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Abstract
NICOLE D. PUKAY-MARTIN: Couple Connection and Cancer:
Understanding the Mechanisms of Partner Support for Women with Breast Cancer
(Under the direction of Donald Baucom)

Previous research has demonstrated that social support can be an etfekctore t
women with breast cancer to cope with negative outcomes due to the diseasentiotesrve
have been created to increase social support for women with breast cancer; howssver, the
interventions have produced inconsistent findings. To create a successful support
intervention, research should first identify malleable factors that coudddezhanges in
support. Communication and relationship schematic processing (RSP) are two sathlpot
factors. The current study investigated the relationship between (a) cocatmmmand RSP,
(b) partner support satisfaction, and (c) outcomes in women with breast cancemungete
whether communication and RSP are related to support satisfaction, which telate
outcomes. Seventy-eight couples participated in this study as part of anéegerntion
study. Couples participated in a videotaped decision-making interaction task,wésc
observationally coded for communication and RSP. Couples also completed self-report
guestionnaires, and women completed daily diaries after the assessment. Ips¢is ana
suggested that negative couple communication is associated with loweofesgtgport
satisfaction, which is related to less positive mood, higher negative mood, logver rol
functioning, and less relationship satisfaction in women with breast cancer. Pasiahses

suggested that, when RSP pull is included in the model, male RSP quality and RSP pull



for males are both related to higher support satisfaction, which is relajeshter positive
mood, less negative mood, higher role functioning, and greater relationship satisf@ation
the other hand, RSP pull for females is associated with lower support s@tsfadich is
related to less positive mood, higher negative mood, lower role functioning, and less
relationship satisfaction. Implications of these findings, limitations, andefalirections are

discussed.
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Couple Connection and Cancer:
Understanding the Mechanisms of Partner Support for Women with Breast Cancer

Breast cancer is a serious disease that affects numerous women andttiesis.pa
Approximately one in eight women will develop breast cancer at some point itivegir
(American Cancer Society, 2009); however, a breast cancer diagnosis is naldegén
sentence. Due to advances in technology, the 5-year survival rate for breastheanc
surpassed 85%, although the experience of cancer continues to be definedengebalhd
stressors ranging from physical to psychological complications (Bloom, 200, I1Brown,
Crooks, Roberts, & Browne, 1991). Research examining factors that may dexgatee
effects of stressful events suggests that social support from partnebe robgarticular
importance to women with breast cancer (Neuling & Winefield, 1988; Sandgren, Mullens
Erickson, Romanek, & McCaul, 2004; Wimberly, Carver, Laurenceau, HarAsténi,

2005). The partner relationship has an effect that other relationships cannotlalanter or
eqgual; when the couple’s relationship is strong, there are many positive tiopkdar the
woman'’s adaptation to cancer, and when the relationship is distressed, thereas enasy
negative implications (Pistrang & Barker, 1995; Pukay-Martin et al., 2007).

Because of the empirical evidence pointing to the importance of social support,
multiple interventions have attempted to change social support within the contexdsif bre
cancer (Blanchard, Toseland, & McCallion, 1996; Helgeson & Cohen, 1996; Manne et al.,
2005); however, these efforts have typically failed to increase support. Giverfititdsgs

and the importance of having a strong, supportive partner relationship while expgrienc



breast cancer, it is important to identify factors, especially mallesias, which lead to
social support. The general couples literature contains evidence of faetocentribute to
social support and positive relationship outcomes. Communication and Relationship
Schematic Processing (RSP) are two such factors that migltataqgdartner support, and
both have been amenable to change through couple-based interventions (Epstein & Baucom,
2002). First, communication is strongly related to relationship satisfactaples who
communicate more constructively are generally happier (Epstein & Ba&ip?2). Second,
Relationship Schematic Processing (RSP) also appears to be relatatidogiaip
satisfaction in general (Sullivan & Baucom, 2005). RSP can be conceptualized aglseeing
world through a “relational lens.” This way of processing events may beialbperucial
for couples facing breast cancer because it allows couples to approach thasanisam
with a unified approach, potentially making the couple more resilient to theseli€eleerrett,
1998; Weihs & Reiss, 1996). Communicating clearly and approaching breast camcer as
team may enable partners to support each other successfully through adsedsikys
support then may lead to positive psychological and physical health outcomegh€&hus
proposed study examined the associations among communication, RSP, support, and
individual and dyadic outcomes for women with breast cancer.
Background

Negative Effects of Cancer

Due to increases in screening, early detection, and technology, women with breast
cancer are living much longer; however, they continue to face many psychodticialtids
related to the experience of having breast cancer. The most common psychefteptsiof

breast cancer diagnosis and treatment are depression, anxiety, selcamegims, and fear



of recurrence (Bloom, 2002; Burgess et al., 2005; Irvine et al., 1991). These wayen m
have trouble concentrating on the tasks of daily living and/or difficulty sleejiago
intrusive, cancer-related thoughts (Backus, 2002). Other effects include ageduenergy
level, decreases in physical, social, and role functioning, and distress causextdry
related symptoms (Aranda et al., 2005; Bloom, 2002; Luoma & Hakamies-Blomqvist, 2004).
A year from diagnosis, many of these negative effects improve; howawakass continue
to report decreased levels of energy and physical functioning and negative hgey im
addition, many physical and psychosocial problems related to breast cancanectmaffect
women well after treatment completion (Ganz et al., 1996). Further, psychafteitd may
depend on the type of treatment women receive (Glanz & Lerman, 1992). A typitaktmea
plan for a woman with breast cancer consists of breast surgery, which nwipwed by
radiation and/or chemotherapy. Women who have undergone breast surgery sufferamost oft
from decreased body image and inhibited sexual functioning. These negative psythosoci
consequences may then be combined with negative effects from radiation, satajuas f
breast soreness, anxiety, depression, and disruption in daily activitiesa#iitely, surgery
may be followed by chemotherapy, the side effects of which include fatigweusaess,
and acute depression and anxiety. Even two years after treatment, wonemectanteport
some psychosocial difficulties related to chemotherapy treatmene(deyz, Watkins, &
Sparks, 1983). Clearly, the experience of breast cancer involves many negativequsgtchos
and physical consequences, which may negatively impact the women'’s career,| filgsona
family, and marriage (Backus, 2002).

Because women are living longer and are struggling with these negati®gsgal

experiences, research has turned to investigating factors that may helppatésats from



the harmful effects of cancer. One of these potential safeguards is appiaitswhich has
been shown to protect people from various stressful life events, including heatéurel
stressors (Cohen & Wills, 1985). Social support can be defined as functions thatiade ca
out by significant others (e.g., family, friends, health care professidoalsh individual
who is under stress (Nelles, McCaffrey, Blanchard, & Fuckdeschel, 1991). Numerous
measures of social support are related to physical and psychosocial adfjustnagious
health contexts, such as stroke, hypertension, and heart disease (see Dunicz|-5884).
Social Support and Psychosocial Effects of Breast Cancer

Since breast cancer is clearly a stressful life event, it would make #gat social
support may help protect women with breast cancer from negative psychological
experiences. In fact, many researchers have investigated whetia¢sapport is related to
better psychosocial outcomes in patients with breast cancer (e.g., Functli&, 1e32;
Helgeson & Cohen, 1996; Koopman, Hermanson, Diamond, Angell, & Spiegel, 1998;
Lichtman, Taylor, & Wood, 1988; Primomo, Yates, & Woods, 1990), and, overall, these
studies provide evidence that social support does reduce the negative psychosocial
consequences of breast cancer. Women who perceive greater levels of social suppor
experience higher levels of positive affect and lower levels of negatea &funch &
Mettlin, 1982). Women who report receiving more support from family, friends, and
significant others experience greater psychosocial adaptation (Kultto&fédd, 2005) and
less psychological distress (Gilbar, 2005). Even for women with metgs®ti@dvanced-
stage) breast cancer, greater levels of social support are assodiateetter mood
(Koopman et al., 1998). Currently, there seems to be a consensus in the literato@ahat s

support may help shield women from the deleterious psychological effects dfdaecsr.



Partner Support during Breast Cancer

One specific support provider that seems to be vitally important in outcomes with
breast cancer is the spouse. Not surprisingly, 90.7% of married women designate the
husbands as their most supportive family member (Neuling & Winefield, 1988), and the
majority of women with breast cancer select their spouse as their main ovg8dadgren
et al., 2004). However, having a good helping relationship with an alternatis jokrss
not compensate for a problematic partner relationship (Pistrang & Ba#i@&). This
suggests that the partner relationship has an effect that other relationshipis ca
counterbalance or equal. Furthermore, because of its effects on sexwaést cancer is a
unique disease that might affect the couple as a unit more than most types oflcancer
When investigating the psychological effects and treatment of breast cnreccouple’s
relationship may be an important context within which to understand the disease.

In the few existing studies that examine partner support in breast camtegr pa
support has been found to reduce negative psychosocial outcomes in women (Hoskins et al.,
1996; Pistrang & Barker, 1995; Wimberly et al., 2005). Women who report more support and
more satisfaction with support also report better mood and less pain, suggesting that
women’s amount of and satisfaction with support may help protect women from theaegat
impact of breast cancer (Pukay-Matrtin et al., 2007). Similarly, satsfiaeith the partner
helping relationship is associated with greater psychological well-beisaggng & Barker,
1995). Women involved with a partner who listens to their worries and concerns and who
helps around the house experience less depression than women who do not have such a
partner (Maly, Umezawa, Leake, & Silliman, 2005). In addition, women with breastrca

who perceive more positive emotional involvement from their partner experieratergre



well-being over time (Wimberly et al., 2005). Similarly, women with husbariasaoffer
support and empathy report better adjustment; alternatively, husbands’ irtalolitgr
support during the breast cancer experience results in women experiegbieiglévels of
distress (Peters-Golden, 1982). This suggests that inadequate support from asparkeek i
to problems with adjustment. These studies demonstrate that support from a spouse is
effective in combating negative outcomes in breast cancer and that a lack of sugppbe
linked to greater negative effects. Due to the emotional intimacy and physigenity of
spouses in a marital relationship, partner support may be particularly saléeimportant to
women with breast cancer.
Social Support Interventions

Due to these important findings, many interventions have been created to change
social support within the context of cancer (Blanchard et al., 1996; Helgeson & Cohen, 1996;
Manne et al., 2005); however, positive findings for these studies are mixed. A number of
interventions have been designed to provide social support through group discussion with
other cancer patients and survivors, and these programs have been mostly dnkirccess
providing benefits in terms of women’s well-being and adjustment (Bloom, Ross,n&IBur
1978; Helgeson, Cohen, Schulz, & Yasko, 2000; Lonngvist, Halttunen, Hietanen, Sevila, &
Heinonen, 1986; Morgenstern, Gellert, Walter, Ostfeld, & Siegel, 1984). Howevaer, thes
programs attempted to add outside support, rather than changing women’s eaéhg s
support networks. Correlational research demonstrating the relationship mstyppert and
positive outcomes has indicated that support from family and friends is extrempelgant.
Support from other cancer patients or survivors (i.e., peer support) in group intergenti

may not be as effective as support from family and friends because peet sippoally of



shorter duration or because the peer relationship is less intimate and gdemnas\ahen
occurring in an intervention (Helgeson & Cohen, 1996). In addition, peer support is likely to
be cancer-focused support, whereas support from family and friends is likely twéve m
holistic and comprehensive, responding to multiple aspects of women’s lives incobaer t
helpful.

Interventions specifically targeting changes in existing social supparories have
also been largely unsuccessful in increasing support. Rosberger, Edgar, Collet, aret Four
(2002) evaluated two workshops focused on coping strategies, and neither prograradncreas
women’s behavior of seeking social support. Simpson, Carlson, Beck, and Patten (2002)
found that participation in a psychoeducational intervention did not cause changes in social
support one or two years later. In contrast, women who participated in a selfdggipnpr
reported more improvement of the quality of their interpersonal relationshipdithaontrol
patients; however, they did not report changes in the structure of the social suppart net
(Badger, Braden, Longman, & Mishel, 1999). None of the interventions described above
directly utilized the family context of breast cancer to aid in patientawgmnent, a factor
that has been shown to be especially relevant (Manne et al., 2005). Interventiorgutat
the spouses of breast cancer patients seem to be more effective than indivedugttions.

A few studies have attempted to change partner support by targeting®slyouses
of patients, and these have led to mixed results (Blanchard et al., 1996; Bultg, Spec
Brasher, Geggie, & Page, 2000), as have interventions delivered to both partners togethe
(Christensen, 1983; Manne et al., 2005; Nezu, Nezu, Felgoise, McClure, & Houts, 2003).
Women who participated in a communication intervention with their spouses repodeat gre

sexual satisfaction and less emotional discomfort and depression than contnté patie



(Christensen, 1983). However, a different couple-focused group intervention had an impact
on women’s depressive symptoms, but did not affect any other reports of womenssdistre
well-being (Manne et al., 2005). It is unclear why some interventions gequhsitive
results, while others do not seem to be effective. In fact, many of the studies deaifyt s
the proposed underlying mechanisms of their interventions, making it difficult to propose
explanations for the varied results.

