateness or autonomy. Spouses 

seem to talk and think for each other and hold few individual positions on issues. 

Hoffman (1975) describes enmeshment as a "too richly cross-joined system," 

wherein a small change in one partner in a dyad can radically affect the other 

parmer or other family members outside the dyad. Minuchin describes enmeshed 

families as those with diffuse boundaries where the behavior of one member 

immediately affects others in the family. 

At the opposite extreme on the cohesion continuum is disengagement, 

where there is little sense of connection and support among family members. 

Autonomy is easily achieved, but at the expense of loyalty or commitment to the 

family unit. In disengaged families, even extreme behavioral fluctuations in an 
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individual produce little response m other family members. In contrast to 

enmeshed families, disengaged families are those with rigid boundaries and 

which require a higher level of stress in one member to activate the others 

(Nelson & Utesch, 1990). 

A Theory of Adaptability 

In GST, information processing within a family system is described in 

terms of feedback loops. When a stimulus from the environment enters a system 

it is called input, and when the system emits a response back into the 

environment, it is called output. Family mles prescribe the familial response to 

any of the possible inputs, but families cannot constmct a mle to cover every 

possible situation. When a family finds itself facing a novel and unanticipated 

situation for which it lacks a ready response, it is said to lack the requisite variety 

to process the input appropriately (Broderick & Smith, 1979). A family's intemal 

stmcture predicts the degree to which it can marshal its resources to innovate a 

new response suitable to the situation. There is convincing evidence that whether 

boundaries are relatively open or closed is a cmcial determinant of a system's 
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effectiveness (Broderick & Smith, 1979) Whether boundanes are competent to 

filter extemal information in a manner healthy for the system appears to be a 

cmcial issue in family functioning. 

The generation of a new mle of transformation occurs when the system's 

boundaries are adaptable enough (open) to allow in new information and is called 

morphogenesis, which produces change in the system's functioning. Problems are 

thought to recur in the family when members lack the flexibility to use a variety 

of responses, and they fall back on a stock residual response which maintains 

homeostasis, or a steady state. Both morphogenesis (change) and morphostasis 

(stability) are hypothesized as necessary to healthy family functioning. A rigid 

status quo orientation or one in constant flux is indicative of pathology (Wynne, 

1958), while the more viable family systems are those that maintain a balance 

between both stability and change (Lee, 1988). 

An ideal, adaptive family system can be conceptualized as one 

maintaining an appropriate balance between stability-promoting, self-corrective 

processes (morphostasis^ and change-promoting, self-directive processes 

(morphogenesis; Wertheim, 1975). It is hypothesized that when there is a more 
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free-flowing balance between morphogenesis (change) and morphostasis 

(resistance to change), family adaptability along this continuum will allow for 

more egalitarian role sharing and mle making, and fewer implicit family mles 

will exist. 

Minuchin focuses attention on family adaptation by noting that flexibility 

can be a positive response to stress and that many families experiencing nomial 

transitional stress may be misdiagnosed as pathological. He fiirther states: "The 

label of pathology would be reserved for families who in the face of stress 

increase the rigidity of their transactional patterns and boundaries, and avoid or 

resist any exploration of alternatives" (Minuchin, 1974, p. 60). 

Patterned interactional styles develop among and between family 

subsystems, categorized on the dimensions of alignment and power. Family 

members frequently coalesce around a specific task. In functional families, there 

are shifting coalitions depending on the timing and context of the task. These 

coalitions honor the hierarchical power of the parents as the executive subsystem. 

Stable coalitions may also produce unstable alignments that violate subsystem 

boundaries and functional power organization. A stable dysfunctional coalition. 
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such as father and daughter ngidly aligned against mother, forces mother to 

contend with a team rather than an individual. For example, father and daughter 

might align against mother when mother gives an order with which father 

disagrees. With father and daughter teaming up against mother, the daughter can 

overmle mother's wishes, thus violating the parental boundary and inappropriately 

allowing her to function as an adult within the system 

Dissatisfactions with power relationships are closely related to boundaries 

and alignment. Problems in power arise when an individual or subsystem is 

unable to carry out its functions (Brown & Christensen, 1986). For example, a 

rigid alliance between father and daughter can diminish mother's power in the 

executive (parental) subsystem, reducing the power of both parents to control the 

daughter and possibly the other children as well. The more adaptable family 

systems have shifting alignments and power stmctures instead of rigid ones, while 

maintaining parental hierarchy and authority. 

Adaptation, first-order, and second-order change. The concept of 

adaptation represents the amount of change tolerated in a marriage or family. 

Small changes or adjustments in interactional patterns that do not transform the 
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family's underlying stmcture are a means of maintaining homeostasis (steady state 

functioning) and are called first-order change. Too little change results in ngid 

family patterns that maintain dysfunctional coalitions and power stmctures. 

Second-order change (Terkelsen, 1980) requires a transformation at the stmctural 

level and results in new ways of relating. Too much or too rapid change results in 

chaotic families with little intemal structure and few mles of organization. 

Olson has been criticized for including both first-order and second-order 

change components within the single constmct of adaptability' (Lee, 1988). This 

criticism has particular significance with respect to the FACES instrument. If the 

confusion of linear and curvilinear variables in FACES indicates a mixture of the 

two components of change, then a problem of clinical interpretation arises (Cluff, 

Hicks, & Madsen, 1994). The emphasis on change as a characteristic of family 

stmcture is represented by family adaptation in the Circumplex Model, but 

FACES may be measuring first-order change, second-order change, or both. For 

research purposes, it is important to distinguish between stmctural changes that 

rearrange interpersonal patterns of interaction within the family system 
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(first-order) and stmctural changes that transform the family system and require 

changes in interpersonal interaction to ensure family health (second-order). 

Although the FACES instmment is one of the most widely used methods 

of assessing healthy family systems, it is also the most highly debated measure in 

the MFT field (Cluff, Hicks, & Madsen, 1994). The ongoing debate surrounds 

the psychometric properties of the scales of Cohesion and Adaptability. At the 

heart of the debate are the ramifications for the assessment and treatment of 

families in distress. The focus of treatment will change drastically depending on 

whether the linear or curvilinear nature of the model is considered more 

appropriate. Within the curvilinear SFT theoretical model, treatment focus will 

be on balancing cohesion and adaptability and avoiding either extreme. If the 

constmcts of cohesion and adaptability are considered to be linearly related to 

family health, then treatment will focus on building and improving family 

cohesion and adaptability along a continuum (Cluff, Hicks, & Madsen, 1994). In 

an effort to resolve this ongoing dilemma, Olson and colleagues have revised the 

FACES instmment three times and are working on a fourth revision to capture 

underlying GST and SFT theoretical assumptions. 
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FACES I: 1979-19S1 

The original Family Adaptability and Cohesion Evaluation Scales 

(FACES) instmment, a 111-item, self-report index, was developed in 1978 in the 

dissertation work of Portner and Bell and introduced along with the Circumplex 

Model (Olson, Russell, & Sprenkle, 1979; Olson, Sprenkle, & Russell, 1979) 

FACES I consisted of short statements describing high, balanced, and low levels 

of 16 content areas, nine for Cohesion and seven for Adaptability. Family 

cohesion was operationally defined as the "emotional bonding members have 

with one another and the degree of individual autonomy a person experiences in 

the family system" (Olson et al., 1979, p. 5). Adaptability was defined as "the 

ability of a marital/family system to change its power stmcture, role relationships, 

and relationship mles in response to situational and developmental stress" (Olson 

et al., 1979, p. 12). FACES 1 was used in a study of 210 parent/adolescent triads, 

and Cronbach's alpha for Cohesion was reported at .83, while the alpha for the 

Adaptability scale was reported at .75 (Olson, Portner, & Lavee, 1985). 

Olson et al. (1979) described three categories of families based on the 16 

possible combinations or levels of family functioning in the Circumplex Model. 
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Four "balanced" family types are balanced on both dimensions of adaptability and 

cohesion, and are at the center of the circumplex. Balanced family types are 

categorized as flexibly separated, flexibly connected, stmcturally separated, and 

stmcturally connected (see Figure 1.2). Balanced families are considered to be 

highly functional, and the healthiest of all three categories of family types. 

Eight "midrange" family types occupy a concentric zone around the 

balanced types and include categories of chaotically separated, chaotically 

connected, flexibly disengaged, flexibly enmeshed, stmcturally disengaged, 

stmcturally enmeshed, rigidly separated, and rigidly connected. Midrange 

families are balanced on only one of the central dimensions of adaptability and 

cohesion, and are considered less fimctional though still capable of meeting 

individual, couple, and family needs but to a more limited extent. 

Four "extreme" family types occupy comers of the matrix and function 

outside the optimal or balanced zones on both adaptability and cohesion. The 

categories of extreme families consist of chaotically disengaged, chaotically 

enmeshed, rigidly disengaged, and rigidly enmeshed. Extreme family types are 

thought to be the most dysfunctional (least healthy) of the three categories. 
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Olson suggests there are some exceptions to the model's hypothesis of 

curvilinearity. The nature of model is said to be dynamic in that it assumes that 

individuals and family systems will change and therefore move within the areas 

of the circumplex, particularly to deal with situational stress and developmental 

change across the family life cycle. Balanced and midrange families are thought 

to move more easily than extreme families, who will be more resistant to change 

over time. 

FACES E: 1983-1985 

The FACES instrument was reduced from its original 111 items to 50 

items (Olson, Bell, & Portner, 1982) and then further reduced to 30 items (Olson, 

McCubbin et al., 1983). FACES II was developed in order to create a shorter 

instrument with simple sentences so that it could be used with children and adults 

with limited reading ability. Alpha reliability for FACES II was reported at .91 

for the Cohesion scale and .80 for Adaptability (Olson, McCubbin et al., 1983). 

The concept of individual autonomy related to cohesion was dropped from the 

model (Russell, 1979; Sprenkle & Olson, 1978) because research evidence 
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(Bilbro & Dreyer, 1981) showed it was an individual and linear concept (Olson, 

Russell, & Sprenkle, 1983). The definition of cohesion changed to "the 

emotional bonding members have with one another" (Olson, Russell, & Sprenkle, 

1983, p. 80), and independence was dropped from the subcategones of Cohesion. 

The Cohesion subscales were emotional bonding, family boundaries, use of time 

and space, coalitions, friends, decision making, and interests and recreation. The 

adaptability definition remained the same; the specific indicators of the 

adaptability dimension were assertiveness, leadership (control), discipline, 

negotiation, roles, and mles. 

The goals for changing the instmment were to (a) improve reliability, 

validity, and independence of the dimensions; (b) produce a short test and 

simplify test items for children; (c) reduce double negatives in test terms; (d) 

change the test from a 4- to a 5-point response scale; and (e) eliminate the 

autonomy scale (Cluff, Hicks, & Madsen, 1994). 

Research subjects were now instmcted to take FACES II twice, first 

describing their family as it is (perceived) and then answering items in terms of 

how they would like their family to be (ideal). The difference score between the 
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ideal and real creates a measure of family satisfaction. The hypothesis is that 

individuals, couples, and families will function more adequately if there is a high 

level of congmence between their ideal and perceived family descriptions. If 

family members score in the extreme range, yet agree this is ideal functioning for 

their family, they are said to be in the "healthy extreme" category. 

FACES IE: 1985-1996 

The most recent published measure of the Circumplex Model, FACES IE, 

emerged in response to ongoing clinical and research feedback, and is a 20-item, 

self-report measure using a 5-point Likert-type scale. One of the primary goals of 

revising the FACES format a third time was to improve reliability, validity, and 

the clinical utility of the measure (Olson, Portner, & Lavee, 1985). The 

instrument was again shortened so it could be more rapidly administered under 

perceived and ideal conditions. 

There were no changes to the stmcture of the model or in the definitions 

of cohesion or adaptability. Adaptability was given the secondary label of 

"change" and referred to as adaptation (change) (Olson, Portner, & Lavee, 1987, 
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p. 183). There are two items for each of the following concepts related to the 

adaptability dimension; leadership, control, and discipline, and four items for the 

combined concepts of roles and mles. The assertiveness and negotiation 

subscales were eliminated from the adaptability dimension. There are two items 

for each of the following five concepts on the family cohesion dimension: 

emotional bonding, supportiveness, family boundaries, time and friends, and 

interests in recreation. Use of space and family coalitions were eliminated from 

the cohesion dimension scale. The main purpose for changing the instmment was 

to revise the dimensions so they met the criteria of being empirically orthogonal 

(independent) dimensions (Olson, Portner, & Lavee, 1985; Cluff, Hicks, & 

Madsen, 1994). 

Olson (1991) suggests that a primary reason for the discrepancy between 

studies finding linear and curvilinear relationships is that nonclinical families 

represent only a narrow spectrum of the range of behavior observed on the two 

dimensions. As a result, only a very few nonclinical families legitimately fall into 

the extreme types. Green, Harris, Forte, and Robinson (1991) conducted a study 

sampling 2,440 nonclinical men. FACES 111 was supported as a linear measure of 
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family health on the cohesion dimension, but Green et al found it to be unrelated 

to measures of family health on the adaptability dimension. Olson (1991) 

concludes that "future studies with FACES III should assume it is a linear 

measure with high scores representing Balanced types and low scores 

representing Extreme types" (p. 75). 

In reply to Cluff, Hicks, and Madsen's (1994) call for a moratonum on the 

use of the FACES instrument as a curvilinear measure, Olson states "The 

lack of curvilinearity is due to the methodological limitations of FACES and not 

to its underiying theory" (Olson, 1994, p. 471), which has changed very little 

since the initial publication. Olson (1994) believes the observational measure of 

family functioning, the Clinical Rating Scale (CRS), which was developed along 

with the model's assessment package cleariy shows a curvilinear relationship 

between the dimensions of cohesion and adaptability and healthy family 

functioning. Thomas and Olson (1993) found the curvilinear theory to be 

strongly supported by the CRS' ability to discriminate between clinical and 

nonclinical families. 

43 



Distance from the center of the circumplex. Because of the curvilinear 

nature of the Circumplex Model, parametric statistical methods are not 

appropnate to evaluate the model without first transforming individual scores 

(Olson et al., 1985). Mean scores across respondents are also problematic 

because of the curvilinear relationship hypothesized on each dimension. The 

balanced area in the center of the model is contrasted with the extremes (high or 

low scores) on either end. In general, mean scores tell only the average location 

on the dimension but do not distinguish between the extreme scores. 

