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Abstract

Obijective: To test the feasibility and preliminary efficacy of a couple-based communication
intervention for advanced Gl cancer delivered via videoconference.

Methods: 32 couples were randomly assigned to either couples communication skills

training (CCST) or an education comparison intervention, both delivered via videoconference.
Participation was limited to couples who reported communication difficulties at screening. Patients
and partners completed measures of relationship functioning and individual functioning at baseline
and post-intervention.

Results: 88% of randomized dyads completed all six sessions and reported high levels

of satisfaction with the intervention. Between-group effect sizes suggested that the CCST
intervention led to improvements in relationship satisfaction for patients and partners, and to
improvements in intimacy and communication for patients.

Conclusions: A couples-based communication intervention delivered via videoconference is
feasible and acceptable in the context of advanced cancer. Preliminary findings suggest that the
intervention shows promise in contributing to enhanced relationship functioning.
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Background

There is increasing recognition of the impact of cancer not only on patients but on their
spouses/intimate partners and on the patient-partner relationship. Accumulating evidence
suggests that couples’ ability to communicate effectively plays a major role in the
psychological adjustment of both patients and partners, the quality of their relationship,

and their ability to cope with the effects of cancer and its treatment.[1] Specifically, patients
and partners who have difficulty talking about their cancer-related concerns report higher
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levels of individual psychological distress and poorer relationship functioning. [2] This has
been found among couples coping with both early stage [3, 4] and advanced disease [5, 6].

Many couples experience difficulty communicating about cancer-related issues, even in the
context of satisfying relationships.[7, 8] This may occur for multiple reasons: Patients may
be overwhelmed with medical decisions, treatment side effects, and emotional distress.
Partners may also be overwhelmed as they face multiple and competing demands, including
providing support to the patient and dealing with their own fears and emotions.[9] Second,
both patients and partners often have the misconception that it is harmful for patients to
discuss their cancer or any negative aspects of the situation. Some partners believe they need
to cheer the patient up and should always be optimistic.[10] Finally, patients and partners
often avoid discussing sensitive issues such as sexual functioning or disease progression.[5,
11]

The impact of cancer on both members of the couple and on their relationship has led

to increasing interest in couple-based interventions. A recent review and meta-analysis of
couple-based interventions to improve patient and partner adaptation to cancer identified
23 studies and found that the interventions had small but beneficial effects on patient

and partner individual and relationship functioning.[14] However, most interventions tested
multimodal treatment packages, of which communication skills training was but one
component. Thus, it is difficult if not impossible to evaluate the unique effects of training
couples in communication skills.

In addition, most studies focused on patients with early stage disease. It may be particularly
important to target interventions to couples facing advanced cancer for several reasons.
First, patients with advanced disease are often coping with higher levels of symptom burden
and disability which can impact their partners and their relationships.[6][13] These couples
are also dealing with anticipatory grief and struggling to make meaning of their lives and
relationships. In addition, research indicates that attending to family relationships is vitally
important to patients and their family members at end of life.[12] Thus, couple-based
interventions may be particularly relevant during this time.

Recently, we conducted a study testing the efficacy of a partner-assisted emotional
disclosure intervention among 130 patients with gastrointestinal (GI) cancer (88%

with advanced disease) and their spouses.[15, 16] The intervention trained couples in
communication skills to help patients disclose cancer-related feelings and concerns and
partners to listen supportively. Compared to an education comparison condition, the
intervention led to significant improvements in relationship quality and intimacy in couples
in which the patient reported high baseline levels of holding back (e.g., active inhibition of
expression of cancer-related concerns ones’ partner).

While promising, this study had a number of limitations. First, the intervention’s
application of communication skills was narrow in focus (i.e., patient disclosure to partner
without opportunities for the partner to disclose). Second, we did not screen participants
for inclusion based on communication difficulties. There is increasing recognition that
psychosocial interventions for cancer, including couple-based interventions, should be
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targeted to those at risk for poor outcomes without intervention.[17, 18] Finally, like most
couple-based intervention studies, we relied on an in-person treatment delivery format.

For couples facing advanced cancer in particular, there are numerous barriers to attending
face-to-face intervention sessions (e.g., problems with mobility, fatigue, and costs of travel).
Thus, it is critical to develop couple-based interventions that are easily accessible.