Given these mixed findings and the importance of having a strong, supportive partner
relationship while experiencing breast cancer, it is important to idéatfgrs that can be
altered in order to change social support. Once these factors that impactgoooat are
recognized, researchers will be able to create more successful interséat women with
breast cancer and their partners. Two potential factors from the gemgoéd<cliterature,
communication and relationship schematic processing (RSP), might contalpaener
support, and both have been amenable to change through couple-based interventions (Epstein
& Baucom, 2002).
Communication

Constructive communication skills consist of expressing thoughts and feelings in an
open, respectful, and non-defensive manner and empathically listening to the partner;
contrast, destructive communication is characterized by sweeping lisiegnas, statements
of absolute truths, criticism, hostility, and judgment of the partner’'s medsaga.
comprehensive definition and discussion of communication, see Epstein and Baucom (2002).
Communication is strongly related to relationship satisfaction; couplesavhmgnicate
more constructively are generally happier (Epstein & Baucom, 2002). In facksdestr

couples are characterized by higher negative affect, greater negativeunication, and



more negative problem solving than nondistressed couples. Correspondingly, noedistress
couples are characterized by greater positive affect, more positive coratumiand more
constructive problem solving (Schaap, 1984). In light of these findings, many couple
interventions have focused on improving communication between two partners, and many
studies have demonstrated the effectiveness of these interventions in dedtestsutgive
communication, increasing constructive communication, and increasing matigédcion
(Baucom & Lester, 1986; Baucom, Sayers, & Sher, 1990; Halford, Sanders, & Behrens,
1993).

In the breast cancer population, relatively little is known about communication
between partners (Manne, 1998); however, many women with breast cancer report
difficulties in communication with their partners (Walsh, Manuel, & Avis, 2005). One
guarter of the women in this study indicated that relational strain from comrionica
problems was unavoidable, and 35% reported that their partners were emotionally
unavailable and unwilling to discuss their concerns about cancer. Qualitatively
communication difficulties around discussions of cancer risk and related isadés |
decreased adjustment in women with breast cancer (Mireskandan et al., 2088&).rimahy
men act as buffers for the women; the men think that discussing breastwiingeset their
partners, so they avoid the topic at all costs, suppressing their feelings @<tipair
“protective role” (Manne, Dougherty, Veach, & Kless, 1999; Sabo, Brown, & Smith, 1986;
Worby & Babineau, 1974). The adoption of this “protective role” allows men to deny their
feelings and the seriousness of their wives’ condition, while also hindering cooatiomi
between the partners (Sabo et al., 1986). Men, however, are not the only spouses to assume

the protector role. Women breast cancer patients also attempt to shield their hirsimands



their fears and concerns about breast cancer by avoiding discussions ofdmeastand
this silencing may also lead to increased distress for the women (Manne@03a).

Examining communication patterns in couples facing breast cancer, a fevg studie
suggest that open communication may facilitate adaptation to the diseaslee((G1992;
Lichtman et al., 1988; Stern & Pascale, 1979). Demand withdrawal patterns anchesatia
communication are related to higher levels of distress and lower refafiaatisfaction
(Manne et al., 2005). Couples who discuss cancer-related emotions navigate rads clugng
to breast cancer more successfully (Vess, Moreland, & Schwebel, 1985).édaasch
suggests that discussing concerns and feelings related to breastcaydeacilitate
adjustment; however, many couples have difficulties communicating openly arousd brea
cancer topics, and this lack of open communication may lead to increased distress in both
partners.

Communication between partners may be especially important as a meaaiirad el
support from each other. Discussing worries and concerns and increased kstngidtave
been found to elicit support from a partner (Cutrona, 1996; Cutrona, Suhr, & MacFarlane,
1990; Pistrang & Barker, 1992). Given the prevalent difficulties in communicatiore&etw
breast cancer patients and their partners, it is not surprising that many wemenh a
satisfied with the amount or form of support that they receive from their spousesylese
they rate their relationship as gomekrall(Hoskins, 1995; Lichtman et al., 1988). In fact,
Bolger, Foster, Vinokur, and Ng (1996) found that partners increase support when women
are physically impaired, but decrease support when women are psychblatisteessed.

This finding suggests the need for communication as a method for increasing s@ipport. |

partners can communicate around the kinds of support that they find helpful, these open

10



discussions will make the support process more understandable, and both partners are mor
likely to receive the type of support they need and will consequently be mafeedatiith
the support they receive.
Relationship Schematic Processing

In addition to communication, Relationship Schematic Processing (RSRjlsoay
help to facilitate the support process. RSP can be defined as the extent to whaikidmail
processes information in terms of his or her romantic relationship (Sullivaau&dsn,
2004). This construct can be conceptualized as a measure of whether and to what extent one
is looking at the world through “relationship-colored glasses.”

Differences in relationship schematic processing are fasrtyncon in married
couples (Sullivan & Baucom, 2004). Some partners tend to give relationship meaning to a
variety of events, while others make few connections between events that havecand
their romantic relationship. In fact, partners may process the samereveny different
ways, giving extremely different meanings to the event. For examjleinfdividual leaves
his socks on the floor on a frequent basis, his partner may give relationship meahisg to t
event, thinking that he expects her to be the maid and feeling disrespected. Hiveever
individual may not give relational meaning to this event and may not understand why his
partner is becoming upset, leading him to think his partner is overreacting to thersitua
Thus, different levels of relationship schematic processing can lead tdiffergnt
interpretations of life events. Furthermore, some partners tend to think frecplemik the
relationship or interactions between the two partners, while other parivetgte thought
to what is happening in the relationship. These differences refer to the qoaR&y that

an individual engages in. People may also differ in the degree of quality of RSP, or lhow we
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they engage in RSP. Individuals with low quality RSP may incorrectlypirgebehaviors,
use distorted relationship cognitions, interpret events in an extremely siabenhaner, or
use RSP in a manipulative or destructive manner. On the opposite end of the spectrum,
individuals with high quality RSP interpret relational events with a gredbfleacuracy,
depth, and complexity, and use RSP in a healthy, constructive manner.

Research suggests that both quantity and quality of RSP may be important in
relationships; however, the effects appear to differ by gender (Sullivaau&addn, 2005).
Women tend to engage in more frequent and higher quality RSP than men. Additionally,
males are more satisfied with their relationship when their wives utiare frequent and
higher quality RSP; whereas, women are more satisfied with their refapomisen their
husbands utilize higher quality RSP. They are satisfied even when their husbands
demonstrate only a moderate amount of RSP. Even more importantly, RSP appears to be
changeable by psychological intervention. Sullivan and Baucom (2001) found that, after
treatment with Cognitive-Behavioral Couple Therapy, husbands’ quantity and eidigP
increased significantly. In addition, when husbands processed in relational terensftan
and with better quality, their wives were more satisfied with their reldtipns

Given findings that RSP is related to general relationship satisfactiogigally
follows that RSP should be related to specific aspects of a coupleisnstap. If partners
consider relational information and interpret cues accurately, then they shooblé bz a
determine what kind of support their partner needs, even in the absence of explisisreque
for communication. Furthermore, couples who are higher in RSP would approachs@assso

a team, with a sense of unity and togetherness. This united approach may be inmptir¢ant
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support process, helping partners to feel as if they are not alone in fadgigening and
difficult situation.

In fact, findings in the breast cancer literature suggest that couples evablarto
keep a couple focus while facing breast cancer adjust better to the di¥edse & Reiss,
1996). People who made the strongest adaptation during breast cancer viewed the couple
context as a critical coping resource (Skerrett, 1998). These couplesyaedadfined their
identities as individuals and as a couple and created meaning for the expegetivert In
contrast to the “we-ness” of resilient couples, couples who had more difficultyustraent
lacked a unified coping strategy and were not able to construct a united outlookcKlos la
togetherness leads to helplessness, isolation, and a lack of connection. Thustiigerpr
breast cancer as a relational experience and facing the diseasarmassaéms to have
positive implications for adjustment, potentially because this unified copatggyrallows
both partners to provide support for each other during a difficult time.

Summary

In summary, women with breast cancer are living and surviving much longer;
however, they continue to face psychosocial and physical stressors, such asesfinth
mood, role functioning, fatigue, and pain. Multiple studies suggest that social support may
protect women from these deleterious effects of breast cancer, dgmmalort from a
partner. Many interventions have attempted to directly provide support for wonten wit
breast cancer or increase support in the network by encouraging support deekewgr,
these interventions have demonstrated mixed results, at best. Interegtmghajority of

these programs do not take the family context of breast cancer into account wivemimge
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on just the individual woman. The few studies including the partner in the intervention,
however, provide mixed results as well.

Given the failings of many of these breast cancer support programs, a ihait
researchers begin to understand mechanisms underlying these interventictigjatore
must find malleable factors that can change social support in order tointeatentions that
are more successful. Given that social support is a relational process,stsaagke to
examine relational factors when attempting to change social support. Coratimmand
relationship schematic processing are two relational factors thateraked to social
support. Open communication allows partners to self-disclose and ask for support they nee
from each other, and RSP permits couples to face breast cancer as a team, s@ggbrting
other through adversity and understanding what the other person needs.

Current Study

The next wave of research in the area of breast cancer and psychosocial iatervent
will focus on factors that may increase functioning and resiliency within theecagg@ unit,
thereby increasing functioning and resiliency for the woman with breasg¢icdartner
support is one psychosocial construct that has clear demonstrated utility withiescoupl
literature. Although the mechanisms by which we can change sociarsapp unknown,
communication and RSP are potential factors that may lead to changes ingaitaecial
support. Thus, the current study examined the associations among communication, RSP,
support, and individual and dyadic outcomes for women with breast cancer. Partners who
communicate more clearly may be able to tell each other what they nesuktol hus, good
communication should make the support process more transparent and could lead to each

partner receiving the type of support that they want and need. Better relatiamsnpmtc
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processing indicates that partners can read and understand relationship iomonmoae
skillfully. Consequently, a partner who is higher in RSP should be able to read his/he
partner’s cues and provide needed support accordingly. In this way, better coatrannic
and higher RSP should lead to greater satisfaction with support. Social shppahould
lead to better individual and couple outcomes. In sum, the relationship between (a)
communication and RSP with (b) individual and couple functioning will be mediated by (c)
support satisfaction (see Figure 1). Consistent with this theory, two hypsthaesposited.
Hypotheses

Hypothesis 1Previous studies have found that more open, constructive
communication leads to better adjustment and marital satisfaction and thateegat
avoidant communication leads to poorer adjustment (Gotcher, 1992; Lichtman et al., 1988;
Manne et al., 2005; Stern & Pascale, 1979; Vess et al., 1985). In addition, women with breast
cancer are frequently dissatisfied with the communication and the support thiew feam
their partners (Bolger et al., 1996; Hoskins, 1995; Lichtman et al., 1988; Walsh2€0a).
Open communication should allow partners to discuss their wants and needs during this
stressful experience, enabling the support process. Thus, it is hypothesized that
communication will be related to women'’s individual and couple functioning. This
relationship will be mediated by support satisfaction. Greater supportisatisfindicates
that women receive the amount and type of support they need and want from theis.partner
Better communication by both partners should lead to greater supporicsatisiia women,
which should lead to better functioning in women.

Hypothesis 2Previous studies also have found that approaching the experience of

breast cancer as a team facilitates adjustment (Skerrett, 1998; We#isss 1996).
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Figure 1.Path model showing the proposed relationship between male and female communidaR&®Papartner support

satisfaction, and outcomes in women with breast cancer.
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Processing events in relational terms may allow individuals to read impousaind help
them determine how to support their partner. Thus, it is predicted that relatiorisimpesic
processing will be related to individual and couple functioning. This relationshipewi
mediated by support satisfaction, as well. Better relationship schematsgiragby both
partners, but especially men, should lead to greater support satisfactionem wamch
should then lead to better functioning in women. Because the investigation foocused
women’s support satisfaction and functioning, men’s ability to read their partrerslgr
support, and approach breast cancer as a team with their partner is consideresbiecially
important. Furthermore, both quantity and quality of men’s relationship scheamatissing
may be important in predicting women’s support satisfaction and functidPragious
studies have indicated that quality of men’s RSP plays a much larger role imiwome
relationship satisfaction than does quantity. Therefore, this investigatioreébcanghe
guality of men’s RSP.