Distance scores are a method of computing the distance of an individual's 

score from other responses. Responses can be subtracted, squared, summed 

across measures, and finally the square root taken to produce a distance measure 

(Campbell & Fehr, 1990). The Distance from the Center of the Circumplex 

(DFC) score is computed in this way and is used to indicate the distance of an 

individual's Cohesion or Adaptability score from the center of the Circumplex 

Model (Olson et al., 1985). Because the DFC is a linear score, it can then be used 

in correlational analysis. A combined DFC score (Cohesion DFC plus 

Adaptability DFC) can also be computed to account for both dimensions 
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simultaneously (Formula 2.1). The main limitation of the DFC score is that 

it does not indicate the direction of the score from the center of the circumplex, 

only the distance. 

Formula 2.1 

Distance From the Center of the Circumplex Score 
(Sample means from Olson, Portner, & Lavee, 1985) 

Cohesion DFC Score = [(coh. - sample coh. mean)2].5 

Adaptability DFC Score = [(adapt. - sample adapt.)2].5 

) 

Overall DFC Score = [(coh. - sample coh. mean)2 + (adapt. - sample 
adapt. mean)2].5 

"coh." is the cohesion score for each respondent in the study 
"sample coh. mean" is the mean from the overall nonclinical sample 
"adapt." is the adaptability score for each respondent in the study 
"sample adapt, mean" is the mean from the overall nonclinical sample 

Three-Dimensional (3-D) Family Circumplex Model 

Cumulative empirical evidence has prompted Olson and colleagues to 

reconceptualize the Circumplex Model as the Three-Dimensional (3-D) Family 
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Circumplex Model, hereafter referred to as the 3-D Model, a linear model and 

interpretation of the FACES III measure (Franklin & Streeter, 1993). In the 3-D 

Model, the Balanced types that were in the center of the curvilinear model are 

moved to the highest level. Higher scores on both the Cohesion and Adaptability 

scales represent the healthier families and lower scores less healthy families (see 

Figure 2.1). Assessing families with the FACES III measure, using the 3-D 

Circumplex Model, is believed to provide a linear, valid measurement and offers 

theoretical interpretation of family health. 

Gorall and Olson (1995) report the 3-D Circumplex Model was developed 

to accomplish three goals in answer to the recent critiques and revisions of the 

original circumplex model. First, it illustrates the difference between first order 

(within system) and second order (stmctural) change (Gorall & Olson, 1995). In 

the 3-D Model, as well as in the Circumplex Model, change is represented in the 

adaptability dimension, now called flexibility. But while Olson initially referred 

to adaptability as second-order change in the Circumplex Model, it is now being 

called first-order change in the 3-D Model. As a family system moves higher, the 

level of change that occurs within the family type increases. A rigid family can 
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tolerate very little change in its relationship mles and roles while a chaotic family 

changes a great deal, but both of these are considered first-order changes. 

Second-order change, or change in the stmctural arrangement of the system, is 

more characteristic of balanced families' reactions in meeting developmental and 

environmental demands (Gorall & Olson, 1995) Conversely, unbalanced 

families are less able to change their stmcture when necessary and are therefore 

lower on second-order change. According to Olson (1991), this new expanded 

model allows one to incorporate second-order change (change from one type of 

family system to another, i.e., extreme to midrange to balanced) into the 

circumplex schema (see Figure 2.2). 

Second, the 3-D model makes clear the distinction between balanced, 

midrange, and extreme family system types by graphically separating the levels 

while grouping the types that contain interplay between the adaptability and 

cohesion dimensions (Gorall & Olson, 1995). The assumption is that families are 

capable of change from one system type to another and from one circumplex 

model level to another. Third, the revised model provides a method of scoring 

FACES E and III that more accurately reflects the linear relationship of FACES 
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scores and family functioning (Gorall & Olson, 1995). Balanced family types 

now have the highest scores, and unbalanced family types have the lowest scores. 

The FACES IE scores contained in this study utilize both the original Circumplex 

and new 3-D Models. Hereafter, curvilinear scoring will be referred to as 

incorporating the Circumplex Model, while linear scoring will incorporate the 

3-D Model. 

Continuing development of FACES instmment. A bipolar item format 

has been proposed for scoring FACES IV (Olson, 1994). Pratt and Hansen (1987) 

found the curvilinear theory was supported when an item is presented with a 

bipolar response option, whereas it is not when the items are stated with a 

unipolar Likert format, and suggest this methodology might provide a new 

direction for FACES. Olson's (1994) proposal for FACES IV is a 5-point bipolar 

response format asking "how well each statement describes your family: (A) 

Does not; (B) Barely; (C) Somewhat; (D) Generally; (E) Very well" This format 

differs from FACES III scoring in that it places respondents in a forced-choice 

situation (yes or no). Currentiy, FACES Ill's unipolar format asks families to 

respond to the degree to which they now experience the statement (i.e., (1) 
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Almost never, (2) Once in a while, (3) Sometimes, (4) Frequently, and (5) Almost 

always). Items on FACES IV are written only for the four extremes of the 

cohesion and flexibility dimensions: chaotic, rigid, disengaged, and enmeshed 

(Tiesel, 1994). It is assumed that problem families will tend to fall mainly at one 

end of each dimension, and that nonproblem families will tend to obtain low 

scores on all of the extreme scales; hence, families will be more balanced 

between the extremes (Olson, 1994). Terminology in the adaptability definition 

has replaced the ability to change with amount of change. 

The controversy rages on about the hypothesized nature of adaptability 

and cohesion. Perosa and Perosa (1990) question whether the variables contained 

in the bipolar item are equivalent in meaning to Olson's notions of adaptability 

and cohesion. The term "circumplex" itself has been challenged as having 

"nothing to do with curvilinear relations" (Eckblad, 1993, p. 476). Cluff, Hicks, 

and Madsen (1994) state "These measures (FACES IV) will 'force' families to 

respond to theoretical concepts and continua that may not even exist. If the 

concepts of cohesion and adaptability indeed represent confounded variables, 

then using a bipolar format will force subjects into agreeing with a model that 
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creates pseudocurvilinear results. These results will hide what is really happening 

in healthy families" (p.466). 

The Circumplex Model of Marital and Family Systems has improved its 

conceptual clarity, methodological rigor, and empirical base since its inception in 

1976 to the present (Olson, 1994). The FACES self-report measure has changed 

its format through empirical feedback processes. The model's ability to withstand 

criticism and the authors' willingness to change their measurement instmment are 

two of its major strengths, and guarantee that the debate will continue. 

However, without better support for the curvilinear nature of the model, 

the underlying theoretical assumptions regarding the ways families operate will 

have to be rethought. This challenges the SFT view of family functioning, as well 

as the basic GST premise upon which many MFT theories are based. Thus, it is 

important to address how clinicians currently using FACES III to assess family 

dynamics can best utilize the family measure, given the amount of controversy 

surrounding the theoretical debate as well as critique of the instmment itself One 

way to assess the FACES EI measure is to look at its convergent and discnminant 

descriptive capacity when correlated with other measures of family health SFT 
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theory predicts positive relationships between other family health measures and 

FACES III scores on Adaptability and Cohesion. 

Study Designs: Multitrait-Multimethod and Multisystem Approaches 

Campbell and Fiske (1959) proposed that a multitrait-multimethod 

(MTMM) matrix of intercorrelations be constmcted to triangulate (i.e., zero in 

on) the validity of a constmct, pairing different methods with different trait 

variables. In analyzing MTMM data, it is typical to assess convergent validity, 

discriminant validity, and method-halo effects (Marsh & Hocevar, 1988). 

Convergent validity is agreement between measures of the same trait assessed by 

different methods or systems while discriminant validity refers to the 

distinctiveness of the different traits. A method-halo effect is an undesirable bias 

that inflates the correlations among the different traits that are measured by the 

same method. 

Constmct validity refers to the way a measure relates to other variables 

within a system of theoretical relationships (Babbie, 1986). The MTMM matrix 

(Campbell & Fiske, 1959) used to assess convergent and discnminant validity 
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asks the researcher to measure the constmct of interest in two or more ways. 

From both GST and SFT standpoints, family functioning as measured by the two 

central dimensions of the Circumplex Model (cohesion and adaptability), marital 

adjustment, and individual symptomology all provide measures to assess the 

health of a family system (Anderson & Gavazzi, 1990; Deal, Wampler, & 

Halverson, 1992; Green et al., 1991). Less healthy families can be conceptualized 

as having one or more members with individual symptoms and lower levels of 

marital adjustment. Thus family health is the constmct of interest for this study. 

The MTMM approach would argue that it is also problematic to rely on 

only one family member's perceptions because members often do not agree when 

describing their family system (Olson, McCubbin et al., 1983). Assessments 

should use reports from multiple family members to provide a more complete 

picture of how each fsunily member perceives the system and the level of 

agreement between them (Olson & Lavee, 1989). Multisystem assessment ideally 

focuses on the individual, marital, and parent-child subsystems, and the family 

system as a whole (Olson & Lavee, 1989). Gurman and Kniskem (1981) also 

advocate the inclusion of multiple levels of assessment of clinical studies of 
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family functioning. These authors emphasize the need for treatment outcomes in 

MFT to be assessed routinely at the individual, dyadic, and family systems levels. 

These three levels of systems will be assessed in this study from two 

perspectives~the two individuals in the couple dyad. 

The idea behind using multiple methods to measure the same and 

differing traits is that it avoids the difficulty that high or low correlations may be 

due, not to convergent or discriminant validity, but to their common basis in the 

same method of measurement (Rosenthal & Rosnow, 1991). The multimethod 

approach utilizes both self-report (insider) scales, and observers (outsider) ratings 

on the same set of variables. Both clinical work and research with families have 

indicated that there is often a discrepancy between these two perspectives and 

related methodologies (Olson, 1977; Olson et al., 1983). Only one method, self-

report measures, will be used in this study. 

Self-report measures. The self-report is a widely used method of assessing 

individual, marital, and family interaction and brings with it many positive 

features. Questionnaires are economical, amenable to quantitative methods of 

scoring and interpretation, highly transportable, and easy to administer (Meehl & 
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Dahlstrom, I960). Typically, individuals are asked to respond to questions about 

themselves and their relationship with the other member(s) of the partnered dyad 

or to describe the functioning of the family as a unit. The unit of analysis is the 

individual, which presents methodological problems because the level of 

inference is generally the couple or family. The lack of congmence across family 

members has consistently been found in all self-report scales focusing on family 

systems (Olson et al., 1985). 

Nevertheless, self-report assessment instmments continue to be valuable 

tools for clinicians, helping them determine the level of distress in an individual, 

gather important family background information in an expedient way, understand 

the clients' subjective views of the world, and evaluate treatment outcomes 

(Busby et al., 1995). Self-report assessment instmments are also vital in research 

to provide estimates of independent and dependent variables. However, if 

self-report instruments are going to continue to be used to answer important 

questions in MFT research, they must be valid and reliable measures of couple or 

family health and not simply individual reports. 

Individual health as a trait of family health. A basic premise of GST is 

that the whole is different from (and greater than) the sum of its parts (Walsh, 
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1982). To address this premise, assessment instmments will be used in this study 

that examine behavior beyond the individual level. While the sum of individual 

perspectives cannot be inferred to represent a "family" perspective, the position 

each person takes in the family in relation to the others and the beliefs that the 

individual has about the other members and about the family as a whole influence 

his/her own behavior (Nelson & Utesch, 1990). 

Individuals are subsystems and, as such, individual behavior has an impact 

upon and is affected by the roles, mles, and boundaries in marriages and families 

(Fristad, 1989). Although systems intervention is founded upon the GST 

principle that psychological difficulties are inseparable from their interpersonal 

contexts (Nichols, 1994), this principle will ultimately be applied to 

understanding the individual patient (Bateson, 1971). Because the notion of a 

relationship between family vanables and individual pathology is central to most 

models of family therapy, it is cmcial that the individual in the system be assessed 

(Anderson, 1988). 

Although.past experiences are acknowledged, SFT is primarily concerned 

with current relationships in the individual's life, and symptomatic behavior is 
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understood as performing a function in relation to an unresolved family dilemma. 

However, symptoms or behavior disorders in a person designated as the identified 

patient (IP) are not limited solely to the IP's relationships with others (Becvar & 

Becvar, 1993). Stress may come from within the person her/himself (individual 

illness), the couple relationship (conflicted mamage), the family (child with a 

disability), or outside the family (work, school, the welfare system, a grandparent, 

or a lover in an extramarital affair). 

The best theoretical fit for analyzing individual psychological health 

within GST and SFT, which link all clinical symptoms to the emotional system, is 

the notion that a disturbance in the balance of the emotional system, whether 

within an individual or within his/her relationship system, can trigger the 

development of symptoms (Kerr & Bowen, 1988). Generally, an individual can 

fiinction well during periods of calm, but when stressed, s/he will seek immediate 

relief through the emotional system rather than maintaining a healthy balance that 

the thinking system provides (Bowen, 1978). The accumulation of stressful life 

events during vulnerable periods of development may lead a person to develop 

symptoms of distress or individual psychopathology. Symptoms of distress 
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include anxiety, depression, paranoia, obsessive-compulsivity, and psychoticism 

as described by the Diagnostic and Statistical Manual of Mental Disorders (DSM; 

American Psychiatric Association, 1994). 

The Brief Symptom Inventory (BSI; Derogatis, 1993) has been used to 

investigate psychological distress among a variety of patient populations (Hale et 

al., 1985; Johnson & Thome, 1989) and as an index of clinical change or 

improvement (Carscadden 1990; Piersma, Boes, & Reaume, 1994). The BSI is a 

self-report questionnaire designed to reflect the psychological symptom patterns 

of psychiatric and medical patients as well as community nonpatient respondents 

based on DSM categories. It is a brief form of the more widely used Symptom 

Checklist-90-R (SCL-90-R; Derogatis, 1977). It was developed for use in clinical 

and research settings in which there is a need for a relatively brief and easy to 

read measure to assess self-reported client symptomology. 

