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Abstract

The purpose of this study was to understand the nature of the cancer experience for both

the cancer patient and his/her spouse and to explore the relationships that influence the
evolution of the cancer experience. Using retrospective data, 53 cancer patients and their
spouses filled out questionnaires over the course of two and a half months about their
marriage, their mental health, the social support that the patient received, and how the
patient coped. Patients and spouses were found to have equivalent levels of mental
health, but somewhat disparate perceptions of the social support that the patient received
and the stressors the patient faced. While marital quality remained stable over Time and
between Respondents, mental health and patient social support improved over Time.
With further investigation, the study found a number of relationships between variables .
that suggest a model for the evolution of the cancer experience: initial marital quality and
predicted social support and patient coping which, in turn, predicted final reports of
marital quality. Shared understanding of the cancer experience did not predict social
support, but did predict patient coping. Shared understanding of patient copihg was,
however, strongly associated with social support. This model corresponds with Lazarus
and Folkman’s (1984) process view of coping and social support and further reiterates a
need for both clinicians and future research to view coping and social support in a dyadic

and dynamic viewpoint.
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Coping and Social Support Within a Marriage Afflicted By Cancer: An Interdependent
and Dynamic Viewpoint
Physical illness, in every degree of severity, is one of the most widespread and

difficult stressors that an individual and those within his/her social network may face

. (Hobfoll & Stevens, 1990). Illness can be life-changing and must be understood on more

than a physiological level. In a survey of cancer patients, 84% of the participants
‘reponed that the experience of cancer had changed their view of themselves, 83%
described changes in their relations with others, 79% recounted a change in their daily
priorities and routines, 67% reported changes in their plans for the future, and 66%
expressed a change in their view of the world (Collins, Taylor, & Skokan, 1990). Such
severe changes in one’s belief system suggests that illness is not purely a biomedical
phenomenon, but rather is intricately linked to psychological factors that affect the course
of an illness and how individuals may choose to handle their condition.
With recent medical advances in the fight against cancer, individuals affected by

the disease have better prognoses and are living longer lives (Behen & Rodrigue, 1994).
This has shifted the psychological focus on cancer from issues of death and bereavement
to the psychosocial processes that aid in a successful physical and mental recovery from
cancer (Behen & Rodrigue, 1994). In particular, résearchers have been interested in the
coping mechanisms that batients employ to maintain a positive mental health. Social
support as a method of coping has continuously been found to be one of the most
necessary and important approaches in handling the stress of cancer (Northouse, 1988;
Peters-Goldern, 1982). Yet, within the literature on cancer, coping, and social support,

tesearchers are only beginning to look at how a patient’s environment and relationships
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are intricately entangled in how a patient copes. Of particular importance to an adult’s
struggle with cancer is how his/her marital relationship creates an environment that both
the patient and his/her spouse must cope and support each other in. The need for a
further understanding of coping and social support within the cancer experience as ( 1)a
multidimensional and dynamic phenomenon and (2) one that affects more than the ill
patient is necessary to clinically aid those patients, their spouses, and familiés whose
lives have been altered by the diagnosis of cancer.
Stress, Coping, and Social Support

Stress results from an imbalance in the demands of a particular situation and an
individual’s abilities to meet those demands (Billings & Moos, 1981). Faced with such
stress, individuals appraise both the situation and their own capabilities in handling it; in
primary appraisal, the indivi(.iual evaluates the significance and impact of the stressfufl
situation and, in secondary appraisal, the individual assesses his/her own resources and
options to handle such stress (Livneh, 2000). Individuals’ options involve both their
coping strategies and the level of social support they receive. The way in which one
defines the meaning of a situation influences the plah of coping that one develops (Moos
& Schaefer, 1986, as cited in Bartman & Roberto, 1996). Coping strategies can be
defined as both behavioral and cognitive attempts to use personal and social resources to
master, alleviate, or simply tolerate stressful events and the emotions that they evokev
(Billings and Moos, 1981; Ptacek, Smith, Espe, & Raffety, 1994; Terry, 1994). Coping,
furthermore, can be seen as an active and mobile process that constantly changes an
individual’s cognitions and behaviors in order to manage external or internal stressors

(Lazarus & Folkman, 1984). Lazarus and Folkman’s (1984) process view of coping
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highlights the constantly changing nature of coping in which cognitive and behavioral
efforts to alleviate stress are shaped by and, in turn, shape the social context of the
individual.

Debate has been longstanding on where social support fits into the coping
paradigm. Traditionally, resources that one may use to handle a stressful situation have
been divided into personal resources, which refer to coping skills, and interpersonal
resources, which refer to social support (Ptacek, Pierce, Dodge, & Ptacek, 1997). Yet,
this view limits coping to only involve the primary individual; coping, however, is
affected by the environment and relationships of the individual and hence should also be
viewed as an interpersonal process (Coyne, Ellard, & Smith, 1990). With this more
encompassing position, social support’s place within coping becomes evident: it is a
beneficial tool employed within coping strategies (Terry, 1994)"

Social support involves relationships with which an individual defines and

understands his/her social identity and, through which, an individual is provided

- emotional, material, and informational support and aid (Bartman & Roberto, 1996).

Social support is two-fold: it is partially determined by an individual’s personal

- development, or intraindividual development, and is also determined by the relationships

a person has, or his/her interindividual development (Antonucci & Jackson, 1990).

. Social support buffers a person from the effects of stress through both facilitating coping
; and diminishing the degree of the stressor (Northouse, 1988). The positive effects of

social support can be considerable: Meyerowitz (1980) found that those who have an

outlet to express the negative emotions of anger, guilt, and depression fend better with

illness than do others (as cited in Bartman & Roberto, 1996, Wallston, Alagna, DeVellis,




& DeVellis, 1983). The source of support, however, often defines its effectiveness:
numerous studies have found that intimate and close relationships are the most vital
source of support and, furthermore, those who lack such intimate support have deficient

means to cope with stressors (Coyne & DeLongis, 1986; Licberman, 1982 as cited in

often report using informal helpers, like family and friends, much more often than
professional helpers.

Researchers have been in debate over the appropriate way to measure support
since it concerns both social integration, which involves levels of intimacy, and
supportive interactions, which involves the actual support received (Hobfoil & Stevens,
1990). Psychologists have questioned whether it is the quality or quantity of support that
characterizes its effectiveness. Contemporary theory contends that it is the quality of
social support that increases and improves a person’s functioning within a stressful
situation (Billings & Moos, 1981). The coping person’s perception of their support
network is an important component to how quality is defined, yet different individuals
require different kinds of social support, even when faced with the same stressor (Dakof

& Taylor, 1990). Ptacek, Dodge, Pierce, and Ptacek (1997) suggest that several
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dimensions of support must be looked at, including both perceived and received support,
satisfaction with the received support, and the individual’s own level of seeking support.
Kessler (1991) has found these distinctions to be important as it seems that how an

individual perceives support is more significant in a person’s adjustment to stress than is

the actual support received (as cited in Acitelli & Antonucci, 1994)
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Coyne, Ellard, & Smith, 1990). Barker and Lemle (1987) additionally found that people
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Theoretical Conceptualizations of Coping
Dispositional Versus Situational Coping
Early research viewed coping as an inherent predisposition of the individual to

respond in similar ways to stress irrespective of the actual situation or stressor (Terry,
1994). This viewpoint is referred to as trait or dispositional coping and hinges on the
maintenance of psychological and emotional stability throughout situations (Billings &
Moos, 1981). Support for this theory tends to be similar and begins by looking at an
individual’s disposition and seeing how that yields a certain coping method. An example
of such is Carver et al.’s (1989) finding that Type A personalities are more likely to plan
how to actively confront a stressor and to persist in the strategy they choose than are
other personality types (as cited in Terry, 1994). The dispositional outlook on coping
has, however, been criticized in failing to predict how an individual may behave in a
discrete stressful event because it limits coping to more general and more typical
situations (Billings & Moos, 1981; Lazarus & Folkman, 1984, as cited in Ptacek & Gross,
1997).

In response to inadequacies of dispositional coping, more recent theory broadens
the perception of coping to include how coping can vary in both cognitions and behaviors
from situation to situation (Billings & Moos, 1981). In situational coping, individuals
appraise the stressfulness and controllability of a particular event and then employ the
appropriate coping method for the nature of the event and resources that they may have
(Terry, 1994). Looking at coping through a situational lens may involve researching how
individuals react, for example, to a specific illness. While often the more accepted

outlook on coping, the situational lens also has its limitations. Both the dispositional and
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situational outlooks on coping can contribute to our understanding of the process; hence,
a compromise of the two viewpoints is beneficical. Coping must be looked at as a
multidimensional process that involves both a person’s inherent disposition to respond to
events in a particular way and how the nature of the situation affects a person’s choice in
coping mechanisms (Ptacek & Gross, 1997).
The Focus of Coping

The first researchers on coping separated coping mechanisms into the two
categories of problem-focused and emotion-focused strategies (Billings & Moos, 1981;
Pearlin & Schooler, 1978, as cited in Livneh, 2000). While further subdivisions have
taken place, this chief partition has remained throughout coping literature and can be
found in contemporary research. Problem-focused coping relies on a cognitive response
to stress and involves individuals’ attempts to minimize or eliminate the impact of a
stressful event (Billings & Moos, 1981; Livneh, 2000). An example of this would be for
a cancer patient who chooses to get several opinions on his/her diagnosis to find the best
method to treat the disease. Emotion-focused coping relies more on an affective response
and involves both cognitions and behaviors that regulate the emotions evoked by the
stressor rather than to regulate or confront the stressor itself (Billings & Moos, 1981;
Livneh, 2000). An example of this would be a cancer patient’s adoption of a “fighting”
and optimistic spirit towards the disease without resolving on how to treat the cancer. A
person’s decision of which method to employ is intricately connected to his/her sense of
control in the situation: with events that have the potential to be controlled, people tend
more to use problem-focused coping; with a less controllable situation, people more

readily use emotion-focused coping (Terry, 1994). Problem-focused and emotion-
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focused strategies both involve the use of social support and, as such, social support acts
to tie these two strategies together (Terry, 1994).

Emotion-focused strategies often seem like the better choice in coping as they are
more immediate methods to cope with a stressful situation. They, however, are less

effective in bettering the situation because those who employ emotion-focused strategies

- do not confront the stressor (Hobfoll & Stevens, 1990). In fact, a reliance on emotion-

focused coping has been found to result in poor mental health (Aldwin & Reverson,
1987; Terry, 1991, as cited in Terry, 1994). On the other hand, problem-focused coping
has been positively correlated with an increased psychological well-being ( Folkman,
Lazarus, Gruen, & DeLongis, 1986, as cited in Terry, 1994).

Often associated with the division of emotion-focused and problem-focused
coping is the categofy of avoidance. Avoidance coping involves an individual’s
disengagement to the stressful event through means of denial, social withdrawal, and
preoccupation or escapism through temporary distractions (Livneh, 2000). Not
surprisingly, avoidance has been found to be very maladaptive tol its users as it, similarly

to emotion-focused coping, ignores or displaces the need to confront the stressor (Livneh,

2000)

Further Divisions in Coping

One early method that researchers looked at in defining coping and dividing it
into further classifications by the type of action taken. Billings and Moos (1981)
specifically divided an individual’s active attempts at alleviating stress into cognitive,
behavioral, and avoidant strategies. People who use active cognitive coping attempt to

manage their situation by cognitive appraisals; Billings and Moos (1981) provide the
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examples of individuals who try “to see the positive side of the situation” and who draw
on “past experiences in similar situations” (p. 141). People who use active behaviora]
coping make attempts to deal directly with the problem and do such by gathering
information on the subject or taking definitive action in an attempt to solve the stressful
problem (Billings & Moos, 1981). Avoidant stratcgieé, also included in this subdivision,
involve methods of actively avoiding confrontation with the stressor by, for example,
preparing “for the worst” and not sharing or acknowledging one’s emotions (Billings &
Moos, 1981, p. 141). Both active behavioral and active cognitive coping have been
associated with a decrease in stress while avoidant coping has been found to increase
stress (Billings & Moos, 1981).

While further divisions of coping into more specific categories has occurred, a
discussion of each particular coping mechanism is unnecessary and irrelevant to the focus

of this paper.

Cancer, Coping, and Social Support

The Nature of Cancer

"The term cancer involves much more than the biological growth and spread of
mutated cells; the process involves many different, challenging steps and changes for the
individual. The individual’s life is altered at diagnosis as his/her lifestyle and activities
are interrupted by treatment plans, daily medical visits, and often debilitating side effects
(Johnson, Lauver & Nail, 1989). Treatment can often be worse for the patients than the
pain of the actual cancer; for example, 75% of those undergoing radiation experience
diarrhea, fatigue, urinary problems, and irritating skin reactions, including psoriasis and

hair loss (Johnson et al., 1989; Peters-Golden, 1982). The stress evoked by cancer further
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varies depending on both the type and stage of the disease (Ptacek, Pierce, Ptacek, &
Nogel, 1999). Several researchers have found that the cancer experience begins with a
period of marked stress at diagnosis, which lessens over time as the patient and his/her
family adjust to the disease and its treatment and which may again be elevated if late
stages or recurrences develop (Fang, Manne, & Pape, 2001; Weihs, Enright, Howe, &I
Simmens, 1999). From all of this, patients experience emotional distress from handling a
shift in their functional abilities, a possible loss in their mobility and capacity to work, a
loss of their independence, and the simple, yet severe, threat of pain, disfigurement, and
possible death (Livneh, 2000; Hobfoll & Stevens, 1990). For many patients, this can lead
to depression, isolation, a loss in self-esteem, anxiety, diminished body image, fear of

death, and dysfunction within their family, marriage, and social group (Bartman &

Roberto, 1996).