The hypothesized model was tested within a breast cancer population; however, the
model is not specific to the case of breast cancer. It is a more generatmabdeuld easily
be applied to other populations. Couples with breast cancer were chosen as the population in
which to test this model because, as outlined in the literature review abowey gagport
seems particularly salient within couples facing breast cancer. Whetefiting a new
model of factors related to partner support, it is critical to examine the madel &
population for whom the construct of partner support is especially pertinent. Theneftire
current study, a general model of factors related to support and outcomeste@chwitdsn a

specific population of women with breast cancer and their partners.
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Method
Participants
Participants were 78 couples in which the female had been recently dchgntise
early-stage breast cancer. These participants were part of masdady focused on treating
heterosexual couples in which the female has breast cancer. Participatecmgted at the
University of North Carolina (UNC) Hospital, Duke University Medicah@e (DUMC),
and various cancer clinics in the same geographic area. Women and their paetaers
eligible to participate if the following criteria had been met: (atbeman had been
diagnosed with Stage |, II, or llla breast cancer within one calendaofytiee recruitment
date, and the diagnosis had never exceeded Stage llla, (b) the woman had no priafhistory
breast cancer unless it occurred in the past year in which the invasive candegnased,
(c) the woman had not had any form of cancer (except basal cell carcinoma)fiwéhjears
of their breast cancer diagnosis, (d) the couple was married or living togetheommitted
relationship for 12 months or more, (e) both the woman and her partner were willing to
participate, and (f) both partners spoke English.
In order to determine if a couple was eligible for the study, the researoh te
reviewed potential participants’ medical records. For couples who met inclugermaca
letter from the attending physician was sent to the couples, briefly imfgritnem about the
study. Then, each woman was approached by members of the research team during her
following appointment at the breast clinic at UNC Hospitals or at the Duke Wityer

Medical Center. The team provided the woman and her partner with information about the



study and a brochure and asked the woman to complete a form allowing the researtch te
contact her about participating in the study. If the research team was tmatdet with the
woman at her appointment, the research team contacted her by telephone in ordeib® des
the study. These procedures were approved by UNC and DUMC's InstitutionalvRevie
Boards.

Data from 78 couples were included in the study. The following demographic
information describes these participants. Of the women, 84.6% were white; 9.0% were
African-American; and 6.4% were Asian or Pacific Islander. Of the men, 8888%white,

9.0% were African-American, 5.1% were Asian or Pacific Islander, and 2.6% eudlicat

“other” for their race. Women'’s ages ranged from 29 to 76 years with a meedian 52,

and men’s ages ranged from 26 to 85 with a median age of 53. Women had a median
education level of 16 years (i.e., college educated), and education ranged from 12ais26 ye
Men had a median education level of 16 as well, ranging from 3 to 24 years. Couples’
household income ranged between (a) $10,000 to $14,999 and (b) over $250,000, with a
median income range of $100,000 to $249,999. Couples had been married or living together
in a committed relationship between 1 and 56 years with a median of 21 yearssCouple
number of children ranged from 0O to 9 with a median of 2 children.

The women’s medical status and treatments were as follows. By @&tessment, 6
women had been diagnosed with Stage 0 breast cancer, 25 with Stage [, 21 witltAStage
15 with Stage 1IB, and 11 with Stage IIIA breast cancer. The women had beaoskd an
average of 116.63 days (range = 20.0 to 445.0) prior to assessment. Before assessment, 67
women (85.9% of the sample) had undergone surgery. Forty-one women had breast

conserving treatment, 21 had undergone mastectomy without reconstruction, and 7 had a
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mastectomy with anticipated reconstruction. In terms of adjuvant therapies, &fiti386
women had undergone chemotherapy, 15.4% had undergone radiation, 17.9% had taken
hormone therapy, and 2.6% had had biological treatment (e.g., Herceptin) lsyresges
Thirty eight and a half percent of the women were premenopausal at the tingradsis,
and one third of these premenopausal women had experienced menopausal symgtisms by t
point in their cancer treatment. Medical data were missing for 1 womame &sd received
care at an institution outside of UNC or Duke, and her data were not available.
Procedure

As part of a larger study (see Baucom et al., 2005 for details), participargs
recruited as described above. Following recruitment, women and their partneistednan
initial assessment session, consisting of a number of baseline questionsaisssgs
individual and couple functioning and videotaped interaction tasks. At the beginning of the
initial assessment session, a trained assessor met with the couple, expiastady, and
obtained informed consent from the couple. The assessor then asked the couple to complete
the baseline questionnaires individually without consulting with each other to encourage
honest and accurate results and left the couple alone to finish the measures.€Hsesesn
consisted of questions regarding the couples’ history, their current relationshipyérall
individual well-being, support received around the cancer, and body image and physical
symptoms (women only). These questionnaires required approximately 45 minutes for
couples to complete.

Following completion of the questionnaires, the couple then participated in three
seven-minute videotaped conversations regarding breast cancer. One obtivessations

consisted of a decision-making discussion regarding a decision that the couolerfade t
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related to breast cancer. This conversation was coded for the currengeti@stising two
coding systems described below. The couple also completed two support conversations,
which were not included in the current study. The order of these three conversatkgaal t
was counterbalanced throughout the study.

Following the conversational task, the assessor introduced the couple to the daily
diary system described below. The couple was then assigned to one of threeeaxperim
conditions (i.e., Relationship Enhancement, a couple-based cognitive behaviop} tiiéna
a focus on cancer-related issues; couple-based Cancer Education, in which ecepled r
medical information about breast cancer; or Treatment-as-Usual, in @dupkes received
written materials about breast cancer and a list of community resoudrbesjouple received
$40 for completing the initial assessment session.

For 30 days following initial assessment, women completed daily measures by
utilizing the daily diary system. During the initial assessment, fjaatits chose a fifteen-
minute time slot during which they called the daily diary telephone systenougarall rules
were created to minimize memory bias and effects created by the tdag.d?articipants
were trained regarding the daily diary system during the initial assessession and were
given a handout containing the items assessed by phone and the call rules. Rarticipa
completed the daily diary once daily for the 30 days following initial assessbBwaimg this
30-day period, women in the Relationship Enhancement or Cancer Education conditions
completed no more than two sessions with a therapist. Therefore, the interventiast was
expected to have a significant effect at this point of data collection. In ordacburage

daily diary completion, participants received $20 for completing the daily perod.
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Data for the daily diary were collected utilizing the VoiceGuideradeve Voice
Response (IVR) system. After the participants entered all their iatmmby phone, the
system automatically entered the data into a computerized databaseat@basd was
checked every two to three days to ensure the women were adhering to the daily diar
procedure correctly. In order to increase compliance, women also receiesatlg phone
call designed to increase contact with the women during the 30-day period.

Materials
Communication

Interactional Dimensions Coding System — Revised (IDClHRRN, Markman, &
Lindahl, 1989; Julien, Markman, Lindahl, Johnson, & Van Widenfelt, 1989; Kline et al.,
2009). The IDCS-R, based on the IDCS (Julien, Markman, Lindahl, et al., 1989; Klahe et
2004) and revised for the current study, is a global observational coding systeraghat w
designed to assess both affective and behavioral components of couple interactons. Thi
coding system consisted of eleven individual codes for which each partneedeaei
separate rating for the entire interaction. These codes include six@@Bibisitive Affect,
Animation, Problem Solving Skills, Support Validation, Affection, and Communication) and
five negative (Negative Affect, Dominance, Conflict, Defensiveness, atittvaival)
communication codes. There are also two dyadic codes (Positive EscalatioegatidéN
Escalation), which were assigned to each couple. Each IDCS-R codatehsn a 9-point
scale, ranging from 1 (“minimal evidence of” or “an absence of’ the behlaging coded)
to 9 (“strong and pervasive evidence of” the behavior being coded). Five positive
communication codes (i.e., Positive Affect, Problem Solving Skills, Support Mahdat

Affection, and Communication) were summed to create a positive communicatrerf&c
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each individual, and the five negative communication codes were summed to create a
negative communication score for each individual. Animation was not included in the
positive communication score because animation can be considered to be a measure of
intensity of affect, and so, can be either positive or negative. Since animatsonaiatearly
fall within a positive or negative category, it was excluded from the summangssd he
dyadic codes were not included in the summary scores because the summanyeeore
assigned at the level of the individual, not the couple.

As described in thBroceduresection, each couple participated in a 7-minute
videotaped decision-making interaction task. These videos were later codethadiDgS-
R by senior-level undergraduate psychology students for both male and female
communication. The students met with the current investigator two times weekly f
semester in order to be trained to utilize the IDCS-R. They coded a number dbtapes
practice until their interrater reliability assessed using the Ragerement Index (RAI,
Burry-Stock, Shaw, Laurie & Chissom, 1996) was determined to be high enough to code the
interactions used in the current investigation (RAI = .91, which is less than a 0.75 point
discrepancy on average). The RAI measures the degree to which codersratireir ratings
in reference to the possible range of ratings. The index ranges from 0 to 1, ndibatimg
perfect agreement. The RAI was utilized because it measures the degreghtooders
agree on particular ratings without taking into account the consistency of thensgt
between the coders’ ratings, as do other measures of reliability (raclass correlation
coefficients). That is, coder A may rate one item “4”, and coder B mayt r&té& Then,
coder A may rate the next item “5” and coder B may rate it “4.” The Bi#dats that coders

were within one point of each other, while other measures of reliability woulchtedihat
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the two coders did not rate the items consistently. After reliability st@bleshed, the
undergraduates continued to meet weekly with the current investigator in ordeutssdis
consensus codes and to control coder drift.

Each videotaped interaction was coded separately by two coders, and the jpdiring
coders were counterbalanced throughout. Once both coders had completed aromteracti
they compared codes. If the ratings were 0 or 1 point apart on a particular codengse r
were averaged to create a consensus code. If the ratings were more than apagothe
two coders discussed their reasoning behind their ratings and re-watched thé vide
necessary until they agreed on a consensus code. For the few videos for whichozdders c
not agree on a consensus code, ratings were discussed in the entire coding gream The t
watched the interaction together and then decided on a consensus code. Relaility w
monitored throughout the coding and remained high. RAIs for individual codes ranged from
.88 to .96 with an average overall RAI of .92, which is a 0.65-point discrepancy (with
possible scores ranging from 1 to 9).

Relationship Schematic Processing

Global Relationship-Schematic Processing Coding System (GRSP; Pukay-Matrtin,
Hudepohl, & Baucom, 2008)his coding system, based on the established Relationship-
Schematic Processing coding system (RSP; Sullivan & Baucom, 2004), whxpddvier
the current investigation. Reliability for the Relationship Schematic C&jstem, assessed
using the Rater Agreement Index (RAI; Burry-Stock et al., 1996), is higls RAged from
.63 to 1, with the average of the RAIs for all items being .86 (Sullivan & Baucom, 2004).

The new GRSP is a macro-analytic coding system designed to asseds overal

Relationship Schematic Processing. This coding system consisted of thvesdusldtodes
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(quantity, quality, and pull) for which each partner received a separate Qtiagtity refers

to the frequency with which an individual utilizes a relationship schema spelaking.

Quality indicates how skillfully an individual uses RSP. An individual may ekpdmr

quality in a number of ways, including failing to gather or interpretiogiship information
accurately or reasonably, integrating information in an odd or unusual manresehe
unlikely to be true, or using relationship information in a maladaptive or hurtful manner
when it does not appear to be accurate. At a high level of quality, an individual processes
relationship events with a great deal of depth, complexity, and accuracy, and uses
relationship schemas in a healthy, constructive, helpful manner for themshkagi and

partner. Pull refers to how much the context of the conversation induces an individual to be
relationship schematic. Some topics may be centered around the relationship, ethicch w
pull for greater relationship schematic processing than topics that are oplygpally

related to the relationship. In addition, if an individual’s partner uses a gréaf dea
relationship schematic processing, the conversation would pull for the individusptmde
with relationship schematic processing in return. Each GRSP code e@®mnah 5-point

scale, ranging from 1 (“minimal evidence of” or “an absence of” the eaaridieing coded)

to 5 (“strong and pervasive evidence of” the construct being coded).

As described in thBroceduresection, each couple participated in a 7-minute
videotaped decision-making interaction task. Using the GRSP, these videadexnidor
both male and female relationship schematic processing by a graduate studdetexns
expert in coding relationship schematic processing. Twenty percent of thesewsde@dso
coded by the current investigator in order to ensure reliability. RAls dainga .69 to .78,

with the average of the RAIs for all items being .75, indicating that codesiwmint apart
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on average.
Daily Measures

Daily Measure of Breast Cancer ExperienEemale participants completed brief
scales of individual items assessing daily relationship satisfactioy pdainer support,
daily mood, daily pain and fatigue, and daily role functioning once a day for 30 days
following initial assessment. The Daily Measure of Breast Cancer iErgerconsisted of 23
items, divided into five parts. As participants were expected to complete thaladg] the
measure was brief and took only five to ten minutes to complete. In generalwem
selected from existing measures based on brevity, relevance to the studgntind content
validity.