The 53 BSI items measure nine groups of symptoms-somatization, 

obsessive-compulsivity, interpersonal sensitivity, depression, anxiety, hostility, 

phobic anxiety, paranoid ideation, and psychoticism. Respondents endorse the 

occurrence of each symptom currently and within the past two weeks on a 
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5-point scale, from not at all (0) to extremely (4). Those with a 6th grade reading 

ability are able to complete the test in 7 to 10 minutes. The BSI has been used m 

over 200 published research studies, while the longer form (SCL-90) has been 

used in well over 800 studies. The BSI will be used as a measure of individual 

symptomology in this study. 

Couple health as a trait of family health. Numerous self-report measures 

of marital satisfaction and/or adjustment have emerged since the study of marital 

relationships began nearly seven decades ago, and many of these are commonly 

used in family systems research. They include the Locke-Wallace Marital 

Adjustment Test (LWMAT; Locke & Wallace, 1959), the Kansas Marital 

Satisfaction Scale (KMSS; Mitchell, Newell, & Schumm, 1983), the Marital 

Satisfaction Inventory (MSI; Snyder, 1979), the Marital Satisfaction Scale (MSS; 

Roach, Frazier, & Bowden, 1981), and the Dyadic Adjustment Scale (DAS; 

Spanier, 1976). 

Nelson and Utesch (1990) identify a set of constmcts for the clinical 

assessment of SFT, and review instruments that attempt to measure them. Among 

these instmments, the DAS is recognized as an important SFT assessment tool. 
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The DAS is one of the most commonly used and widely accepted assessment 

measures of marital adjustment (cf, Jacob & Tennenbaum, 1988; LAbate & 

Bagarozzi, 1993; Touliatos, Perimutter, & Straus, 1990; Wampler & Halverson, 

1993). Spanier (1976) developed the 32-item self-report instrument to measure 

overall dyadic adjustment for use with either married or unmarried but cohabiting 

couples. Adjustment can be thought of as a constantly changing process with a 

qualitative dimension that can be quantitatively evaluated at any point in time on 

a dimension from well adjusted to maladjusted (Spanier, 1976). Adjustment has 

been said to be the "capacity for adaptation, or ability to solve problems" 

(LeMasters, 1957, p. 229). Spanier (1976, p. 17) defined marital adjustment as a 

process, the outcome of which is determined by the degree of (a) troublesome 

dyadic differences; (b) interpersonal tensions and personal anxiety; (c) dyadic 

satisfaction; (d) dyadic cohesion, and (e) consensus on matters of importance to 

dyadic functioning. 

This defimtion of dyadic adjustment provides a good fit within a systemic 

theoretical framework and with notions of family health. The DAS was 

developed despite Spanier's awareness of criticism of the concept of adjustment 
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and because he felt a continued need by practitioners and researchers for a good 

paper-and-pencil assessment of marital quality (Bagarozzi, 1985). Spanier (1985, 

1988) reports that over 1,000 research studies have used the DAS, and it has been 

selected to measure couple health in this study. 

The unit of analysis continues to be an issue in marital adjustment scales. 

Most of the 32 items on the DAS attempt to assess the respondenfs perception of 

the adjustment of the relationship as a functioning pair (Spanier, 1976). Partner 

differences in responding to the scale items largely reflect differing perceptions 

by individual partners of the relationship's level of functioning. Deal, Wampler, 

and Halverson (1992) found that couples vary in their degree of agreement 

regarding perceptions of the marriage and family. Husbands and wives scores 

will be analyzed separately in this study to examine gender differences. 

Clinical and Nonclinical Samples 

Validation studies of the Circumplex Model assess the FACES' concurrent 

or predictive validity by employing families assessed as dysfunctional in some 

fashion (e.g., delinquents, sex offenders, substance abusers) and comparing their 
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FACES scores with norms from studies utilizing families with no identified 

dysfunction. Olson, Portner, and Lavee (1985) report that FACES III was 

developed to have specific norms for adults across the life cycle, yet the reported 

norms come from data (Olson, McCubbin, et al., 1983) collected by the FACES II 

instrument and adapted to FACES III. FACES II nomis have been extensively 

reported in the literature (Friedman, Utada, & Morrissey, 1987; Moy & Malony, 

1994; Pmk & Wampler, 1985; Vega, Patterson, Sallis, Nader, Atkins, & 

Abrahamson, 1986) while few published studies using FACES III contain means 

and standard deviations (Zachs, Green, & Monrow, 1988), as reported in Table 

2.1. 

A second strategy has been to categorize families as Balanced, Midrange, 

and Extreme types depending on the point at which a particular family falls on the 

circumplex. The relationship between FACES scores and family dysfunction 

using the Circumplex Model should have a "quadratic" shape, rather than taking 

the form of a linear association (Daley, Sowers-Hoag, & Thyer, 1991, p. 133). As 

predicted by the Circumplex Model, most dysfunctional families have been found 

to be in the extreme range of FACES scores, whereas most functional families are 
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at midrange (see Table 2.2). However, it should be noted that any single extreme 

category (e.g., rigid-disengaged) could produce all or nearly all "extreme" 

families, based on the DFC score used by Olson to convert circumplex scores for 

linear analyses (Olson, Portner, & Lavee, 1985). Although such a finding would 

appear to support the curvilinear hypothesis, it would actually support the linear 

hypothesis. 

The Circumplex Model predicts that a nonclinical sample of scores will 

be distributed following the normal curve. There should be more balanced scores 

at the mean, with extreme scores falling into the two tails. Olson has been 

criticized for assuming that the mean represents the area where the most 

optimally functioning families will score (Cluff, Hicks, & Madsen, 1994). 

However, because the mean is the point around which the majority of respondents 

fall in a normal distribution, the underlying eissumption is that most families are 

optimally functioning. 

This study will compare distributions to determine if the FACES III 

instrument is able to discriminate between clinical and nonclinical samples. 

Means and standard deviations from the norming sample for FACES III (Olson, 
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Portner, & Lavee, 1985) will be compared to the distribution of FACES III scores 

on Adaptability and Cohesion in this clinical sample to test for significant 

differences between the two samples. 

Contextual Family Variables 

Family life cycle. Systemic theorists describe the family as an organized, 

interdependent system, regulated by a set of norms and mles. The family can be 

seen to organize itself to meet the demands of each stage of the family life cycle. 

Family assessment should include an evaluation of how well families are 

managing the organizational tasks at their point in the life cycle (Gerson, 1995). 

The family life cycle is more a conceptual tool for understanding family 

development than an empirical classification scheme for research purposes, 

although there are several models that classify stages. The most comprehensive 

and clinically validated model is that developed by Carter and McGoldrick 

(1989). 

The family's life cycle stage is thought to indicate movement on the 

Circumplex Model as family stmctures change and family members adapt to new 
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contexts. Minuchin (1974) believes that while many families tend toward more 

enmeshed or disengaged subsystems at different times in the family life cycle, 

such as an enmeshed mother-infant relationship, the subsystems will move toward 

disengagement as the children grow into adolescence. A landmark study of 1,200 

families across the family life cycle using FACES II and reported in the book. 

Families: What makes them work (Olson, McCubbin et al., 1983), found that 

family cohesion and adaptability decrease over time, reaching a low during the 

years when adolescents are leaving home. 

The general trend across life cycle stages indicates that levels of 

adaptability and cohesion drop through the first stages of young couples and 

families with young children, reach a low point at the adolescent and launching 

stages, and then recover somewhat in families in later life (Olson, McCubbin, et 

al., 1983). Similarly, Anderson, Russell, and Schumm (1983) report a curvilinear 

pattern of marital satisfaction over the life cycle: high in early maniage, low 

during the child-rearing years, and high in later years. Later-life couples have 

been found to be as cohesive as younger couples, and their family adaptability so 
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high it would be classified as unhealthy according to the Circumplex Model 

(Mathis & Tanner, 1991). 

Family type. Family type based on the idea of family composition has 

also been a variable studied using the FACES measure (Mathis & Yingling, 1990; 

Bray, 1995). A step family is formed when a man or woman who was previously 

married and has children from that relationship marries again. The new spouse 

may or may not have been married previously and may or may not have children 

from that marriage. A remarried family is one in which at least one partner has 

been married previously and may or may not have children (Bray, 1995). Thus, 

all step families are remarried families, but not all remarried families are step 

families. 

Remarriage tends to be misunderstood as a joining of two individuals, 

when, in fact, it represents the changing of two entire systems and an overiapping 

to develop a third subsystem, a binuclear family consisting of two nuclear 

families with the couples in between (Carter & McGoldrick, 1989). Divorce and 

remarriage have been conceptualized as an interruption or dislocation of the 

traditional family life cycle, which produces the kind of profound disequilibrium 
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that is associated across the entire family life cycle with shifts, gains, and losses 

in family membership (Ahrons & Rodgers, 1987). Step family integration seems 

to require a minimum of two or three years before a workable new stmcture 

permits family members to move on emotionally (Carter & McGoldrick, 1989). 

Members in step families in nonclinical samples describe their families as less 

cohesive and less adaptable than members of intact families (Garbrino, Sebes, & 

Schellenbach, 1984; Pink & Wampler, 1985). 

Presenting problem. Although there has been a call to include the 

assessment of presenting problems as a variable in MFT research (Olson, 1988; 

Stanton, 1988), there is a lack of published studies examining the family's 

presenting problem as an independent variable conceptualized under the two 

broad classifications of marital or family problems. Presenting problems 

measured as a variable more frequently focus on individuals in specialized 

treatment groups, such as dmg abusers and delinquents. Marital therapy and 

family therapy have been treated in the literature as separate types of therapeutic 

processes, and the efficacy of each approach has been established through 
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outcome research (Alexander, Holtzworth- Munroe, & Jameson, 1994; Jacobson 

& Addis, 1993; Shadish et al., 1993). 

SFT would predict that couples presenting with marital problems would 

have lower levels of adaptability and cohesion than couples presenting with 

family problems, because of the assumption that the functioning of the couple is 

thought to be representative of that of the entire family system. Poorly 

ftmctioning couples should routinely present with marital difficulties, and would 

most likely have family problems as well. The same cannot be said for couples 

presenting with family problems, where the difficulty may lie in another 

subsystem or in relationships with another subsystem (i.e., stable dysfunctional 

parent-child interactional patterns). 

Gender. It is a long-known and well-established fact that marriage 

represents such a different phenomenon for men and for women that one must 

really speak of "his" and "her" marriage (Bemard, 1972). Women approach 

marriage with enthusiasm, though it has not been a healthy state for them, while 

men typically approach marriage with ambivalence, but, in fact, do better 

psychologically and physically than married women (Ault-Riche, 1986). 
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Mamage has traditionally meant the wife taking care of the husband and children 

by providing emotional and physical comfort, and adapting her own needs to fit 

those of other family members. When women used to fall automatically into the 

adaptive role in mamage, the likelihood of divorce was much lower (Carter & 

McGoldrick, 1989). Generally, wives view their families as more cohesive and 

adaptable than do their husbands (Olson et al., 1983), but this may be due to the 

individual perceptions of wives who themselves have higher levels of cohesion 

and adaptability. 

Stereotypical gender role pressures are restrictive and unforgiving (Cahill, 

1989). Until recently, gender role pressures were relatively invisible, faithfully 

obeyed, yet rarely discussed (Philpot & Brooks, 1995). Gender research suggests 

that women are specifically attuned to men's nonverbal behavior because women 

are so frequently subordinate in status to men (Weitz, 1989). A rise in women's 

status is positively correlated with marital instability and with marital 

dissatisfaction in husbands (Ferree, 1991). 

Feminist therapists have attempted to correct for the problem in status 

differentials by insisting that gender power differences receive major emphasis in 
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all conceptualizations of family and mantal dynamics (Goodnch, 1991). Since 

communication patterns are very different between equals and nonequals 

(Watzlawick, Beavin, & Jackson, 1967), rigid gender socialization which 

differentially imbues men and women with power, sets the stage for unhealthy 

communication patterns between genders. Furthermore, these differences are 

invisible because they are generally accepted as innate biological differences 

between the sexes, and thus go unquestioned and uninvestigated (Eagly, 1995). 

Research findings clearly indicate differing perceptions among family 

members, between genders, between step and intact families, and across families 

in different stages of the family life cycle. Thus, architects of the Circumplex 

Model face a tremendous challenge in conceptualizing and refining the two 

central dimensions of cohesion and adaptability in order for the FACES 

instrument to be responsive to the differing characteristics and contexts of the 

family system. 

In sum, the theoretical nature of the relationship between individual, 

couple, and family functioning is that the two individuals in the marital 

relationship have individual developmental needs as independently functioning 
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subsystems, but also contribute to the functioning of the couple as a subsystem, 

which in turn, contributes to the functioning of the larger family system. If one 

subsystem is distressed, the reverberations will be felt by the other components in 

the system (see Figure 1.1). However, contextual variables also account for 

system functioning at all three subsystem levels. 

Hypotheses 

The present study does not pretend to offer any final solutions to the 

current debate between the critics of Olson who advocate for a linear model of 

family health and Olson's continued support of the curvilinear theory of 

adaptation and cohesion. However, the data analysis in this study contributes to 

the refinement of the debate m several ways. First, a comparison of the FACES 

III scores for this study's clinical sample will be made with the scores of the 

normative (nonclinical) sample of 1,200 families from the work of Olson, 

McCubbin et al. (1983) in order to further investigate the ability of the instmment 

to discriminate between clinical and nonclinical populations. 
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Second, this study is an empirical test of the value of the linear versus 

curvilinear scoring of the FACES III measurement instrument in describing the 

relationships between cohesion, adaptation, and other measures of family health 

(individual symptomology measured by the BSI and dyadic adjustment measured 

by the DAS). The multivariate version of regression analysis, or canonical 

correlation, will be used to test for the strength of the relationship between the 

two sets of continuous variables. One cogent use of canonical correlation is 

simply its descriptive value: the overall canonical correlation between the two 

canonical variates describes the degree of relationship among variables (Edward 

Anderson, personal communication, 1995). 

Third, contextual variables of life cycle stage, family type, presenting 

problem, and gender will be analyzed to better understand the extent of 

differences between groups of families presenting for family therapy. The two 

circumplex models will be used to examine differences in statistical results 

produced by each model. These results will be used to help describe the clinical 

usefulness of the FACES III instmment for assessment and intervention purposes. 
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The specific hypotheses for this study are: 

Hypothesis 1. A clinical population will have lower linear scores than a 

nonclinical population on FACES III Adaptability and Cohesion scales. 