Cancer is a chronic illngss and, as such, can have long-term detrimental effects on
the psychosocial health of both the patient and those with whom he/she interacts.
Significant levels of depression commonly persist for the patient throughout the first two
years of treatment following diagnosis (Kayser, Sormanti, & Strainchamps, 1999).
Similarly, psychological distress can persist for those in a chronically ill patient’s social
network: six months after an uncomplicated myc‘)cardial infarction, the wives of patients
remained at considerable risk for psychological distress, with 32% meeting the criteria
for a clinical psychiatric diagnosis (Coyne & Smith, 1991). The likelihood of persisting
psychological problems results from an interplay of the coping strategies employed, the
individual’s perceived social support and level of family cohesion, his/her past

psychological history, and his/her age and education (Kayser et al., 1999). Chronic
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illness creates a huge demand for social support for all parties involved with the stressful
event; social support is significantly correlated with adjustment one year after diagnosis
(Hobfoll & Stevens, 1990; Ptacek, Pierce, Ptacek, & Nogel, 1997). Unfortunately, it
seems that when the demand increases for such support, particularly when the need is
long-term, patieﬁts and those in intimate relationships with them see their support
networks dissipate and are left lonely and uncomforted (Hobfoll & Lehmen, 1989 as citeq
in Hobfoll & Stevens, 1990; Peters-Golden, 1982) .

Methods of Coping with Cancer

The nature of cancer creates a unique situation to explore what coping methods
those affected by cancer employ and how successful various strategies are at combating
the stress of cancer. It is important to note that while the divisions of coping mechanisms
are distinct, in i)ractice, not all people exhibit one dominant coping style, but rather k
people tend to employ a variety of different strategies (Bartman & Roberto, 1996;

Collins, Taylor, & Skoken, 1990). Chronic illness, in particular, produces so many

different disruptions in people’s lives that it is common for individuals to utilize various

coping methods dependent on the nature of specific stressors (Collins et al., 1990).

The research compiled on the effects of problem-focused coping versus emotion-

focused coping in confronting the stressor of cancer parallel the more general findingson

the effectiveness of each strategy. In other words, problem-focused coping has been

found to lessen the daily distress individuals face from their cancer and treatment; in

opposition, emotion-focused coping has been found to be less effective in facing cancer-

related stress (Johnson et al., 1989). This finding acts to advocate the need of

intervention strategies that educate individuals on the experience of cancer, which may
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foster more use of problem-solving strategies and could, in turn, help to lessen the
disruption of cancer on patients’ lifestyles (Johnson et al., 1989).

One’s sense of control also comes into play in how one deals with cancer. Those
who maintain a higher sense of control or who face more controllable situations have
been found to use problem-focused coping (Collins et al., 1990). This finding, however,
remains a correlation as it is unclear to whether problem-focused coping or sense of
control is the causative factor. In a more problem-focused lens, researchers found that if
a person believes that he/she can control his/her cancer (intemél locus) or that others,
such as medical professionals, can control the disease, the person has less depression and
has a more positive psychosocial adaptation to his/her cancer (Livneh, 2000). In a study
on how cancer patients’ belief systems and view on life change post-diagnosis, Collins et
al. (1990) found that while patients found many of the life changes they underwent to be
beneficial, their view of the world and future were more difficult to link to positive

changes. Part of this finding may be a result of the level of control in the situation: one’s

_future and the world are uncontrollable phenomena. In a different study, Bartman and

Roberto (1996) found that older women tended to employ avoidance coping strategies in

handling their breast cancer; the use of avoidant strategies may be a method for these

__ women to maintain some control over their lives in the sensc that they are choosing to not
let their iliness deeply affect them. Ell, Nishimoto, Mantell, and Hamovitch (1988) found
that such a sense of control or self-efficacy when combating a diagnosis of cancer results

in positive psychological well-being; the researchers suggest that clinicians should

onsider looking into using control-enhancing approaches when working with chronically

1 patients.




Coping and Social Support Within a Marriage 14

The specific situation of cancer and the benefits of different methods of coping
again follow the broader findings on the effectiveness of active cognitive, active
behavioral, and avoidant strategies. Behen and Rodrigue (1994) found that those patients
who employed active coping and who confronted their cancer experienced less distress
than those who used either avoidance or acceptance-resignation, the passive resignation
to one’s illness. Furthermore, active coping was associated with more positive belief
changes of patients in their view of themselves, their relationships, their priorities, their
future, and their view of the world (Collins et al., 1990). On the other hand, those cancer
patients that employed avoidance strategies in an attempt to handle their stresses reported
higher levels of depression (Bartman & Roberto, 1996).

In a review of previous research done on cancer and coping methods, Livneh
(2000) details the specific methods of coping that are either effective or maladaptive in
confronting cancer. Livneh (2000) suggests a new and important division of tools to
cope with cancer; she partitions coping into categories of engagement and disengagment;
These new categories have similar tendencies of past divisions and tend to overlap into
these old divisions. Engagement is a category of adaptive mechanisms that include
problem-focusing, planning, information-seeking; restraint, confrontation, maintaining a
fighting spirit, seeking social support, and expressing emotions (Livneh, 2000).
Diéengagment, on the other hand, is maladaptive and includes denial, wishful thinking,
fantasy, problem avoidance, escapism, self-criticism and blame, social withdrawal,

substance/chemical abuse, behavioral disengagment, fatalism, and resignation (Livneh,

2000).
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The Effects of Demographics on Coping with Cancer

The gender, age, and socioeconomic status (SES) of a cancer patient can further
affect his/her choice of coping strategies and their effectiveness. Men report less use of
active-behavioral and avoidant coping strategies and a greater employment of active-
cognitive and problem-focused strategies (Billings & Moos, 1981; Ptacek et al., 1999).
Women, on the other hand, use more emotion-focused and social support resources in
their coping, and have also been found to use avoidant strategies to the detriment of their
mental health (Billings & Moos, 1981; Ptacek et al., 1997; Ptacek et al., 1999).
Concerning social support, women perceive more support, are more satisfied with the
support they get, make greater use of their social networks, and are more likely to seek
out support than ére men (Ptacek et al., 1997).

The age of a cancer patient influences the extent, the length, and the intensity of
both the disease and the emotional problems that he/she endures (Bartman & Roberto,
1996). Younger patients and their families have a mote difficult time than older patients
do in handling the diagnosis and experience of cancer (Bartman & Roberto, 1996). This
results from the idea of “on time” and “off time” events: older people have had more
health problems and, as a result, are more willing to accept them than are younger
individuals, who see cancer as a traumatic threat to their priorities, daily activities, and
lives (Bartman & Roberto, 1996). Older women were also found to use more avoidant
strategies in handling their breast cancer, but this choice was not beneficial and led to
greater depression (Bartman & Roberto, 1996).

Cancer and socioeconomic status (SES) are highly related: cancer diagnosis,

difficulty in adaptation, and death from the disease are greater in lower SES populations
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than in higher SES groups (Ell & Nishimoto, 1989). Higher education and income were

also positively related to active behavioral, active cognitive, and problem-focused coping -

strategies (Ell & Nishimoto, 1989). Ell and Nishimoto (1989) explain this phenomenon
in part by suggesting that the poor have less access to a support network outside of their
family since they have less time and resources to place towards the pursuit of additiona}
support and alternative strategies in coping.

Social Support and Cancer

One method of coping with cancer that pervades all the many divisions of the
coping paradigm is social support. Much research has accumulated on social support and
its interplay with the experience of cancer. Northouse (1988) found that patients that
were provided more support had fewer adjustment problems to their cancer than did those
with less support. In fact, in a sample of breast cancer patients, social support was the
main predictor of positive adjustment (Peters-Golden, 1982). Furthermore, breast cancer
victims with adequate social support face less depression and have less fear of recurrence
(Northouse, 1988). Effective social support further predicts other positive factors in the
psychological struggle against cancer: those whose support needs are met have higher
levels of self-esteem and self-efficacy, have better emotional adjustment, and are more
effective in their employment of other coping strategies (Peters-Golden, 1982). Social
support is so involved in positive psychological health and adjustment to cancer that it is
more accountable for patients’ adjustment than either medical or demographic variables
(Northouse, 1988).

Social support has also been found to affect an individual’s physiological and

immunological responses (Swensen & Fuller, 1992). Lonclinéss and immune function
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are connected: those who report loneliness have lower levels of natural killers, important
cells for the maintenance of the immune system, and higher levels of antibodies to the
Epstein-Bart Virus (Swensen & Fuiler, 1992). In addition to this, Swensen and Fuller
(1992) have found that there are physiological benefits to self-disclosure, which involves
sharing secrets, an increase in affection, and a decrease in isolation. Certainly, with a
disease as severe as cancer, social support does not act as a physiological “cure” to the
disease; however, it may indeed aid in a cancer patient’s day to day health, as it fends off
depression that may result in poorer immune function (Swensen & Fuller, 1992).

Considering the ample evidence of the necessity of social support in aiding the
psychosocial experience of cancer, it is rather disturbing that only half of a sample of
cancer patients assessed the support that they received as adequate to fill their needs, with
26% reporting inadequate support, and 9% describing their support as inconsistent
(Peters-Golden, 1982). Patients overwhelmingly reported a nonmaterialization of the
support networks that they had expected to form after diagnosis (Peters-Golden, 1982).
What is further surprising is that those who did receive support often saw the support as
inappropriate and frustrating (Peters-Golden, 1982).

Peter-Golden’s (1982) findings emphasize the need to look at social support as a
cyclical process between both the giver and receiv‘er of support. Seventy-two percent of
cancer patients report being misunderstood by others (Peters-Golden, 1982). When
looking at how healthy individuals view cancer patients, it becomes apparent that these
healthy individuals, the conventional providers of support, often know that they do not
and cannot understand the cancer experience. As a result, 61% of healthy individuals

report that they would avoid contact with someone that they knew had cancer (Peters-
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Golden, 1982). Or, if healthy individuals do choose to maintain a relationship with a
cancer patient, they often assume that an optimistic and cheerful attitude would be the
most appropriate outlook to take; however, this can leave the cancer patient feeling wary
and unsure of how to share all of the negative emotions they have been facing (Pistrang
& Barker, 1992). Research has shown social support to be an essential element of the
coping process; yet, many cancer patients are left feeling unsupported and
misunderstood. Such conflict calls into need a greater focus on understanding the
multidimensional process of social support and how both the cancer patient and those in
his/her social network affect each other’s methods of coping with the stressful experience
of cancer.
Coping with Cancer as an Interdependent Process

Researchers have recently shified their focus from a reductionist view of coping
to a more interdependent one (Cayne et al., 1990). The former view studied coping with
cancer from the viewpoint of enly the coping patient and ignored his/her environmerit
and the relationships that make it up (Coyne et al., 1990; Coyne & Smith, 1991; Terry,
1994). The previous narrow focus on the coping individual distorted the phenomenon of
social support by viewing it as a matter of personal cognition and ignoring its reciprocal
nature (Coyne & Smith, 1991). Social support and coping are best viewed as
interdependent processes between both the recipient and provider of support; these.

dyadic processes involve recognition of one’s own and others’ emotional needs (Coyne et

al., 1990; Kayser et al., 1999)
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Caregivers and Coping

Within the recent shift of research to a more expansive definition of coping, there
have been many new studies that focus on the caregiver and his/her resources (Hobfoll &
Stevens, 1990). For those individuals involved with an ill person, they face the
possibility of losing a loved one, of changes in their own relationships, and of a loss of
independence within their decision to care for the patient (Hobfoll & Stevens, 1990).
Caregivers can even expen'.ence negative physioldgical affects and have been shown to
have significantly poorer immune functions than their non-caregiving peers (Kennedy,
Kiecolt-Glaser, & Glaser, 1990). While caregivers may try to put their own needs on the
backburner, it is necessary and important that they also find outlets for their emotions

through their own social support networks (Ptacek et al., 1997). Whether professional or

_personal, all caregivers face the dilemma as to whether they should reveal or hide away

the distress they are experiencing from caregiving (Larson, 1993). When caregivers are
provided with support from both family and friends for their efforts, they experience a
better psychosocial adjustment and, in turn, provide better care (Hobfoll & Stevens,
1990).

Coping and Support within the Family

The diagnosis of cancer dramatically afft;cts a family’s functioning; a family must
adjust their daily schedule, redistribute household responsibilities, and adopt a new sense
of what is “normal” for them (Kayser et al., 1999). The family unit is vital to its
members’ mental health, with psychological distress being negatively related to openness
and encouragement of emotional expression within the family (Northouse, 1988).

