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Abstract

Objective: The goal of this study was to describe the quality of naturalistic communication 

between patients with advanced cancer and their spouse caregivers using observational methods. 

We also assessed the association between patient and caregiver communication behaviors and 

psychological and physical health using the actor-partner interdependence model.

Methods: Data on 81 dyads were gathered as part of a prospective observational study. Patients 

with advanced cancer and their spouse caregivers completed demographic, physical health, and 

emotional well-being questionnaires. Cancer and relationship communication captured in “day-in-

the-life” audio recordings were coded using Gottman’s Turning System to assess the quality of 

bids for attention and responses.

Results: Bids for attention were most often informational (Low Bids) and responses were mostly 

positive and effortful (Turn Towards); patients and caregivers did not significantly differ in 

communication behavior. More effortful bids for attention (High Bids) were associated with more 

positive and effortful responses. Patient communication behaviors were significantly associated 

with caregiver emotional well-being, whereas caregiver communication behaviors were 

significantly associated with their own emotional well-being and patient physical health.

Conclusions: While patients may benefit from caregivers’ more positive and engaged 

communication at home, the emotional labor of focusing on and engaging the patient may take a 

toll on caregivers’ own well-being. This work contributes to the understanding of what everyday 

communication looks like for patients with advanced cancer and their spouse caregivers and how 

this communication may impact physical and psychological health. Our findings provide a 

foundation to develop guidelines for psychosocial couple-based interventions.
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1 | BACKGROUND

Cancer is well recognized as a disease that not only impacts patients but also the family 

members who care for them. This is especially true for advanced cancer patients and their 

spouse caregivers.1 Spouses often serve as each other’s most important source of support 

and frequently have interdependent outcomes, such that when one spouse is distressed, the 

other spouse is more likely to be distressed due to their emotional bond and shared 

experience.2 Further, advanced cancer can increase the symptom and emotional burden, as 

well as the amount and complexity of caregiving tasks.3 Thus, advanced cancer patients and 

their spouse caregivers are at risk of worse psychological and physical health outcomes 

based on the stress associated with cancer and caregiving.4,5

There is strong evidence that communication is important to facilitate improved individual 

psychological well-being and physical health outcomes for cancer patients and their spouse 

caregivers, as well as dyadic relationship-focused outcomes.6 Communication is also a key 

component in theoretical models exploring dyadic interactions in psycho-oncology.7 For 

instance, the relationship intimacy model of couple adaptation to cancer suggests that 

communication behaviors, such as self-disclosure or hostility, can impact individual and 

dyadic outcomes, mediated by increased or decreased levels of relationship intimacy.8 

Similarly, communication behaviors, such as engagement or avoidance, are an important part 

of models of dyadic coping, which also has been shown to impact caregiver, patient, and 

dyadic outcomes.9,10 Given this theoretical basis, it is unsurprising that many interventions 

targeting patient and caregiver dyads include a communication component.11

However, evidence regarding the effectiveness of these communication-based interventions 

is mixed.12,13 Several factors have thus far limited the identification of an effective dose or 

timing of key communication behaviors.11 First, interventions focused on improving 

outcomes for couples coping with cancer have built on couples’ interpersonal 

communication research, the vast preponderance of which has focused on treating couples’ 

relationship dysfunction rather than maintaining or promoting relationship function.14 

Although some couples coping with cancer have dysfunctional relationships, the majority of 

older adult couples—the largest demographic of cancer patients and spouse caregivers—are 

relatively well functioning.15 As such, there is a mismatch between the goal of existing work 

and the need to support relatively well-functioning couples’ communication in the face of 

challenges like advanced cancer.

Second, there is little research on affected couples’ interactions in the contexts that make up 

the majority of their time together, such as everyday interactions in the home. These 

everyday interactions can serve to maintain, strengthen, or undermine the relationships 

between partners.16 Until recently,17 methodological and technological challenges made 

observations of these everyday interactions difficult.18 Instead, the majority of 
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communication research, particularly in the cancer context, has focused on self-reported 

communication or on analog discussions (eg, conflict discussions in a lab or therapy 

sessions;19,20 some exceptions are noted21,22). Although informative and with clear 

logistical advantages, self-report and analog methods may be vulnerable to selection, recall, 

or presentation bias.

