INFORMATION TO USERS

The most advanced technology has been used to photograph and
reproduce this manuscript from the microfilm master. UMI filis the
text directly from the original or copy submitted. Thus, some thesis and
dissertation copies are in typewriter face, while others may be from any
type of computer printer.

The quality of this reproduction is dependent upon the quality of the
copy submitted. Broken or indistinct print, colored or poor quality
illustrations and photographs, print bleedthrough, substandard margins,
and improper alignment can adversely affect reproduction.

In the unlikely event that the author did not send UMI a complete
manuscript and there are missing pages, these wili be noted. Also, if
unauthorized copyright material had to be removed, a note will indicate
the deletion.

Oversize materials (e.g., maps, drawings, charts) are reproduced by
sectioning the original, beginning at the upper left-hand corner and
continuing from left to right in equal sections with small overlaps. Each
original is also photographed in one exposure and is included in
reduced form at the back of the book.

Photographs included in the original manuscript have been reproduced
xerographically in this copy. Higher quality 6" x 9" black and white
photographic prints are available for any photographs or illustrations
appearing in this copy for an additional charge. Contact UMI directly
to order.

University Microfilms International
A Bell & Howell Information Company
300 North Zeeb Road, Ann Arbor, MI 48106-1346 USA
313/761-4700 800/521-0600






Order Number 9082527

Marital reciprocal support in the context of cancer

Douglass, Lillian Gearldian, Ph.D.

The University of Arizona, 1990

Copyright ©1990 by Douglass, Lillian Gearldian. All rights reserved.

U-M'1

300 N. Zeeb Rd.
Ann Arbor, MI 48106






MARITAL RECIPROCAL SUPPORT IN
THE CONTEXT OF CANCER

Lillian Gearldian Douglass

Copyright(:)L111ian Gearldian Douglass

A Dissertation Submitted to the Faculty of the
COLLEGE OF NURSING

In Partial Fulfillment of the Reguirements
For the Degree of

DOCTOR OF PHILOSOPHY
In the Graduate College
THE UNIVERSITY OF ARIZONA

1990




THE UNIVERSITY OF ARIZONA
GRADUATE COLLEGE

As members of the Final Examination Committee, we certify that we have read

the dissertation prepared by Lillian Gearldian Douglass

entitled Marital Reciprocal Support in the Context of Cancer

and recommend that it be accepted as fulfilling the dissertation requirement

for the Degree of Doctor of Philosophy

Alice J. Longﬁn,Tﬂ.D. P4 Date

_ﬁ%w%@ S=3/= FO
Suz&nne Van Ort, Ph.D, Date

Z‘)’u)ﬂ—.. D.L«f/w 3/-/0

S (M. erbe’), PR D. Date
W ﬁff@w /Ef
/ Richard tTcdtzm,ﬁh.U. Date
S'Z 2/ S0

Lee Sechrest, Ph.D. Date

Final approval and acceptance of this dissertation is contingent upon the
candidate's submission of the final copy of the dissertation to the Graduate

College.

I hereby certify that I have read this dissertation prepared under my
direction and recommend that it be accepted as fulfilling the dissertation
requirement.

(ZAa_‘J;__ Ag’ C?(Gwaxsr\fV\u-—~ Ny W (-2 O

Dissertation Diregfor Date




STATEMENT BY AUTHOR

This dissertation has been submitted in partial fulfillment
of requirements for an advanced degree at The University of Arizona
and is deposited in the University Library to be made available to
borrowers under the rules of the Library.

Brief quotations from this dissertation are allowable without
special permission, provided that accurate acknowledgment of source
is made. Requests for permission for extended quotation from or
reproduction of this manuscript in whole or in part may be granted
by the copyright holder.

SIGNED:




DEDICATION

FOR MOM

whose faith and love

are a constant source of supnort




ACKNOWLEDGMENTS

Many dndividuals have assisted in the achievement of this mile-
stone. Dr. Alice Longman, dissertation chairperson, generously shared
her expert knowledge of oncology nursing and potential research settings
for the conduct of this research., Her encouragement, insights regarding
the substantive area, and availability for consultation are greatly
appreciated. Dr. Suzanne Van Ort, committee member, was extremely
helpful 1in the formative stages of the dissertation, and has been a
special mentor since the outset of doctoral study. Dr. Rose Gerber,
committee member, made valuable suggestions regarding theoretical and
methodology aspects of the dissertation.

Dr. Lee Sechrest, minor committee chairman, contributed much
in the areas of field research methods and issues related to social
support. Dr. Richard Bootzin (minor committee member) raised thought-
provoking questions which helped to pinpoint unanticipated problems
and clarify ways to manage them in the research process.

Gratitude is expressed to all the subjects whose participation
in the study will hopefully assist nurses and other care providers
to better understand and assist in meeting the psychosocial needs of
couples living with cancer. Nurses and physicians in the clinical
settings are gratefully acknowledged for their assistance in the
recruitment of subjects for the study. Sincere thanks are extended
to Dr. Julie Erickson for opportunities to discuss statistical matters
at various stages of the dissertation.

I am particularly indebted to Savanna, other family members,
and close friends whose timely words of encouragement and numerous
acts of kindness, helped sustain the resolve to persevere in the pursuit
of a major professional goal.