Effective communication within the family unit positively predicts both patients’




Coping and Social Support Within a Marriage 7

adjustment and sense of family cohesion and negatively predicted family conflict
(Spiegel, Bloom, & Gottheil, 1983). Kayser et al. (1999) found that women who actively
involve their families in the coping process report both better personal and family
adaptation to their cancer. Kupst and Schulman (1988) reported that coping in a family
was highly correlated to the quality of the marriage within the family unit (as cited in
Hoekstra—Weebers, Jaspers, Kamps, & Klip, 1998). As it seems that a patients’ response
to the cancer hinges partly on his/her families response, Ell, Nishimoto, Mantel, and
Hamovitch (1988) suggest the need for family-focused intervention to aid both the
family’s and patient’s adjustment.
Coping and Support within the Marital Relationship

The experience of cancer is elevated to a more intimate level when looking at
coping and support within the institution of mgrriage. The intimacy found in marriage
extends beyond the exchange of resources found in less intimate relationships and is
better defined by the communal nature, mutual commitment, and responsiveness of both
partners in the couple (Coyne et al., 1990). Characteristic of a communal and long-term
relationship is that each member of the dyad can expect a kind of reciprocity in the
future, in which they know that either they can count on or be counted on by their partner
in a time of need (Lichtman, Taylor, & Wood, 1988). As such, intimacy is interactive
and involves a tacit reciprocity of support between the couple; in fact, some research has
indicated that few other relationships can compensate for the intimacy and support found
in marriage (Lichtman et al., 1988; Pistrang & Barker, 1995). Within this dyad, however,
men and women vary in their perceptions of the function of marriage. A woman’s

physical and psychological health is tied more to marriage than a man’s, and the link
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between marital satisfaction and social support is stronger for wives than husbands
(Acitelli & Antonucci, 1994). The importance that women place on marriage is a fesu]t,
in part, of women defining their sense of self by the mutual participation within a
marriage (Kayser et al., 1999). Women'’s coping abilities are described within the
context of their relationship and part of their self-concept involves not only receiving
support from their husbands, but also giving out support (Kayser et al., 1999). Not
surprisingly, women who are involved in more intimate and supportive relationships have
less distress than those in relationships that lack such intimacy and support (Hobfoll &
Stevens, 1990). While less research has been done on a husband’s place in the marital
dyad, Ptacek et al. (1997) did find that wives are the main source of support for husbands.
When looking at how the diagnosis of chronic illness affects marriage, a plethora
of research has found that marital quality generally remains stable throughout the cancer
experience (Fang et al., 2001; Lewis & Hammond, 1992; Lichtman et al., 1988; Weihs et
al., 1999). Successful marital adjustment to cancer was, however, partially predicted by
the quality of the relationship before diagnosis, while marital difficulties often were
related to a more difficult cancer, in terms of prognosis, length, physical impairment, and
treatment (Lichtman et al., 1998; Meryerowitz, Sparks, & Spears, 1979). While marital
quality may remain stable throughout the cancer éxpen‘ence, both partners are heavily .
affected: Coyne (1988) showed that spouses have equal risk as patients do for
psychological distress (as cited in Coyne et al., 1990). With such findings, the
interdependent cycle with which spouses and patients both give and receive support
becomes apparent. If either a spouse or a cancer patient experiences stress with which

they cannot cope or are not receiving adequate support to handle their stresses, they may
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become less able to provide the necessary support for their respective partner (Revenson

& Majerovitz, 1991).

Relationship-focused Coping

Coyne and Smith (1991) add another dimension to the common division of
emotion-focused and problem-focused coping with their addition of relationship-focused
coping. Within relationship-focused coping, partners must struggle with the presence of
another and his/her emotional needs (Coyne & Smith, 1991). Mechanisms of
relationship-focused coping include active engagement, which involves mutual
discussions, concerns for a partner’s emotional well-being, and the use of constructive
problem solving, and protective buffering, where one partner hides his/her concerns and..
avoids arguments with his/her spouse (Coyne & Smith, 1991). While all patients, to
varying degrees, hide their pain, fears, remorse, and anger, this kind of self-concealment
canincrease a patient’s stress while lessening his/her chance of receiving support and
empathy from his/her social network (Larson, 1993). While protective buffering was not
found to decrease the quality of life of either partners, it did increase depression and
decrease personal self-care of the individuals (Kayser et al., 1999). Furthermore,
chronically ill patients that actively engaged their spouses had higher personal self-
efficacy, while those using buffering experienced a decrease in seif-efficacy (Coyne &
Smith, 1999).

The Different Relationships that Exist: Patients and their Spouses

The quality of support that a patient receives from his/her spouse predicts both

positive adjustment to cancer and increased mental health (Kayser et al., 1999). The

nature of this support, however, varies depending on the gender of the patient. Within the k
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realm of coping with cancer in a marriage, there are four distinct individuals who may
vary in their needs and resources; they are the male patient, his wife, the female patient,
and her husband.

For a married man, in general, his wife is his pn'rﬁary provider of support (Ptacek
et al., 1997). This does not change within the cancer experience and, in many ways, the
experience amplifies a man’s support system. In a study on prostate cancer patients, all
male patients reported receiving at least some support from their wives and 88% reported
receiving the highest level of support possible from their wives (Ptacek et al., 1999).
Wheﬁ looking at other chronic illnesses, similar findings occur: when male patients
return home after a myocardial infarction, their wives provide them with effective and
generous care (Coyne et al., 1990).

Wives of chronically ill patients have the same level of distress from the
experience as do their ill husbands (Coyne & Smith, 1991). In fact, some data suggests
that spouses of either sex may even experience more stress than their ill partner does over
the cancer (Gotay, 1984). Yet, even with support being a significant predictor of
psychological adjustment for both a patient and his/her spouse, both husbands and wives

perceive less support than their ill partners (Ptacek et al., 1997). Part of this results from

_ spouses’ fears of placing a greater burden of their own troubles onto their already ill

partner (Ell et al., 1988). Wives, however, are in a more fortunate position than husbands
of cancer patients are as wives report receiving more support from a variety of family and

professional outlets (Ptacek et al., 1997). This support can lead to greater psychological

_ adjustment and mental health. Two explanations that have been given for this finding are

- that women are better able to solicit support that they need or, perhaps, that supporters
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are more likely to offer their help to women over men due to social gender roles (Ptacek
et al., 1997).

A woman with cancer often is in constant conflict over her inability to attend to
the needs of her family and her past responsibilities as a result of her illness (Kayser et
al., 1999). Female patients often attempt to make up for for their declining abilities to
participate in tangible household activities and responsibilities by compensating their
partners with psychological rewards, often in the form of emotional support (Kayser et
al., 1999; Pistrang & Barker, 1992). Kayser et al. (1999) explain that it is important for a
woman to feel like she is participating fully and mutually in her relationships through
both giving and receiving support. In fact, with increased mutuality in their relationships,
women report more effective personal coping, higher levels of quality of life and self-

care, and decreased depression (Kayser et al,, 1999),

Following this concept of mutuality, for a woman with cancer, her husband acts
as the most pivotal and important person within her network of support (Peters-Golden,
1982). In an attempt to maintain mutuality and not seem like a burden, many women will
employ protective buffering and self-silencing strategies to cope within their
relationships; yet, both of these strategies result in increased depression and decreased
self-care for the female cancer patients (Kayser et al., 1999). Lichtman et al. (1988)
found that 25% of breast cancer patients reported that when they did want to talk to their
partners, they felt that their husbands often discounted their fears and anxieties, making it
more difficult to freely express all of their concerns. In other situations, a woman may

have no choice but to ignore her disease and health needs because her partner and family

do not restructure responsibilities to lessen the demands on her; for those post myocardial

Coping and Social Support Within a Marriage 25

infarction female patients studied, it seemed that as soon as they were discharged, they
returned to their pre—exisling caretaking roles within the household (Coyne et al., 1990).
As a result of a husband's heavy dependency on his wife for emotional support, a woman
with cancer may be in the most vulnerable position within the relationships that exist in
marriage and cancer: a husband’s inability to find the appropriate resources to be able to
provide support for his wife can result in psychological maladjustment and poor mental
health for the ill wife (Ptacek et al., 1997).

While much attention has been focused on the difficult situation that female
cancer patients face, within the dyadic relationship of marriage, husbands of wives with
cancer also are in particularly vulnerable positions (Witkens, 1979, as cited in Hoekstra-
Weebers et al., 1998). In fact, husbands report equivalent levels of distress as their ill
wives do (Northouse, 1988). Husbands often feel inadequate to help their wives cope
with their diagnosis of cancer, feel unprepared to cope with their own reactioné, and have
a great deal of stress from the uncertainty, conflicting emotions, fears, and concerns that
they face (Kayser et al., 1999; Northouse, 1988). Much of the maladjustment that
husbands feel derives from their inability to find appropriate social support; for husbands,
wives are the main source of support, so a diagnosis of cancer can leave a husband
deprived of his usuai outlet of emotions and sou1:ce of support (Ell et al, 1988; Ptacek et
al., 1997). Men tend to have fewer social ties outside of their marriage and also have
greater trouble eliciting social support when they are faced with a stressor (Revenson &
Majerovitz, 1991). When comparing both husbands and wives of cancer patients, Ptacek
et al. (1997) found that while both equally sought for support, wives received more

support from their siblings, children, other family members, and medical staff than did
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husbands. This finding again highlights the particularly vulnerable position that both a
cancer-stricken woman and her husband must handle within the cancer experience.
Conflict within a Marriage Coping with Cancer

Within the four possible marital relationships of coping with cancer, conflict and
marital difficulties can arise. Partners who use different coping strategies in a
dissynchronic way may increase the distress that their partner is experiencing (Adams-
Greenly, 1986 in Hoekstra-Weebers et al., 1998; Coyne & Smith, 1997). Within such an
intimate context, the distress and actions of one partner is undoubtedly going to affect the
other partner (Coyne et al., 1990). Coyne et al. (1990) provide an example of how what
may seem like a supportive and helpful action, such as a wife’s reminder for her husband
to take his medication, could be unhelpful and counterproductive when looked at
dyadically, since the patient may lose his sense of autonomy and self-efficacy with such
reminders. Finding the appropriate balance between each partner’s distinct coping is
necessary not only for the general well-being of the relationship, but also for the physical
health of the patient (Coyne & Smith, 1991). Such conflict also arises in spousal
misinterpretations of the actual cancer experience: spouses may try to encourage their ill
partner to think positively or ignore the negatives, but this may be difficult for patients
who still see a tough road ahead and who are Tooking for someone to communicate with
about their fears (Lichtman, et al., 1988; Pistrang & Barker, 1995).
The Dyadic Nature of Coping and Social Support Within a Cancer-Stricken Marriage

In examining the different coping methods and social support employed by cancer
patients and their spouses and how they interact, the interdependent nature of the coping

and social support paradigm is apparent. Past studies have focused on identifying the life
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changes that come with a diagnosis of cancer, but do not look at the interactive process

between a patient and his/her spouse in coping with these life changes (Ptacek et al.,
1997). The previous dichotomous designation of the spouse as the provider and the
patient as the receiver of support has been considered problematic and obsolete as
research has shown the intricate entanglement of the social networks of both patient and
spouse (Coyne, Ellard, & Smith, 1990). To further understand the interdependence of
coping, Coyne et al. (1990) formed focus groups of myocardial infarction patients and
“their spouses to discuss the coping’s multivariable nature. The focus group challenged
the traditional stress and coping paradigm for its failure to address the dual nature of
coping. It, furthermore, raised the important issue that effective coping includes
acknowledging the recipient and participant’s goals and needs and, furthermore,
addressing these needs as a couple (Coyne et al., 1990). C0y1‘1e et al. (1990) findings
extend beyond couples handling the stress of a myocardial infarction; coping with cancer
within a marriage also needs to be addressed in a dyadic lens.

The Present Study

The Purpose and Rationale Behind the Present Research

The purpose of the present study is to take a more in-depth look at the
interdependent and dynamic processes of coping and social support within a marriage |
affected with cancer. Inherent in the environment of a cancer patient is his/her intimate ‘
and communal relationship with his/her spouse. The researcher contends that a married
couple should be treated as a dyad in which oneself and one’s environment works to
cyclically redefine each other and the cancer experience. In this way, while marital

quality may remain relatively stable over time, the variables of mental health, coping, and
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social support within the dyad are dynamic and ever-evolving within the experience of
cancer. The study differs from many publications in this area of research as itis a
longitudinal examination of the dynamic nature of coping and social support within a
marriage afflicted with cancer. This study looks at both patient and spousal reports of the
patient experience at various stages within the cancer experience; in particﬁlar, the
research looks at pre-treatment, mid-treatment, post-treatment, and follow-up stages of
the cancer process. The study relies on self-report as an instrument that will allow the
researcher a better understanding of the internal processes of the participants (Ptacek,
Smith, Espe, & Rafferty, 1994).