Couples’ communication researchers have advocated for more holistic research in real-world 

contexts to understand better how well-functioning couples communicate in the face of 

unique challenges and how best to support these couples.14 Researchers focused on cancer-

impacted dyads are in need of observational data to determine how couples interact with 

each other and what kinds of communication are linked to better outcomes to develop more 

robust communication interventions.11

The goal of this study was to describe the quality of communication between advanced 

cancer patients and their spouse caregivers that occurs in the home. Thus, we collected 

observational data from these dyads in the home, representing a typical “day in the life.” We 

also assessed the association between communication and psychological and physical health 

using the actor-partner interdependence model.23

2 | METHODS

Data were gathered as part of a prospective observational study of couples coping with 

advanced cancer. A detailed description of study methods can be found elsewhere.18 All 

procedures were conducted with the approval of the Institutional Review Board.

2.1 | Recruitment

Research staff screened patient appointment lists in thoracic and gastrointestinal (GI) clinics 

for eligible patient-participants. Aside from prostate and breast cancer, for which may 

gender may be a confounding factor, lung and colorectal cancer are the most common types 

of cancer diagnosed in the United States and are responsible for the most deaths.24 As such, 

the thoracic and GI clinics at our institution have relatively high censuses of patients with 

advanced disease. Inclusion criteria for patients included a diagnosis of stages III or IV non-

small cell lung, pancreatic, esophageal, gastric, gallbladder, colorectal, hepatocellular, or 

bile duct cancer; a Karnofsky Performance Status score of 70+; a prognosis of more than 6 

months; and undergoing active treatment. Patients had to have a cohabiting spouse (or long-

term romantic partner) who identified as providing some care and also agreed to participate. 

Spouses were not required to be heterosexual. Both patient and caregiver were required to be 

over 18 years of age and English-speaking/writing.

On the day of their scheduled appointment, patients and caregivers were approached in 

clinic and study procedures were described. Staff verified eligibility and invited 

participation. Research sessions were scheduled for eligible and interested couples, either to 

take place in their homes or the clinic (with participants taking research materials home for 

later use).
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2.2 | Procedure

At the research session, both the patient and caregiver provided written informed consent 

and were asked to independently complete questionnaires assessing demographic 

information as well as physical and psychological health. Most questionnaires were 

completed in the home immediately prior to recording, but some participants were sent 

home with study materials for remote participation, and thus some baseline questionnaires 

may have been completed up to several days before or after.18

Each participant rated their overall health on a one-item measure ranging from excellent (5) 

to poor (1). Anxiety and depression were captured using the 14-item Hospital Anxiety and 

Depression Scale (HADS).25 The HADS contains a seven-item anxiety subscale and a 

seven-item depression subscale. Each item is scored from 0 to 3, and a summed score is 

calculated for each subscale with higher scores indicating more anxiety/depression. The 

four-item Perceived Stress Scale (PSS)26 was used to capture baseline stress levels. Each 

item is scored on a scale from 0 to 3, and a summed score is calculated with higher scores 

indicating more perceived stress.

Each participant was provided a digital audio recorder and lavaliere microphone, and 

couples were asked to simultaneously record on a pre-selected day when the patient and 

caregiver expected to be home together. Both patient and caregiver were asked to carry a 

small recorder with them to record the full breadth of communication within the day and to 

provide a backup for the couple if one recorder failed. The recorders often were carried in a 

pocket, but belt bags were also provided to participants. Recordings typically began in the 

morning and ended in the evening before bed. Staff was available to answer participant 

questions throughout the day. Equipment was returned either in clinic at the next 

appointment or by mail.

2.3 | Coding and processing

Recent work suggests that the topic of discussion may influence how couples communicate.
27 As such, we selected cancer and the relationship talk for targeted analysis. These topics 

were also key topics in previous research focused on the impact of communication on 

patient and caregiver outcomes.8,28

Trained coders used Noldus Observer to identify conversation related to the relationship (eg, 

any talk about what one’s spouse/family meant to him/her, how the couple was getting 

along, or emotions toward the spouse—both affection or complaints) and/or cancer (eg, any 

information exchange or positive or negative emotional expression regarding medication, 

symptoms, insurance, appointments, etc.). Data on the frequency of these topical domains 

are presented elsewhere.29

The unit of analysis was, speaker turn, defined as when an individual has the floor within a 

conversational exchange. Within each speaker turn, coders used an adapted version of the 

Turning System, developed by Driver & Gottman to capture ways couples interact in 

everyday life and to identify bids for attention and responses.30 In this system, any attempt 

to interact was coded as a bid for attention. Low Bids for attention included comments or 

questions related to information exchange. High Bids included comments or questions 
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related to thoughts, feelings, or attempts at humor. Responses to an initial bid were coded as 

either Turn Toward, Turn Away, or Turn Against. Turn Toward included attentive, 

enthusiastic, or playful responses. Turn Away included passive or inactive responses, such as 

ignoring the bid, responding nonverbally (ie, not captured by audio), or low-energy 

comments (eg, “uh-huh”). Turn Against codes were used to capture contempt or 

belligerence. Descriptions and examples are included in Table 1. If a conversation continued 

after one turn (eg, patient bids, spouse responds, patient speaks again), further turns were 

coded using the same code categories (ie, whoever made the initial bid retains bidding 

codes, and whoever responded to the initial bid retains responding codes) until the end of the 

segment of topic-relevant communication. Either patient or spouse could receive bidding or 

responder codes.