HI a: W^en means and standard deviations from the clinical sample in 

this study are compared to means and standard deviations from a nonclinical 

sample, there will be a significant difference between the two sets of data on 

Adaptability. Adaptability means in the clinical sample will be significantly 

lower than Adaptability means in the nonclinical sample. 

Hlb: Wlien means and standard deviations from the clinical sample in 

this study are compared to means and standard deviations from a nonclinical 

sample, there will be a significant difference between the two sets of data on 

Cohesion. Cohesion means in the clinical sample will be significantly lower than 

Cohesion means in the nonclinical sample. 

Hypothesis 2. Measures of marital (DAS) and individual (GSI of the BSI) 

health with converge with the FACES El measure of family health on both the 

Adaptability and Cohesion dimensions. 
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H2a: Both the 3-D (linear) Model and the Circumplex (nonlinear) Model 

of Marital and Family Systems, as measured by FACES III, can reliably predict 

individual and dyadic health (both associations will be statistically significant). 

H2b: The strength of the association (percent of variance shared between 

the two sets) will be strongest for the 3-D Model. 

H2c: All eight variables in both sets (husbands' Adaptability and 

Cohesion and wives' Adaptability and Cohesion in Set 1 and husbands' GSI and 

DAS and wives' GSI and DAS in Set 2) will contribute significantly to the 

canonical correlation that represents family health. 

H2d: The variables are expected to relate to the canonical variate (as 

measured by factor loadings above .3) as follows: Both husbands' and wives' 

Adaptability and Cohesion will be significantly positively correlated with the 

canonical variate representing family health. Both husbands' and wives' dyadic 

adjustment will be significantly positively correlated with the canonical variate. 

Both husbands' and wives' individual symptomology will be significantly 

negatively correlated with the canonical variate. All loadings on the Circumplex 

Model, though in the same direction, will be weaker than those on the 3-D Model. 
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HvDOthesis 3 Levels of Adaptability and Cohesion in a clinical sample 

(scored both linearly and curvilinearly) will vary by family life cycle stage, family 

type, presenting problem, and gender. 

H3a: WTien FACES III is scored as a linear or nonlinear measure, levels 

of Cohesion and Adaptability in a clinical sample will vary by family life cycle 

stage-families with younger children will have higher Cohesion and Adaptability 

scores than families with adolescents and launching families. 

H3b. When FACES III is scored as a linear or nonlinear measure, levels 

of Cohesion and Adaptability in a clinical sample will vary by family type-intact 

families will have higher Cohesion and Adaptability scores than blended families. 

H3c. WTien FACES III is scored as a linear or nonlinear measure, levels 

of Cohesion and Adaptability in a clinical sample will vary by presenting 

problem-couples coming in for family therapy will have higher Cohesion and 

Adaptability scores than couples coming in for marital therapy. 

H4d. When FACES III is scored as a linear and nonlinear measure, levels 

of Cohesion and Adaptability in a clinical sample will vary by gender-wives will 

have higher Cohesion and Adaptability scores than husbands. 
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Figure 2.1. Three-Dimensional (3-D) Family Circumplex Model 

(Adapted from Olson, 1991, p. 76) 
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Table 2.1 
Means and Standard Deviations in Clinical and Nonclinical Samples 

on Perceived Real Family Cohesion and Adaptability 

Author Instrument Sample Cohesion SD Adaptability SD 

Zachs 
etal.. 
(1988) 

Olson, 
Portner 
etal.. 
(1985) 

Olson, 
McCubbin 
etal.. 
(1983) 

Pink& 
Wampler 
(1985) 

Vega 
etal.. 
(1986) 

Friedman 

etal.. 
(1987) 

FACES ni 

FACES in 

FACES n 

FACES n 

FACES n 

FACES n 

Lesbian 
couples 
n = 52 

Adults in 
all life cycle 
stages 
n = 2,453 

Couples 
n = 1,251 
Adults in 
all life cycle 
stages 
n = 2,453 

Adults in 
stepfam 

n = 84 
intact fam 
n = 84 

Mexican 
Americans 
n=147 
Caucasians 
n=147 

Parents of 
adolescent 

drug 
abusers 
n = 96 

44.5 4.1 39.2 5.0 

39.8 

38.5 

39.8 

56.1 

62.6 

63.7 

62.8 

46.8 

5.4 

4.7 

5.4 

11.9 

9.2 

8.9 

7.7 

11.1 

24.1 

24.1 

24.1 

46.6 

51.9 

50.4 

49.5 

36.4 

4.7 

3.6 

4.7 

9.2 

8.3 

8.2 

6.4 

9.3 
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Table 2.2 
Comparison of Samples on Percent of Balanced, Midrange, 

and Extreme Family Types on the Circumplex 

Author Instrument Sample 

Married men 
n = 2,440 
Adult male 
cocaine ab 
w/ partner 
n = 73 
w/ parent 
n = 22 
Divorcing 
couples 
n = 85 
Clinic 
husbands 
n = 49 
wives n = 61 
Current fam 
fam-of-origin 
w/sex offender 
nonoffender fam 
Intact blue-
collar fam 
n = 68 hus 
n = 67 wiv 
Intact fam 
w/delinq 
n = 40 
Neurotics 
schizophr 
w/ therapy 
nonclinical 
families 
Intact coup 
n = 1,140 

% by Family Type: 

Balanced 

33 

57 

50 

18 

29 

19 
19 
11 

47 

34 
33 
40 

8 
12 
38 
48 

54 

Midrange 

47 

33 

32 

60 

29 

30 
15 
40 

34 

37 
25 
32 

28 
32 
24 
45 

31 

Extreme 

20 

10 

18 

22 

42 

51 
66 
49 

19 

29 
42 
38 

64 
56 
38 

7 

15 

Green et al. 
(1991) 
Kang 
etal., 
(1991) 

Mathis & 
Yingling 
(1990) 
Anderson 
& Gavazzi 
(1990) 

Cames 
(1989) 

Marotz-
Baden & 
Colvin 
(1989) 
McGaha & 
Foumier 
(1984) 
Clarke 
(1984) 

Olson, 
McCubbin 
et al., (1983) 

FACES ni 

FACES m 

FACES m 

FACES n 

FACES n 

FACES n 

FACES n 

FACES n 

FACES n 
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CHAPTER III 

METHODS 

Sample 

Data were collected from a sample of 131 heterosexual couples (262 

individuals) seen at the Texas Tech Family Therapy Clinic between September, 

1993, and May, 1996. The clinic is staffed by doctoral students in the Marriage 

and Family Therapy Program, is well known in the community and surrounding 

area, and operates on a sliding scale fee-for-service basis. Criteria for selecting 

couples for the sample were: (a) the couple was partnered, i.e., one or both 

participants identified a significant other, regardless of marital status; (b) the 

couple was in a heterosexual relationship; (c) both partners were present at some 

point during the course of therapy; and (d) both partners completed all three 

instruments (FACES III, DAS, and BSI) in the assessment packet prior to 

receiving treatment. Of the 162 couples entering therapy between these dates, 31 

did not complete all three measures. The 131 participating couples also represent 
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a similar number of family systems assessed at the clinic, since the couple is 

considered to be the central subsystem for the family system as a whole 

The mean age of husbands was 34.5 years (SD = 8.3), ranging in age from 

18 to 64 years and wives' mean age was 32.7 years (SD = 8.1), ranging from 17 to 

64 years. The average length of time in the relationship was 8 years, with 18% of 

the couples having been partnered less than one year and 32% partnered more 

than 10 years. Most of the couples (89%) had one or more children living in their 

home at the time the assessment was completed, while 38% of the couples also 

had between one and three children living outside the home (Table 3.1). Forty-

three percent of the couples (56 couples) reported having only their own 

biological or adopted children living with them, while 46% of the couples (60 

couples) reported a blending of families. Fifteen couples (11%) reported having 

no children. 

The couples were predominately European American (77%) and 

Protestant (60%; Table 3.2). The community has a large Mexican Amencan 

population, and 14% of the couples in this study were of that ethnicity. About 

12% of the 131 participating couples' religious preference was Catholic, while the 
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remaining 28% claimed nondenominational, no religious affiliation, other 

religions not listed, or did not report on this characteristic. 

The husbands and wives were generally well-educated and employed. 

About 50% had some college, and an additional 12% had completed college. 

Five jDercent had worked toward or earned a graduate degree. Seventy-three 

percent of the husbands and wives were working either full-time (57%) or 

part-time (16%). Only 5% of the respondents were college students. Although 

the sample in general was better educated, 30% of the families had an annual 

income under $15,000. A large number of low income families is to be expected 

in a clinic setting with a sliding scale fee, although in this sample an unexpected 

12% of the respondents had a combined family income in excess of $45,000 

annually. Thirty-four percent of the 131 families earned between $20,000 and 

$40,000 annually (see Table 3.3). 

Procedure 

Assessment packets were administered to all clients during their initial 

clinic visit. At that time, each individual in the dyad was asked to complete an 
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assessment packet prior to receiving therapeutic seryices at the clinic Individuals 

completed the assessment packets in the clinic and were not permitted to take the 

packets home. Intake interviews were routinely scheduled for two hours. 

Assessment packets took approximately one hour to complete, and the second 

hour consisted of a therapeutic interview. Therapists remained available while 

clients completed the assessments in case there were questions and to assure that 

couples did not communicate with each other regarding questionnaire items. 

Each individual was asked to respond to the measures from an individual 

perspective (BSI), a marital perspective (DAS), and a family perspective (FACES 

III). 

Assessment packets contained a set of four self-report, paper-and-pencil 

questionnaires: (a) a demographic questionnaire, (b) the Family Adaptability and 

Cohesion Evaluation Scales III (FACES III-Family Version, actual and ideal; 

Olson, Portner, & Lavee, 1985), (c) the Dyadic Adjustment Scale (DAS; Spanier, 

1976), and (d) the Brief Symptom Inventory (BSI; Derogatis, 1982). 
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Instruments 

BSI. The BSI is a 53-item Likert scale producing global scale indices. 

Nine symptom dimensions and the three global indices assess the respondent's 

general psychological distress. Global indices include: Global Severity Index 

(GSI), an indicator of the current overall level of distress; Positive Symptom 

Distress Index, a measure of intensity adjusted by the number of symptoms 

endorsed; and Positive Symptom Total, the absolute number of endorsed 

symptoms. The three global indices, nine dimensions, and 53 items reflect the 

three principal levels of interpretation of the BSI, descending from general 

measures of psychological status, through syndromes, to individual symptoms 

(Derogatis, 1993). 

Consistent factor analysis results (Bonynge, 1993; Boulet & Boss, 1991; 

Brophy et al, 1988; Cyr, Doxey, & Vigna, 1988; Schwarzwald et al., 1991) 

supply evidence that the BSI probably measures a unidimensional construct of 

general psychological distress. It has been stated that little is gained from 

utilizing the separate subscale scores; instead, whether for clinical or research 

purposes, it is more beneficial to use a single composite score to evaluate client 
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distress (Piersma, Boes, & Reaume, 1994). Of the three global indices computed 

for the BSI, the General Symptom Inventory (GSI), which averages distress on all 

53 BSI items, is thought to be the most valid. 

Derogatis (1993) reports high test-retest reliability for the GSI (rtt = .90) 

from a sample of 60 nonpatient individuals who were tested across a two-week 

interval. Derogatis (1993) also reports Cronbach's alpha of .71 to .85 for the 

subscales that make up the GSI, but does not report alpha for the GSI itself The 

intemal consistency (Cronbach's alpha) for the GSI in the present study was .96. 

The BSI seems to be internally consistent (reliable) for use with counseling-center 

clients who report similar symptom patterns to those reported by psychiatric 

outpatients (Broday & Mason, 1991). 

The BSI was normed on a sample of 719 adult nonpatients, and results 

were published in the manual (Derogatis, 1993). There is a clear gender bias m 

the GSI. Nonpatient women scored higher (M = .35, SD = .37) than nonpatient 

men (M = .25, SD = .24) on the GSI (Derogatis, 1993, p. 35). Individuals are 

considered symptomatic at two standard deviations above the mean. Thus a raw 

score above 1.39 is considered symptomatic for women; for men, the cutoff is a 
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raw score above 0.87. The GSI was used as a continuous vanable in this study. 

Individual scores of husbands and wives were used to examine gender 

differences. 

DAS. The DAS is a 32-item scale producing a global scale score (see 

Appendix). Raw scores on the global DAS scale range from 0 to 151, with a 

clinical cutoff of 97. The DAS was used as a continuous variable in this study. 

The DAS was normed on a nonclinical sample of 218 white, married spouses and 

90 divorced persons (49 females and 41 males not related to each other; Spanier, 

1976). Criterion-related validity was established by comparing married and 

divorced samples using the instrument (Spanier, 1976). Each of the 32 items' 

mean between-groups difference was significant at the .001 level using a t-test. 

Thus the DAS was said to validly discriminate between couples on the extemal 

criterion of marital status. Construct validity was assessed by correlating the 

DAS with the LWMAT. The correlation between these scales was .86 among 

married respondents and .88 among divorced respondents. The intemal 

consistency for the Dyadic Adjustment Scale (a sum of the subscale scores) was 
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.96 (Spanier, 1976). Cronbach's alpha in this study replicated that reported by 

Spanier, or .96 for the overall DAS in this clinical sample. 

Antill and Cotton's (1982) confirmatory factor analyses support the 

existence and validity of the DAS subscales in an Australian population. 

However, when compared to the original sample used by Spanier (1976), a 

Mexican American sample differed significantly on three of the four subscales 

(Consensus, Cohesion, and Expressed Affect), but the difference was 

nonsignificant on the global DAS score (Casas & Ortiz, 1985). 