When looking at past research on coping and social support within a marriage
with ‘cancer, certain themes become apparent as well as holes in the literature of areas still
needing to be studied. The present study works to ook at the dynamic process of coping
and social support throughout couples’ experiences with cancer and what it is that
predicts these changes. Based on the literature in this field, the present study will focus
on four main aspects of the patient’s and spouses’ cancer experience: both partners’
reports of (1) marital quality, (2) their mental health, (3) the patient’s perceived social
support, and (4) the patient’s coping strategies. We will, furthermore, try to understand
the patterns we find in coping and social support by looking at possible predictors of
both; in particular, we will look at marital quality, shared understanding of the cancer
experience, aﬁd shared understanding of patient coping as possible predictors of social
support and patient coping. It is my hope that in reviewing both patients’ and spouses’

self~reports on the cancer experience, a better understanding of the interdependent and
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dynamic nature of coping and social support within the cancer experience will evolve
from the patterns found.

Qur Predictions

While we expect marital quality to remain relatively stable throughout the time
period and between patient and spouse (Fang et al., 2001; Lewis & Hammond, 1992;
Lichtman et al., 1988; Weihs et al., 1999), we hypothesize that neither mental health nor
social suﬁport will maintain such stability across participants or time. In accordance with
much of the emerging research on coping with cancer (Coyne et al., 1990; Coyne &
Smith, 1991; Gotay, 1984; El, et al., 1988; Northouse, 1988), we expect that the mental
health of the spouse will parallel that of the patient; that is to say, that both partners’
mental health will be equally affected by the experience. In reference to both partners’
perceptions of the social support the patient receives, we predict that significant
differences between patient and spouse perception of social support will occur, Within
this hypothesis, we expect our data to concur with past research (Northouse, 1988;
Peters-Golden, 1982; Pistrang & Barker, 1992) to find that patients are perceiving less
support than spouses feel they are giving. In accordance with the recent literature which
suggests that spouses of cancer patients do not receive enough social support throughout
the cancer experience (Ell et al., 1988; Fang et al.; 2001; Revenson & Majerovitz, 1991),
we also predict that spouses will report receiving less nurturance from their ill partners

than these patients report giving.

The present study, furthermore, expects that mental health and social support will

¢ be dynamic processes that change over time. As past literature has shown post-diagnosis

to be the most stressful time period within the treatment timeline (Fang et al., 2001;
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Weihs et al., 1999), we hypothesize that both partners’ mental health will be its poorest gt
pre-treatment as compared to after treatment has ended. Parallel to these predictions are
our expectations for changes in social support over time: as initial stress lowers and
routine sets in, social support will improve over time as spouses will be more apt to
provide support and patients will be more willing to accept it.

To further understand the nature and dynamics of the cancer experience, this
study plans to look at the relationships between marital quality, social support, coping,
and shared understanding of both the cancer experience and how a patient copes to see
how these variables shape and reshape each other and, hence, affect how the cancer
experience unfolds. We hypothesize that marital quality throughout the cancer
experience will strongly predict social support and, in some cases, how a patient chooses
to cope with the experience. Similarly, we hypotﬁesize that how both patient and spouse
understand the cancer experience together will predict the level of social support the
patient receives and the kind of coping he/she employs. The way in which a patient
copes also seems a likely predictor of social support; hence, we hypothesize that a
couples’ shared understanding of patient coping will be a strong predictor of the kind of
social support that the patient will receive from his/her spouse. Together, we expect our
data to illustrate the dyadic and dynamic processes within the cancer experience and how
these all come together with the interactions of the cancer patient and his/her spouse to

shape the cancer experience.

Method

Participants

The participants were 53 cancer patients and their spouses recruited from
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Midweétem cancer clinics. Sixty-one percent of the patients were male and 37% were
female. Patients’ average age was 58.84 years ($D=13.37), while spouses had a mean

age of 59.39 years (SD=12. 82). All of the patients had cancer; the sample consisted of
primarily breast and prostate cancer patients, although there was small percentage of
other cancers. The study recruited patients in Stage 1 or Stage 2 of the disease as they
and their spouses were less likely to be handling issues of death and possible
bereavement and were more likely to be concerned with life issues. The mean time since
diagnosis of cancer for the participants was 3.53 months (SD=3.72). Participants
primarily identified themselves as Caucasian (96.3% of patients; 92.6 of spouses), while
a small percentage reported being of African-American descent or did not identify their
ethnicity. When asked about their educational background, 59.3% percent of patients and
64.8% of spouses reported having completed high school, with 30.4% of patients and
22.2% of spouses having finished four years of college and 7.4% of patients and 3.7% of
spouses having completed graduate studies. The majority (51.9%) of patients were
retired, while 44.4% of their spouses also shared retirement and 38.9% worked. Seventy-
six percent of the couples earned an income between $10,000 and $40,000, while 18.6%
carned more than $40,000. The couples averaged 33.02 years of marriage (SD=15.78)
and had a median of two children. |

Measures

Stress. Reports of stress from the cancer experience were collected using a face
valid measure designed for this and past studies (CRS; Ptacek et al., 1997; Ptacek et al.,
1999). This instrument was designed because of a lack of available stress measures that

were geared to the cancer experience (e.g. Sarason, Johnson, & Siegal, 1978). The final.
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25-item measure was created from research literature (e.g., Oberst & James, 1985;
Pederson & Valanis, 1989) and from conversations, responses, and written suggestions of
cancer support group members. Included in the measure are items about physical,
psychological, and social factors common within the cancer experience. In the present
experiment, both patients. and spouses were asked to complete the measure in reference to
the patient’s experience of what stressors the patient has experienced and what degree of
stress particular event has caused.

Marital quality. Satisfaction within the marital relationship was measured by
Spanier’s Dyadic Adjustment Scale (DAS; Spanier, 1976). The DAS has been used in
many other studies looking at how cancer affects marriage and family (Dahlquist,
Czyzewski, & Jones, 1996; Fuller & Swensen, 1992; Ghizzani, Pirtoli, Bellezza, &
Velicogna, 1995). The DAS measures marital quality on four dimensions (consensus,
satisfaction, cohesion, and affection), however, res‘earchers can also compute a total score
(Antill & Cotton, 1982). Such total computation has been found to have high factorial
validity and well-established utility (Blaney, Brown, & Blaney, 1985; Christensen &
Shenk, 1991; Spanier & Thompson, 1982). Subjects respond to most items on this 32-
item measure on a 6-point Likert-type scale. The pre-treatment reliability coefficient was
.90 for both the patient and the spouse while the follow-up reliability coefficient for both
patient and spouse was .91.

Mental health. Psychological adjustment was assessed using the Mental Health
Inventory (MHI; Veit & Ware, 1983). This MHI scores on 5 separate levels: General
Positive Affect, Emotional Ties, Anxiety, Depression, and Loss of Emotional and

Behavioral Control. To obtain a broader score, these factors can combine into the second
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order factors of Well-Being (a combination of General Positive Affect and Emotional
Ties scales) and Distress (a combination of Anxiety, Depression, and Loss of Emotional
and Behavioral Control). Participants respond to this 38-item measure on a 6-point
Likert-type scale. It has demonstrated good internal consistency’and a high stability
coefficient over a 1-year interval (Veit & Ware, 1983), and subsequent factor analytic
research has demonstrated a two-factor model (Tanaka & Huba, 1984).

Social support. A version of the Social Provisions Scale (SPS; Cutrona &
Russell, 1987) was used to measure cancer patients’ and spouses’ reports of the social
support they received from their parthérs. Participants were to answer this 24-item
measure in reference to their relationship with their spouse in the last two weeks and
answered on a 4-point Likert-type scale. The SPS provides a measure of the global
perceived availability of social support by using a total score derived by summing
together its six subscales that are based on the aspects of social support described by
Weiss (1975). SPS has six provisions that include guidance (in the form of advice or
information), reliable alliance (the assurance that one’s spouse is dependable during
stressful times), reassurance of worth (patients feeling recognized as competent by their
spouses), attachment (emotional closeness to spouse), social integration (a sense of
belonging within a group), and opportunity for m‘lrturance (to provide support for their
spouse). Research using the SPS suggests that the total score yields a reliable, valid
index of general perceptions of available support. For example, Cutrona and Russell
performed a confirmatory factor analysis ‘and found support for a general factor of

perceived available support that accounted for the high intercorrelations among the six

subscales of the SPS.
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Coping. Styles of coping were assessed using the state COPE measure (Carver et
al., 1989). This 53-item questionnaire measures coping in response to a particular event
on 14 different subscales, which can be narrowed into the three coping categories of
adaptive, acquiescent, and avoidant coping. The participants were asked to answer these
questions on a 4-point Likert-type scale with 1 (“I have not done this at all”) to 4 (“T have
done this a lot”) in reference to the patient’s efforts since the beginning of the treatment
process. The measure has good psychometric properties with alphas that ranged from .45
to .92, test-retest reliabilities ranging from .46 to .86, and both discriminant and
convergent validity with other measures of coping (Carver et al., 1989; Carver, 1997).
Procedure »

All patients were recruited at the beginning of a regimen of radiation treatment, a
therapy that has a standard length of six weeks. Of the 54 couples that recruited, only
one couple indicated that they were not interested; of those 53 couples, 49 completed the
questionnaires at every time period. All participants weré assessed at four time periods
. for the study: at the start of treatment, at mid-treatment, at post-treatment, and at a
follow-up appointment one month after the last treatment. In the patients’ initial
appointment for treatment, they were given the pre-treatment packet, which included the
DAS and MHI questionnaires, to complete in the office or to take home to complete. The
mid-treatment packet, comprised of the MACL, Cancer-Experience Stress Scale, and
SPS, was given three weeks into treatment to again be completed either in the office or at
home. The patients received the post-treatment packet, which included the COPE,

Perceptions of Cancer-Related Support, and a second SPS, in their last appointment. And
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lastly, a follow-up packet, containing a second DAS and MHI, was administered at a
follow-up meeting one month after the completion of that regimen of treatment.
Results

Overview

The present study examines dyads’ perceptions of cancer-related stress, changes
that occur over Time and between Respondents in their perceptions of marital quality,
mental health, and the social support patients receive, as well as the associations between
the variables that shape the cancer experience. A series of 2x2 analyses of variance were
performed on the DAS, MHI, and SPS measures using Time (which varies with
measures) and Respondents (patient vs. spouse) as factors. In reference to the
relationships that occurred within the cancer experience, a series of Pearson correlations
were calculated between pre-treatment and follow-up reports of marital quality and both
social support (mid- and post-treatment) and coping. Shared understanding of the cancer
experience was represented by an intra-class correlation coefficient (Cohen & Cohen,
1983) that measured the degree of association between patient and spouse reports of
stressors experienced during treatment. Pearson correlation coefficients were then
computed between the measure of shared understanding and patient and spouse report of
both social support and patient coping.
Perception of Cancer-Related Stress Between.Patient and Spouse

Table 1 displays the percentage of our sample that reported that patients faced
particular cancer-related stressors‘ and the degree to which they would rate each stress for
the patient. The idea for such a comparison was instigated by Ptacek et al.’s (1999)

similar research. By looking at the number of couples who rated an event as evoking
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some stress, a better understanding of the common stressors of the cancer experience can
be understood. By this logic, for over 80% of our subjects, the cancer experience
involves medicaj checkups, possibility of recurrence, change in activity level, making
decisions about treatment, receiving treatment, informing friends, treatment by
physicians, interactions with friends, treatment by nurses, time demanded for treatment,
and adverse reactions to radiation therapy. The stressor most commonly reported by the
sample was concern for the time demanded for treatment (n=48) while the experience of
a Joss of one’s job or career was least often reported (n=11).

‘When looking only at those who did make ratings, patients and spouses
commonly reported that the patient experienced some stress as a result of particular
events. For example, high percentages of both patients and spouses rated the possibility
of recurrence (83.0% patien?s, 66.0% spouses) and a change in activity level (66.0%
patients, 79.2% spouses) as evoking some stress for patients. In fact, when looking at the
top five experiences that evoked some stress, patients and spouses shared high concern
for three of these five experiences (possibility of recurrence, adverse reactions to
radiation therapy, and a change in activity level).

Patients’ and spouses’ ratings of the level of stress different experiences evoked
were significantly similar for the majority of experiences. Only the experience of
receiving treatment was found to be statistically different in patients’ and spouses’
reports, r=.46, Q<.001. The top five experiences patients reported as most stressful,
beginning with the most stressful, were possibility of recurrence(M=2.64), change in
activity level (M=2.47), loss of hair (M=2.45), adverse reactions to chemotherapy

(M=2.40), and reduction in ability to perform your job at pre-cancer level (M=2.36).
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Spouses reported perceptions of similar highly stressful experiences for the patient:
receiving treatment (M=2.74), change in activity levels (M=2.65), pain (M=2.51),
adverse reactions (M=2.50), and possibility of recurrence(M=2.50), respectively.
Marital Quality Over Time and Between Respondents

Analyses were conducted on the within-subjects factors of Respondents and Time
(pre-treatment v. follow-up) for the DAS. No significant main effects were found for
these factors. When looking at changes in reported marital quality over Time, the mean
score for pre-treatment was 4.5 (SD=.06) and the mean score at follow-up was 4.5
(SD=.06), E(1, 46)=0.02, n.s., MSe:0.0S. When comparing patient to spouse, the mean
score for both partners was 4.5 (SD=.07), F(1,46)=0.84, n.s., MSe=0.04. No significant
interactions occurred between the two factors.
Mental Health Between Respondents and Over Time

An analysis revealed changes across Time (pre-treatment v. follow-up) and
Respondents. In concurrence with our hypothesis, patients’ and spouses’ scores for
mental health were not significantly different from each other on all seven subscales of
the MHI. The mean score on the Well-Being, a second-order factor that combines
General Positive Affect and Emotional Ties, for the patient was 61.5 (SD=1.78), and for
the score for the spouse was 61.0 (SD=1.48), _F_(l; 45)=.09, n.s., MSe=126.00 The mean
score for Distress, a second-order factor that combines Anxiety, Depression, and Loss of
Emotional and Behavioral Control, for the patient was 51.1 (SD=2.74) and 51.3
(SD=2.18) for the spouse, F(1,48)=.01, n.s., MSe=403.95. Thus, Table 2 contains the

mean scores and corresponding F-values for each subscale of the differences between
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patients and spouses on the MHIL. No significant interactions between time and
respondent factors were observed.