A random sample of 10% of recordings was scored by two coders to calculate interrater 

agreement. Percent agreement between coders was excellent, ranging from 84 to 99%. 

Frequency of codes from separate patient and caregiver recordings were averaged together to 

further improve reliability. In six couples, only one member of the dyad submitted a 

recording (three patients, three caregivers). In these cases, only the data from one 

individual’s recording was used. There were no significant differences between these 

couples and the larger sample.

3 | ANALYSIS

Descriptive analyses were conducted on demographic variables and Turning System 

communication codes. Multivariate analysis was used to assess potential demographic 

predictors of communication, including age, sex, education, and financial situation. Paired-

samples t tests were used to compare patient and caregiver communication variables.

Two Actor-Partner Interdependence Models were used to assess associations among 

communication and emotional and physical health variables for patients and caregivers. 

First, a model was tested to determine how patient and caregiver bids for attention predicted 

their own or their partner’s responses using the total frequency of each communication 

behavior in a between-couple analysis. Second, structural equation modeling was used to 

test how patient and caregiver Turning System communication (both bids and responses) 

predicted their own and their partner’s emotional well-being and physical health. Emotional 

well-being was modeled as a latent variable consisting of self-reported anxiety (HADS 

anxiety subscale), depression (HADS depression subscale), and self-reported stress (PSS). 

Physical health was an observed variable: the one-item self-report measure. This two-model 

approach was used to approximate a mediation model, which was not feasible to run given 

our small sample size and the large number of parameters.

4 | RESULTS

4.1 | Descriptive Analysis

Demographic characteristics for the 81 participating patient-caregiver dyads are presented in 

Table 2. Patients were mostly men and averaged 67.01 years of age. Caregivers were mostly 

women and averaged 64.95 years of age. Both patients and caregivers were mostly White 
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and relatively well educated, and most reported that their financial situation was 

“comfortable.” Patients and caregivers reported being married an average of 35.60 years and 

had relatively high levels of relationship satisfaction. As reported elsewhere,29 the median 

length of recording was 9.78 hours (range = 1.35–16.0 hours). The mean amount of cancer 

and relationship talk (ie, communication coded using the Turning System) was 4.50 minutes 

per recording but varied widely (range = 0–41 minutes). Of this, more talk on average was 

devoted to cancer (M = 3.85 minutes) than the relationship (M = 0.60 minutes), but the 

majority of overall talk throughout the day was about daily tasks or chit-chat. Both 

caregivers and patients had similar amounts of talk (t = 0.35, df = 80, P = .73). Participants 

reported that being recorded did not significantly impact their behavior and that the recorded 

day was somewhat to very typical.29

Descriptive data for Turning System communication behaviors are presented in Table 1. 

Both patients and caregivers had many more Low Bids than High Bids. The most common 

response was Turn Toward, followed by Turn Away. There were very few Turn Against 

responses, as might be expected from a sample of relatively well-functioning couples.

Demographic factors did not significantly predict Turning System variables (ps > .08). 

Patients had marginally significantly fewer High Bids than caregivers (P = .05), but patients 

and caregivers did not significantly differ in other Turning System variables.

4.2 | Predictive analysis

Two Actor-Partner Interdependence Models23 were used to assess how one individual’s 

communication behaviors predicted their own emotional well-being and physical health 

(actor effects) and the emotional well-being and physical health of their spouse (partner 

effects). In these models, we dropped the Turn Against communication behavior due to low 

frequency.

In the first model, shown in Figure 1, we assessed how bids for attention were associated 

with responses. For both patients and caregivers, High Bids for attention were significantly 

positively associated with their partner’s Turn Toward response (patient bid/caregiver 

response B = 0.51, SE = 0.11, P < .01; caregiver bid/patient response B = 0.66, SE = 0.21, P 
< .01). Caregiver High Bids were also significantly positively associated with their own Turn 

Toward behavior (B = 0.72, SE = 0.22, P < .01) and negatively associated with their own 

Turn Away behavior (B = −0.42, SE = 0.19, P = .03). Both patient and caregiver Low Bids 

were significantly positively associated with both Turn Toward and Turn Away behavior in 

their partners (patient bid/caregiver Turn Toward B = 0.74, SE = 0.04, P < .01; patient bid/

caregiver Turn Away B = 0.18, SE = 0.03, P < .01; caregiver bid/patient Turn Toward B = 

0.76, SE = 0.03, P < .01; caregiver bid/patient Turn Away B = 0.12, SE = 0.01, P < .01). 