Source Specific Social Provisions Scdle.assess daily partner support, participants
completed the Source Specific Social Provisions Scale (SPS; Cutrona, 1989), tmtapded
on a daily basis. These items measured general social support in terms of howmmack pa
helped with routine chores or tasks, how much partners supported the women emotionally,
how much partners helped with decision making, and how satisfied the women were with
each type of support. These support items were rated on a 6-point scale rangidg“‘from
at all”) to 5 (“a great deal”). Ratings were summed to create two sebseahount of
support (3 items) and satisfaction with support (3 items). Daily scores for anf@ugport
were averaged over the 30 days to create an overall average support amouhti@nesa.
Daily scores for satisfaction with support were also averaged over the 3 dagate an
overall average support satisfaction for each woman. Given that this was aticaapthe
Source Specific SPS for daily use, no reliability or validity stagstidst; however, internal

reliability for the male partner source-specific SPS is high (78), and these scores have a
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significant relationship with the original SPSH.31,p < .001; Cutrona, 1989). Cronbach’s
alpha coefficients for individual subscales in the original SPS range from .64 tautfén@C
& Russell, 1987).

Positive and Negative Affect Schediaily mood was assessed by a brief mood
scale adapted from the Positive and Negative Affect Schedule (PANASNWV&Iark, &
Tellegen, 1988). The scale used in the current study included five positive affest it
(“happy”, “joyful”, “calm”, “enjoyment or fun” and “pleased”) and six neigataffect items
(“depressed”, “unhappy”, “worried or anxious”, “angry or hostile”, “guilty” and
“frustrated”). These items were rated on a 6-point scale from 0 (“radit)etio 5
(“extremely”). Ratings were summed to form two subscales, positivet é#4) and
negative affect (NA). Daily scores for positive mood were averaged av&0tdays to
create an overall average positive mood score for each woman. Daily scoragfene
mood were also averaged over the 30 days to create an overall average negatseoneood
for each woman. Similar scales have been used previously in a number of daily(§&idies
et al., 2004, Porter, Gil, Carson, Anthony, & Ready, 2000; Porter et al., 2003; Porter &
Stone, 1995), and these studies have reported high reliability for both mood scalés ¢(for P
= .88; for NA,a = .89; Gil et al., 2004).

Brief Pain Inventory and Brief Fatigue Inventohy.order to assess daily symptoms
associated with cancer, participants rated one question from the BriehiZamory (“What
was your average amount of cancer-related pain during the past 24 hours?'leBRhcC&
Ryan, 1994) and one question from the Brief Fatigue Inventory (“What was youreverag
amount of fatigue, weariness, or tiredness during the past 24 hours?”; BFI; Mendbza et

1999). These items were rated on a 10-point scale ranging from 0 (“no pain wejetiig9
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(“as bad as you can imagine”). Daily ratings of pain were averaged over thes30 dagate
an overall average pain score for each woman. Dalily ratings of fatigeeaweraged over
the 30 days to create an overall average fatigue score for each woman.

Functional Assessment of Cancer Therdpaily role functioning was assessed by
three items from the Functional Well-Being Subscale of the Functionaks&®&nt of
Cancer Therapy (FACT-B; Cella, 1994). This measure assessed peqealiy of life in
several domains, including emotional and functional. The Daily Measure of Braaster
Experience scale contained the following questions from the FACT-B: “Hoethwere you
able to work today, including work in the home?”, “How much were you able to do things
today that you enjoy?”, and “How content were you with the quality of your lifey®3da
These items were rated on a 5-point scale ranging from 0 (“not at all{)’ter§ much”).
Daily scores of role functioning were averaged over the 30 days to create @hawxsrage
role functioning score for each woman. Given that this measure was adaptety/foselano
reliability or validity statistics exist; however, the Functional \AB®#ing Subscale
demonstrates good internal consistercy: (80; Cella & Bonomi, 1996).

Quality of Marriage IndexDaily relationship satisfaction was measured with one
item (i.e., “All things considered, what was your degree of happiness with yatimmship
today?”), rated on a 7-point scale from 0 (“extremely unhappy”) to 6 €exdly happy”).
Daily scores of relationship satisfaction were averaged over the 30 dagate an overall
average relationship satisfaction score for each woman. This item lecieddrom the
Quality of Marriage Index (QMI; Norton, 1983). The QMI has demonstrated gooHiliglia
and validity, correlating highly with longer, well-validated measures oftadadjustment

such as the Dyadic Adjustment Scale (Heyman, Sayers, & Bellack, 1994).
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Data Analytic Plan

In order to evaluate the hypotheses of this investigation, path analysis é8A) w
utilized to estimate various models to fit the data. PA is a data analytiedeehused when
there is a single measure for each theoretical variabla andri hypotheses regarding the
causal relationships among these variables (Kline, 2005). An important advanige\ar
multiple regression is that mediational models can be evaluated in one anatysike
mediator represented Betha predictor and a criterion variable. Thus, the significance of
indirect paths can be statistically evaluated in one analysis, takingodord indirect,
direct, and total paths all at once. If using a regression analysis, these/palthfiave to be
analyzed in three separate analyses.

The path analyses were conducted utilizing Mplus Version 5.2 (Muthén & Muthén,
1998-2008). Maximum likelihood (ML) was used as the method of estimation. ML
estimation, which is a commonly used method of estimating models in PA, computes
estimates that maximize the likelihood that the data were drawn from the pmpofat
interest. To evaluate the indirect effects accurately, bias correctesirapatonfidence
intervals were used. An indirect effect is the product of the estimates fdir¢cepath from
the predictor to the mediator and the direct path from the mediator to the outcome. Because
indirect effects are products of normal variables, the distributions of indifects are not
normally distributed, especially in small samples (MacKinnon & Dwyer, 1998gn
symmetric confidence intervals are constructed under assumptions of ngrthake
intervals tend to be too wide in the direction of the null hypothesis that an indirettisfiec
and too narrow in the direction of the alternative hypothesis (Shrout & Bolger, 20028. Thes

findings suggest that statistical tests of the indirect effect cédcuiia this manner will lack
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power to detect an indirect effect. An alternative approach to constructing cmefide
intervals is the bootstrap method. In this method, observations are repeatgudsom

the data set, creating multiple random samples, which can be combined to create a
distribution of samples. The 2.5 and 97.5 percentile values of this distribution are then
determined to construct 95% confidence intervals, which corresponds: teahire of .05. If

the confidence interval does not contain 0, then the indirect effect is said to beangrifi

= .05. These confidence intervals are asymmetric around the parametetegshirado the
skewed distribution of the indirect effect (Mallinckrodt, Abraham, Wei, & Riysz@06).

For small sampled\(< 80), a further bias correction to the confidence interval is necessary.
Because the sample in the current stidly: (78) is considered small, bias corrected bootstrap
confidence intervals were used to evaluate the indirect effects. Thus, inallalyees
conducted in this investigation, the bootstrap method was used and bias corrected bootstrap
confidence intervals were obtained for all effects in the models.

In order to evaluate model fit, a number of indices that are routinely used in the
literature were chosen: modél Comparative Fit Index (CFI; Bentler, 1990), Tucker-Lewis
Index (TLI or Nonnormed Fit Index, NNFI; Tucker & Lewis, 1973), Standardizsut R
Mean Square Residual (SRMR; Joreskog & Sérbom, 1981), and Root Mean Square Error of
Approximation (RMSEA; Steiger & Lind, 1980). Hu and Bentler (1999) recommended
general use of the TLI and CFl, especially with maximum likelihood estimalhese
indices are sensitive to model misspecification and are not sensitive tesaneplThese
should be close to 1.0 in order to indicate “good” fit. Hu and Bentler also suggested that
values of .08 and lower for the SRMR and .06 and lower for the RMSEA were indication of

“good” or “acceptable” model fit.
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Results

Means and standard deviations for the communication, relationship schematic
processing, partner support, and outcome variables are presented in Table 1.rgxnese
means relative to the possible ranges of the variables, it appears that lestamdgemales
exhibit a moderate level of positive communication, a low level of negative commanjcat
and a moderate quality level of relationship schematic processing. Feppéss to
perceive a high level of partner support and report moderate levels of pd$gcterale
functioning, and relationship satisfaction and low levels of negative gft&ot, and fatigue.
Correlations among all these variables are displayed in Appendix A. The pattern of
correlations suggests moderate to strong relationships among the communichfiRBPa
variables and moderate to strong relationships among the outcome variables.

In order to evaluate the hypotheses of the study, a path analysis was conducted
utilizing male positive and negative communication, female positive and negative
communication, and male RSP quality as predictors, partner support satnsésct
mediator, and positive and negative mood, pain, fatigue, role functioning, and relationship
satisfaction as outcome variableshe path diagram representing this model is presented in
Figure 1. All predictors were allowed to correlate with each other, arliedsiof the
outcome variables were allowed to covary with each other. Because this mosiaiusased
model (i.e., all possible paths were estimated), fit indices did not provide anyatin
that could be used to evaluate the fit of the model. Examining the individual path estimate

many paths were nonsignificant (see Appendix B for model results). Hovgewen the



Table 1

Means and Standard Deviations of Predictor and Outcome Variables

Variable Mean SD
Positive Male Communication 22.93 7.22
Negative Male Communication 10.90 4.54
Positive Female Communication 21.95 6.84
Negative Female Communication 11.19 5.35
Couple Positive Communication 22.44 6.71
Couple Negative Communication 11.04 4.69
Male RSP Quality 2.82 1.09
Female RSP Quality 2.77 0.96
RSP Pull for Males 3.12 0.98
RSP Pull for Females 2.96 1.05
Age 51.47 10.92
Time Married/Living Together 22.60 14.04
Time Since Diagnosis 117.31 90.64
Partner Support Satisfaction 11.21 2.62
Positive Mood 14.49 3.57
Negative Mood 5.86 3.85
Pain 1.80 1.40
Fatigue 3.60 1.54
Role Functioning 8.06 1.78
Relationship Satisfaction 3.98 0.89

Note.SD=Standard Deviation; RSP=Relationship Schematic Processing.

Time since diagnosis was measured in days.
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large overlap between male and female communicationr(Fe83,p < .001 for positive
andr = .80,p < .001 for negative), neither communication variable would be expected to
have a unique predictive ability over and above the other.

In order to evaluate the predictive utility of communication more clearty, tw
separate models were considered, a model with male variables only (i.e., ntale pos
communication, male negative communication, and male RSP quality) and a mbadel wit
female variables only (i.e., female positive communication, female negatweunication,
and female RSP quality). However, these separate models are not thépiatical
ecologically valid. Communication is an interactive process that happenshetwe
members of a couple, and the communication of one partner is expected to influence the
communication of the other partner. Evaluating these communication variables in tw
separate models makes an assumption that the communication process for eactoimembe
the couple occurs independently from the partner. Thus, testing two separate models would
not fit the overall hypotheses and assumptions of the study.

Instead of evaluating two separate models, one model containing couple-level
positive and negative communication variables was examined. Given the hightiomsela
between male and female communication scores, a couple-level variable igeposit
communication was created by averaging male and female positive coratrmmiand a
couple-level variable of negative communication was created by averagiagnu female
negative communication. A path analysis was then conducted utilizing these new couple-
level positive and negative communication variables and male and female RiBPagual
predictors, partner support satisfaction as a mediator, and positive and negative mood, pain,

fatigue, role functioning, and relationship satisfaction as outcome varidhisgpath model
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is displayed in Appendix C. Female RSP quality was included in this model because
theoretically, if females process events with a higher quality of R®# should notice
support provided by their partner more often, and therefore, be more satisfied wién par
support. In addition, the statistical model was now deemed to be small enough to include
female RSP quality. Again, all possible paths were estimated. All preditoesallowed to
correlate with each other, and residuals of the outcome variables were abhovesary with
each other. See Appendix D for model results.