Table 2 also contains the mean scores and F-values for each subscale of the MH]
for the changes that occurred over Time. In accordance with our expectations, a
sjgnificant main effect of Time was observed for all seven MHI subscales except for the
Emotional Ties scale. In addition, Well-Being scores showed a significant increase in
mental health between pre—.treatment and follow-up, with the mean score at pre-treatment
being 59.6 (SD=1.35) and at follow-up 62.9 (SD= 1.67), F(1, 45)=9.22, p<.005,
MSe=55.58. Distress showed a significant decrease over time, with a mean score at pre-
treatment of 55.0 (SD=1.92) and at follow-up of 47.3 (SD=2.29), E(1, 48)=36.02, p>.001,
MSe=80.97.

Social Support Between Respondents and Over Time

An analogous analysis revealed that no significant mziin effect between
respondents for the total SPS score occurred, with the mean score of the patient being
79.8 (SD=1.05) aﬁd of the spouse being 81.5 (SD=1.16), F(1, 48)=2.50, n.s., MSe=54.39.
However, the subscales of Reassurance of Worth and Nurturance both had significant

main effects for respondents. There was a significant difference in patient’ means scores

of perceived Reassurance of Worth and (M=13.2, §D=.24) and spouses scores (M=13.8,~

SD=.27), E(1, 45)=4.73, p<.05, MSe=3.47. In Nurturance, spouses (M=12.1, SD=.34)
reported lower nurturance from the patients (M=10.8, SD=.35), E(1, 47)=11.39, p<.001,

MSe=7.26. Again, no significant interactions occurred between Time and Respondent

factors.
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A significant main effect for Time (mid- v. post-treatment) was found for the total
SPS score, with more perceived support reported at post-treatment than at mid-treatment;
post-treatment had a mean score of 79.7 (§D=.99) and mid-treatment had a mean score
of 81.6 (SD=1.08), F(1, 48)=1.76, p<.05, MSe=27.32. A similar trend followed for
greater support reported at post-treatment over mid-treatment for both the subscales of
Reassurancé of Worth and Nurturance: Reasurrance of Worth had mean scores of 13.3
(SD=.24) at mid-treatment and 13.7 (§D=.24) at post-treatment, F(1,45)=4.39, p<.05,
MSe=1.70 and Nurturance had mean scores of 11.1 (SD=.32) at mid-treatment and 11.7
(SD=.29) at post-treatment, F(1, 47)=6.98, p<.05, MSe=2.02. No significant interactions
were observed. Table 3 contains the mean scores and F-values of the SPS subscales.
Associations Between Initial Marital Quality and Social Support

Measures of marital quality at pre-treatment were correlated with social support to
dctennine‘ whether couples reporting more satisfying marriages also received and
provided better social support. As hypothesized, there were numerous significant
positive correlations and no negative correlations between initial reports of marital
quality and mid-treatment reports of social support. The temporal direction of the
analysis infers that initial marital quality predicts social support. Patients’ overall score
for the SPS significantly correlated with every suBscale and total score of the DAS,
except for the second factor item of spouses’ report of marital consensus, r (53)=.134, n.s,
As seen in Table 4, spouses’ total SPS score significantly correlated with every subscale
and total score of patient and spouse DAS reports. Patients’ DAS total score significantly
correlated with 10 out of 14 of the SPS subscales and total scores, with correlations

ranging from .310 to .643, p<.05. Spouses’ DAS tota] scores predicted 4 out of 7 of
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patients’ SPS scores, with correlations ranging from .283 to .516, p<.05, and significantly
correlated with all of the spouses’ SPS scores, correlations ranged from .334 to .552,
p<.05. Interestingly, no significant correlations were observed between patient report of
nurturance and any of the DAS subscales or total scores. Similarly, for spouse report of
nurturance, no correlations were found with patients’ DAS and, in reference to spouse
DAS scores, only consensus, affection, and the overall spouse DAS score correlated to
nurturance. Spouses report of marital consensus also did not predict any factors of social
support, except social integration, r (53)=.297, p=.031.

Similar patterns occurred when looking at how pre-treatment reports of marital
quality predicted post-treatment reports of social support. Again, the majority (61.4%) of
correlations were significant and all were positive. As with mid-treatment social support,
patients total score for social support correlated with every sub-factor and total score for
marital quality, except concerning the subscale of spouses’ report of marital consensus, ¢
(52)=.174,n.s. Asseen in Table 5, every subscale of the DAS predicted the overall
spouse score of social support, with correlations ranging from .323 to .492, p<.05. The
patients’ overall report of marital satisfaction predicted every subscale of both patient and
spouse report of social support, with correlations ranging from .297 to .582, p<.05.
Similarly, the spouses’ overall report of marital satisfaction predicted every subscale of
social support, except for patient report of guidance, r (49)=.222, n.s., and spouse report
of attachment, r (48)=.268, n.s. Analogous to mid-treatment correlations, neither patient
or spouse report of nurturance significantly correlated with any of the DAS subscales.

And again, spouses’ report of marital consensus did not predict any of patients’ reports of

social support.
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Associations Between Initial Marital Quality and Patient Coping

Marital quality was correlated with both partners’ reports of patient coping to see
if a couple’s marital quality could predicf the type of coping a patient employed. In
accordance with our hypotheses, both patient and spouse reports of marital quality
predicted both partners’ report of patient coping. When looking at how patients saw their
own coping, patients’ overall scores reported marital quality negatively predicted
behavior disengagement, r (50)=-.324, p<.05, and alcohol/substance use, 1 (52)=-.286,
p<.05 to cope. Patients’ perception of their use of religious coping was also positively
correlated to spouses’ overall marital quality scores, 1 (51)=.326, p<.05. Other significant
correlations can be found in Table 6.

In reference to spouses’ report of their ill partners’ use of coping mechanisms,

patients’ overall report of marital quality p;)smvely predi?:té& spouses "féprorrwt-s of ;V)Eltieﬁ'ts’i

religious coping, 1 (48)=.329, p<.05, and negatively predicted their use of disbelief, r
(51)=-.340, p<.05, mental disengagement, r (49)=-.289, p<.05, and alcohol or drugs, r
(52)=-.388, p<.01, to cope. Spouses’ overall DAS score positively predicted their reports
of their ill partners use of positive reappraisal, r (49)=.291, p<.05, and religion, 1
(48)=.470, p<.001 to cope and negatively predicted patient use of disbelief, r (51)=-.485,
p<.001, to cope. Table 7 shows other significant‘correlations found between coping and
pre-treatment marital quality.
Associations of Shared Understanding of the Cancer Experience

Our hypothesis that shared understanding of the cancer experience would predict

social support was not supported by the data: only one significant correlation was
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obsefved with the SPS subscales: shared undersfanding was linked with higher levels of
patient reported reassurance of worth, 1 (52)=.383, p<.01.

Shared understanding was strongly associated with several of the COPE
subscales. Higher levels of shared understanding was significantly and positively linked
to patients’ self-reports of engaging in more restraint coping, seeking emotional social
support, the venting of emotions, more mental disengagement, and use of disbelief.
Shared understanding positively predicted spouses’ perceptions of patient coping that
involved taking action, suppressing competing issues and concentrating on the present
cancer, utilizing institutionai social support, using emotional social support, and yenting
emotions. Pearson correlations ranged from .287 to .504 and can be viewed in Table 8,
Associations with Shared Understanding of Patient Coping

In concurrence with our predictions, shared understanding of patient coping was
highly correlatéd with partners’ perceptions of social support received by patient at mid-
and post-treatment. As seen in Table 9, when correlated with mid-treatment patient
teports of social support, shared understanding of how the patient coped significantly and
positively predicted patient reports of guidance, social integration, attachment, and the
total SPS score. In reference to how spouses perceived the social support that their ill
partners received at mid-treatment, shared understanding of how the patient coped
significantly and positively predicted reassurance of worth, social integration, and
attachment. A similar pattern is observed with post-treatment measures of social suppott:
shared understanding of patient coping significantly and positively correlates with
guidance, social integration, attachment, reliable alliance, and an overall social support

score. When correlated with post-treatment spouse perception of patient social support,
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shared understanding of patient coping significantly predicts every subscale of social
support except reliable alliance, r (49)=.106, n.s..
Associations of Marital Quality at Follow-Up and Social Support

Follow-up reports of marital quality were correlated with patient and spouse
reports of social support that the patient received at mid- and post-treatment. Analogous
to the other marital quality-social support statistics, a majority (71.4%) of the correlations
between follow-up reports of marital quality and mid-treatment reports of social support
were significant and all were positive correlations. As hypothesized, high levels of social
support were related to high levels of marital quality after treatment had ended. As seen
in Table 10, both patient and spouse overall social support score was significantly
correlated with every factor of the DAS scale, with correlations ranging from .312 to
.610, p<.05. The patient total DAS score significantly correlated with 11 out of 14 of the
SPS total and subscales, with patient report of nurturance and spouse report of nurturance
and guidance not having significance. Twelve out of 14 of the SPS subscales
significantly correlated with spouse overall marital quality score, with both patient and
spouse report of nurturance as insignificant. Again, neither the patient or spouse report of

nurturance was significant across the DAS subscales. Spouse report of guidance was also

_not significant across all patient scores of marital quality.

In accordance with our hypothesis of a strong association between final reports of
marital quality and post-treatment social support, 82.1% of the correlations between
follow-up reports of marital quality and post-treatment reports of social support were
significant and positive correlations. As Table 11 shows, both patient and spouse total

scores for social support significantly correlated across the spectrum of DAS subscales,
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with correlations ranging from .343 to .761, p<.05. Both patient and spouse overall
scores for marital quality significantly correlated with every aspect of the SPS, except for
both partners’ reports of nurturance.

Associations of Marital Quality at Follow-up and Patient Coping

As hypothesized, patient coping affects marital quality after the experience of
cancer. As seen in Table 12, when looking at patient perception of how they cope,
patient overall follow-up DAS score significantly positively correlates with their use of
emotional social support, r (47)=.348, p<.05, positive reappraisal of the situation, r
(47)=.390, p<.01, acceptance, r (47)=.306, p<.05, and religion, r (48)=.290, p<.05, and
negatively correlates with behavioral disengagement, r (47)=-.441, p<.01, to cope. Also,
in reference to patient report of their coping, spouses’ total score for marital quality
significantly and positively correlates with positive reappraisal of the situation, r
(47)=.439, p<.01, and religion, r (48)=.400, p<.01, while it negatively correlates with
patients’ use of mental disengagement, r (49)=-.300, p<.05, and alcohol/drugs, r (48)=-
288, p<.05, to cope.

As seen in Table 13, in reference to how spouses perceive their ill partners to
cope, patient follow-up DAS scores positively and significantly correlated with religious
coping, 1 (45)<.05, p<.05, and significantly and negatively correlate with behavioral
disengagement 1 (47)=-.474, p<.001, mental disengagement, r (46)=-.296, p<.05, and
alcohol/ drug use, r (49)=-.309, p<.05, to cope. Spouses’ report of marital quality also
correlated with their perceptions of patient coping with a positive significant correlation

for religious coping, 1 (45)=.455, p<.01, and negative significant correlations for
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disbelief, r (48)=-.349, p<.05, behavioral disengagement, r (47)=-.377, p<.05, mental
disengagement, r (46)=-.338, p<.05, and alcohol/drug use, r (49)=-.420, p<.01, to cope.
Discussion

In an attempt to better understand the cancer experience, the present study
explored patients’ and spouses’ perceptions of cancer-related stressors, as well as
exploring how marital quality, mental health, and social support differed between marital
partners and across time. Our findings indicated a dynamic nature to the unfolding of the
cancer experience. To further understand what fueled these changes and movement, we
investigated the relationships between the person-environment variables of initial and
final reports of marital quality, social support, coping, and shared understanding of the
cancer experience and patient coping. Our findings lend themselves to a process-oriented
view of the cancer experience (Lazarus & Folkman, 1984): the interactions between
cancer-related variables work to shape and reshape each other which, in turn, fuel the
changes and progression of the cancer experience.
Perception of Cancer-Related Stress Between Patient and Spouse

To gain a greater understanding of the specific stressors that cancer patients face,
thq present study looked at the percentages to which our sample reported particular
stressors as well as the degree to which they consi‘dered these different events stressful.
Both patients and spouses reported what they perceived the stress level to be for the
patient who faced a particular stressful situation. Our rationale behind this is that while
it is undeniable that cancer, as a whole, is a stress-evoking experience, it is important to
highlight that this stress actually is comprised of a variety of individual stressors that the

patient and his/her social network face (i.e. possibility of recurrence, change in family
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roles, treatment by physicians) (Ptacek et al., 1999). Each of these individual stressors, i
turn, evokes particular types of coping and social support from patients and their
networks depending on the type of stressor (Ptacek et al., 1999).