Videoconferencing is increasingly utilized in health care (e.g.,[19, 20]), including for
delivery of mental health services, and is associated with high levels of patient satisfaction
and efficacy.[19] However, to date there have been no studies of videoconference-based
interventions for couples facing advanced cancer. It is important to conduct pilot feasibility
studies in order to understand and address technical challenges posed by videoconferencing,
and to assess the preliminary efficacy of interventions delivered in this manner.

We therefore conducted a pilot feasibility study of a Couples Communication Skills Training
(CCST) intervention delivered via videoconference for patients with advanced Gl cancer
and their partners. The intervention focused solely on communication skills training and
explicitly encouraged both patients and partners to share their concerns with each other. We
targeted couples who reported difficulties communicating about cancer-related concerns, a
subgroup that our previous research identified to be at risk for poor adjustment. [5, 16] All
couples in the study received tablet computers with cellular data plans to use during the
study for videoconferencing.

There were two aims: (1) To determine the feasibility and acceptability of the CCST
intervention; and (2) to provide preliminary data on the effects of CCST compared to

an educational comparison condition on measures of couples’ relationship and individual
functioning.

Patients were eligible if they were: (a) married or in a committed intimate relationship
(whether or not they were cohabitating), (b) diagnosed with Stage 3 or 4 Gl cancer, and

(c) had a life expectancy of = 6 months as estimated by their treating oncologist. Both
members of the couple had to be age > 18 and able to speak and read English. Patients with
a diagnosis of active psychosis or dementia were excluded.

Because we wanted to focus on couples with difficulty communicating about cancer-related
concerns, we administered the Holding Back subscale of the Emotional Disclosure Scale
[5, 7] which measures active inhibition of expression of cancer-related concerns to one’s
partner. It has been used in numerous studies of patients with cancer and demonstrated
excellent psychometric properties [5, 16, 21, 22]. The range is 0 to 4, with reported mean
scores ranging from 0.82 [16] to 1.23 [5]. Higher scores have been consistently associated
with poorer psychological and relationship functioning.[5, 7, 21, 22] The study coordinator
administered the measure by telephone. Typically, the patient was contacted and screened
first; if s/he scored = 1.0 (the median score in our previous study with this population

[16]), the couple was invited to participate. If the patient scored below the cutoff, the study
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coordinator asked for permission to contact the partner and screen him/her. Among the 22
couples in which both the patient and partner completed the holding back measure, in 16
cases both partners met the criteria, in 3 cases the patient but not the partner met the criteria,
and in 3 cases the partner but not the patient met the criteria.

All study procedures were approved by the Institutional Review Board at Duke University
Medical Center. Participants were recruited between September, 2012 and May, 2014 from
the outpatient cancer clinic. After completing informed consent, participants completed
pretreatment measures and were then randomly assigned with 1:1 allocation to either
Couples Communication Skills Training (CCST) or an education comparison condition
(Healthy Lifestyle Information; HLI). Randomization was stratified by patient sex and
cancer stage (3 versus 4). Within the four strata, a random number generator was used to
assign treatment order with a block size of two. Except for the study statistician (M.O.),

all study personnel were blinded to block size and randomization sequence. Assignments
were concealed in envelopes that were opened by the study coordinator after both members
of the couple completed their pre-treatment evaluation. After completing the intervention,
participants completed post-treatment measures. Evaluations were mailed to participants
who were instructed to complete the questionnaires independently and return them by
mail; separate envelopes were provided. It was intended that post measures be completed
2-3 weeks following the final intervention session, to allow time for mailing; the average
number of days was 18 (SD=14, range=5-62). Each participant was reimbursed $50 ($25 for
each evaluation).

Demographic information was collected from patients and partners, and medical information
was collected via medical record review. Both members of the couple completed the
following self-report questionnaires at baseline and post-treatment. Scale ranges and alphas
are presented in Tables 2 and 3.

Acceptability was measured using the Client Satisfaction Questionnaire (CSQ-8[23])
which assesses effectiveness of/satisfaction with services received. This scale was
administered at post-treatment only. Cronbach’s alphas were .86 and .83 for patients and
partners, respectively. Additional questions were added to assess the convenience of the
videoconference format, preference for format (videoconference, telephone, or in person),
and comments regarding aspects of the intervention that they found most and least helpful
(open ended).