There were no significant actor effects for either patient High Bids or Low Bids or caregiver 

Low Bids.

The second model, shown in Figure 2, assessed how communication behaviors predicted 

one’s own (actor effects) and one’s partner’s (partner effects) emotional well-being and 

physical health. There were no significant relationships between High Bids for attention and 

emotional well-being or physical health. Patient Low Bids were significantly positively 
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associated with caregiver emotional well-being (B = 0.13, SE = 0.06, P = .04), whereas 

caregiver Low Bids were significantly negatively associated with their own emotional well-

being (B = −0.12, SE = 0.05, P = .01) and patient physical health (B = −.02, SE = 0.01, P 
= .04). Caregiver Turn Toward behavior was significantly negatively associated with their 

own emotional well-being (B = −0.14, SE = 0.07, P = .04), whereas patient Turn Away 

behavior was significantly positively associated with caregiver well-being (B = 0.25, SE = 

0.10, P = .02). There were no significant effects for caregiver Turn Away behavior or patient 

Turn Toward behavior.

5 | DISCUSSION

This study is one of the first to describe how advanced cancer patients and their spouse 

caregivers communicate about cancer and their relationships in everyday life. These two 

domains of communication have been shown to be important predictors for well-being 

outcomes in previous research using self-report data,8,31 yet there has been little naturalistic 

observational work to validate these findings. This research is needed to develop more robust 

communication interventions to support advanced cancer patients and their spouse 

caregivers.11

As might be expected, both patients and caregivers had higher numbers of Low Bids for 

attention than High Bids for attention. As in other research assessing naturalistic 

communication in families, couples spend the majority of their time exchanging information 

and dealing with planning day-to-day tasks, rather than discussing their thoughts and 

feelings.16 Additionally, it is unsurprising that the majority of responses in our relatively 

high-functioning sample were Turn Toward and very few Turn Against behaviors were 

present. Also, the significant difference in High Bids between patient and caregiver may be 

due to the impact of cancer; patients may have lower levels of energy to put into effortful 

bids for attention.

Our predictive model suggests that, as expected, High Bids for attention were associated 

with the more effortful and positive Turn Toward response from partners, whereas Low Bids 

are associated with both Turn Toward and Turn Away responses from partners. For 

caregivers only, their High Bids were associated with more Turn Toward, and fewer Turn 

Away responses of their own, suggesting a more generally positive communication style. 

However, our second model suggests that this caregiver effort and positivity may have a cost 

to their own emotional well-being. This finding is in direct contrast to previous research (in 

healthy samples) that suggests that Turn Toward behaviors, such as encouraging discussion 

and engaging in humor, would be linked to one’s own improved well-being.32,33

One possibility is that caregivers are investing this effort in helping the patient explore their 

thoughts and feelings, but are not engaging in these behaviors to explore their own thoughts 

and feelings with their partners. Avoiding conversations and limiting self-disclosure to 

protect ones’ partner, known as “protective buffering,” has been linked to worse individual 

and relationship outcomes.34,35 Caregivers are often in the unique position of sharing the 

patients’ stress, but feeling unable or unwilling to share the stress of caregiving with their 

partners.36 To protect the relationship, yet benefit from exploring thoughts and feelings, 

Reblin et al. Page 7

Psychooncology. Author manuscript; available in PMC 2021 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



other research suggests that emotional disclosure about cancer-related stress may be less 

beneficial between patient and spouse caregiver;20,37 rather, disclosing to someone other 

than the spouse may be a better coping strategy.

Our finding that patient Low Bids were significantly positively associated with caregiver 

emotional well-being, whereas caregiver Low Bids were significantly negatively associated 

with patient physical health may have broader implications. For example, when patients 

share more information about their cancer, this may indicate increased dyadic coping, which 

has been shown in other research to be beneficial to emotional well-being.10 In contrast, 

when caregivers are engaged in information provision, this may indicate that due to the 

patients’ declining health, they have taken ownership of the stressor rather than sharing the 

stressor with the patients.38 This may be a natural function of the increasing roles and 

responsibilities of caregivers of patients with advanced stage disease.