Next, the above model was estimated with relevant demographic and medical
covariates included in the model. Due to the low power of the study, potential c@variate
were assessed as significant predictors of outcome variables priouingadhem in the
path model. Only significant predictors of one or more outcomes would be included in the
path model. A series of multiple linear regressions was conducted with oneatoesrthe
predictor and one outcome variable as the outcome. Age, education, time marrged/li
together, and joint income were assessed as demographic covariates, amtéme s
diagnosis, surgery, radiation, and chemotherapy were assessed as medicdesoGanpport
satisfaction, positive mood, negative mood, pain, fatigue, role functioning, and rdlgtions
satisfaction were each included as outcome variables. Of these potavdighies, three
were significantly related to one or more outcomes in these separassiegmodels. Age
was significantly related to negative mood (B = -.129,.001) and pain (B = -.029:=.049).
Years married/living together was significantly related to negatimed(B = -.098p =
.001). Time since diagnosis was related to positive mood (B =pG9952), fatigue (B = -
.006,p = .003), and role functioning (B = .008< .001). Means and standard deviations for

these significant covariates are displayed in Table 1. A path analysisemasotiducted
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utilizing the couple-level positive and negative communication variables, maleraatef
RSP quality, and the significant covariates (i.e., age, time married/logagher, and time
since diagnosis) as predictors, partner support satisfaction as a mediator, el goui
negative mood, pain, fatigue, role functioning, and relationship satisfaction as eutcom
variables. This path model is displayed in Appendix E. All possible paths sterated. All
predictors were allowed to correlate with each other, and residuals of the ewanatles
were allowed to covary with each other.

Then, a path analysis using the same predictors, outcomes, and covariates was
conducted, estimating only paths from the communication and RSP predictors to the
mediator and the mediator to the outcomes. Thus, no direct paths from these prediotors to t
outcomes were included. However, direct paths from the covariates (i.e., age tim
married/living together, and time since diagnosis) to the mediator and the ositwvense
estimated. This path model is shown in Appendix F. All predictors were allowed ¢taterr
with each other, and residuals of the outcome variables were allowed to covaeeaaht
other. This model was then compared to the saturated model to determine if it fiathe da
well as the saturated model. The likelihood ratio test suggests that removingth@alins
between predictors and outcomes does not result in a significant decrement intmodel fi
(it (24) = 15.69p = .899). The model without these direct paths was considered more
parsimonious and less complicated. In addition, only the indirect paths from prettictors
mediator to outcomes were considered theoretically important; thereforastmsodel was
considered to be the final model. This final model provided an excellent fit to theAjata (

N =78)=15.69p =.899, CFl =1.00, TLI = 1.08, SRMR = .03, RMSEA = .00).
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Given that the model fit the data well, individual parameters for direct and indirect
paths in the model were examined. Results of these individual parameteresstincht
corresponding bias corrected bootstrap confidence intervals are displayedeir2 TRiglure
2 displays path model with estimates for the significant paths. As can be seéfei@d dad
Figure 2, a number of predictor-mediator and mediator-outcome paths areamn®f the
paths leading from the predictor to the mediator, one was significant: coupledgative
communication to partner support satisfaction was significant. As couples coratednic
more negatively, women were less satisfied with support from their par@uaarple-level
positive communication, male RSP quality, and female RSP quality were nietirela
partner support satisfaction.

Of the paths leading from the mediator to the outcomes, four were significanerpar
support satisfaction to positive mood, negative mood, role functioning, and relationship
satisfaction. When women are more satisfied with partner support, theygegaier
positive mood, less negative mood, higher role functioning, and greater relationship
satisfaction. Partner support satisfaction was not related to pain or fatigueo physical
symptoms considered.

In addition to direct effects, the four corresponding indirect paths were sigtifica
couple-level negative communication through partner support satisfaction to pomtde
couple-level negative communication through partner support satisfaction to negatice
couple-level negative communication through partner support satisfaction to rdlerfung;
and couple-level negative communication through partner support satisfactiorniomsbia
satisfaction. As described with the direct paths, when couples communicate morehggat

women are less satisfied with partner support, and they experience leis® posdd, more
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Table 2

Direct and Indirect Effects from Path Analysis Modeling Associations between Qawele-
Communication, Relationship Schematic Processing, Support, and Outcomes with
Covariates in Women with Breast Cancer Utilizing Bootstrap Method and Bias Corrected

Confidence Intervals

Predictor Variable Outcome Variable B SE 95% ClI
Direct Effects

Couple Positive Communication Partner Support Satisfaction .09 .07  -.05241
Couple Negative Communication  Partner Support Satisfaction =14 .07 -.31817

Male RSP Quality Partner Support Satisfaction -.10 .39 -.940, .619
Female RSP Quality Partner Support Satisfaction -.30 41 -1.107, 468
Partner Support Satisfaction Positive Mood g1 16 427, 1.058
Partner Support Satisfaction Negative Mood -50* .15  -803, -.219
Partner Support Satisfaction Pain -.09 .06  -197, .024
Partner Support Satisfaction Fatigue -.07 .06 -.183, .040
Partner Support Satisfaction Role Functioning 23* .07 .109, .382
Partner Support Satisfaction Relationship Satisfaction .29* .03 234, .348
Indirect Effects: Partner Support Satisfaction as Mediator

Couple Positive Communication Positive Mood .06 .05 -.044, 161
Couple Positive Communication Negative Mood -.04 .04 -.137, .021
Couple Positive Communication Pain -.01 .01 -.031, .003
Couple Positive Communication Fatigue -.01 .01 -.029, .003
Couple Positive Communication Role Functioning .02 .02 -.011, .058
Couple Positive Communication Relationship Satisfaction .03 .02 -.017, .069
Couple Negative Communication  Positive Mood -10* .06 -225, -.010
Couple Negative Communication Negative Mood 07 .04 013, .189
Couple Negative Communication  Pain .01 .01 -.003, .044
Couple Negative Communication  Fatigue .01 .01 -.003, .036
Couple Negative Communication  Role Functioning -03* .02 -.078, -.003
Couple Negative Communication  Relationship Satisfaction -04* .02 -.0871005

Male RSP Quality Positive Mood -.07 .29 -.650, 495
Male RSP Quality Negative Mood .05 .20 -.352, 465
Male RSP Quality Pain .01 .04 -.057, 11
Male RSP Quality Fatigue .01 .04 -.045, .108
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Table 2 (continued)

Direct and Indirect Effects from Path Analysis Modeling Associations between Qawele-
Communication, Relationship Schematic Processing, Support, and Outcomes with
Covariates in Women with Breast Cancer Utilizing Bootstrap Method and Bias Corrected

Confidence Intervals

Predictor Variable Outcome Variable B SE 95% CI
Male RSP Quality Role Functioning -.02 10 -.223, 159
Male RSP Quality Relationship Satisfaction -.03 A1 -.261, .184
Female RSP Quality Positive Mood =21 .30  -.833, 495
Female RSP Quality Negative Mood 15 22 -.235, .644
Female RSP Quality Pain .03 .04  -.041, 134
Female RSP Quality Fatigue .02 .04  -.026, 135
Female RSP Quality Role Functioning -.07 10 -.270, .108
Female RSP Quality Relationship Satisfaction -.09 A2 -.345, 131
Effects of Covariates

Age Partner Support Satisfaction -.03 .04 -.093, .056
Age Positive Mood .03 .04  -.061, .105
Age Negative Mood -11* .05 -207, -.014
Age Pain -.03 .02 -.080, .005
Age Fatigue -.04 .02 -.083, .007
Age Role Functioning .05* .02 .021, .089
Age Relationship Satisfaction -.01 .01 -.020, .008
Time Married/Living Together Partner Support Satisfaction .01 .03.060, .073
Time Married/Living Together  Positive Mood .03 .03 -035 .100
Time Married/Living Together  Negative Mood -03 .04 -106, .033
Time Married/Living Together Pain .00 02 -.028, 034
Time Married/Living Together  Fatigue 02 .02  -.010, .054
Time Married/Living Together  Role Functioning -03 .02 -062, .002
Time Married/Living Together  Relationship Satisfaction 00 .01 -006, .015
Time Since Diagnosis Partner Support Satisfaction .00 .01  -.009, .009
Time Since Diagnosis Positive Mood .01* .00 .001, .017
Time Since Diagnosis Negative Mood .00 .00 -009, .009
Time Since Diagnosis Pain .00 .00 -005  .000
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Table 2 (continued)

Direct and Indirect Effects from Path Analysis Modeling Associations between Qawele-
Communication, Relationship Schematic Processing, Support, and Outcomes with
Covariates in Women with Breast Cancer Utilizing Bootstrap Method and Bias Corrected
Confidence Intervals

Predictor Variable Outcome Variable B SE 95% CI
Time Since Diagnosis Fatigue -01* .00 -008, -.002
Time Since Diagnosis Role Functioning .01* .00 .005  .010
Time Since Diagnosis Relationship Satisfaction .00 .00 .000, .002

Note.B = Estimate for the Effect. SE = Standard Error. 95% CI = 95% Bias Garect
Bootstrap Confidence Interval.

*p < .05.
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Figure 2.Results from the path analysis examining the relationship between couplegiewalnication and RSP, partner support
satisfaction, and outcomes in women with breast cancer with covariates and npatireérom the predictors to the outcomes

estimated.
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negative mood, lower role functioning, and decreased relationship satisfaction. No othe
indirect effects were significant.

Finally, a few paths from the covariates to the outcomes were significantvasge
significantly related to negative mood and role functioning. Older women enpedi¢ess
negative mood and greater role functioning. Time since diagnosis was sighfredated to
positive mood, fatigue, and role functioning. The longer women were from diagnosis, the
greater positive mood, less fatigue, and greater role functioning womerecepiorhe
married/living together was not related to any of the outcomes, likely dbe targe
correlation between age and time married/living together.70,p < .001).

In sum, the results suggest that there is an indirect relationship betweenlewgeaple-
negative communication and affective, functional, and relational outcomes thrantgérp
support satisfaction. As couples exhibited more negative communication, womendreporte
less partner support, and they experienced less positive mood, greater magatyéower
role functioning, and less relationship satisfaction. Thus, poorer communicatiortredic
women perceiving less support, which then predicts poorer adjustment in manyareas f
women with breast cancer. Couple-level positive communication, male RSP crality,
female RSP quality, however, were not related to partner support satisfactiamer@ngds
no indirect relationship between these variables and the outcomes through p@oer s
satisfaction.

In order to explore the relationships between the RSP variables and support in more
depth, a post hoc analysis was conducted. The lack of relationship between RSP quality and
partner support is surprising, and potential testable explanations exist. Fiesm#yebe an

interaction between male and female RSP quality, in which only couples in which both the

41



male and the female are relationship schematic is RSP related to supposde lodigles,

the male is relationship schematic and can more skillfully read cues fsqmattner
regarding the support she needs, making it easier to provide satisfactory.dupguidition,
the female, being relationship schematic herself, may be more abled® thetisupport
given, which makes it more likely for her to be satisfied with this support. Thus, the
interaction between male and female RSP quality may predict supportct@minsf&econd,
only male and female RSP quality were included in the main analysis due to cabmrms
low power. However, pull, which refers to how much the context of the conversation induces
an individual to be relationship schematic, seems potentially important in éwvgtiee
effects of RSP. Processing events with a high quality of RSP may only be inpdntn

the conversation “pulls” an individual to be relationship schematic. In a conversatton t
does not “pull” an individual to be relationship schematic, it might not matter whether an
individual processes in a relational manner or not.

To test these two hypotheses simultaneously, three interaction termsaleetated
and included in a model: (a) the interaction between male and female RSP duiite, (
interaction between male RSP quality and the pull for the male in the conwersaiil (c)
the interaction between female RSP quality and the pull for the femaleh Ameysis was
conducted utilizing male and female RSP quality, their interaction, RSP paieles and
females, the interaction between male RSP quality and pull for males, ancthetioh
between female RSP quality and pull for females as predictors, partpertssgtisfaction as
a mediator, and positive and negative mood, pain, fatigue, role functioning, and reiations

satisfaction as outcome variables. This path model is displayed in Appendix G. Allgposs
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paths were estimated. All predictors were allowed to correlate wathather, and residuals
of the outcome variables were allowed to covary with each other.

Then, a path analysis using the same predictors and outcomes was conducted,
estimating only paths from the RSP predictors to the mediator and the media®or to t
outcomes. Thus, no direct paths from these predictors to the outcomes were included. This
path model is shown in Appendix H. All predictors were allowed to correlate with eac
other, and residuals of the outcome variables were allowed to covary with each lother. T
model was then compared to the above saturated model to determine if it fit thevagita as
as the saturated model. The likelihood ratio test suggests that removing thpathiec
between predictors and outcomes does not result in a significant decrement in tmodel fi
(it (42) = 43.63p = .402). The model without these direct paths was considered more
parsimonious and less complicated; therefore, the results from this modedxpéored in
order to investigate the relationship between RSP variables and support. Thiotiedl m
provided an excellent fit to the dajé(@2, N = 78) = 43.63p = .402, CFI = .99, TLI = .99,
SRMR = .04, RMSEA =.02).