Relationship Satisfaction was measured with the Revised Dyadic Adjustment Scale (RDAS)
[24], a standardized and validated measure widely used to evaluate relationship satisfaction.
The reliability and validity of the RDAS has been established in cancer populations.[25]

Intimacy was measured with the Miller Social Intimacy Scale (MSIS)[26] which assesses
the degree of intimacy, closeness, and trust that an individual feels in a relationship toward
his or her partner. The MSIS has demonstrated adequate reliability and validity.[26]
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Communication was measured using two subscales of the Marital Satisfaction Inventory-
Revised,[27] Problem Solving Communication (PSC) and Affective Communication (AFC).
The PSC assesses difficulty resolving minor differences, lack of problem solving skills, and
inability to discuss sensitive issues. The AFC assesses lack of support and affection and
limited disclosure of feelings or lack of understanding. The MSI-R and its subscales have
been extensively validated.[27]

Cancer-related Distress was assessed using the 8-item version of the Impact of Events

Scale (IES).[28] This scale has been found to reliably assess intrusive thoughts about
stressful events and conscious avoidance of feelings and ideas about the events.[29] Internal
consistency for the shortened version has been found to be as good as the longer version.[30]

Psychological Growthwas measured with the Posttraumatic Growth Inventory (PTGI)[31]
which assesses how patients and partners feel that they have changed as a result of the
patient’s illness and focuses on positive outcomes. There is a total score and five subscales:
Relating to Others, New Possibilities, Personal Strength, Spiritual Change, and Appreciation
of Life.

Self-efficacy for managing symptoms was assessed with a modified version of a standard
self-efficacy scale.[32] Items assess one’s perceived ability to manage a variety of cancer
symptoms (patient version) or help the patient manage symptoms (partner version). Prior
studies using this instrument with cancer patients and caregivers have demonstrated evidence
of its validity [33, 34].

Interventions

General factors.—The six, 60-minute sessions were conducted with via videoconference.
Therapists were two master’s level social workers. Sessions for both treatment conditions
included both didactic and experiential components, and information was summarized in
handouts given to the couple. Several steps were taken to ensure that the treatment protocols
and delivery were uniform. First, therapists received training in the protocols by the study
P1 (L.S.P.). Both therapists had prior training in couple therapy and experience delivering
similar interventions to couples coping with advanced cancer, thus training was conducted
in one four-hour workshop consisting of an overview of the goals and treatment strategies
for each protocol, a review of the treatment manual, and role-plays of commons scenarios.
Therapists then role-played each session and these were reviewed to ensure adherence

and quality. Therapists followed treatment manuals for each session. All sessions were
audio recorded, reviewed by the study PI, and discussed with the therapists in biweekly
supervision sessions.

The Couples Communication Skills Training (CCST) protocol systematically trained
couples in two communication skills to help patients and their partners (a) disclose their
thoughts and feelings related to the cancer experience to each other, and (b) make decisions
about cancer-related issues. The intervention emphasized the importance of both patients
and partners having the opportunity to address their concerns and be heard by the other
person. Following each session, the couple was given home practice assignments focusing
on ways to incorporate material from the session into daily life.
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In the first session, couples learned communication skills for disclosing thoughts and
feelings about cancer, along with strategies for accepting and affirming the other person’s
feelings and perspectives.[35]. They were instructed to share their thoughts and feelings
regarding a topic related to the patient’s cancer. A list of possible topics was provided
(e.g., disruptions to life caused by the illness; talking to family or friends; plans for the
future; fears or worried about death), but couples were encouraged to talk about something
of personal concern. They were encouraged to discuss both negative feelings (i.e., fears,
frustrations, concerns) and positive feelings (i.e. hope, gratitude, affection) associated with
these topics.

Session 2 focused on training couples in communication skills for joint decision making.
[36]. In this session, they were instructed to think of a problem that they would like to solve
or a decision that they would like to make that involves the patient’s cancer. They were told
that they did not necessarily need to come to a final decision or solution, but if they did they
were encouraged to implement it and to review the outcomes in subsequent sessions.

In sessions 3-6, the patient and partner each had the opportunity to select a topic to discuss
and specified whether they wanted to focus exclusively on expressing their concerns, or if
they also wanted to make a decision about the issue. The last session included discussions
of the couple’s progress during treatment and future issues the couple anticipated addressing
relative to communicating about cancer. Sessions were audio recorded for quality assurance.