We found in this analysis that the majority of the both partners’ ratings of the
level of stress a patient may have from a certain experience were statistically similar.
This finding, in general, suggests that spouses are very aware of the different situations
their ill partner may face and how stressful these experiences are for the patient. Patients’
and spouses’ report of stress for receiving treatment is particularly intereSting: partners
scores were significantly different, with spouses reporting that they would perceive much
higher levels of distress for the patient from receiving treatment than would the patient.
While the majority of stress ratings were statistically similar between patients and
spouses, some discrepancy qccurred. Our data coincide with Pistrang and Barker’s
(1992) similar research that found that patients most often discussed physical problems
and discomfort due to treatment with their spouses, even though this was only a moderate
concern and, in reality, possibility of recurrence or death were patients’ greatest concerns.
Pistrang and Barker’s ( 1992) findings can be applied to the patterns in our data, where
spouses reportéd that they perceived recéiving treatment, pain, change in activity level,
and adverse reactions to treatment as patients’ most pressing concerns. This emphasis on
treatment and pain was not replicated as greatly in patients’ reports of their top stressors,
in which the possibility of recurrence was the patients’ most stressful concern. While the
amount of statistically similar patient and spouse perceptions of cancer-related stress is

promising, the results also indicate a need for better and more open communication

between partners.
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Marital Quality, Mental Health, and Social Support Over Time and Comparatively
Between Patient and Spouse

The stability of marital quality throughout the cancer experience. Under the
premise that the experience of cancer can be a tumultuous and life-changing event for the
patient and his/her spouse(Collins et al., 1990), we expected to find patterns of change
within how the couple chose to handle the disease and the social environment it created.
However, while we expected to find that the diagnosis and treatment of cancer to be life-
changing for the patient and his/her family, we hypothesized that marital quality would
remain constant throughout the timeline of treatment. The nature of this prediction was
in keeping with a sizeable literature that has consistently shown the stability of marriage
over time, even when faced with a traumatic event (Fang, Manne, & Pape, 2001; Weihs
et al., 1999). Our hypothesis was confirmed by the data, which showed no significant
differences in report of marital quality between time or partners. Much other research
asserts that marriage is a very stable institution that can weather the emotional storm that
chronic illness, in particular cancer, may evoke (Weihs et al., 1999). Our findings
dovetailed Fang et al.’s work (2001), which surveyed cancer patients and their spouses at
three different points throughout the cancer experience and found no significant changes
in marital satisfaction' throughout the time. This s‘tudy’s data, furthermore, concurred
with Lichtman, Taylor, and Wood (1988) who found that those couples who expressed
satisfaction with their marriage before the cancer experience had successful marital
adjustment after treatment ended, once again reiterating the solidity of marriage. While
our study found marital quality, as a whole, to be a relatively consistent phenomenon,

individual couples’ marital quality may not have remained so stable. Future research
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may consider comparing couples whose marital quality improved with cancer and those
whose marital satisfaction decreased with cancer to further understand the variables at
play that predict these two different endings.

Patient and spouse mental health and perceptions of social support. In reference
to patient and spouse mental health, we predicted that the couple would share equivalent
levels of both well-being and distress. This may seem to go against obvious logic, as, in
general, one would presume that the cancer patient would have greater stressors and
poorer mental health than his/her spouse. A plethora of recent literature, however,
opposes such logic and instead proposes that often patient and spouse share similar levels
of mental health (Coyne & Smith, 1991; Ell, et al., 1988; Kayser et al., 1999; Northouse,
1988). The hypothesis that both partners’ mental health will be equally affected by the
experience was supported by our results. While not facing the same trials as a cancer
patient, spouses with chronically ill partners face helplessness and uncertainty of the
outcome of treatment and their future, financial and care-giving demands, a lack of
information from the medical community, and often inadequate social support that can
lead to social isolation (Fang et al., 2001). In fact, some researchers have found that
spouses can have worse mental health than their ill wife or husband (Gotay, 1984).

In knowing that both patients and spouses suffer similarly from the experience of
cancer, one might expect that both members of the dyad would work to provide positive
and appropriate support for the other. And yet, this study found that there were
discrepancies in how spouses and patients, as a whole, viewed the social support that the
patient received. While in overall agreement of social support, in concurrence with our

hypothesis, patients reported receiving less reassurance of worth than spouses had

e
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reported providing. This finding can be interpreted in several manners. First, our

findings may be partially explained by the perceived vs. actual support paradigm.

Kessler (1991, as cited in Acitelli & Antonucci, 1994) found that how an individual
perceives support is more significant to a person’s adjustment than the actual support
they received. The discrepancies between the two partner’s reports of social support may
be partially understood in this lens: both patient and spouse had different perceptions of
the support a patient received and, as a result, did not concur on the actual support
provided.

Another interpretation of our data is that part of the discrepancy between the
support that a spouse thinks he/she gives and the support that a patient actually perceives
may be a result of poor communication. Findings from other cancer patients have
revealed that the majority of cancer patients often feel misunderstood and that the support
they receive is commonly inadequate and inconsistent (Peters-Golden, 1982). Patients

often report that they have trouble communicating with their spouse, which leaves them

feeling like they have no outlet for their anxieties and fears (Pistrang & Barker, 1992).

On the flip side, spouses often have trouble communicating their own needs and fears to

an already burdened patient and may choose to withdraw out of an inability to see a more

helpful action (Pistrang & Barker, 1995). This kind of self-concealment is common for

both the patient and spouse; yet, it increases stress and lessens the individual’s chances of
receiving the support he/she needs (Larson, 1993). The implications of such findings are
obvious: to narrow the gap between perceived and actual support and to heighten the

quality of such aid, better communication is necessary. Part of getting the right support is

asking for it. Clinicians should consider interventions that focus on improving
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communication between partners to understand each other’s emotional and personal
needs.

Several theorists have posited that an important part of complete social support is
the receiver’s chance to provide nurturance to the individuals who provide him/her
support; in other words, that the main recipients of support also feel that they have the
opportunity to reciprocate the help they have been provided (Kayser et al., 1999; Weiss,
1975). While the present study did not look extensively at social support for spouses,
both patients’ and spouses’ reports of patient nurturance provided the study a glimpse
into the support spouses received. Based on a growing literature that indicates that
spouses do not receive sufficient support when handling a partner’s chronic illness (Ell et
al., 1988; Fang et al., 2001; Revenson & Majerovitz, 1991), we hypothesized that spouses
would report that patients were less nurturing than patients reported. Our data supported
this prediction.. Our findings concur with Ptacck et al.’s (1997) research that indicates
that spouses of either sex perceive less support than their ill partners. This is troublesome
as the present study and a number of researchers have found that spouses with chronically
ill partners often have just as much distress as the patient (Coyne & Smith, 1991; Ell, et
al., 1988; Kayser et al., 1999; Northouse, 1988). As such, a spouse’s adaptation to cancer
is just as vital as is the patient’s adjustment (Ell et al., 1988). If too distressed, spouses’
efforts towards their ill partners may be futile (Manne, Alfieri, Taylor, & Dougherty,
1999; Pistrang & Barker, 1992). What is unique to this finding are the disparate
assumptions between the partners; that is, that patients did not recognize that spouses
needed more support. One explanation of our findings may coincide with Fang et al.’s

{(2001) work that indicates that a distressed patient may be unable to focus on more than
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his/her immediate needs. Nonetheless, it contradicts Lichtman et al. (1988) study in
which both patients and their spouses took on more responsibility with the diagnosis and
yet, both partners felt they were receiving enough attention and help from their spouse.

While Lichtman et al. (1988) may show a more positive view of support during
the cancer experience, the need for greater social support for spouses is apparent. Again,
communication acts as a vital part of eliciting support; often, spouses do not share their
needs with their ill partners because they do not wish to burden them any further (Ell et
al., 1988). Yet, previous studies have found social support for spouses with chronically
ill partners to significantly predict better psychosocial adjustment and less depression (Ell
et al., 1988; Hobfoll & Stevens, 1990; Ptacek et al., 1997, Revenson & Majerovitz,
1991). The need for increased social support for spouses becomes particularly salient as
recent literature highlights the reciprocity of social support; if both partners are provided
ample support, each can then more effectively provide support for the other (Ell et al.,
1988; Hobfoll & Stevens, 1990; Revénson & Majerovitz, 1991).

The evolution of mental health and social support over time. When considering how
patient and spouse mental health may change over time, we hypothesized that both
partners’ mental health would improve from pre-treatment to follow-up reports. Our data
supported this prediction, finding that well-beir;g increased and distress decreased over
the treatment timeline. This increase in mental health between mid-treatment and after
treatment ended is logical and corresponds with much of the previous literature (Fang et
al,, 2001; Irvine, Brown, Crooks, Roberts, & Brown, 1991; Weihs et z;l., 1999). At the
pre-treatment stage, the couple has fecently faced the diagnosis of cancer, but is unaware

of what their next several months or years of treatment may be like. In many ways, these




Coping and Social Support Within a Marriage 52

families’ lives have been “turned upside down.” The time immediately after diagnosis
has often been found to be the most stressful: the family is unaware of what treatment
will be like, are often uneducated about the particular cancer they may be facing, and arc
first grappling with questions of possible death (Fang et al., 2001; Weihs et al., 1999).

As time goes on, however, the couple is faced with less strain as they learn more about
the cancer experience and begin to even see a routine develop. The results also should be
interpreted in the lens of our experimental design: a follow-up questionnaire implies that
the patient has completed treatment and, while not necessarily immune to relapse, the
patient and his/her spouse may feel like their battle has come to a close.

Similarly, we hypothesized, in accordance with past research (Fang et al., 2001;
Weihs et al., 1999), that social support would be greater at post-treatment than at mid-
treatment. We premised this on the logic that since post-treatment would seem to be a
less stressful time, it may be easier to both provide and accept support at that time than in
the middle of treatment. The data supported our hypothesis that patients would report
receiving more social support from their spouses, who also would report providing more
support to their ill partners, after treatment ended than during the middle of treatment,

These findings are highly interrelated to the similar changes that occurred over time
in both patients” and spouses’ mental health. As much research has shown (Northouse,
1988; Peters-Golden, 1982; Swensen & Fuller, 1992), social support positively predicts a
better adjustment, greater self-esteem and self-efficacy, more effective use of coping
strategies, and a decrease in depression. Thus, our findings that both mental health and
social support improve over time are logical; the two should have parallel paths. Toa

more specific degree, our data showed that both partners were more distressed in the
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earlier part of the treatment process, which could lead to neither partners being able to
adequately provide support for the other in this stressful time. This proposal coincides
with other literature that has found that as stress increases for either spouse, they become
less able to provide necessary support to their partner (Fang et al. 2001; Hoekstra-
Webers, Jaspers, Kamps, & Klip, 1998; Revenson & Majerovitz, 1991). This may be a
result of both partners focusing on their immediate personal situation rather than their
partner’s needs or, perhaps, their effort have become confused as they try to satiate their
own and their partners needs (Fang et al., 2001; Manne, Alfieri, Taylor, & Dougherty,
1999; Pistrang & Barker, 1995)
The Relationships that Shape the Cancer Experience

The diagnosis of cancer brings about many considerable changes to the families it
affects; the continuous changes in mental health and social support across time and
between marital partners that we have examined only begin to describe how life is altered
with a diagnosis of cancer. To more fully understand such substantial changes, the
present study chose to investigate further the processes that underlie these changes. More
specifically, we first explored possible predictors that helped to shape partners’ reports of
both patient coping and the social support patients received. We determined that initial
reports of marital quality, shared understandiné of the cancer experience, and dyadic
agreement of patient coping all acted to predict social support and coping. We then
examined coping and social support’s role in shaping other components of the cancer
experience and found that both affect marital quality reports once treatment has been
completed. When viewed as a whole, these associations come together to form a model

of the internal dynamic within the cancer experience: one’s marriage, mental health, use
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of coping mechanisms, social support, and understanding of cancer and coping all
continually affect each other and, in so doing, shape and reshape the patient’s
environment (these interactions can be viewed in Figure 1). The associations we found
and the significance of how they predict each other to form the cancer experience are
discussed below in greater detail.