The DAS has been shown to distinguish reliably between distressed and 

nondistressed samples (Crane et al., 1990), but at least two of the subscales 

(Dyadic Satisfaction and Expressed Affect) have been problematic (Crane, Busby, 

& Larson, 1991; Sharpley & Cross, 1982; Spamer & Thompson, 1982). Busby et 

al. (1995) proposed a Revised DAS (RDAS) to maintain the multidimensional 

nature of the four subscales. Currently, it is probably most pmdent to accept 

support for the total global adjustment score while separate use of the four 

subscales remains questionable (Jacob & Tennenbaum, 1988). 
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FACES III. The FACES III instrument contains 20 Likert-type items, 10 

odd-numbered items measuring Cohesion and 10 even-numbered items measuring 

Adaptability (see Appendix). For a nonclinical norming sample, Cronbach's 

alpha for Cohesion was reported at .77, .62 for Adaptability, and .68 for the total 

scale (Olson, Portner, & Lavee, 1985). Cronbach's alpha for this clinical sample 

was .85 for Cohesion, .69 for Adaptability, and .81 for the overall FACES HI 

instrument. 

The development of two independent dimensions is considered important 

in order to achieve the orthogonal condition as a theoretical criterion for the 

Circumplex Model. Olson, Portner, and Lavee (1985) report that in the norming, 

nonclinical sample using FACES II (Olson, McCubbin et al., 1983) the 

correlation between Cohesion and Adaptability was high (r = .65), but was 

improved to nearly orthogonal on FACES III (r = .03). The correlation between 

Cohesion and Adaptability in this study was r = .25. Although the correlation was 

significant (p < 001), it accounts for only 6.25% of the common variance of 

Cohesion and Adaptability, indicating relative independence of the two 

dimensions in this clinical sample. 
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A factor analysis of FACES 111 was also able to discriminate the two 

dimensions, with the ten Cohesion items loading on Factor 1 and seven of the ten 

Adaptability items loading on Factor 2 (Noel & Schumm, 1994; Olson, Portner, & 

Lavee, 1985; Porter, 1996). An indication of the constmct validity of the two 

scales was the high correlation of the items within each scale with the scale score 

for that factor. 

In a study of 600 Mexican American families, Flores and Sprenkle (1989) 

used FACES III to examine whether the norms developed for the instmment and 

model were appropriate for this ethnic group. Findings indicate more extreme 

and fewer balanced families, but Flores and Sprenkle state that the similarities 

between the normative sample and the Mexican American sample are strong 

enough to allow use of the Caucasian norms because the groups seem "more 

similar than different" (1989, p. 246). The similarity held strongly in the Mexican 

American families who were middle class and had become acculturated. Poorer, 

less educated, and less acculturated Mexican American families need new norms 

(Flores & Sprenkle, 1989). 
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Independent Variables 

Presenting problem Presenting problem was operationalized as a 

contextual variable and, for the purposes of this study, was defined as the type of 

overarching marital or family problem that initially brought the couple into 

therapy. Type of presenting problem was determined by three criteria: (a) role 

assignment by the therapist (husband/v^fe vs. father/mother) on the cover sheet of 

the assessment packet; (b) number of family members present at initial session 

(couple vs. couple plus other family members); and (c) the reason for therapy 

stated on the assessment. Of the 131 couples whose data were analyzed in this 

study, 64 couples (128 individuals) presented with family problems, while 67 

(134 individuals) indicated a marital type of presenting problem. 

Family type. Along with presenting problem, two other contextual 

variables were operationalized. A general definition of family is any group of 

persons united by ties of marriage, blood, or adoption, or any sexually expressive 

relationship, in which the members are committed to one another and see their 

identity as importantly attached to the group which has an identity of its own 

(Rice, 1992, pp. 267-268). The folloyving are the types of families and the 

88 



definitions of each for the purposes of this study: An intact family consists of a 

father, mother, and their biological or adopted children. A blended family is a 

person, with or without children, who marries, remarries, or is living with another 

person who may or may not have been married before and who may or may not 

have children. Blended family is preferable to step family definitions because 

some couples in this study were not currently married, some individuals in the 

couple had never been married, and some individuals in the pair were married for 

the first time even though they had children going into their first marriage. Each 

blended family (i.e., couple) in this study had at least one child living either in or 

outside the household. Of the 131 couples assessed, 56 couples (112 individuals) 

were living in intact families, 60 (120 individuals) were living in blended 

families, and 15 couples (30 individuals) had no children. 

Family life cycle stage. Family life cycle is the third contextual variable 

operationalized here and is defined as the family experience divided into phases 

or stages over the life span (Rice, 1992, p. 611). Each stage describes changes in 

family structure and composition, and each has its own developmental 

challenges, tasks, problems, and satisfactions. The most comprehensive and 
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clinically validated family life cycle model is that developed by Carter and 

McGoldrick (1989). Although they divided the family into six distinct stages, for 

the purposes of this study, the work of Gerson (1995) and Olson and Uvee (1989) 

was used as a guide to categorize family life cycle stages, as follows: Stage I, 

Young Couples (no children); Stage 2, Families with Young (preschool and 

school-age) Children; Stage 3, Families with Adolescents; Stage 4, Launching 

Children (and moving on); and Stage 5, Families in Later Life. 

Criteria were created by Olson, McCubbin, et al. (1983) to establish 

guidelines for locating families within a specific life cycle stage based in a 

developmental framework. Based on the belief that the developmental needs of 

families change as children are bom, mature, and leave home (Hill & Rodgers, 

1964), age of the oldest child in or outside the home was the criterion selected for 

placing families in a particular life cycle stage in this study. There were no 

couples in the later life stage. One couple, aged 64, still had a teenager living at 

home. Couples without children (n = 15) were not numerous enough to make up 

a category for statistical analysis, and their data were excluded from the ANOVAs 

(Hypothesis 3). Couples with adolescents (n = 36) and young adult children 
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(launching; n = 22) were collapsed to form one Adolescent/Launching life cycle 

category (58 couples, 116 individuals). The 58 remaining couples were in Stage 

2~couples with young children. 

Plan of Analyses 

t-tests (Hypotheses I a and lb) t-tests were used to compare the FACES 

Adaptability and Cohesion scale means from a normative sample (Olson, Portner, 

& Lavee, 1985) to the means from the present community clinic sample. Both 

Cohesion (HIa) and Adaptability (Hlb) raw scores were predicted to be 

significantly lower in the clinical sample. 

Canonical correlations (Hypotheses 2a through 2d). Canonical 

correlational analysis affords the opportunity to investigate multiple continuous 

independent variables and multiple continuous dependent variables. Canonical 

correlation is the multivariate version of multiple correlation. It uses two sets of 

continuous variables and provides the statistical correlation between the set of 

variables on one side and the set of variables on the other side of the equation. 

This procedure is accomplished by creating two new variables called canonical 
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variates that act as summary vanables for each side. The canonical correlation is 

simply the bivariate correlation between the canonical variates. Its use as a 

summary or descriptive statistic can answer the research question "Is there a 

relationship here, and if so, what is its strength?" Additionally, it allows for 

interpretation through analysis of factor (variate) loadings (Tabachnick & Fidell, 

1989). This statistical procedure is appropriately applied to the study of complex 

phenomena. 

The use of canonical analysis has been suggested in marital and family 

research. It appears to be superior to measures such as dyadic indices used in 

marital research, which combine husband and wife data into one measurement, 

obscuring individual data (Richards, 1989). Goodv^n (1985) notes that 

multivariate statistical methods, including canonical analysis, are indicated 

because of increasingly sophisticated theoretical descriptions of the family 

system. Using canonical correlation, the significance of the strength of the 

relationship between the 3-D and Circumplex Models was tested by comparing 

the results of the linear scoring method with the results of regression including 

nonlinear scoring (DFC scores) for each predictor. 
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Two canonical correlations were computed to test for the strength of the 

relationship between the four independent continuous family health variables of 

husbands' and yvives' Adaptability and husbands' and wives' Cohesion (FACES III 

scores) and the four dependent continuous family health variables measuring 

husbands' and wives' individual symptomology (GSI scores) and husbands' and 

yvives' dyadic adjustment (DAS scores). One canonical correlation used FACES 

in summed (linear hypothesis) scores while the second correlation used FACES 

in DFC (nonlinear hypothesis) scores. 

Computing the DFC and Fisher's Z. Husbands' and wives' individual 

scores on FACES in Adaptability and Cohesion dimensions were used to 

compute the DFC score, providing a linear scoring method for curvilinear data. 

The DFC score was calculated for each individual by first subtracting the 

Cohesion sample mean for individuals (39.8; Olson et al., 1985) from the 

individual's raw score on Cohesion, squaring the difference, then taking the 

square root. Similarly, the sample mean for Adaptability (24.1; Olson et al, 

1985) was subtracted from the individual's raw score on Adaptability, the 

difference squared, and the square root taken. The square root was the final DFC 
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score. The two models (linear and curvilinear) were compared on the strength of 

the canonical correlations between the two sets of canonical variates in each 

model using Fisher's Z-score transformations (see Formula 3.1). 

Formula 3.1 

Fisher's Z Transformations 

Zr=l/21oge(l + r / l - r ) 

where r 
Zr 

a canonical correlation 

a Fisher's Z correlation score 

where ZSD 
ZcM= 

ni '-
m --

Z = 

Z = Z3D-ZcM/[(ni-3 + n2-3)].5 

Zr score in the 3-D canonical correlation 
Zr score in the Circumplex canonical correlation 
number of participants in the 3-D canonical correlation 
number of participants in the Circumplex canonical 

correlation 
Comparison of Fisher's Z correlations 

ANOVAs (Hypotheses 3a through 3d). Four factorial ANOVAs were run 

in this set of analyses. Because Cohesion and Adaptability were not strongly 

correlated, the effects of family type, problem type, family life cycle stage, and 

gender were tested separately for Cohesion and Adaptability. Two ANOVAs 
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tested the hypotheses of differences between contextual vanables using linear 

scoring and two ANOVAs tested the hypotheses of differences between 

contextual variables using curvilinear scoring. This study followed Tabachnick 

and Fidell's (1989) recommendation to avoid MANOVA except when there is 

compelling need to measure several dependent variables together (p 373). The 

alpha level was set at .05 to determine significance throughout this set of 

analyses. 

To test the hypothesis that groups of couples experiencing varied 

environmental contexts would differ on Adaptability and Cohesion measured by 

FACES ni scored linearly, two factorial ANOVAs with planned comparisons 

were run. The independent variables were life cycle stage with two levels 

(families with young children and families with adolescents/launching children), 

family type with two levels (intact and blended), presenting problem with two 

levels (marital and family), and gender with two levels. The dependent variables 

were Cohesion in the first ANOVA and Adaptability in the second ANOVA. 

To test the hypothesis that groups of couples experiencing varied 

environmental contexts would differ on Adaptability and Cohesion measured by 
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FACES 111 scored curvilinearly, two factorial ANOVAs with planned 

comparisons were run. The independent variables were life cycle stage with two 

levels (families with young children and families with adolescents/launching 

children), family type with two levels (intact and blended), presenting problem 

with two levels (marital and family), and gender The dependent variables were 

Cohesion in the first ANOVA and Adaptability in the second ANOVA (both 

scored curvilinearly). 
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Table 3.1 

Number of Children 
Reported by Clinic Couples (N = 131) 

Children 

In the Home 

0 
1 
2 
3 
4 

Out of the Home 

0 
I 
2 
3 

Wives 

Frequency 

29 
25 
60 
15 
2 

105 
19 
6 
1 

% 

22.1 
19.1 
87.0 
11.5 

1.5 

80.2 
14.5 
4.6 
0.8 

Husbands 

Frequency 

42 
32 
39 
14 
4 

87 
25 
16 

% 

32.1 
24.4 
29.8 
10.7 
3.1 

66.4 
19.1 
12.2 
2.3 
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Table 3.2 
Characteristics Reported by Individuals in the Couple Dyad (N = 262) 

Presenting for Therapy at the Texas Tech Marriage and Family Therapy Clinic 

Characteristic 

Education 
Some grade school 
Completed grade school 
Some high school 
Completed high school 
Some college 
Completed college 
Some graduate school 
Masters degree 
Doctorate degree 
Not reported 

Employment 
Employed fill I time 
Employed part time 
Unemployed 
Homemaker full time 
Retired 
Student frill time 
Student part time 
Other 
Not reported 

Ethnicity 
European American 
Mexican American 
Afirican American 
Native American 
Asian 
Not reported 

Females 
Freq 

2 
0 

12 
29 
61 
19 

1 

0 
4 

57 
28 
10 
22 

0 
7 
1 
2 
4 

104 
16 
4 

1 
3 

% 

1.5 
0.0 
9.2 

22.1 
46.6 
14.5 
0.8 
2.3 
0.0 
3.1 

43.5 
21.4 

7.6 
0.0 

0 
5.3 
0.8 
1.5 
3.1 

79.4 
12.2 
3.1 
2.3 
0.8 
2.3 

Freq 

1 
I 

13 
23 
69 
11 
1 
6 
2 
4 

92 
13 
7 
1 
1 
6 
0 
6 
6 

97 
21 

5 
4 
1 
-̂  
J 

Males 
% 

0.8 
0.8 
9.9 

17.6 
52.7 

8.4 
0.8 
4.6 
1.5 
3.1 

70.2 
9.9 
5.3 
0.8 
0.8 
4.6 
0.0 
4.6 
4.6 

74.0 
16.0 
3.8 
3.1 
0.8 
2.3 
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Table 3.2 (continued) 

Females Males 
Characteristic Freq % Freq % 

Religious Preference 
Protestant 
Nondenominational 
Catholic 
None 
Other 
Not reported 

79 
21 
17 
8 
2 
4 

60.3 
16.0 
13.0 
6.1 
1.5 
3.1 

79 
18 
15 
14 

1 
4 

60.3 
13.7 
11.5 
10.7 
0.8 
3.1 

Table 3.3 
Family Income Reported by Couples (N = 131) Presenting for 

Therapy at the Texas Tech Marriage and Family Therapy Clinic 

Couples 
Family Income Frequency % 

$0-15,000 40 30.5 
$15-19,999 23 17.6 
$20-24,999 17 13.0 
$25-29,999 9 6.9 
$30-34,999 11 8.4 
$35-39,999 6 4.6 
$40-44,999 8 6.1 
$45-49,999 14 10.7 
$55,000 or above 1 0.8 
Not reported 2 0.2 
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CHAPTER IV 

RESULTS 

Hypothesis 1: Differences Between Clinical and Nonclinical Samples 

Relationship between FACES III scales and participant age and length of 

relationship. To determine whether results in this sample of 131 heterosexual 

couples (262 individuals) were correlated (covaried) with age or length of time in 

the couple relationship, bivariate correlations were calculated between age and 

each of the major variables (Cohesion, Adaptability, Cohesion (DFC), 

Adaptability (DFC), marital adjustment (DAS), and individual symptomology 

(GSI) and between length of time in the couple relationship and each of the major 

variables. There were no significant correlations (Table 4.1). 