The Healthy Lifestyle Information (HLI) intervention provided couples with health
information relevant to cancer in a supportive environment. Sessions focused on the
following topics: fatigue, sleep disturbance, nutrition, physical activity, survivorship care
plans, and palliative care. Patients and partners in this condition were invited to discuss
their experiences around the session topics with the therapist and ask questions about the
information presented. However, they did not receive training in communication skills, nor
were they encouraged to disclose emotions or problem solve with each other. Following
each session, the couple was encouraged to review the session handouts and utilize the
information provided as appropriate.

Statistical Analyses

Descriptive analyses examined recruitment rates, pre/post means on outcome measures for
the two study conditions, and feasibility and acceptability measures. Due to the small
sample size, for primary analyses significance tests were not calculated for between-group
comparisons of pre-post change, and only complete data (i.e., data from participants
available at both pre/post-treatment) were used. Using procedures employed in other small
psychosocial intervention studies [37, 38], pre- to post-treatment change scores were
calculated for each person. Between-group effect sizes were then calculated (group-wise
difference in mean change scores/pooled change score SD) [37]. Effect sizes were classified
as large (=.80), medium (.30-.60), and small (.20-.30).[39] Analyses were conducted using
SAS Version 9.2 (Cary, NC).
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Baseline demographic and medical data for participants are presented in Table 1. Patients
were mostly male, Caucasian, and highly educated. Partners were all opposite-sex, and
all couples were cohabitating. Baseline scores on the RDAS indicate that, on average,
participants were highly satisfied in their relationships.

Feasibility and Acceptability

Study Enrollment and Participation (see Figure 1).—Of 153 patients screened, 32
(21%) were excluded, 10 because neither the patient nor partner met criteria on the Holding
Back screen. Of 121 eligible patients, 34 (28%) agreed to participate. Reasons for refusal
included lack of patient or partner interest (n=56); lack of time (n=21); feeling too ill

(n=6); and concerns about privacy (n=4). Thirty-four couples were consented and 32 were
randomized; one partner changed her mind prior to completing baseline questionnaires, and
one couple was unresponsive to multiple contact attempts. 29 couples completed the study.
Three couples in the CCST group dropped out; one because the patient died and two because
of declining health. One couple in the HLI group discontinued the treatment sessions but
completed post-treatment surveys. All analyses are based on the 29 couples who provided
both baseline and post-test data.

Acceptability.—Among patients, those in CCST reported mean satisfaction ratings of 3.63
(8D=0.40) while those in HLI reported mean satisfaction ratings of 3.19 (50=0.48). Among
partners, the mean satisfaction ratings were 3.43 (SD=0.46) for CCST and 3.18 (SD=0.61)
for HLI. Responses to the question on the satisfaction survey regarding the videoconference
format indicated high satisfaction with this format, with a mean rating of 3.7 (SD=.79).
When queried about their preference for format, 77% chose videoconference compared to
20% who chose in person and 3% telephone.

In response to the open-ended question, participants in the both treatment conditions
commented favorably on having the opportunity to discuss cancer-related issues with a
skilled, empathic moderator, and on the flexibility and convenience of the videoconference
format. Several participants in both conditions noted that the intervention would have been
more helpful closer to the time of diagnosis. Among participants in the CCST condition,
many reported that the training in communication skills, particularly in listening, was very
helpful. One partner noted that it would have been helpful to have more guidance regarding
specific topics to work on.

Preliminary Efficacy

Effect Sizes for Patients (see Table 2).—For measures of relationship functioning,
medium effects were found in favor of CCST for relationship satisfaction, intimacy,
affective communication, and problem-solving communication. For measures of individual
functioning, a medium effect size in favor of CCST was found for the PTGI Personal
Strength subscale, while small to medium effects in favor of HLI were found for self-
efficacy and PTGI New Possibilities.
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Effect Sizes for Partners (see Table 3).—For measures of relationship functioning,
there was a medium effect in favor of CCST for relationship satisfaction, but no effects for
intimacy or communication. For measures of individual functioning, there was a medium
effect in favor of CCST for PTGI Relating to Others, and a small effect in favor of HLI for
self-efficacy.