Given that the model fit the data well, individual parameters for direct and indirect
paths in the model were examined. Results of these individual parameteresstincht
corresponding bias corrected bootstrap confidence intervals are displayedeil3 TRiglure
3 displays the path model with estimates for the significant paths. As can he $able 3
and Figure 3, a number of predictor-mediator and mediator-outcome paths areasigriff
the paths leading from the predictor to the mediator, three were significatR8P

quality, RSP pull for males, and RSP pull for females to partner supportdaiisfaere
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Table 3

Direct and Indirect Effects from Path Analysis Modeling Associations between Male and
Female Relationship Schematic Processing Quality and Pull, Support, and Outcomes in
Women with Breast Cancer Utilizing Bootstrap Method and Bias Corrected Confidence

Intervals

Predictor Variable Outcome Variable B SE 95% CI
Direct Effects

Male RSP Quality Partner Support Satisfaction ~ 1.20* .45 308, 2.106
Female RSP Quality Partner Support Satisfaction -43 A48  -1.428, 495
Male X Female RSP Quality Partner Support Satisfaction -.79 82731, .354
RSP Pull for Males Partner Support Satisfaction ~ 1.01* .54 043, 2.179
Male RSP Quality X Pull Partner Support Satisfaction 21 .37 -437, 1.011
RSP Pull for Females Partner Support Satisfaction  -1.47* .54 -2.55793 -
Female RSP Quality X Pull Partner Support Satisfaction .59 .39 -.13883
Partner Support Satisfaction Positive Mood 74 15 460, 1.057
Partner Support Satisfaction Negative Mood -49* 15  -811, -.220
Partner Support Satisfaction Pain -.10 .06  -.210, .030
Partner Support Satisfaction Fatigue -.09 .06  -.195, .045
Partner Support Satisfaction Role Functioning 25 .07 103, .398
Partner Support Satisfaction Relationship Satisfaction 29* .03 235, .353
Indirect Effects: Partner Support Satisfaction as Mediator

Male RSP Quality Positive Mood .88* .36  .272, 1.728
Male RSP Quality Negative Mood -58* 29 -1.389, -.162
Male RSP Quality Pain -12 .08 -296, .009
Male RSP Quality Fatigue -10 .08 -301, .020
Male RSP Quality Role Functioning 30 .13 101, 677
Male RSP Quality Relationship Satisfaction 35% 14 079, .668
Female RSP Quality Positive Mood -31 .36 -1.053, .362
Female RSP Quality Negative Mood 21 25 -226, .800
Female RSP Quality Pain .04 .05 -037, .165
Female RSP Quality Fatigue 04 05 -027, .194
Female RSP Quality Role Functioning -11 .13 -393,  .109
Female RSP Quality Relationship Satisfaction -13 .14 -.445, 146
Male X Female RSP Quality Positive Mood -.58 .38 -1.313, .209
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Table 3 (continued)

Direct and Indirect Effects from Path Analysis Modeling Associations between Male and
Female Relationship Schematic Processing Quality and Pull, Support, and Outcomes in
Women with Breast Cancer Utilizing Bootstrap Method and Bias Corrected Confidence

Intervals

Predictor Variable Outcome Variable B SE 95% CI
Male X Female RSP Quality ~ Negative Mood 39 .28 -.094, 1.028
Male X Female RSP Quality Pain .08 .07 -.021, .252
Male X Female RSP Quality  Fatigue 07 .06 -021, 242
Male X Female RSP Quality Role Functioning -20 .14  -466, .055
Male X Female RSP Quality Relationship Satisfaction -23 .16 -549, .086
RSP Pull for Males Positive Mood 74 .38 .037, 1.533
RSP Pull for Males Negative Mood -49* 31 -1.263, -.021
RSP Pull for Males Pain -10 .08 -335  .011
RSP Pull for Males Fatigue -09 .08 -324, .014
RSP Pull for Males Role Functioning 26 .14 .014,  .582
RSP Pull for Males Relationship Satisfaction 30* .16 012, .629
Male RSP Quality X Pull Positive Mood 16 .28  -346, .757
Male RSP Quality X Pull Negative Mood -10 .19  -594,  .193
Male RSP Quality X Pull Pain -02 .04 -154, .034
Male RSP Quality X Pull Fatigue -02 .04 -135  .031
Male RSP Quality X Pull Role Functioning 05 .10 -119, .280
Male RSP Quality X Pull Relationship Satisfaction 06 .11 -127, .318
RSP Pull for Females Positive Mood -1.08* .40 -1.960, -.418
RSP Pull for Females Negative Mood 72% 34 193, 1.560
RSP Pull for Females Pain 14 10 -.011,  .393
RSP Pull for Females Fatigue 13 .10 -.031, .377
RSP Pull for Females Role Functioning -37* .16 -728, -.134
RSP Pull for Females Relationship Satisfaction -43* 16 -790, -.152
Female RSP Quality X Pull Positive Mood 44 30 -130, 1.087
Female RSP Quality X Pull Negative Mood -29 20 -790, .052
Female RSP Quality X Pull Pain -06 .05 -219, .010
Female RSP Quality X Pull Fatigue -05 .05 -213, .013
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Table 3 (continued)

Direct and Indirect Effects from Path Analysis Modeling Associations between Male and
Female Relationship Schematic Processing Quality and Pull, Support, and Outcomes in
Women with Breast Cancer Utilizing Bootstrap Method and Bias Corrected Confidence
Intervals

Predictor Variable Outcome Variable B SE 95% ClI
Female RSP Quality X Pull Role Functioning A5 .11 -033,  .400
Female RSP Quality X Pull Relationship Satisfaction 17 .11 -051,  .399

Note.B = Estimate for the Effect. SE = Standard Error. 95% CI = 95% Bias Garect
Bootstrap Confidence Interval.

*p < .05.
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Figure 8.Results from the path analysis examining the relationship between male atelR&Raquality, pull, and relevant
interactions, partner support satisfaction, and outcomes in women with breaswa#noerdirect paths from the predictors to the
outcomes estimated.
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significant. When men processed with higher quality RSP, women were mofiecatith
support from them. When there was a higher pull for men to process with RSP, women were
more satisfied with support. However, when there was a higher pull for women tosproces
with RSP, women were less satisfied with support. Female RSP quality anghtiledsyzed
interaction terms were not related to partner support satisfaction.

Of the paths leading from the mediator to the outcomes, the same four as in the main
model were significant: partner support satisfaction to positive mood, negative wleod, r
functioning, and relationship satisfaction. When women are more satisfied witarpa
support, they report greater positive mood, less negative mood, higher role functoing
greater relationship satisfaction. Partner support satisfaction wasatetral pain or
fatigue, the two physical symptoms considered.

In addition to direct effects, the twelve corresponding indirect paths weligcsgt:
male RSP quality through partner support satisfaction to positive mood, male dualitytt
partner support satisfaction to negative mood, male quality through partner support
satisfaction to role functioning, and male quality through partner support satisfact
relationship satisfaction; RSP pull for males through partner supporasttsfto each of
the four outcomes above (i.e., positive mood, negative mood, role functioning and
relationship satisfaction); and RSP pull for females through partner supsfecten to
each of the four outcomes. As described with the direct paths, when men use higher qualit
RSP, women are more satisfied with partner support, and they experiencepsititee
mood, less negative mood, higher role functioning, and greater relationship satisfaction.
When there is a greater pull for men to use RSP, women are more satigfipdnvier

support, and they experience greater positive mood, less negative mood, higher role
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functioning, and greater relationship satisfaction. Finally, when there eategpull for
women to use RSP, women &esssatisfied with partner support, and they experience less
positive mood, greater negative mood, lower role functioning, and less relationship
satisfaction. No other indirect effects were significant.

In sum, although male and female RSP quality were not related to partner support in
the main model, when RSP pull for males and females were included in a RSP mtel, ma
RSP quality, RSP pull for males, and RSP pull for females were alldétapartner support,

which was related to various outcomes in women with breast cancer.
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Discussion

Partner support is vitally important to women with breast cancer. Many shalies
demonstrated the effectiveness of social support in combating negative outcomesen,
such as depression, anxiety, and problematic physical symptoms associatesheath c
treatment. However, researchers have not yet discovered an interventiofetiiaiedy
heightens partner support. Thus, the purpose of this study was to explore interpersonal
variables that might be altered to increase partner support, which would thendzbteela
better outcomes in women with breast cancer.

In this sample of 78 couples in which the female had breast cancer, negative couple
communication predicted satisfaction with partner support, which predicted mood, role
functioning, and relationship satisfaction, above and beyond relevant covariates. When
couples communicated in a more negative manner, women reported less satisftdttion w
support from their partners, and they experienced less positive mood, greateemagat,
lower role functioning, and lower relationship satisfaction. None of the remaining
interpersonal variables (i.e., positive couple communication, male RSP qualitye fe®P
quality) predicted partner support in the original model. In addition, age and ticee si
diagnosis were related to outcomes in women with breast cancer. Older wqeaareed
less negative mood and greater role functioning, and women who were farther fromigiagnos
reported greater positive mood, less fatigue, and higher role functioningniamied or
living together was not related to any of the outcomes, likely due to its high comedattn

age.



Given these findings, the first hypothesis of the study, that both positive and negative
communication would be related to partner support satisfaction, which would be related to
outcomes, was partially supported. Negative communication, but not positive
communication, predicted partner support satisfaction. This finding, in which negatiees ha
more predictive power than positives, is consistent with results obtained inaneasyof
couple research and psychological research in general. For example,degled couples’
research demonstrates the salience of negative behaviors in a relationshp (Egstein &
Baucom, 2002). For example, in terms of communication behaviors, a criticisnediagct
the partner often has a much larger impact than a compliment. If an individiualds both
a criticism and a compliment in their statement, many partners will fottise criticism,
rather than hearing the compliment. The negative spoils the positive messtige. Wi
noncommunication behaviors, negatives again usually carry more weight than positives. For
example, an individual may engage in a nice deed for a partner, such as helpirgpesh c
however, if the individual does not attend an important social event, the partner wilbfocus
this negative behavior. Again, the negative spoils the positive behaviors. Supporting his
theory of balance in relationships, Gottman (1993) reported that stable couples tend t
achieve an approximate 5:1 ratio of positivity to negativity whereas unstalpkes tend to
experience a ratio approximately equal to 1:1 or below. The high number of positided nee
to balance the negatives suggests that the negative behaviors perpetcaigolds/hold
much more weight than do the positive behaviors.

In the current investigation, when couples communicated more negatively, women
reported lower support satisfaction. Negative communication may make the suppessspr

difficult for several reasons. Typically, when couples are engaged aiviegommunication
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patterns, the partners are unable to effectively share their thoughts amgsfeelproblem
solve with each other. Therefore, in these couples, women may not be clearffgetinety
communicating what they need to their partners, and the partners may be unalidetie hee
women’s concerns. The partners are not working together as a team, and so, cantet exe
the support process successfully. In addition, because of the negative interactros ffaite
the couples are experiencing, the partners may not be as willing or eager die pinevi
women with support at home. With this decrease in support provision, women may be less
satisfied with support provided by their partners. This lack of satisfactory supapthen
lead to unsatisfactory outcomes, such as lower mood, role functioning, and relationship
satisfaction. Furthermore, the presence of negatives demonstrated byatneneg
communication may make it difficult for women to perceive support, even when the male
partners are providing it. When partners are engaged in negative interaceonspatth
each other, they often attend to and perceive only negative behaviors their pagress,e
overlooking or ignoring the positives. In these couples, men may be attempting teeprovi
support; however, the women may not recognize it, and so, are not satisfied with the suppor
they perceive. Thus, negative communication can make the support process difficulyand ma
lead to partners providing less satisfactory support and women perceiving less. support

In contrast to negative communication, positive communication was not related to
support satisfaction. There are a few possible explanations for this lacatafrrehip. First,
it was hypothesized that positive communication would lead to more satisfagbpiyrs
because positive communication would allow couples to share their support needs and
discuss how to meet those needs. However, positive communication is not necesatedy r

to elicitation and provision of support. A couple may be able to communicate in a positive
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manner (e.g., demonstrate positive affect, problem solve in a constructive maitimar) w
being facile with the support process. For example, a woman may be able to deastruct
problem solve around treatment for breast cancer, but she may not be able toaticectly
openly communicate her support needs to her partner. In this case, positive comomunicat
would not have led to an increased understanding of the partners’ needs and ways to meet
those needs, and so positive communication would not be related to satisfactory support
receipt. Second, couples who communicate positively may interact with each otheelgos
and make decisions well together, but they may not carry through with decisionseat hom
Thus, positive communication does not necessarily convey information about support
behaviors at home. Third, communication was assessed during problem solving
conversations rather than during a support task. Positive communication during problem
solving may not be related to support provision or receipt. Giving advice or helping to solve
a problem is one form of support; however, many other kinds of support exist, and the
problem solving conversation does not capture these other types of support. Many women
prefer emotional support to instrumental support, and so, they may not be satisfied with
partner support, even when their partners give advice and problem solve well. If
communication had been assessed within a support conversation in which the woman was
discussing a situation in which she needed support, positive communication may have been
related to support. Perhaps the task did not mirror the pertinent interactional pfosels
enough. Fourth, previous research has found that when women communicate in an extremely
positive manner, relationship satisfaction in the future is lower (Schilliagc@n, Burnett,

Allen, & Ragland, 2003). Thus, some degree of negative communication may serweas a c
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to the partner that something is wrong in the relationship and that some sort of aatien ne
to be taken. Positive communication may not cue the partner to provide support.