Comparison to nonclinical sample. It was hypothesized that clinical 

couples would score significantly lower on the perceived Cohesion and 

Adaptability dimensions of FACES 111 than would couples from the nonclinical 

norming sample (Olson, Portner, & Lavee, 1985). Table 4.2 presents the means 

for the clinical couples (N = 262) and the nonclinical couples (N = 2,453) on the 
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Cohesion and Adaptability dimensions, and the results of t-tests of the difference 

between the means. 

Hla-that clinical couples would score significantly lower on the 

perceived Cohesion dimension of FACES IH than would the Olson et al. (1985) 

nonclinical couples-was confirmed. H2b~that clinical couples would score 

significantly lower on the perceived Adaptability dimension of FACES m than 

would Olson's nonclinical couples—was disconfirmed. 

Orthogonality of Adaptability and Cohesion. In order to interpret the 

finding that clinical couples scored significantly lower than nonclinical couples 

on the Cohesion but not the Adaptability dimension, a correlation coefficient was 

calculated using the Adaptability and Cohesion scores in this sample to compare 

the degree of orthogonality of the two dimensions to that reported for the Olson et 

al. sample (r = .03; 1985). As in that normative sample, for this clinical sample. 

Cohesion and Adaptability were only weakly correlated (r = .25), but the 

correlation was significant (p < .001) as noted in Chapter HI. The correlation 

between Cohesion DFC and Adaptability DFC was somewhat weaker (r = .21), 

but still significant (^ < 001). These findings indicate that Cohesion and 
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Adaptability are discrete measures in this clinical sample and support the 

orthogonal nature of the relationship between the two dimensions necessary for 

validation of the Circumplex Model. This study's finding that the Cohesion score 

can discriminate between clinical and nonclinical samples but the Adaptability 

score cannot is consistent with findings in a group of other research studies 

(Beavers et al, 1986; Green, 1989; Kang et al, 1991). 

Hypothesis 2: Convergence of Individual. Marital and Family Measures 

Two canonical correlations were performed between a set of FACES III 

variables (Set 1) and a set of individual and couple health variables (Set 2). The 

first canonical correlation was computed with husbands' and wives' Adaptability 

and Cohesion DFC scores. These two scales were kept separate to capture data 

from FACES III depicting the curvilinear nature of the Circumplex Model of 

Marital and Family Systems. The second canonical correlation was computed 

with husbands' and wives' linear scores on Adaptability and Cohesion. Again, the 

two scales were kept separate to capture data from FACES 111 depicting the linear 

nature of the model (3-D Model). Set 1, the FACES 111 variables, included 
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husband's Adaptability, v^fe's Adaptability, husband's Cohesion, and wife's 

Cohesion scores. Set 2, the couple and individual health variables, measured 

husband's dyadic adjustment (DAS), wife's dyadic adjustment, husband's 

psychological symptomology (GSI), and wife's psychological symptomology. 

Together, the two variable sets were predicted to be related to a canonical variate 

of family health in each canonical correlation. 

In the 3-D Model, increasingly large raw scores reflected greater dyadic 

adjustment on the DAS and greater adaptability and cohesion (scored linearly) on 

FACES III Lower scores on the GSI reflected fewer symptoms and therefore a 

greater degree of individual health. In the Circumplex Model, the closer the DFC 

FACES III scores were to the center of the circumplex, the smaller the raw score, 

and the greater the family health. Assumptions regarding within-set multi-

collinearity were met as evidenced by low R-squared values indicating 

considerable heterogeneity in the set of variables. Distributions were 

approximately normal, as shown in Figures 4.1 - 4.8 (FACES lU) and Figures 4.9 -

4.12 (GSI, DAS). 
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Canonical correlation-Circumplex Model The first canonical correlation 

for the Circumplex Model was .48, explaining 23% of the overlapping variance 

between the variates in the first pair (see Figure 4.13). Dimension reduction 

analysis using the Wilk's Lambda test of significance indicated the only 

significant relationship between the two sets of variables was in the first pair of 

canonical variates, F (16, 246) = 3.23, p < .001). Total percent of variance and 

degree of significance indicated that the first pair of canonical variates were 

highly related and could be interpreted. The remaining three pairs of canonical 

correlations were nonsignificant, and were not interpreted. 

Using a cutoff correlation of .3, the variables in the FACES UI 

Circumplex Model set that were correlated with the canonical variate 

representing overall family health were husbands' Cohesion DFC score (r = -.80), 

wives' Cohesion DFC (r = -.76), and wives' Adaptability DFC (r = -.49). 

Husbands' Adaptability DFC (r = -. 11) was not significantly correlated with the 

canonical variate of family health. As stated previously, correlations between 

DFC scores and the family health variate were negative because the DFC score 

represents deviation from the center of the circumplex. The set of individual and 
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couple health variables correlated with the canonical variate was composed of 

husbands' DAS (r = .95), wives' DAS (r - .77), and husbands' GSI (r = -.34). 

Wives' GSI (r = -.05) w ŝ not significantly correlated with the canonical variate 

representing family health. 

The first and only interpretable pair of canonical variates indicated that 

husbands and wives who were balanced on Cohesion and couples where the wife 

was balanced on Adaptability also tended to have better dyadic adjustment and 

the husbands had fewer psychological symptoms. The negative signs on the GSI 

scores simply indicate that the lower the GSI score (fewer individual 

psychological symptoms), the higher the family health. Neither the husbands' 

balanced Adaptability (DFC) scores nor the wives' psychological symptoms 

predicted the canonical variate representing overall family health. Husbands' 

scores were stronger predictors of convergence between the two sets of family 

health variables on the canonical variate than wives' scores; that is, correlations 

were higher for husbands than wives, with the exception of husbands' balanced 

Adaptability (DFC). 
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Canonical correlation—3-D Model. The first canonical correlation for the 

3-D Model was .54, explaining 29% of the overlapping variance between the 

canonical variates in the first pair (Figure 4.14). Dimension reduction analysis 

using the Wilk's Lambda test indicated the only significant relationship between 

the two sets of variables was in the first pair of canonical vanates (F (16, 246) = 

3.91, p < .001). Total percent of variance and degree of significance indicate that 

the first pair of canonical variates were highly related and could be interpreted. 

The remaining three pairs of canonical correlations were nonsignificant, and were 

not interpreted. 

With a cutoff correlation of .3, the variable in the FACES III 3-D Model 

set that was most highly correlated with the canonical variate was wives' 

Cohesion (r = .94). Husbands' Cohesion (r = .62), husbands' Adaptability (r = 

.33), and wives' Adaptability (r = .40) were all significantly correlated with the 

canonical variate and represented overall family health to a lesser degree. From 

the set of individual and couple health variables, the variables that were 

correlated with the canonical variate were husbands' DAS (r = .94) and wives' 
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DAS (r - .88). Neither husbands' GSI (r = -. 19) nor wives' GSI (r = -. 17) was 

significantly correlated with the canonical vanate in the 3-D Model (Figure 4.14). 

The first and only interpretable pair of canonical variates in the model 

indicated that wives' Cohesion was the strongest predictor of family health for the 

couple. Husbands' Cohesion and wives' Adaptability were also significant 

predictors of family health. Husbands' Adaptability was a weaker predictor of 

family health. The results are similar to those for the Circumplex Model data; 

however, neither husbands' nor wives' psychological symptoms predicted the 

canonical variate representing overall family health in the 3-D Model. 

Comparison of canonical correlations. Data on the first pair of canonical 

variates for each model appear in Table 4.3. Shown in the table are a comparison 

of correlations between the variables and the canonical variates, standardized 

canonical variate coefficients, within-set variance accounted for by the canonical 

variates (percent of variance), and canonical correlations in the two models. 

As hypothesized (H2a), the 3-D Model (29%) accounted for more of the variance 

on the canonical variate than the Circumplex Model (23%). However, a 

comparison of the two canonical correlations, using Fisher's Z transformation (Z 
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3-1) - Z CM = .60 - .52 = .08), indicated the difference between the two correlations 

was not significant (z = .91, p = . 181; see Formula 3.1). 

Hypothesis 3: Group Differences in Cohesion and Adaptability Scores 

The test of Hypothesis 3 employed a 2 x 2 x 2 x 2 (Family Type x Life 

Cycle Stage x Problem Type x Gender) analysis of variance (ANOVA) design. 

Cohesion was scored lineariy as the dependent variable (DV) in the first analysis 

and Adaptability was scored linearly as the DV in the second analysis. The third 

and fourth analyses consisted of another 2 x 2 x 2 x 2 (Family Type x Life Cycle 

Stage X Problem Type x Gender) analysis of variance (ANOVA) design. 

Cohesion was scored curvilineariy (DFC) as the dependent variable (DV) in the 

third analysis and Adaptability was scored curvilinearly (DFC) as the DV in the 

fourth analysis. 

3-D Model ANOVAs with linear sconng. To determine whether clinical 

families in specific contexts differ in levels of perceived family Cohesion using 

the 3-D Circumplex Model for theoretical interpretation, a factorial ANOVA 

design was conducted. The result of the overall ANOVA for perceived family 
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Cohesion indicated a significant overall effect was present. A significant mam 

effect was found for family life cycle stage (see Table 4.4). No significant main 

effects were found for gender, family type or problem type. No significant 

interaction was found. 

To determine whether clinical families in specific contexts differ in levels 

of perceived Adaptation using the 3-D Model, a second factorial ANOVA design 

was conducted. The result of the overall ANOVA for perceived family 

Adaptation indicated a significant overall main effect was present. Significant 

main effects were found for family type and problem type (see Table 4.4). No 

significant main effects were found for gender or family life cycle stage. No 

significant interaction was found. 

Circumplex Model ANOVAs with curvilinear scoring. Testing of 

Hypothesis 3 also employed a 2 x 2 x 2 x 2 (Family Type x Life Cycle Stage x 

Problem Type x Gender) analysis of variance (ANOVA) design using the 

Cohesion DFC score as the dependent variable (DV) in the third ANOVA and the 

Adaptability DFC score as the DV in the fourth ANOVA. 
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To determine whether clinical families in specific contexts differ in 

levels of perceived family Cohesion using the Circumplex Model for theoretical 

interpretation, a factorial ANOVA design was conducted. The result of the 

overall ANOVA for perceived family Cohesion (DFC) indicated no significant 

overall effect was present. No significant main effects were found for family life 

cycle stage, family type, presenting problem, or gender (see Table 4.5). No 

significant interaction was found. 

To determine whether clinical families in specific contexts differ in levels 

of perceived Adaptation using Circumplex Model DFC scores, a fourth factorial 

ANOVA design was conducted. The result of the overall ANOVA for perceived 

family Adaptability (DFC) indicated no significant overall effect was present. A 

significant main effect was found for problem type (see Table 4.5). No 

significant main effects were found for gender, family type, or family life cycle 

stage. A two-way interaction was present on family type by problem type, F 

(1,231) = 4.83, E < .05 (Figure 4.15). 

Higher Cohesion for couples in families with young children using linear 

scoring. It was hypothesized that when FACES III was scored both as a linear and 
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curvilinear measure, levels of family Cohesion and Adaptability in clinical 

couples would be significantly different depending on the family's life cycle stage 

(H3a). Families with young and school-age children were hypothesized to have 

higher Cohesion and Adaptability than families with adolescents and/or who were 

launching young adults. Using the linear scoring method, families wnth children 

did, in fact, have significantly higher Cohesion than families with adolescents or 

young adults, but the same did not hold tme using curvilinear scoring. Cohesion 

DFC scores failed to discriminate families with young children from families with 

teen-agers. On the Adaptability dimension, neither the curvilinear Circumplex 

Model nor the linear 3-D Model significantly distinguished between the two 

groups of families. 

Higher Adaptability for couples in blended families using linear scoring. 

It was hypothesized that when FACES III was utilized as a linear measure in a 

clinical sample, levels of Cohesion and Adaptability would be significantly 

different for couples in different types of families (H3b). Couples in intact 

families should score higher on both Cohesion and Adaptability than couples in 

blended families. Intact and blended families were not significantly different on 
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levels of family Cohesion using either sconng method. However, on the 

Adaptability dimension, intact and blended families were found to be 

significantly different in the linear 3-D Model only. Couples with various 

combinations of his, hers, and their own children perceived themselves to be 

more adaptable than families with only their own children. Couples did not differ 

by family type on DFC scores for Adaptability or Cohesion. 

Higher Adaptability in couples presenting with family problems using 

both scoring methods. It was hypothesized that when FACES lU was scored as a 

linear or curvilinear measure, levels of both Cohesion and Adaptability in a 

clinical sample would vary by presenting problem (H3c). It was predicted that 

couples coming in for family therapy would have higher levels of Cohesion and 

Adaptability than couples coming in for mantal therapy. However, the couples' 

overarching concem for coming in for therapy was not a factor in their Cohesion 

levels. Cohesion means were very similar for both types of presenting problem in 

both the 3-D Model and the Circumplex Model. 

The same was not tme for Adaptability levels, where type of presenting 

problem made a difference. Couples coming in for family therapy described 

112 



significantly higher levels of Adaptability in their families than couples coming in 

for marital therapy (linear model) and were closer to Olson et al.'s (1985) 

nonclinical sample mean. Both the 3-D Model and the Circumplex Model were 

able to distinguish significant differences as hypothesized. Thus, H3c was 

confirmed on the Adaptability dimension, but not the Cohesion dimension. 

Interaction of family type bv problem type. The curvilinear scoring 

method in the Circumplex Model (Adaptability DFC scores) produced an 

interaction effect between family type and problem type (see Figure 4.15). 

Couples in intact families with family problems had lower DFC Adaptability 

levels (M = 5.5) than couples in intact families with marital problems (M = 8.2). 

Mean DFC Adaptability scores were very similar for couples in blended families 

with family problems (M = 5.9) and couples in blended families with marital 

problems (M = 6.1), resulting in an interaction. 