Conclusions

The primary aim of this study was to determine the feasibility and acceptability of a couples
communication intervention delivered via videoconference to patients with advanced Gl
cancer and their partners. To a large degree, findings supported the feasibility and
acceptability of this approach. Retention was excellent, with 91% of randomized couples
randomized providing post-test data; this is in contrast to a 22% attrition rate among
patients with advanced cancer and their partners reported in a recent review of couple-based
interventions. [40] Treatment completion rates were also excellent with 88% of randomized
couples receiving all six sessions. These are considerable improvements on retention and
treatment completion rates in our previous couple-based intervention study which consisted
of four in-person sessions; in that study, 79% of couples provided post-test data, and only
56% received all four sessions. One likely reason for these improvements is the convenience
and flexibility afforded by the videoconference format. This was particularly important for
patients dealing with fatigue and other cancer symptoms and treatment-related side effects,
but it was also helpful for couples with childcare and work responsibilities, and for those
who lived at a distance from the medical center.

From therapist and participant report, the home-based sessions via videoconference

also appeared to enhance participant-therapist rapport. Participants frequently used the
videoconference to share personal aspects of their home life with the therapist (e.g.,
introducing a pet, or showing the therapist a favorite part of their house). Some participants
noted that they felt it less intimidating to discuss sensitive issues over videoconference
compared to in person. Therapists reported that they felt levels of rapport were as high as,
or higher than, in-person sessions. Technological problems were limited almost exclusively
to poor reception via the cellular data plan. If the couple was not able to connect through
videoconference, the session was conducted by telephone. This occurred in approximately
20% of the sessions, most of which were early in the study. It is likely that the geographic
area covered by cellular data plan increased over the course of the study, and will

continue to increase in the future, making videoconferencing increasingly accessible to more
participants.

Another important feature of the study was the focus on couples who reported having
difficulty communicating about cancer-related issues. Interestingly, only 10 couples were
excluded from the study because neither member scored highly enough on the Holding
Back scale. Thus, the use of the screening questionnaire did not unduly hinder recruitment.
However, most couples who declined to participate did so prior to completing screening.
Thus, it is not known whether couples with communication difficulties are more or less
likely to participate in a study focused on enhancing communication. We observed that, in
the first session of the communication intervention, most couples admitted to challenges
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in talking about cancer-related issues and thought the content of the intervention would
be helpful for them. This is in contrast to our previous intervention study in which many
couples said at the outset that they thought they communicated relatively well. Thus, it is
possible that limiting participation to couples based on the Holding Back screen increased
the relevance of the intervention for them and might also have contributed to the high
treatment completion rate.

Acceptability ratings were high among participants in both treatment arms, albeit somewhat
higher in the communication intervention versus the comparison condition. Another
indication of acceptability is the uptake, or percent of eligible couples who agree

to participate in the study. The uptake in this study (28%) was lower than we had

hoped, although similar to that in our previous couple-based intervention study with the
same population (25%). As we and others have noted [40, 41], recruitment of couples

into psychosocial treatment studies is particularly challenging. While travel to attend
intervention sessions is one salient barrier that can be overcome using technology such

as videoconferencing, research is needed to more precisely identify and overcome other
barriers to participation, such as perceptions of stigma associated with psychosocial care.
[40] Integration of psychosocial assessment and treatment into routine clinical care may help
legitimize participation in psychosocial treatment studies, as would maximizing involvement
by patients’ physicians during the recruitment process. [40, 41] Oncologists are viewed

as highly credible by their patients, and their endorsement of the value of psychosocial
treatment studies may play a key role in patients’ and partners’ willingness to participate.

Regarding the efficacy of the intervention, the small sample size makes it difficult to
interpret the outcome data. However, the between-group effect sizes suggest that the CCST
intervention led to improvements in relationship functioning, particularly for patients. Both
patients and partners in the CCST arm reported greater improvements in relationship
satisfaction than did couples in the comparison condition. In addition, patients in CCST
reported improvements in intimacy with their partner, and in their communication. Notably,
these effects were obtained in the context of a study design that used a comparison condition
that equated for time and attention given to couples. Thus, these findings suggest that it is
not simply attending sessions with one’s partner in a supportive environment that leads to
improvements in relationship functioning. Rather, training couples in communication skills
and giving them the opportunity to share their thoughts and feelings and problem solve
about cancer-related concerns appears to be the active ingredient.