The second hypothesis of the study, that RSP quality would be related to support
satisfaction, which would be related to outcomes, was not supported in the primarisanalys
Neither male nor female RSP quality was related to partner support. P@stahgges were
conducted to explore this null finding. Including the amount of RSP pull for individuals in a
model of RSP quality clarified the relationship between RSP and support sainsfédhen
RSP pull for males and females was accounted for, male RSP qualippsvagely related
to support satisfaction. When males processed in a relational manner witleraléwgh of
guality, women were more satisfied with the support they received, and {heyeeced
greater positive mood, lower negative mood, higher role functioning, and grediensklip
satisfaction. This finding supports the hypothesis that, when men process withquiglitsgr
RSP, they are more able to read women'’s cues and provide support that the women need.
Another recent study conducted in this population also found that male RSP quality gredicte
female support satisfaction (Kelly, 2008). These findings are consistent wittegaarch on
RSP, suggesting that women are more satisfied in their relationshipsnenemse higher
qguality RSP (Sullivan & Baucom, 2002). In fact, the results suggest that men who process
events in a relational manner with a high quality are able to make their wavasiiported,
which is related to increased relationship satisfaction (in addition to othav@asitcomes).

RSP pull for males and females was also related to partner support satidfacin
different ways. RSP pull for males was positively related to supportasdiosf, suggesting
that when men experience a greater “pull” to process things in a relatianaEmwomen

report more support satisfaction, greater positive mood, lower negative mood,rbighe
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functioning, and greater relationship satisfaction. The construct of “pull’epsrlgkely not
important here; rather, “pull” probably acts as a proxy for another impadastruct or
process that is occurring in the interactions between couples. Two factorseumdé how
much relational processing the other person uses and the degree to which the problem-
solving topic involves the relationship between the partners. Thus, the pull for the male
partner may be due to a high degree of relational processing by the patmartaghly
relational topic. Within this context, the pull for a male partner may be a poosypport
elicitation. If the female is processing with a high degree of RSP, shearattempting to
involve her partner in the breast cancer experience and to approach the stressamasgna t
addition, if the problem-solving topic chosen was relational, the women may be asking f
more partner involvement around the breast cancer. If the pull for a male is dgrroxy
support elicitation, then males would provide more support, and women would be more
satisfied with that support. This process is consistent with the results obtaihedindy.

In fact, when videos were individually examined qualitatively to explore exphaisat
for the relationship between pull for males and support satisfaction, thesetiotes
supported the hypothesis that pull for males is a proxy for support elicitatiome~or t
majority of the conversations where there was a high pull for men to pretassnally, the
women chose the topic and clearly and directly asked for support they needed from their
husbands. For example, during one interaction, the woman chose to discuss food and
exercise. She told her husband that she did not want primary responsibility for food ghoppin
and said, “I would like it if you would take more responsibility.” She then suggested a
shopping schedule, to which the husband agreed. During another interaction, a couple

discussed whether the husband was going to visit their son who was awaygat ddike
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woman stated that she thought it was still a good idea for him to go visit, and the husband
agreed to go. Thus, in many of these conversations, women candidly discuss their needs and
desires, and their partners respond by giving them needed support. Therefore ftnehmull

men to process relationally is likely women'’s direct and clear bids for sypgoch then

men answer by providing support the women asked for, leading the women to be satisfied
with the support they receive.

In contrast, in interactions where there was low pull for men to processmalbt,
husbands tended to choose the topic and seemed to lead the conversation. Their female
partners appeared more passive and less direct and were not asking for kappaeded.

For example, one male partner chose to discuss household chores. He suggebted that t
female hire a housekeeper and that they set up a schedule for their boys to help around the
house. The female responded in an annoyed tone, but did not directly reject the suggestions,
propose any ideas of her own, or ask for the husband’s help around the house. In another
conversation, the male partner chose to discuss nutrition and exercise. He coraglimeent
saying that he was proud of how she was handling her cancer. His phone rang during the
conversation, and he answered it even though the couple was in the middle of their
discussion. Once or twice, the female attempted to direct her partner to prohlig, $nlt

the efforts were weak and unsuccessful. Thus, a low pull for males to proceesatya

likely leads to lower support satisfaction because their female padinect assert

themselves or directly ask for what they need.

In addition to pull for males, pull for females was also related to partppogu
satisfaction. When there was a greater pull for women to be relayiccakmatic, they were

lesssatisfied with support, and experienced lower positive mood, greater negative n®od, les
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role functioning, and less relationship satisfaction. Again, pull is likely a gomanother
construct. When there is a greater pull for women, their partners are aticnedly
schematic and/or the topic is relational. In this context of breast cansar vibenen are
likely experiencing a great deal of stress around their disease aruenfesling
overwhelmed by details or events. They may need to focus more on themselves and their
cancer in order to cope with this experience. When they are pulled to procesaiinaaiel
manner, this may be an unwanted request that they do not have the resources to yneet. The
may experience the pull to be relationally schematic as a stressoramaiesmnich would
lead them to experience less satisfaction with support from their partners.

In order to explore this hypothesis, individual interactions were viewed. In many of
the conversations in which there was a high pull for the female to processnialgtithe
male partner was telling his wife he dislikes how she is coping with varipastaf breast
cancer. For example, in one conversation, the male partner indicated that he wantfed his
to talk with him more about her experience, and the female replied with arditete, “It
isn’t just me,” suggesting that her partner is not very open either. The saleataled that
the cancer and its treatment had affected her level of sexual desire, wiecmée “a side
frustration.” In another interaction, the woman wanted to discuss how she wasagpayy
for her medications because they could not currently afford them. The husband told her to go
to social services, which would help them pay. He told her, “You need to do it soon because
they don’t ship overnight.” The female responded saying that she would go as soon as she
could, and the husband followed up, saying in an annoyed tone, “I would have had it paid
already, but I'm waiting on someone else,” clearly indicating his unhagpivith his wife’s

management of the situation. In a third conversation, a couple discussed thewenegati
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interaction pattern around emotional issues. The women pointed out that her husband
becomes angry when she is upset and asked him to stop doing so. He explained that he
becomes angry because she attacks him, which makes it difficult for him to appnoach he
Thus, in all these conversations, the male partner explains that he dislikes hawaleage
handling her breast cancer experience and directly or indirectly asksdmanige. Thus, the
pull for the females appears to be the husbands’ efforts to change their wivesitsehavi
around breast cancer. The women in these conversations clearly did not expkeence t
husbands’ efforts as helpful, and these kinds of interactions likely lead to the wainey fe
less supported.

In addition to these specific findings, there are some notable aspectdoddder
pattern of results. First, observational data predicted daily diary pelftraeasures.
Relationships between data measured with different methods are more diffiowdt
because the more disparate two measures are, typically the lowerrthaticor between
those measures will be. Holding all other factors constant, if the methodhafalletction is
different between two measures, these two variables will be lesgirilateif they
measured more similarly (i.e., self-report and observational measuresredrtgowo self-
report measures). Thus, the associations found between observational and selbate@oe
notable. Second, a couple-level predictor (i.e., negative couple communication)goradict
individual-level variable (i.e., support satisfaction). Relationships betweditjomrs that
have different targets (e.g., husband and wife, couple and individual) are alsdtddficnd
because of the degree of separation between the two targets. Similar toethoiti findings,

couple-level and individual-level data are less correlated with each osimewitin
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themselves alone. Therefore, the findings in this study are remarkable imethabhk
observational data with self-report data and couple-level data with indivekedldata.

Despite the intriguing findings, this study is not without limitations. Fingtsé¢ data
are cross-sectional, and therefore, no causal relationships can be inferréuefresults of
the study. The observational data (i.e., communication and RSP) were collectedlefo
support and outcome data; however, women completed the daily diary measures for 30 days
directly after the observational data collection. Therefore, the datdeneonsidered cross-
sectional in nature. While the pattern of results is consistent with a setrpiirsonal
variables that might causally influence support, which might affect womerceras, it is
likely that these variables have reciprocal influences on each other or th®dioé¢he
relationships might be opposite of that predicted. Women who are not doing well (i.e., are
experiencing low mood, lower role functioning, and less relationship satsfpotay need
and receive more support, which would explain the positive relationship between support
satisfaction and these outcomes. In addition, women who are not receiving teayisfac
support may be angry at their partners, and so, communicate more negatively. $hus, thi
explanation fits the opposite direction of causality from that hypothesized. Audimgil or
experimental study would have to be conducted to tease apart the direction afycausal
between these constructs. Furthermore, there may be additional variabtes thent for the
observed associations that were not included in the study. Again, an experinueiytal st
would need to be conducted in order to rule out confounding variables.

Second, the measures included in the study did not tease apart the factors that women
utilized to rate satisfaction. It is unclear whether women consideredyqofeditipport, effect

of support, appreciation for support, match of support to what they wanted, or other factors
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that have not yet been considered. Clearly, it would be beneficial to understand wtigt aspe
of support women consider in determining their level of satisfaction with support.
Importantly, different women may desire different types or levels of suppad loas

individual preferences. For example, some women may want to be doted upon while sick,
while others may want their husbands to take the kids out so they can have time alone. The
match of support received to women'’s preferences for support may be especialtgmipor
predicting mood and other outcomes (Cutrona, 1990; Jackson, 1992; Laireiter, Baumann,
Perkonigg, & Himmelbauer, 1997; Reynolds & Perrin, 2004).

A third limitation of the investigation was that, in order to decrease burden on the
women, daily diary constructs were only measured by a few items, and someeséeas.,
pain and fatigue) were only measured using one item. These few items coel@ caus
multidimensional construct to be misleadingly represented as one-dimenSioppbrt
satisfaction was measured by three specific questions that may not haveccalptok the
important types of support that might be utilized in caring for women with loaaser.

Also, the reliability of these few items could be lower than the reliathiad more items

been included. However, previous studies have suggested that one-item measuras can be
good representation of measures compared to those that are greater in length &Hool
Teasdale, 1989).

Fourth, this investigation helps to elucidate relationships between interpersonal
variables, support, and outcomes in this specific population of women with breast cancer, but
the generalizability of the findings is unclear. That is, it is uncertain whistegattern of
findings are unique to a situation in which there is a threat to the couple, such as breast

cancer, or whether these results generalize to people with diseases tiwitas “relational”
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as breast cancer is. In addition, the women included in the study were mostlywehite
educated, and wealthy. Results may not generalize to women of different dphmogr
backgrounds (e.g., minorities, less well educated, or lower class). Furthetheosample

was somewhat smalN(= 78 couples), and power was low to detect significant relationships.
Thus, different results may be found in a larger, more representative sample.

Although this study has its limitations, it raises interesting new aqunssthat may be
pursued by future research. The next step in this line of research would be to conduct a
longitudinal study evaluating communication and RSP at one time point, support at an
intermediate time point, and outcomes at a more distant time point. In this way, the
directionality of the relationships may be better evaluated by estalgliphecedence in time.
However, the most important stage of this line of investigation would be conducting an
experimental study in which couples’ communication, RSP, support, and individual
outcomes were assessed at pretest. Then, couples could go through coupléabesady
on increasing positive communication, decreasing negative communication, andngcreas
both partners’ RSP quality. After this intervention, communication, RSP, support, and
outcomes could be assessed again to determine the effect of the intervention on these
constructs. If an intervention focused on communication and RSP could, in fact, change
support and outcomes, this therapy would be of great benefit to women with breast cancer
and their partners. Moreover, the intervention could be tested and used in other populations
of couples where increased social support would be beneficial, such as in couples facing
other life stressors.

In addition to providing guidance for future directions for research, the findings of

this study have potential clinical implications for couples facing biczaster. Specifically,
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clinicians should target negative communication through established techniques in couple
therapy. Decreasing negative communication could potentially increassvpersupport
and positive outcomes and decrease negative outcomes. However, clinicians should
understand that these results are preliminary and cross-sectional. fienarefples may
need more assistance than simply decreasing negative communication. Vredgameeed
to be taught specific skills, such as problem solving, in order to endure the breast cancer
experience.