Summary of Results 

The clinical sample in this study was found to have significantly lower 

raw scores than a nonclinical sample (Olson, Former, & Lavee, 1985) on the 
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Cohesion scale but not the Adaptability scale of FACES 111 Hlb was confirmed; 

H1 a was disconfirmed. 

Both the Adaptability and Cohesion scales of FACES III contributed 

significantly to a latent family health variate as predicted in H2a. The association 

between the two sets of family health variables was stronger in the linear 3-D 

Model as predicted in H2b, but the difference was not significant. However, 

gender differences emerged between the 3-D and Circumplex Models in the 

canonical correlation analysis, producing results divergent from predictions in 

H2c and H2d. Wives' but not husbands' Adaptability was significantly correlated 

with family health in the Circumplex Model, while both husbands' and wives' 

Adaptability were significantly correlated with family health in the 3-D Model. 

While Cohesion was significantly correlated with family health in both models, 

husbands' Cohesion accounted for a stronger association in the Circumplex 

Model, while wives' Cohesion was more strongly associated with family health in 

the 3-D Model 

Cohesion scores varied depending upon the life cycle stage of the family 

in the linear model, but not in the curvilinear model. Adaptability scores did not 
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vary by family life cycle stage using either sconng method. Consequently, H3a 

was only partially confirmed. Similar to previous research with normative 

families (Olson et al, 1983), families with children in this clinical sample had 

higher family Cohesion levels than families with adolescents when Cohesion was 

scored linearly. Curvilinear scoring could not etTectively discriminate between 

the family life cycle types. 

Adaptability scores were significantly different for different types of 

family composition (blended or intact), whereas Cohesion scores were 

comparable (linear scoring). Previous research in nonclinical populations found 

that intact families scored higher on Adaptability than blended families (Pink & 

Wampler, 1985). However, in this clinical sample, H3b was disconfirmed, as 

blended family couples in a clinical setting described their families as more 

adaptable than intact families. No difference was found for family type using 

Circumplex Model (curvilinear) scoring. 

Couples coming in for family therapy (as opposed to couple therapy) were 

found to have higher Adaptability scores in both models, confirming H3c. 

However, using DFC scores, an interaction between family type and presenting 
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problem indicated intact couples with marital problems were further from the 

mean of Olson et al. (1985) than intact couples with family problems, while 

blended families did not differ by problem type. Couples in both intact and 

blended families describe similar levels of family Cohesion. 

H4d was not confirmed. No significant main effects were found for 

gender on Adaptability scored both linearly and curvilinearly nor Cohesion scored 

linearly and curvilinearly. No significant interactions were found for gender by 

life cycle stage, family type, or problem type using either scoring method. 

116 



Table 4.1 

Bivariate Correlation Coefficients for 
Age and Length of Couple Relationship and 

Family Health Variables (N = 262) 

Family Health Variables Age Length of Relationship 

DAS 

GSI 
Cohesion 
Adaptability 
Cohesion (DFC) 
Adaptability (DFC) 

1-
1 

0.09 
-0.03 
0.05 
O.ll 

-0.07 
-o;i2 

U 

0.151 
0.651 
0.449 
0.086 
0.236 
0.052 

r 

-0.10 
0.03 
0.02 
0.02 

-0.04 
-0.05 

E 

0.132 
0.660 
0.767 
0.762 
0.496 
0.481 
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Table 4.2 

Difference Between Clinical and Nonclinical Couples on FACES 111 
Perceived Real Family Cohesion and Adaptability 

FACES III 

Family cohesion 
Family adaptability 

Clinical 
mean sd 

33.4 7.5 
23.6 5.8 

Nonclinical* 
mean sd 

39.8 5.4 
24.1 4.7 

t-value df p 

-13.63 261 .001 
-1.40 261 .163 

•Sample statistics from Olson et al. (1985), n = 2,453 
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Table 4.3 

Canonical Correlations, Standardized Canonical Coefficients, and Percent of 
Variance Between FACES ffl Circumplex and 3-D Models 

and Individual, Couple, and Family Health Variables 

Family Health Variables 

FACES i n set: 
Husbands' cohesion 
Wives' cohesion 
Husbands' adaptability 
Wives' adaptability 

Circumplex Model 
Standardized 
canonical 

r coefficient 

-0.80 0.61 
-0.76 0.43 
-0.11 -0.06 
-0.49 0.40 

< 

r 

0.62 
0.94 
0.33 
0.40 

3-D Model 
Standardized 

canonical 
coefficient 

0.21 
0.79 
0.13 
0.19 

% of variance in set 
explained by the 
canonical variate 

Marital and Individual set: 
Husbands' marital adjustment 
Wives' marital adjustment 
Husbands' symptomology 
Wives' symptomology 

% of variance in set 
explained by the 
canonical variate 

% of variance explained 

by model 
Canonical correlation 

36% 39% 

0.95 
0.77 
0.34 
0.05 

0.82 
0.26 

-0.13 
-0.30 

0.94 
0.88 

-0.19 
-0.17 

0.68 
0.45 
0.05 
0.16 

9% 

23% 
0.48*** 

12% 

29% 
0.54*** 

***p<.001 
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Table 4.4 

Means and Standard Deviations for 3-D Model (Linear Scoring) 
Cohesion and Adaptability by Family Type, Problem Type, 

Life Cycle Stage and Gender-Results of F-test 

Cohesion F-test Adaptability F-test N 
Independent variable M SD M SD 

Overall 2.51* 3.58** 232 

Family Type 1 86 3.96* 
Blended families 33.75 7.6 
Intact families 33.15 6.9 

Life Cycle 5.78* 
With children 34.28 6.7 
With teens/launching 32.65 7.7 

Problem Type 3.72 
Marital problems 32.97 6.9 
Family problems 33.92 7.6 

Gender 2 14 
Male 34.21 7.0 
Female 32.72 7.4 

24.41 

22.78 

23.09 

24.16 

22.46 

24.72 

23.15 

24.09 

5.6 

5.5 

0.06 

5.4 

5.7 

8.27** 

5.2 

5.6 

0.80 

5.2 

5.9 

120 

112 

116 

116 

112 

120 

116 

116 

*p < .05 
**p<.01 

120 



Table 4.5 
Means and Standard Deviations for Circumplex Model (Curvilinear Sconng) 

Cohesion and Adaptability DFC Scores by Family Type, Problem Type, 
Life Cycle Stage, and Gender-Results of F-test 

Independent variable 
Cohesion F-test Adaptability F-test N 
M SD M SD 

Overall 1.57 2.32 232 

Family Tvpe 
Blended families 
Intact families 

Life Cycle 
With children 
With teens/launching 

Problem Tvpe 
Marital problems 
Family problems 

Gender 

Male 
Female 

7.38 
7.71 

7.04 

8.03 

7.87 
7.23 

7.03 
8 n^ 

6.2 
5.7 

5.1 
6.8 

5.6 
6.3 

5.6 
A 'i 

0.87 

3.58 

2.44 

1.48 

6.02 
6.99 

6.79 
6.19 

7.27 
5.76 

6.61 
A 1 8 

4.1 
4.6 

4.4 
4.3 

4.3 
4.2 

4.3 
Ad 

2.36 

0.19 

6.45* 

0.03 

120 
112 

116 
116 

112 
120 

116 
1 ^f^ 

'p < .05 
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Figure 4.13. Canonical Correlation for Circimiplex Model 
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Figure 4.14. Canonical Correlation for 3-D Model 
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CHAPTER V 

DISCUSSION 

The major hypothesis guiding this study was confirmed. The results of the 

canonical correlation offers empirical support for the conceptualization of von 

Bertalanffy (1967), Minuchin (1975, 1983) and Olson et al. (1979, 1994) that the 

functioning of the individual and marital couple are related to the healthy 

functioning of the family system as a yvhole. 

The canonical analyses using the linear scoring method from the 3-D 

Model of Marital and Family Systems, as recommended by current research 

(Gorall & Olson, 1995), was not significantly better than the curvilinear scoring 

method at establishing family health as a latent variable. In fact, the curvilinear 

scoring method, based in General Systems and Structural Family Theory, was the 

only FACES scoring method to identify individual health as a predictor of family 

health. That is, only husbands' psychological health was significantly correlated 

with healthy family ftmctioning, and only in the Circumplex Model. This 

important result would have been lost using only linear (3-D) scoring, and 

supports Olson's theory that FACES III is tapping into Adaptability and Cohesion 
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in a curvilinear fashion, given GST and SFT are adequate to descnbe the two 

dimensions. However, individual health did not predict as much variance in 

either model as originally expected. 

The results strongly support the SFT notion that marital health is a key 

element in family functioning, and that the couple is central to the functioning of 

the entire family unit. Dyadic adjustment was by far the best predictor of family 

health in the individual and couple health variable set. Gender emerged as an 

important variable in the canonical analyses, further supporting the idea that 

individual indicators are superior to dyadic indices fi-equently used in marital and 

family research. 

There is considerable evidence that cohesion and adaptability are two 

theoretically distinct constructs, and FACES III is measuring the GST and SFT 

ideas of closeness in relationships and change in the family system. The results 

of the present study with a clinical sample support the separation of the two 

FACES scales. There was a low correlation between the two scale scores, and 

each scale had high intemal consistency. The scales could also be used to assess 

differences in family type, family life cycle stage, and type of presenting problem. 
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The ANOVAs using the linear sconng method from the 3-D Model as 

recommended by Olson (Gorall & Olson, 1995) were consistently better than the 

curvilinear scoring method (Circumplex Model) at identifying differences in 

family contextual variables. The 3-D Model was able to detect significant 

differences in family type and problem type on the Adaptability dimension, and 

significant differences in levels of Cohesion in families in differing life cycle 

stages. However, the Circumplex Model identified a significant two-way 

interaction between family type and problem type on the Adaptability scale that 

was not present in the 3-D Model, resulting in a differing interpretation of 

findings. In the interaction, only intact couples differed on Adaptability (DFC) by 

problem type (family or marital) and the data indicated that intact couples with 

marital problems came into therapy with more extreme scores on Adaptability 

(DFC) than intact couples with family problems or blended couples with either 

marital or family problems. Such differences between clinical subgroups would 

lead a clinician to different interventions. 

Cohesion scores are highest in families with young children regardless of 

problem type. However, Cohesion scores were significantly lower in this clinical 
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sample than those of a nonclinical sample (Olson et al., 1985). High levels of 

family Cohesion are thought to be healthy in families with young children, where 

the children's developmental needs require emotional closeness and close 

supervision by parents. High levels of Cohesion are seen as less healthy in 

families with adolescents who require increased autonomy. This study confirmed 

prior research by finding significant differences between clinical and nonclinical 

samples in Cohesion but not Adaptability. Means on Cohesion were significantly 

lower in this clinical sample as predicted. 

Unexpectedly, blended families were found to have significantly higher 

Adaptability than intact families. This goes against research findings in 

nonclinical samples. Theoretically, a clinical sample of blended families should 

be experiencing even lower levels of Adaptability, rather than higher. Increased 

stress may produce the need for second-order change at the structural level for 

blended families. Clinical experience suggests that blended families coming for 

services are already very aware of transition issues and expect to make changes to 

adapt to the new family structure. Thus, ditTicult adolescents are seen as needing 

time to adapt to the new father/mother, each parent expects the other to 
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compromise over family rules, and each parent is more likely to be strongly 

committed to "making this marriage work." Typically, blended clinical couples 

have been married months to a few years. In contrast, intact couples with 

children/adolescents have had years of the relationship and may have more 

difficulty in giving up their ideas about how to deal with their children. 

The fact that there were so many blended families represented in this study (N = 

60) may at least partially account for the finding that Adaptability in this sample 

was not significantly different fi-om nonclinical family norms. 

Minuchin's (1974) belief that families coming to treatment are 

experiencing transitional stress and need help in adapting to new situations may 

be most applicable when applied to intact families in the 1990s. His concept that 

problems arise when a family fails to modify or adapt its structure to fit changing 

needs and circumstances is applicable also at the societal level for women's and 

men's changing roles in the family. The GST and SFT assumption that an 

adaptive system requires balancing both change and stability may be seen most 

cleariy in blended family structures. Blended families, of necessity, receive more 
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practice in balancing the two than intact families, who may adhere to more rigid 

gender roles. 

The differences between the results based on the Circumplex Model 

versus the 3-D Model of Marital and Family Systems provide fertile elements for 

a gender discussion. The fact that husbands' Cohesion score emerged in the 

Circumplex analysis as the variable with the greatest relative importance to 

family health in the FACES III set, while wives' Cohesion emerged in the 3-D 

Model, gives weight to the idea that the two models are not identical. Wives' 

Adaptability and husbands' Cohesion are more strongly associated with family 

health in the Circumplex model than in the 3-D Model. Further, husband's 

psychological symptoms emerge as a predictor of family health only in the 

canonical correlation using curvilinear scoring. 

Husbands' Adaptability is not a predictor of family health in the 

Circumplex Model, while it emerges as a significant factor in the 3-D Model. 

The two scoring methods do not yield parallel results, suggesting that they do not 

reflect a single underlying construct in a clinical sample of couples. This finding 

would seem to suggest that the adaptability construct may function in a linear 
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fashion for husbands~the more the husband is able to change, the higher the 

family functioning. 

The finding that only in the Circumplex model are the husbands' 

psychological symptoms a predictor of family health is thought provoking, and it 

is another indicator that the two models are theoretically distinct. If simply 

summing the FACES III scores resulted in better predictive value, it would follow 

logically that husbands' symptoms would also emerge in the 3-D Model, where 

lower Adaptability and Cohesion scores could predict higher GSI scores. This 

was not the case; balanced FACES III scores provided a better model to allow the 

inclusion of individual psychological symptoms (i.e., the emergence of an IP). 

A family's degree of openness to outside influences and information, when 

conceptualized as a structural variable in FACES Adaptability scores, was found 

to be a factor related to healthy family ftmctioning. Closeness and distance in a 

relationship (Cohesion) was also found to be a factor related to healthy family 

functioning. Clearly, adaptability and cohesion are factors to be assessed 

clinically in families presenting for therapy. 
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The functioning of the couple was found to be isomorphic to the 

functioning of the family—good family functioning is associated with good couple 

relationships in a canonical correlation. TTie finding that increasing scores in 

balanced adaptability (curvilinear scoring) in wives may result in lower marital 

adjustment for them and more symptoms in husbands is supported by the research 

that suggests women are more attuned to men's behavior because women are so 

frequently subordinate in status to men (Weitz, 1989). Women must do all the 

changing while men can adopt a status-quo stance of no change due to 

socialization standards of status inequality. Family psychological health implies 

that the family is functioning at some desirable level and in accordance with the 

standards of the morality of the culture (Harper, Anderson, & Anderson, 1993). 