Associations of initial reports of marital quality with social support and coping.
As the SPS measures patients’ perceptions of the support they received from their
spouses, we hypothesized that initial reports of marital quality would be a strong
predictor of social support. The rationale behind our expectation is obvious: within a
marriage, the couple shares a past of how they have both chosen to react to stressful
situations that they have encountered together and this history will have helped to shape
their marriage and will be perpetuated in the type of responses they are apt to give in
stressful situations in the future (Gottlieb & Wagner, 1991). In other words, the type of
relationship that a couple has and the way in which they have mutually responded to
situations in the past will be exemplified and reiterated when facing the new trial of a
cancer diagnosis. Our expectation that initial marital quality would predict social support
at both mid- and post-treatment was strongly supported by the data. What was
particularly interesting was the degree to which marital quality predicted both patient and
spouse perception of social support. In both cases, more than 60% of the possible 140
correlations were significant. The abundance of significant correlations concurs with the
literature that sees a couples’ reaction to stress as a logical extension of the type of

marriage they have and their history in handling stressful situations (Gottlieb & Wagner,

1991).
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We interpreted the data to indicate that if a couple’s relationship is strong, then social
support for cancer will follow; if marital quality is low, than social support may aiso be

low. In other words, those couples that began the cancer experience with high marital

quality had ill partners who reported receiving and spouses who reported providing more
social support throughout the timeline of cancer. This coincides with an abundance of
literature on the positive effects of marriage and how it can lead to better social support,
mental health, and adjustment (Kessler & Essex, 1982; Menegan & Lieberman, 1986;
Pearlin & Johnson, 1977, all cited in Lin and Westcott, 1991; Revenson & Majerovitz,
1991). These results highlight the importance of a high quality marriage when dealing
with such severe stressors as chronic disease. Pistrang and Barker (1995) looked at the
flip side of our findings—what happens when a patient does not receive sufficient
support from their spouse—and found that even when the patient had as much support
from other sources, psychosocial distance from his/her spouse was detrimental to the
patient’s well being.
Within the data, we discerned a particularly surprising pattern. Similar to the

analysis of social support over time and between participants, we found few significant

correlations between marital quality and nurturance. In fact, no correlations occurred |
when looking at both patient and spouse report ;)f nurturance at post-treatment. We

understand these findings to mean that nurturance, in many ways, was the exception to

the plethora of ways that we had found marital quality to predict some facet of social

support. In other words, patients gave less and spouses reported less nurturance than

would be expected based on how partners rated their marriages. These findings reiterate

other areas of the present study that portray the spouse as the “silent” partner, whose
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personal needs for support may be overshadowed by the patient’s more conspicuous
stressful situation.

Positive associations also occurred between partners’ reports of initial marital
quality and their report of how the patient coped. These findings are logical and parallel
the similar correlations between initial marital quality and social support: past
expetiences within a couples’ martiage is likely to have shown both partners how each
spouse tends to cope with the situation (Gottlieb & Wagner, 1991). In fact, some
researchers have recently suggested that coping should be examined dyadically:
Wethington & Kessler (1991) explain that the burden of coping is shared by marital
partners, particularly when the stressor directly affects both. They refer to this new view
of coping as “mutual coping” and, under this lens, it follows naturally that marital quality
would predict patient coping because a patient’s coping extends past the individual to
affect the many person and environmental variables around them.

Shared understanding of both tﬁe cancer experience and patient coping. To
underst‘and the dynamic and changing processes that evolve throughoﬁt the cancer
experience, we cﬁose to look at how shared understandings of both the cancer experience
and patient coping may affect other variables within the cancer experience. Logically,
past studies have suggested and found that the more a patient felt that his/her partner
understood the cancer experience, the more positively they saw the support their spouse
provided (Fang et al., 2001; Pistrang & Barker, 1995). In concurrence with the literature,
we hypothesized that a couple’s shared understanding of the cancer experience would
predict patients’ perceptions of social support. Our prediction also dovetailed Lichtman

et al.’s (1985) finding that those couples with divergent views of the cancer process
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experienced more marital difficulties, isolation, and a lack of support from their partner.
Despite reasons for expecting that shared understanding would predict social support,
only one significant correlation occurred between agreement on the cancer experience
and the 7 subscales of the SPS; in this correlation, couples’ shared understanding of the
cancer experience predicted patient mid-treatment reassurance of worth. This finding
was surprisin‘g as it seemed sensible to presume that a shared understanding of the cancer
experience and the stressors that a patient faces would predict better support; that is to
say, if a spouse understands the particulars of what the patient is going through and what
is causing him/her stress, it would seem rational that the spouse would be able to provide
the patient better s‘upport. The possible implications of this unpredicted finding are
discussed below.

When looking at how a couple’s shared understanding of the cancer experience
predicted patients’ and spouses’ perceptions of patient use of coping mechanisms, we
again hypothesized that a dyadic agreement of the cancer experience would predict
perceptions of patient coping. The data supported this hypothesis to a greater degree;
patient coping was often predicted by how a couple understood the cancer experience.
We expected these results as it makes sense that depending on what stressors a couple
faces, the patient may choose to cope in a pax;ti‘cular way. For example, for stressors out
of the control of the patient, like the possibility of death, both a patient and spouse may
see emotional social support as most effective and employed to pacify such fears.

A couple’s shared understanding of how the patient copes was a better predictor of
social support than a shared understanding of the actual cancer experience. The

abundance of significant correlations between shared understanding of how the patient
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copes and both partners’ perceptions of social support is logical. If partners agree on how
a patient copes, both may be more in tuned in giving, receiving, and asking for the
appropriate support. In this way, the spouse may be more informed on how to tailor the
proper support for his/her ill partner.

These discrepant findings can be interpreted in several ways. While a lack of
correlation between shared understanding and social support is surprising, particularly
when such correlation was found between shared understanding and different methods of
coping, one interpretation may be that to provide effective support, it matters less to
know what the person is distinctly facing and is more important to understand how the
individual is facing the stressor. This interpretation coincides with previous literature
that posits that coping should be seen ina dyadic lens: the tasks and issues involved in
coping are shaped by the actions and response of one’s partner; as such, this give and
take can affect how the couple perceives the experience as well as how the experience
unfolds (Coyne & Smith, 1991). Our findings do not, however, coincide with other past
tesearch that found a shared understanding of the cancer experience to be a positive
predictor of social support (Fang et al., 2001; Lichtman et al., 1985; Pistrang & Barker,
1995). Such discord calls into light the need for further investigation into the subject. In
the sizeable body of literature that has been reviewed for this paper, there had yet to bea
study that measured how shared understanding of patient coping affect social support
until the present research. One direction for future research may be to continue to

compare how strongly both dyad agreement on the cancer experience and on patient

coping predicts social support.
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The associations between final reports of marital quality and both coping and social
support. From our analysis, the present study has determined that the interacting factors
of social support and coping are shaped by various influences that range from partners’
marital satisfaction to their shared agreement of what the experience of cancer is and how
the patient is choosing to face it. Social support and coping, however, are not stagnant
phenomena: they shift and change with time and also influence the other processes at
play in the cancer experience. While social support and coping undoubtedly affect
numerous variables involved within a marriage afflicted with cancer, we chose to
concentrate particularly on their effects on partners’ final reports of marital quality after
treatment had ended.

First, we hypothesized that social support at both mid- and post- treatment would
predict follow-up reports of marital quality. As the association between these variables
was so strong when looking at initial reporfs of marital quality, we expected
comparatively high levels of correlation. Our data supported these hypotheses. In fact,
even greater amounts of correlations were found: 72.4% and 82.1% of possible
correlations were significant for mid-treatment and post-treatment, respectively. To an
extent, these findings seem antithetical to our earlier findings that reported marital quality
did not change over time. However, while our r<‘:su1ts show prediction temporally, these
findings are not causative; rather, our results display the relationship that marital quality
and social support have in influencing each other.

Yet, the increase in the amount of correlations does seem to be a significant
pattern: with time, the association between marital quality and social support becomes

stronger. One interpretation of the greater agreement we see between these variables is
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that perhaps the experience of cancer works to bring couples to a greater understanding of
marriage and the structures within it. In other words, after the cancer experience, couples
may have a more in tuned sense of their relationship and also the support they provide
each other. Past research parallels this interpretation: Swensen and Fuller (1992) found
that, in couples with a terminally ill patient, couples reported expressing their love to
each other more often after diagnosis, having greater verbal expression of affection,
participating in more self-disclosure, and providing more moral support than non-cancer
couples. In fact, 65% of the couples in Swesen and Fuller’s (1992) study said that they
were closer after the cancer experience, while 28% said that they saw no change in their
relationship, and 7% reported that their relationship have worsened. While our results
may not have been so striking, the possibility that the cancer experience did, in fact,
increase the couples’ awareness of each other, the dynamics of their relationship, and the
support they receive and provide seems like a plausible explanation to the trends in our
data.

Of particular interest is the change in spouse report of marital consensus. When
looking at the association between initial marital quality and social support at either mid-
or post-treatment, there were no significant correlations for spouse report of marital
consensus; however, when reviewing the same association but with follow-up marital
quality, almost every correlation to social support is significant. Marital consensus, as
measured by the DAS, refers to the level of agreement couples have concerning shared
interests (i.e. recreation, religion, friends), life goals (i.e. career decisions, aims and
goals), and life philosophies. That consensus increased between initial and follow-up

reports of marital quality may suggest that the cancer experience shifted both partners’
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perceptions on what their interests, goals, and life philosophies are. This parallels Coyne
et al.’s (1990) findings that after the experience of cancer, many couples felt a shift in
their priorities and within their relationships to concentrate on what they considered most
significant in their lives.

Once again, an exception to the general trend of our data occurred with the
subcategory of nurturance. When looking at how social support was associated with final
reports ofmarital quality, there were no significant correlations across all the subscales of
the DAS for both patients’ and spouses’ ratings of nurturance. This finding joins a
similar pattern throughout our findings that indicates nurturance as an outlier in our
study: patients’ lack of appropriate nurturance cannot be explained by the other variables
that we have reviewed. To reiterate, such a surprising trend does strongly call attention
to a need to further understand the spouse’s predicament within the cancer experience to
better appreciate the role his/her needs play in molding the psychosocial outcome of a
diagnosis of cancer. |

The types of coping that the patient reportedly employed also affected marital
quality at the end of treatment. This finding parallels the relationship we found between
coping and initial reports of marital quality. As coping does not involve only the
individual in a situation as intimate as mam'age‘, it is logical that how a patient coped and
how a spouse responded to it (mutual coping) would help to shed light on understanding

one’s marriage, which may, in turn, increase satisfaction within it (Gottlieb & Wagner,

1991).

The Dynamic Model of the Cancer Experience




Coping and Social Sﬁpport Within a Marriage 62

Qur findings come together to create a model of the interactions within the cancer
experience and, in particular, the evolution of social support and coping throughout the
cancer timeline (Figure 1). To understand such dynamism, we subscribe to Lazarus and
Folkman’s (1984) well-substantiated process-oriented view of coping. Lazarus and
Folkman (1984) claim that it is essential to view coping from the standpoint of process,
as this refers to the changing character of the coping person’s cognitions and actions as
the stressful event unfolds. Unexpected twists and turns when facing a stressor forces an
individual to reappraise his/her situation and his/her responding thoughts and actions
(Lazarus & Folkman, 1984). In this lens, coping and social support do not stand alone as
separate beings; rather, they too are a dyad. How each partner copes places limits on the
social support they provide and receive and conversely, social support simultaneously
affects both partners’ coping (Gottlieb & Wagner, 1991). Hence, we have chosen to
extend Lazarus’s process model of coping to also include the interactive phenomenon of
social support.

We interpret our data to be a tangible example of process coping and social
support. In concurrence with a process approach to both, we found that both coping and
social support are shaped by the social context of the person-environment relationship,
and yet, simultaneously, they influence and bring about change in this social context
(Gottlieb & Wagner, 1991). More specifically, we found that initial marital quality and
shared understanding of both the cancer experience and patient coping predicted how a
patient was perceived to cope and the social support he/she received; coping and social
support, in turn, affected later reports of marital satisfaction. In this way, while we

interpreted our findings temporally, so to suggest that different variables predicted
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correlations with other variables, the direction of prediction is two-way: the different
variables found to be inherent in thé cancer experience fuel changes in each other and, in
so doing, shape and reshape each other. These changes come together to dictate the
evolution of the cancer experience.

One would not likely see all of these interactions if one were to only look at the
experience of a cancer patient alone. To understand the cancer experience as a whole,
one must look past just the patient to the persons and environment that surround him/her
as these influences also maintain the power to alter the patient’s response to the cancer
(Gottlieb & Wagner, 1991). Others in the environment have the capacity to either
increase or alleviate the stress of the situation and hencg, the role a patient’s marital
partner plays adds one more dimension to the already complex interactions occurring
within the cancer experience (Wethington & Kessler, 1991). When looking at coping
within the intimate setting of marriage, it is obvious that the dyad influence each other in
how they choose to cope (Wethington & Kessler, 1991). What is often forgotten, it
seems, is that a spouse with a chronically-ill partner faces different, but equivalent
degrees of stress. As a result, the members of a marital dyad must concurrently deal with
their own and their partners reaction to the stressor (Gottlieb & Wagner, 1991).
Furthermore, social support from one’s spouse, in turn, acts to influence, encourage,
redirect, and re-channel the other’s coping behavior (Gottlieb & Wagner, 1991). While
our study did not look specifically at how each partner’s reaction affected the other, this ‘
relationship seems relatively well-implied in our findings and further substantiates a need

to view both coping and social support on a mutual dimension.
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On a broader scale, our findings have implications for current theory. While we
found numerous correlations that imply a dynamic nature to how the cancer experience
unfolds, there are, undoubtedly, many more similar associations between variables that
we did not include in our study. The interactive picture that we have painted about the
cancer experience can extend to a more general dimension. Lazarus and Folkman’s
(1984) process view of coping and social support provides an important framework to
view all processes that unfold over time. Their work and our own highlight the necessity
to use longitudinal studies when looking at both social support and coping as such studies
are able to better capture the active and continuous changes that occur within both. By
viewing coping, social support, and other processes in a dynamic lens, we are able to
better understand each of these variables and factors that govern their expression
(Gottlieb & Wagner, 1991).