The limited number of findings for partners is somewhat surprising given that, in our
previous study, findings were consistent between patients and partners. In addition, unlike
our previous intervention which focused exclusively on patient disclosure, the current
intervention encouraged both patients and partners to talk about their cancer-related
concerns to each other. Despite this more balanced approach, patients seemed to benefit
more than partners, at least in the short-term. One possible explanation is that partners may
have felt uncomfortable focusing on their own concerns in addition to the patients’. The
fact that, at baseline, partners reported higher levels of holding back than patients supports
this possibility. It is also possible that partners may report more benefits of the intervention
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over time as they continue to use the communication skills in their conversations with their
partners (the patients).

A qualitative analysis of couples’ conversations during the intervention sessions, including
the topics they discussed, who initiated the conversation, and whether the focus was on the
patient or partner, may also help shed light on why patients benefited more than partners.
We are currently conducting these analyses, but an informal review of the topics discussed
suggests that they were quite varied. Examples include: practical day-to-day issues (e.g.,
the logistics of getting to medical appointments; management of household responsibilities);
the emotional toll that cancer was taking on the patient, partner, and their relationship (e.g.,
feelings of guilt and worry; the desire to foster greater emotional and physical intimacy);
their experiences in talking with and receiving support from friends and family; plans for
the future (e.g., travel, job transitions); and end-of-life issues such as the preparation of
wills and funeral arrangements. While therapists did not explicitly recommend that couples
address end-of-life issues, they were attune to the fact that these issues were salient for these
couples but also likely to spur avoidance. Thus, if one member of the couple raised such

an issue, the therapist encouraged the couple to address it while processing, normalizing,
and working through any avoidance. Notably, even many of the seemingly mundane topics
that couples discussed were imbued with an additional layer of meaning associated with
recognition of the patient’s shortened life expectancy. For example, a discussion regarding
whether to get a Christmas tree was driven by competing desires to create lasting memories
and to avoid unnecessary hassle given the burdens associated with the patient’s ongoing
treatment. Thus, many couples used the sessions as an opportunity to discuss issues related
to life completion.

Limitations of the study include the small sample size and the lack of long-term follow up.
A larger study would enable examination of dyadic effects, including whether intervention
effects differ for patients versus partners, using analytic strategies suited for dyadic data.[42]
Ideally, a future study would also (a) utilize a three-group design, comparing the couple-
based communication and education interventions to a standard-care control group; (b)
examine mechanisms of change to help elucidate differential effects of the two interventions,
and (c) include observational measures of couples’ communication skills. A future study
might also include patients with other types of advanced cancer, such as prostate and

breast cancer which, like GI cancer, are associated with difficulties related to couple
communication [7, 21] and focus on enrolling a more diverse sample. Finally, in light

of participant comments, it may be helpful to focus on couples closer to the time of the
patient’s diagnosis and, in the communication intervention to provide more guidance about
specific topics to focus on, perhaps guiding couples to focus on issues related to life
completion to assist with transitions at the end of life.

Despite its limitations, this study offers support for the feasibility of a couple-based
communication skills training intervention delivered via videoconference. This is the first
study to demonstrate that videoconference is a feasible and acceptable mode of delivery

for couple-based interventions in the context of advanced cancer that may aid in treatment
adherence. This is also the first study to target couples having communication difficulties for
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inclusion in a couple-based intervention study. While preliminary, findings suggest that the
communication intervention shows promise in enhancing couples’ relationship functioning.
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Table 1.

Participant demographic and medical characteristics

PatientsM (SD) PartnersM (SD)

Age 54.7 (10.4) 52.3(10.1)
Length of marriage/relationship (years)  18.8 (14.0) 18.8 (14.0)
Education (years) 15.8 (2.9) 14.8 (2.7)
n (%) n (%)

Gender (%male) 22 (68.8) 10 (31.2)
Race/ethnicity

White 28 (87.5) 28 (87.5)

Hispanic 1(3.1) 0 (0)
Cancer site

Colorectal 14 (43.8)

Pancreatic 8(25.0)

Esophageal 4 (12.5)

Other 6 (18.8)
Cancer stage

Stage IV 23 (71.9)
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