5.1 | Limitations

Although our study is one of the few to capture continuous naturalistic recordings, advanced 

cancer patients and spouse caregivers discuss cancer and their relationships relatively 

infrequently, and there is high variability in the total amount of talk. A larger sample of more 

diverse couples and/or a longer assessment period may provide a more robust view of 

communication and how it predicts patient and caregiver outcomes. Our study is also limited 

in its cross-sectional nature and our discussion should be interpreted in light of this 

limitation. Further, psychological well-being and physical health likely have reciprocal 

relationships with communication; how couples communicate may have health and well-

being outcomes as proposed in our discussion, but health and well-being may also influence 

how couples communicate. Additional research is needed to fully explore causal models and 

determine how to enhance existing couples’ communication strategies and ultimately 

improve couples’ psychological well-being and physical health.

5.2 | Clinical Implications

This research suggests that there may be a need to provide spouse caregivers of advanced 

cancer patients’ opportunities to share their concerns and engage in emotional disclosure 

outside of their relationships. While patients are benefiting from caregivers’ more positive 

and engaged communication at home, the emotional labor of focusing on and engaging the 

patients may affect caregivers’ own well-being. Many cancer centers offer caregiver support 

groups, yet there are often logistical barriers for caregivers to attend.39 New health care 

models that increase accessibility to these groups or that encourage caregivers to identify 

supportive others within their own social networks may provide the support they need to 

support the patients better while maintaining their own well-being.

5.3 | Conclusion

Little previous research has captured the quality of everyday communication between 

advanced cancer couples through naturalistic observational methods. More observational 

research must be done to assess couples’ organic communication about cancer to better 

understand how these conversations naturally occur in context prior to developing 

intervention guidelines.14 Our work provides a foundation identifying what kind of 
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communication exists in these couples and what communication behaviors are associated 

with better psychological well-being and physical health. This work can be used to develop 

future guidelines for psychosocial couple-based interventions.
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FIGURE 1. 
Actor-partner interdependence model of patient and caregiver bids for attention and 

responses. CG, caregiver; PT, patient
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FIGURE 2. 
Actor-partner interdependence model of patient and caregiver communication behaviors, 

emotional well-being, and health. CG, caregiver; PT, patient
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TABLE 2

Demographic characteristics of participants**

Patient
(N = 81)

Caregiver
(N = 81)

Characteristics M (SD) M (SD)

Age 67.01 (8.97) 64.95 (9.29)

Years married 35.60 (15.10)

Relationship satisfaction (range 4–24) 20.69 (2.97) 19.91 (3.94)

n (%) n (%)

Sex

Female 23 (28.4) 58 (71.6)

Male 58 (71.6) 23 (28.4)

Race

American Indian/Alaska Native 1 (1.2) 1 (1.2)

Black/African American 4 (4.9) 3 (3.7)

White/Caucasian 75 (92.6) 74 (91.4)

Other 0 1 (1.2)

Ethnicity

Hispanic or Latinx 3 (3.7) 3 (3.7)

Highest level of schooling

7–11 Years 3 (3.7) 2 (2.5)

High school graduate or equivalent 12 (14.8) 14 (17.3)

Some college or vocational school 26 (31.1) 29 (35.8)

College graduate 15 (18.5) 12 (14.8)

Some graduate or professional school 6 (7.4) 5 (6.2)

Graduate or professional degree 18 (22.2) 18 (22.2)

Currently employed

No 63 (77.8) 49 (60.5)

Part-time 2 (2.5) 11 (13.6)

Full-time 14 (17.3) 17 (21.0)

Missing/No response 2 (2.4) 4 (3.9)

Financial situation

Not very good 9 (11.1) 8 (9.8)

Comfortable 46 (56.8) 52 (64.2)

More than adequate 23 (28.4) 19 (23.5)

Missing/No response 3 (3.7) 2 (2.4)

HADS anxiety (range 0–21) 5.03 (3.46) 7.49 (4.29)

HADS depression (range 0–21) 4.66 (3.07) 4.70 (3.72)

Perceived stress (range 0–12) 4.43 (2.97) 5.66 (2.95)

Self-reported health (range 1–5) 2.86 (0.96) 2.26 (0.74)

a**
1 dyad missing on all demographics.

Psychooncology. Author manuscript; available in PMC 2021 August 01.


	Abstract
	BACKGROUND
	METHODS
	Recruitment
	Procedure
	Coding and processing

	ANALYSIS
	RESULTS
	Descriptive Analysis
	Predictive analysis

	DISCUSSION
	Limitations
	Clinical Implications
	Conclusion

	References
	FIGURE 1
	FIGURE 2
	TABLE 1
	TABLE 2