Practical Applications

The present study provides a story of how the cancer experience unfolds within a
marriage. While many areas of the study would benefit from further research, there are
nonetheless real-world implications within the findings. Hospital personnel, social
workers, and clinicians should teach and encourage open communication and cancer
education within families affected by the disease. As our findings indicated that the post-
diagnoéis and beginning treatment time period is the most stressful, a need for early
clinical intervention becomes apparent. Clinicians should concentrate on educating
patients, their spouses, and families about what to expect in the upcoming months, as
well as more general information about the cancer experience and different stressors that

the entire family unit may face. While our particular study found that shared
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understanding of the cancer experience did not necessarily imply bette; social support
provision, it is nevertheless useful for families to be knowledgeable about cancer. From
this study’s results, we would also encourage patients and spouses to be aware of not only
the stressors both partners may face, but also sow each handles the different problems,
since our study indicates that understanding how a patient copes can predict better social
support provision. Clinicians should thus encourage providers of support to tailor their
aid to fit into how the individual chooses to cope with a particular problem.

While the present study did not focus heavily on the support a spouse receives,
our findings jbin a growing literature that has found that spouses often lack the necessary
support they require to get through the cancer experience even though they have been
found to suffer similar levels of distress as their ill partners (Coyne & Smith, 1991; Eli, et

al., 1988; Kayser et al., 1999; Northouse, 1988). Clinicians must recognize spouses’

needs and encourage patients to provide more support for their spouses as well as
encourage spouses to take advantage of their social support network of friends and family
members. While a great deal of literature has found that both partners in a marriage rely
most heavily on their spouse for support (Ell et al., 1988; Peters-Golden, 1982; Ptacek et
al., 1997; Revenson & Majerovitz, 1991), there would undoubtedly also be benefit from
spouses increasing their support network outsidc; of their marriage. Such friends may
provide tangible aid by helping with household chores, as well as providing an emotional
outlet for spouses who feel they do not want to burden their ill partner any further
{Revenson & Majerovitz, 1991). Increased support for spouses of cancer patients will not
only benefit the spouse: with more support, spouses will have a better psychosocial

adjustment and, as a result, provide better care for their ill partners (Hobfoll & Stevens,
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1990). Furthermore, Kayser et al. (1999) found that increased mutuality in a marriage
afflicted with cancer equated to a female patient coping better, reporting a higher quality
of life, and having better adjustment. If given the chance to reciprocate support, patients
may in fact increase their own mental health by providing support. As said before, open
communication of both partners’ needs is a vital component to increasing social support
and, hence, mental health for both.

Limitations and Future Directions

While ours and other studies have found that marital quality remains stable over
the course of cancer, it seems plausible that marital satisfaction may have shifted
throughout the cancer, but that these changes were too small to be noticed by the
measures employed. Fang et al. (2001) made a suggestion for their own data which
applies appropriately also to this study: in order to understand the intricacies of how
cancer affects marital quality, a more sensitive scale should be employed that takes into
consideration changes in marital quality as a result of illness. Fang et al. (2001)
recommended, in particular, the CARES marital subscale (Schag & Heinrich, 1988) and a
measure used by Williamson and colleagues (Williamson, Shaffer, & Schulz, 1998) to
test for stronger correlations between spouse distress and marital quality. The researchers
further suggested using both a cancer-specific and a general measure of marital quality so
to tease out the subtle changes in marital satisfaction that may have resulted from the
cancer (Fang et al., 2001). Their suggestions are highly applicable to the present study
and should extend to future research that looks at associations between marital quality
and illness, specifically cancer. Another possible confound to our findings is that our

first measure of marital quality was post-diagnosis, but before treatment began. This is a
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highly stressful and intense time for couples facing the diagnosis of cancer and, as such,
the DAS may not have yielded results that are representative of the couples’ marital |
quality before their experience with cancer.

A large limitation to our study, and one of particular scrutiny in the general
psychology field as of late, is our use of retrospective data to assess coping and social
support., While self-report is considered the only way to gain direct access to an
individual’s internal cognitions and processes (Ptacek et é]., 1994), data can be skewed
by defensive processes, response biases, and general inaccuracies (Ptacek et al., 1994),
Ptacek et al. (1994) has found that coping self-reports are not free from such bias, but
rather can be confounded by both passage of time and knowledge of the outcome of the
coping process (Ebbinguaus, 1885/1964; Ross & Fletcher, 1985; Zechmeister & Nyberg,
1982, all cited in Ptacek et al., 1994). Literature on the inaccuracy of retrospective self-
reports of stress has been equivocal: some research has found that stress enhances recall
(Bohannon, 1992, as cited in Ptacek et al., 1999), while other literature has found that
stress reduces accuracy in self-reports (Burke, Heuer, & Reisburg, 1992, as cited in
Ptacek et al., 1999). These problems with self-report instruments all can cause increased
likelihood of invalidity in outcomes and problems in causality (Staton, Danoff-Burg,
Cameron, & Ellis, 1994, as cited in Ptacek et al., 1999),

To our benefit, the longitudinal design of our study resulted in a relatively short
recall period with intervals between questionnaire packets never exceeding a month of
time. Furthermore, Ptacek et al. (1999) raises a valid counterargument against the
inaccuracies of self-report when looking at marital couples experiencing a diagnosis of

cancer: the reactions that husbands and wives have towards each other in the present are
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‘based on their perceptions of the past, independent as to whether these mermories are
accurate.

A third drawback of the present study is that the population examined was
ethnically homogenous and generally well-educated. While our findings may be very
applicable to this subset of the population, they do not account for a larger and more
diverse population and hence lack external validity. And yet, where our study perhaps
should have homogeneity, as in age and cancer type, we lack it. The majority of our
participants had either breast or prostate cancer; these two cancers are dramatically
different in the general age of patients, their treatment, and their prognoses. Eighty
percent of men who have prostate cancer are over the age of 65 (Ptacek et al., 1999).
This varies considerably with breast cancer patients who tend to be middle-aged or, at
times, younger. While the diagnosis of cancer is traumatic for any age group, older
individuals tend to be more accepting of disease as a part of what they expect in their
lives with increasing age, while younger patients often see cancer as a severe,
bewildering, and unfair turn in their lives (Bartman & Roberto, 1996). This disparity in
how patients view cancer could affect how the disease influences their mental health and
views on coping and social support.

A further shortcoming of the present study is our lack of investigation of potential
gender differences. Past research has found that husbands have a harder time adjusting
than wives‘ do to their spouse’s diagnosis of cancer and that men, in general, have more
trouble eliciting social support than do women (Revenson & Majerovitz, 1991; Hoekstra-
Webers et al., 1998). Ptacek et al. (1999) found that women tend to perceive more

support, make better use of the support they are given, seek support more quickly than do

Coping and Social Support Within a Marriage 69

men, and are more satisfied with the support they do receive. In not looking at gender
differences in perceived social support, we ignored the possibility of finding some
interesting patterns and associations between gender and social support. Furthermore,
Kayser et al. (1999) found that female patients, in particular, emphasized a need to be
able to reciprocate the support they received from their husbands and were found to do
this by compensating for the decline in household responsibilities with increased
psychological and emotional support for their spouses. With such information, our
findings that spouses did not receive adequate nurturance from their ill partners are
surprising. An interesting step to take with this in future research would be to investigate
nurturance across genders to see if male patients also benefit from providing nurturance

to their wives.

Another possible path for future research would be to investigate the dyadic

nature of coping and social support within a marriage afflicted by cancer for couples who

are in the later stages of cancer. There is quite a hole in the present literature on cancer |
within a marriage in reference to'couples who face the different and more difficult

stressors that come with a cancer that may end in death. While the time span looked at in

other literature and in the present study find post-diagnosis to be the most stressful period

of the cancer timeline, the small amount of liter‘ature that looks at the later stages of

cancer show these times to be most stressful (Collins et al;, 1990; Peters-Golden, 1982).

On top of this, several researchers have found that as a chronic iliness progresses, the

patients lose much of their support network and tend to receive much less support, even

though they arc often the ones in greatest need of support (Swensen & Fuller, 1992).

Future research should consider filling this gap in the literature by looking at how later
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stages of cancer affect a dyad; and, if the patient does pass away, research should not be
terminated, but rather should look at hokw the surviving half of the dyad, the spouse,
continues to cope. While certainly a more difficult area of research to look at both
methodologically and personally for the researcher, these couples and the clinicians who
work with them are perhaps in the greatest need to have some intellectual light shined on
them of how they cope and how they may elicit support more successfully for a better

psychosocial adjustment to the effects of cancer.

And yet, what seems to be the most pivotal direction for future research is a need
to better understand the spouse’s role in the cancer experience in relation to his/her ill
partner. Very little research has looked at this and, of the research that has, it has not take
into account the full experience of the spouse and his/her interactions with others and the
environment. This is certainly a limitation of our own study. Future research must not
divide the marital dyad when looking at how cancer affects a martriage; while certainly
there are individual implications within a cancer diagnosis, these implications cannot be
fully understood if not looked at within the context of the dyad. Hence, future research
should adopt both a process and a mutual view of coping and social support to gain a
better understanding and clearer picture of how cancer affects a marriage.
Conclusion

The present study looked at how marital quality, mental health, the provision of
social support, and coping were associated with each other over the course of cancer
treatment and how these interactions affected both the cancer patient and his/her spouse.
We found that both patients and spouses had comparable reports of distress and well-

being and yet, neither partners were satisfied with the social support they were provided
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by the other. We further found that social support and mental health are dynamic and
intertwined phenomena: they changed with each other over the course of the cancer
experience. In an effort to explore such dynamism both across time and between
patients, we reviewed different associations between variables, which resulted in an
interactive model of the cancer experience that parallels Lazarus and Folkman’s (1984)
process-oriented theory of coping and social support. We specificaily found that initial
marital quality, shared understanding of the cancer experience, and dyad agreement on
patient coping predicted coping and social support which, in turn, affected reports of
marital quality after treatment had ended. Our model accentuates the dynamic and dyadic
nature of the cancer experience: the social networks and the environment surrounding the
patient shape and are shaped by each other to form the path that a cancer patient and
his/her spouse must take. While each partner experiences his’/her own stressors and
perceptions of support and the environment, these cognitions and their resulting actions
work to influence the other individuai in the dyad. When taken together, marital partners
influence on each other is cyclic: one partner’s perceptions and responses affect the
others’, which in turn reshapes the original partner’s views and behaviors.

Underneath our findings is a pattern common to the experience of cancer: each
partner in the marital dyad struggles through an experience like cancer to both maintain
his/her own well-being, while also attempting to provide the support and environment
necessary for their spouse to adapt to the experience as positively as possible (Coyne et
al,, 1990). As social support and‘coping are best viewed as dynamic e;nd interdependent
processes, it is imperative that both partners be considered within this paradigm. To fully

understand the experience of a cancer patient, one must also understand the experience of
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his/her most intimate tie, the marriage partner. To provide the best clinical advice and
support to cancer patients, both partners’ mental health must be taken into account, so to
provide an environment in which either’s needs for support are acknowledged and
fulfilled.. This, in turn, fosters a different cycle in which the patients or spouses who feel
they are receiving appropriate support will be more willing and more prepared to offer
support to their provider. As social support has been shown to be so integral to a positive
adaptation to cancer (Northouse, 1988; Peters-Golden, 1982; Swensen & Fuller, 1992),
the perpetuation of this cycle of support is fundamental to both the patient and his/her
spouse’s adjustment to cancer.

Few other relationships can compensate for the intimacy and support that can be
found in many marriages (Lichtman et al., 1988; Pistrang & Barker, 1995). Part of the
unparalleled nature of the intimacy found in marriage is that, in many cases, each partner
shows a willingness to sustain great burdens for the other (Coyne et al., 1990). Physical
illness, in particular, cancer, i§ a burden that many couples are forced to face in their
lives. While the cancer experience can be wholly negative and result in no perceived
good for some, the experience has also expanded and heightened others’ perceptions of
their priorities and their relationships. The benefits of the experience of cancer for
patients commonly include refocusing to see the happiness of their present situation, a
restructuring of their priorities to concentrate on what they now consider impottant, and a
feeling of being better adjusted after the cancer experience than they felt in their life prior
to cancer (Coyne et al., 1990). For those couples that successfully work together through
the diagnosis and treatment of cancer, these benefits and refocused priorities have the

chance to be shared and enjoyed by both partners of the dyad.
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