The standards of the culture require that wives must adapt to their husbands' 

needs. However, the more the wife adapts because the husband is unwilling to 

change, the less happy she may become in the marriage. If she adapts to a certain 

extent (balanced adaptability) and then expects him to also change, he may 

become symptomatic and she may have lower levels of marital adjustment as 

evidenced by the pattern of canonical correlations in the Circumplex Model. 

144 



SFT assumptions that individual symptoms are a reflection of the 

functional state of the whole family, and that the identified patient is merely the 

"symptom bearer" for the family, could fit theoretically with the balanced FACES 

III scores as predictors, but only for men. The assumption is that the symptom is 

created and/or maintained by interactional and structural problems within the 

family system as a whole (Brown & Christensen, 1986). Men with more 

symptoms predicted negative family health. 

Summary 

The discussion section focused on providing guidelines for the practicing 

clinician in scoring and interpreting FACES III within family systems theory, 

including differing family contexts. FACES III provides a rating of how each 

family member perceives her/his family's present and ideal state on the 

dimensions of Cohesion and Adaptability. Past research has focused on using the 

individual family members' ratings to categorize families and then plotting each 

family member's score on the Circumplex Model grid. This study utilized the 
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increased power of canonical correlation to analyze more subtle ditTerences in 

levels of Adaptability and Cohesion. 

This study focused on examining FACES III as a family measure of 

health, the convergence of FACES III with individual and couple measures of 

health, and the clinical implications for scoring and interpreting FACES III. 

It was found that FACES III could reliably discriminate this study's sample of 

clinical respondents from national norms in a nonclinical sample on the Cohesion 

dimension but not on Adaptability. Husbands' and wives' Cohesion and 

Adaptability as traits of family health measured by FACES III can reliably predict 

other measures of family health, particularly dyadic adjustment, and to a lesser 

extent, individual symptomology. Overall family health emerged as a latent 

variable, and the FACES III 3-D (linear) Model provided a stronger association 

between the two sets of family health variables; however, the two models were 

not significantly different. Importantly, the Circumplex Model captured 

information about the nature of the two dimensions that was distinct from the 3-D 

Model. 
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Both sides of the controversy surrounding the family assessment model 

were supported by this study. It appears inappropriate to interpret FACES III data 

in a linear fashion for both genders; Adaptability may be optimal when 

functioning in a curvilinear fashion for women and a linear fashion for men. 

Conversely, Cohesion appears to be ftmctioning optimally in a linear fashion for 

women and a curvilinear fashion for men. While both models can assess 

Cohesion and Adaptability, it would seem inappropriate to assess them using the 

same theoretical interpretation for both genders without further study. 

Interestingly, the gender analyses in the set of group difference variables 

(ANOVAs) was not significant in any analysis. 

Individual levels of Adaptability in this clinical sample were found to vary 

by presenting problem and family type, but not by life cycle stage or gender. 

Adaptability by problem type yielded the largest F-ratio in both models. Couples 

with higher Adaptability were more likely to present with family problems 

compared to couples presenting with marital problems. Adaptability was also a 

factor in family type, but in the opposite direction than predicted. Intact families 

in this clinical population had lower Adaptability scores than blended families. 
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This finding was present in both models, although the Circumplex Model with 

curvilinear scoring produced a family type by problem type interaction, with no 

significant main effect of family type. 

Individual levels of Cohesion were found to vary by life cycle stage, but 

not by presenting problem, family type, or gender. The main effect of Cohesion 

by cycle was present only in the 3-D Model using linear sconng Couples with 

young children had higher levels of Cohesion than couples with adolescents 

and/or in the launching stages. 

Conclusions 

The results of the study could be explained in a number of ways. One 

possibility is that these findings lead to the hypothesis that if women and men 

were accorded equal status in society, many of the differences in behavior 

attributed to gender would disappear. Gender theorists now argue that most of 

the differences between the feminine and masculine gender roles come about 

because of the greater power and status accorded to males than to females in most 

societies (Lips, 1988). Perhaps the inconsistent research on the Adaptability and 
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Cohesion constructs has been, at least partially, related to these two constructs 

being operationally defined the same for women and men, yet they function in a 

distinct and separate manner for each gender. No revision of the FACES measure 

to date has discussed the implications of differential operational definitions of 

cohesion and adaptability for women and men. Any conclusions on gender are 

premature at this time and go way beyond the scope of the data contained in this 

study. However, it is an area ripe for future research. 

The differences in perceptions between men and women in a parmered 

couple can be examined as a method to suggest foci for intervention strategies. 

Helping the couple understand that there is a connection between their individual 

levels of closeness and distance in a relationship and the ability and willingness of 

each to change appears appropriate. Supporting the couple as they explore the 

systemic nature of their interactions seems indicated. 

Comparing family member's perceptions m a general clinical setting to 

national survey norms for nonclinical couples provides an estimate of "deviation" 

from a national mean. Several shortcomings and problems are evident in 

attempting to apply the information generated by FACES III in a clinical 
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situation. The first and foremost problem lies in the controversy around whether 

the measure should be scored in a linear (high scores equal superior functioning) 

or curvilinear (lower DFC scores are superior) manner. The results of this study 

suggest both models afford predictive evidence for the convergence of measures 

of marital health, and to a much lesser extent, individual health. 

Individual health does not appear to contribute significantly to overall 

family health when Cohesion and Adaptability are scored in a linear fashion on 

FACES III. Although the 3-D Model of Marital and Family Systems offers a 

stronger association between FACES III and the set of individual and marital 

health variables, the association is only in the DAS scores, with no individual 

symptomology variable significant. The Circumplex scoring affords a finer look 

at the predictive nature of Adaptability and Cohesion, and captures subtleties in 

the data (husbands' symptoms contributing to family health) that the 3-D scoring 

method misses, particularly on the Adaptability scale. However, the results of 

this study suggest that the Adaptability and Cohesion constructs, as measured by 

FACES III, may function differentially for men and women. This gender 

difference should be considered in the formulation of the FACES IV measure. 
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Limitations of the Study 

Three levels of systems, the individual, marriage, and the family, from two 

perspectives-the two individuals in the marital dyad-were used in this study. The 

use of only two family members' perspectives is one limitation of the study. For 

example, including an adolescent family member in the analysis would provide a 

method to assess the parent-child subsystem and give an additional perspective on 

family functioning, thus improving the methodology of the study. 

A second recognized methodological flaw in this study is that stress is not 

operationalized and measured as a variable. Stages of the family life cycle 

requiring adjustments in parenting style and adaptive blended family processes 

provide elements of stress requisite to the measurement of psychological distress. 

Family researchers support the notion that families with children and adolescents 

are more and differentially stressed than couples without children (Olson et al., 

1983), and blended families are more stressed than intact families (Tiesel, Miller, 

& Olson, 1995). For example, measuring levels of psychological distress in a 

stressed adolescent family member, who theoretically would reflect the 

functioning of the family system, would have contributed to the assessment of 
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family system functioning. Using a direct measure of stress m this study would 

have improved the study. 

A third limitation in this study is that the methodology incorporates only 

one data collection procedure: the use of self-report measurement instruments. 

Including outsider observers to rate levels of family functioning would provide an 

additional method to assess the clinical utility of FACES III and would improve 

the study's methodology. The possibility that method-halo effects account for 

study findings should not be minimized. 

There are other limitations that must be considered when generalizing the 

results of this study to general clinical populations. The geographically restricted 

location of the Texas Tech Marriage and Family Therapy Clinic may account for 

some sample characteristics not representative of other clinic settings. For 

example, the number of well-educated couples in lower paying jobs may be an 

artifact of the relative isolation of the community, or it may more broadly be a 

characteristic of clinics located within academic institutions. Also, the high 

educational level of the sample may not be representative of clinics operating in 

locations other than in a university or university town. High educational 
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attainment might increase the frequency or timeliness that couples initiate 

treatment, which may in tum confound findings. The broad operational 

definitions of "couple", "blended family" and "intact family" may also effect the 

ability of this study to replicate research findings on adaptability. Collapsing life 

cycle stages into two broadly-defined stages is another limitation that may 

account for this study's lack of findings consistent with extant research on 

cohesion. 

Implications for Future Research 

Research designed to test that hypothesis that better educated couples 

present for treatment more frequently and in a more timely manner and therefore 

have higher levels of family health than couples with less education would be a 

logical "next step" for future research generated by the present study. A similar 

thread tying the fi-equency and timeliness of initiating therapy to family health 

would be researching the hypothesis that blended families are healthier than intact 

families because they initiate treatment more ft-equently and more timely than 
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intact families. Future research replicating this clinical study in other cultural and 

geographic populations is also needed. 

A gender study designed to identify possible gender differences in the way 

couples handle cohesion and adaptability for healthy family functioning is 

indicated. Gender effects in this study, while tantalizing in the canonical 

cortelations, were not present in the means on Cohesion and Adaptability in this 

study's design. Designing a future study more sensitive to gender issues regarding 

the constructs of cohesion and adaptability is called for before finalizing the 

FACES IV assessment instrument. The ideal version of FACES III provides a 

format for surveying women and men in couples relationships on their attitudes 

regarding what constitutes healthy cohesion and adaptability, both for themselves 

and for their parmer. The gender hypothesis that healthy cohesion may be 

socially more desirable when balanced for men, while social attitudes about 

women imply they should have higher levels of cohesion, is worth testing more 

directly. The gender hypothesis that healthy adaptability may be linear for men 

(the more adaptable, the healthier the functioning) and more balanced for women 

appears to reflect the contemporary moral climate of American culture. 

154 



Finally, it seems premature to revise the scaling format for the FACES 

instrument prior to testing more directly for gender differences in cohesion and 

adaptability and exploring the possibility that Cohesion and Adaptation items do 

not actually measure the extremes of these two dimensions. The existing research 

on FACES, though abundant, does not adequately cover either of these important 

areas. 
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APPENDIX A 

FAMILY ADAPTATION AND COHESION EVALUATION 
SCALES III (FACES III) 

1 2 3 4 5 
Almost never Once in a while Sometimes Frequently Almost always 

DESCRIBE YOUR FAMILY NOW: 

1. Family members ask each other for help. 
2. In solving problems, the children's suggestions are followed. 
3. Weapproveof each other's friends. 
4. Children have a say in their discipline. 
5. We like to do things yvith just our immediate family. 
6. Different persons act as leaders in our family. 
7. Family members feel closer to other family members than to people 

outside the family. 
8. Our family changes its way of handling tasks. 
9. Family members like to spend free time with each other. 

10. Parent(s) and children discuss punishment together. 
11. Family members feel very close to each other. 
12. The children make the decisions in our family. 
13. When our family gets together for activities, everybody is present. 
14. Rules change in our family. 
15. We can easily think of things to do together as a family. 
16. We shift household responsibilities from person to person. 
17. Family members consult other family members on their decisions. 
18. It is hard to identify the leader(s) in our family. 
19. Family togethemess is very important 

20. It is hard to tell who does which household chores. 
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APPENDIX B 

DYADIC ADJUSTMENT SCALE (DAS) 

Most persons have disagreements in their relationships. Please indicate with a 
check mark the approximate extent of agreement or disagreement between you 
and your parmer for each item on the following list. 

Almost Occa- Fre- Almost 
Always always sionally quently always Always 
agree agree disagree disagree disagree disagree 

1.Handling family 
finances 

2.Matters of recreation 
3.Religious matters 
4.Demonstration of 

affection 
5.Friends 
6.Sexual relations 
7.Conventionality (correct 

or proper behavior) _ 
8.Philosophyoflife _ 
9. Ways of dealing yvith 

parents or in-laws _ 
lO.Aims, goals, & things 

believed important 
11. Amount of time 

spent together 
12.Making major decisions 
13 .Household tasks 
14.Leisure time interests 

and activities 
15.Career decisions 
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More 
All the Most of often Occa-
time the time than not sionally Rarely Never 

16. How often have you dis
cussed or considered 
divorce, separation, or 
terminating your 
relationship? _ 

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

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

19. Do you confide in 
your mate? 

20. Do you ever regret that 
you married/entered the 
relationship? 

21. How often do you and 
your spouse/partner 
quarrel? 

22. How often do you and 
your mate "get on each 
other's nerves?" 

176 



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

23. How often do you 
kiss your mate? 

Every 
day 

All of 
them 

every 
day 

Most of 
them 

Occa
sionally Rarely Never 

Some of Very few None of 
them of them them 

How often would you say the following events occur between you and your mate? 
Less than Once or Once or 
once a twice a twice a Once More 

Never month month week a day often 
25. Have a stimulating 

exchange of ideas 

26. Laugh together 

27. Calmly discuss something 

28. Work together on a 
project 

There are some things about which couples sometimes agree and sometimes 
disagree. Indicate if either item below caused differences of opinions or where 
problems in your relationship during the past few weeks (Check yes or no). 

Yes No 
29. Being too tired for sex. 

30. Not showing love. 
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31 The dots on the following line represent different degrees of happiness in 
your relationship. The middle point, "happy," represents the degree of 
happiness of most relationships. Please circle the dot which best describes 
the degree of happiness, all things considered, of your relationship. 

Extremely Fairiy A little Happy Very Extremely Perfect 
unhappy unhappy unhappy happy happy 

32. Which ofthe following statements best describes how you feel about the 
future of your relationship (Check only one)? 

I want desperately for my relationship to succeed, and would go to almost 
any length to see that it does. 
I want very much for my relationship to succeed, and will do all I can to see 
that it does. 
I want very much for my relationship to succeed, and will do my fair share to 
see that it does. 
It would be nice if my relationship succeeded, but I can't do much more than 
I am doing now to help it succeed. 
It would be nice if it succeeded, but I refuse to do any more than I am doing 
now to keep the relationship going. 
My relationship can never succeed, and there is no more I can do to keep the 
relationship going. 
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