Although the findings of this study are cross-sectional, the directiongttoef
research and promising clinical interventions are clear. Negative comithamiemerged as
the key interpersonal variable predicting support and outcomes in women with breast can
Future studies should continue to investigate changeable variables that e cLgpport
so that researchers can build interventions to help women with breast cancer acthgiwer
quality of life. Hopefully, the current investigation has helped paved the wéytioe
studies to continue the investigation to better understand the myriad of concergs faci
couples with breast cancer and better construct interventions that may botthstrehg

couple and reduce the negative impact on survivors.
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Endnotes

'Because there were a number of outcome variables of interest, PA vzasiudili
estimate separate models containing subsets of these outcome variableanfpbe,eone of
these planned models includes only positive and negative mood as outcome, while all
communication variables, RSP, and support satisfaction were retained in the model.
However, the results from these separate models did not noticeably diffethEawerall
model including all outcome variables. Including all outcome variables in one maslel w
preferable to conducting separate analyses; therefore, in all followinglsnad outcomes

were included in one model.
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Appendix A

Correlations between Communication, Relationship Schematic Processing,tSapgp@utcome Variables

Variable 1 2 3 4 5 6 7 8 9

1. Male Positive Communication 1.00

2. Male Negative Communication - 43%* 1.00

3. Female Positive Communication .83** -.34* 1.00

4. Female Negative Communication -.36** .80** - 42%* 1.00

5. Couple Positive Communication .96** - 40%* .95** - 41 1.00

6. Couple Negative Communication - 41%* .94 ** -.40%* .96** - 43%* 1.00

7. Male RSP Quality H59** -.36** A1 -.24* 53 -.31** 1.00

8. Female RSP Quality .39** -.25* Sl -.29* AT -.29* Sl 1.00

9. RSP Pull for Males .30** A3 33 A7 33 .16 A45** H52** 1.00
10. RSP Pull for Females A1 -.09 .26* .03 .35** -.03 T9** A45** .69**
11. Partner Support Satisfaction 24* -21 19 -.31%* .23* -.28* A1 .04 .03
12. Positive Mood .00 -.18 .08 -21 .04 -21 .07 -.02 -.04
13. Negative Mood -.02 .25% -.08 33** -.05 31** -.05 -.13 .03
14. Pain -11 21 =11 A7 -12 .20 -.09 -.08 .05
15. Fatigue -.04 14 -13 .20 -.09 .18 -.06 .10 .05
16. Role Functioning .02 -11 .10 -17 .06 -.15 .08 -.05 -.04
17. Relationship Satisfaction 24> -.29* 23* -.33** 24* -.32** .18 .04 .00
Variable 10 11 12 13 14 15 16 17

11. Partner Support Satisfaction -.03 1.00

12. Positive Mood -.04 54** 1.00

13. Negative Mood A1 - 34%* -.60** 1.00

14. Pain .02 -.20 -21 A4** 1.00

15. Fatigue .10 -11 -.34%* A3 H1** 1.00

16. Role Functioning .04 35%* A2 -.48** -.40** -.60** 1.00

17. Relationship Satisfaction .02 .84 58** .34 -17 -.15 34 1.00

Note.RSP=Relationship Schematic Processing.
*p<.05. **p<.01.
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Appendix B

Direct and Indirect Effects from Path Analysis Modeling AssociationsdetWwlale and
Female Communication, Relationship Schematic Processing, Support, and Outcomes i
Women with Breast Cancer Utilizing Bootstrap Method and Bias Correcteddénoé

Intervals

Predictor Variable Outcome Variable B SE 95% CI
Direct Effects

Male Positive Communication Partner Support Satisfaction -09 .08 -.03308
Male Negative Communication Partner Support Satisfaction -22  .12099,- .423
Female Positive Communication  Partner Support Satisfaction 14 09254, - .052
Female Negative Communication Partner Support Satisfaction A3* 13461, -.018
Male RSP Quality Partner Support Satisfaction -16 .39 -.97(B41
Partner Support Satisfaction Positive Mood .80* .15 .528126
Partner Support Satisfaction Negative Mood -45* .16 - 754111
Partner Support Satisfaction Pain -10 .06 -.222028
Partner Support Satisfaction Fatigue -05 .07 -.191083
Partner Support Satisfaction Role Functioning .25% .08 112430
Partner Support Satisfaction Relationship Satisfaction .25% .08 22345
Male Positive Communication Positive Mood -28* .10 -.486,079
Male Positive Communication Negative Mood A8 .14 -.101435
Male Positive Communication Pain .03 .06 -.098,135
Male Positive Communication Fatigue .07 .05 -.037,156
Male Positive Communication Role Functioning -12 .06 -.229004
Male Positive Communication Relationship Satisfaction -03 .02 -.06803
Male Negative Communication Positive Mood -19 .15 -547077
Male Negative Communication Negative Mood .09 .16 -.211402
Male Negative Communication Pain .08 .07 -.073,217
Male Negative Communication Fatigue .01 .07 -.122137
Male Negative Communication Role Functioning -03 .09 -.235122
Male Negative Communication Relationship Satisfaction -04 .02 -.08003
Female Positive Communication  Positive Mood .18* .09 .009343
Female Positive Communication  Negative Mood -10 .13 -.3561.79
Female Positive Communication  Pain -03 .05 -122 .081
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Predictor Variable Outcome Variable B SE 95% CI
Female Positive Communication  Fatigue -06 06 -.165, .045
Female Positive Communication  Role Functioning .09 06 -.028, .191
Female Positive Communication Relationship Satisfaction .03 .02 .000, .058
Female Negative Communication  Positive Mood 09 11 -.120, .346
Female Negative Communication Negative Mood 13 14 -.210, .416
Female Negative Communication  Pain -03 07 -154, .106
Female Negative Communication Fatigue .04 .07 -.082, .167
Female Negative Communication Role Functioning .01 .06 -119, 177
Female Negative Communication  Relationship Satisfaction .02 .02 -.018, .056
Male RSP Quality Positive Mood .48 .37 -.357, 1.155
Male RSP Quality Negative Mood -.24 48  -1.201, .657
Male RSP Quality Pain -.04 .20 -459, .326
Male RSP Quality Fatigue -12 .20 -.530, .268
Male RSP Quality Role Functioning 26 24 -176, .801
Male RSP Quality Relationship Satisfaction .09 .07 -.055, .226
Indirect Effects: Partner Support Satisfaction as Mediator

Male Positive Communication Positive Mood A1 o7 -.021, .260
Male Positive Communication Negative Mood -07 05 -178, .005
Male Positive Communication Pain -01 01 -.058, .002
Male Positive Communication Fatigue -01 01 -.044, .008
Male Positive Communication Role Functioning .04 03 -.002, .098
Male Positive Communication Relationship Satisfaction .04 .03 -.010, .092
Male Negative Communication Positive Mood A0 11 -.067, .365
Male Negative Communication Negative Mood -06 07 -274, .032
Male Negative Communication Pain -01 01 -.077, .004
Male Negative Communication Fatigue -01 01 -071, .006
Male Negative Communication Role Functioning 03 .04 -.014, .138
Male Negative Communication Relationship Satisfaction .04 .04 -.031, .124
Female Positive Communication Positive Mood -.07 .06 -.210030
Female Positive Communication Negative Mood .04 .04 -.0141.39
Female Positive Communication Pain .01 .01 -.003p42
Female Positive Communication Fatigue .00 .01 -.005036
Female Positive Communication Role Functioning -.02 .02 -.0789)07
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Predictor Variable Outcome Variable B SE 95% CI
Female Positive Communication Relationship Satisfaction -.03 .02.075,- .012
Female Negative Communication Positive Mood -18* .10 -.402022
Female Negative Communication Negative Mood 10 .06 .006267
Female Negative Communication Pain .02 .02 -.002083
Female Negative Communication Fatigue .01 .02 -.011073
Female Negative Communication Role Functioning -.06* .04 -.148)07
Female Negative Communication Relationship Satisfaction -.06* .03.131- -.006
Male RSP Quality Positive Mood -13 .32 -.834,454
Male RSP Quality Negative Mood .07 19 -.242 527
Male RSP Quality Pain .02 .04 -.041,.161
Male RSP Quality Fatigue .01 .03 -.035,.117
Male RSP Quality Role Functioning -.04 .10 -.278,128
Male RSP Quality Relationship Satisfaction -.05 A1 -.306156

Note.B = Estimate for the Effect. SE = Standard Error. 95% CIl = 95% Bias Gmdrect

Bootstrap Confidence Interval.

*p < .05.
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Path model showing the proposed relationship between couple-level communication apdri®®Psupport satisfaction, and
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Appendix C

outcomes in women with breast cancer.
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Appendix D

Direct and Indirect Effects from Path Analysis Modeling Associationsdet Couple-Level
Communication, Relationship Schematic Processing, Support, and Outcomes in Women with

Breast Cancer Utilizing Bootstrap Method and Bias Corrected Confidencealste

Predictor Variable Outcome Variable B SE 95% ClI

Direct Effects

Couple Positive Communication Partner Support Satisfaction .07 .07 -.06897
Couple Negative Communication  Partner Support Satisfaction  -.13* .07 -.32911

Male RSP Quality Partner Support Satisfaction -.03 40 -.847, 727
Female RSP Quality Partner Support Satisfaction -.29 40 -1.025, 541
Partner Support Satisfaction Positive Mood 73 16 461, 1.085
Partner Support Satisfaction Negative Mood -51* 15  -783, -.223
Partner Support Satisfaction Pain -11 .06 -217, .009
Partner Support Satisfaction Fatigue -.07 .06  -.186, .068
Partner Support Satisfaction Role Functioning 24 .08 109, 425
Partner Support Satisfaction Relationship Satisfaction 29* .03 228, .343
Indirect Effects: Partner Support Satisfaction as Mediator

Couple Positive Communication Positive Mood .05 .05 -.056, 144
Couple Positive Communication Negative Mood -.04 .04  -110, .034
Couple Positive Communication Pain -.01 .01 -.034, .004
Couple Positive Communication Fatigue -.01 .01 -.030, .004
Couple Positive Communication Role Functioning .02 .02 -.013, .055
Couple Positive Communication Relationship Satisfaction .02 .02 -.022, .055
Couple Negative Communication  Positive Mood -10* .06  -231, -.005
Couple Negative Communication  Negative Mood 07 .04 .004, 172
Couple Negative Communication  Pain .01 .01 -.001, .060
Couple Negative Communication  Fatigue .01 .01  -.006, .043
Couple Negative Communication  Role Functioning -03* .02 -087, -.004
Couple Negative Communication  Relationship Satisfaction -04* .02  -.091003 -
Male RSP Quality Positive Mood -.02 31 -.614, .593
Male RSP Quality Negative Mood .02 22 -.401, 461
Male RSP Quality Pain .00 .05  -.078, 134
Male RSP Quality Fatigue .00 .04  -.079, .093
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Predictor Variable Outcome Variable B SE 95% ClI

Male RSP Quality Role Functioning -.01 10 -.220, 193
Male RSP Quality Relationship Satisfaction -.01 A2 -.240, 212
Female RSP Quality Positive Mood =21 31 -.785, 372
Female RSP Quality Negative Mood 14 22 -.314, .590
Female RSP Quality Pain .03 .05 -.049, 153
Female RSP Quality Fatigue .02 .04  -.033, 149
Female RSP Quality Role Functioning -.07 10 -.293, 120
Female RSP Quality Relationship Satisfaction -.08 A2 -.309, 153

Note.B = Estimate for the Effect. SE = Standard Error. 95% CI| = 95% Bias @mdrec

Bootstrap Confidence Interval.

*p < .05.
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Appendix E

Path model showing the proposed relationship between couple-level communication andtR&Psyggport satisfaction, and
outcomes in women with breast cancer with age, time married/living togatitetime since diagnosis as covariates.

Female Support
Satisfaction

Couple Positive
Communication
Positive Mood
Couple Megative
Communication
Negative Mood
Male RSP
Quality
Pain
Female R5P
Quality
Fatigue
Apge
Time fole £ o
Married/Living ole Functioning
Together

Relationship
Satisfaction

Time Since
Diagnosis

71



Path model showing the proposed relationship between couple-level communication andtR&Psyggport satisfaction, and

Appendix F

outcomes in women with breast cancer with covariates and no direct paths from thensremibe outcomes.
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Appendix G

Path model showing the proposed relationship between male and female RSP qual@dgdpelevant interactions, partner support
satisfaction, and outcomes in women with breast cancer.

Male RSP
Quality

Female Support
Satisfaction

Female RSP
Quality

Male X Female
RSP Quality

RSP Pull for
Males

Positive Mood

Megative Mood

Male RSP
Quality X Pull for
Males

RSP Pull for
Females

Pain

Fatigue

Female RSP
Quality X Pull for
Females

Role Functioning

Relationship
Satisfaction

73



Appendix H

Path model showing the proposed relationship between male and female RSP qualagdpelevant interactions, partner support
satisfaction, and outcomes in women with breast cancer with no direct pathidrpnedictors to the outcomes estimated.
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