Funding for this research was provided in part by the Arizona
Division, Inc. of the American Cancer Society and Sigma Theta Tau
International, Beta Mu Chapter.



TABLE OF CONTENTS

Page

LIST OF ILLUSTRATIONS .ivuviiverenaccvsassnsnancsnnsaannsnans 8

LIST OF TABLES vuuvieeveectoneeesnonansassarasasssnsnnansnsss 9

ABSTRACT ........ ® " A s SERSTN L I B B B B BN B B B B B R B B A S e300 s ane ]2

CHAPTER

I. INTRODUCTION ..vuieieteernncnnssunsscnsansoasasasuscnssanasnnnns 14

Statement of the Problem ..iievicicerecennnrnniscsnnnnes 18

Purpose of the Study cv.eeeeessiesnceransanasacncsaasnaans 21

Significance to NUrsing seveceveceerceensnesnnsasnscanas 22

SUMMAYY 4eeseneeessancnscnassesaasaasssansssasscsnsnnnns 24

ITI. CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW ....civcvvievennnas 25

Conceptual Framework .viveeveveceenevanossnaranssnnncnnss 25

Theoretical Underpinnings veveceeeescesencesassanes 25

Structure of the Framework ..oveeieeceerenvrnassonne 31

Social SUPPOrt (ieveerecereenasassnannsnnsncansnnes 3

Social Support ISSUES civeecierrensnearrncennnnnnas 34

ReCiProCity tiviieneescescensesnosnsanssananssnsnes 36

Psychosocial Aspects of Cancer ..icveeeeeecsneronnennnas 39
Description of Concepts

and Relationships teeeeeersseceesarcassaosncsasnnnsnnns 44

Severity of ITTnessS viieceannasnesennccarscanssannes 44

Marital Reciprocal Support (MRS) .iveerennnnnennnns 45

Psychological Status se.evevesensssnensencssonnorens 48

Extraneous Variables vcveeeeesesecsceccacnnsasnnnns 49

Demographic Variables cvivceeeeenenoncsocssenssanns 52

SUMMANY 4. esenvacesceasnssnsanssssastassancsnannsnasnsns 54

ITT METHODOLOGY ..veivesnnsasccnnnannasncnsnnss Cietsesesasssasaene 55

Research Design veeeseenescecess trettererestsasarnanas - 55

Sample and Setting cveeevesssesecrassvasnososaasassoscnne 56

Protection of Human Subjects cveeeceeerecnernnencncennns 57

Data Collection Approach teiviiecesssecrasssacansassanss 57

InStruments vveieieeeererentessansnanoanssnsessscnnnnses 59

IPRI Pilot TeSt vvevevecenoresesnnanscssonnsacnssnnances 74

Data Analysis ApPpProach ...eeeeisesessesssassnnsnsesanans 77

Limitations of the Study veeeeveveservrnnensnsroansennas 82

SUMMAYY 4t evtsnnnrosonsessasesansssssesnsnnssassnsnsenss 85



TABLE OF CONTENTS--Continued
CHAPTER
IV, RESULTS OF DATA ANALYSIS tveverecvecercncnncearennasaansannnss

Instrument Reliability Estimates ¢iieeveecvenceecnnsnnns
Missirig Data Management .vvvevererenecnencnnnannens
Description of the Sample vceveerienencnercncacancannnnes
Results of Research Questions ..vcevecrecensasecascncnsae
Summary of Conceptual Framework
Empirical Relationships soeeeeiaernenenssaceroncuncnees
SUMMAYY «eteentsansascsnsssnsasorassnossncsanssansnasnsss

V. DISCUSSION AND CONCLUSIONS .uuuvvvveevsnnnonesnscanssanasensss

Discussion of Findings vevveeeeereesnrnccenaerecnncennss
Adequacy of the Conceptual

Framework of the Study vieeeceiereserencennsnennsnnnne
Implication of Study Results

for Theory Building veeeeeeeeeeeaccenasacccossensennnss
Implications for NurSing eiseeesscoosssnssesvenansnnsansa
Implications for Future Research ....ccceieeninnnnnanans
CoNCIUSTONS wuvvecnnusronerasescsssesesansnsarssnsnnnens
SUMMAYY et eeesensesassossssosssaatoasssssssoncnannnsaasss

APPENDIX A: HUMAN SUBJECTS LETTER OF APPROVAL

APPENDIX B: SUBJECT DISCLAIMER (WELL SPOUSE) ....iiveenncnnn
APPENDIX C: SUBJECT CONSENT (SPOUSE WITH CANCER) ...........
APPENDIX D: COUPLE INTRODUCTION TO STUDY FORM .....cevvenunn
APPENDIX E: WELL SPOUSE INSTRUMENT PACKET 4ivuicevincacnnnnns
APPENDIX F: ILL SPOUSE INSTRUMENT PACKET

APPENDIX G: APPROVAL FOR INSTRUMENT USAGE

REFERENCES wuvinreiiinennnieronenenannnnnes e reessreenaaaaes



LIST OF ILLUSTRATIONS

Figure

1.

Conceptual Framework: Perceived
Marital Reciprocal Support

in the Context of Cancer ....... cevsssesvrsan teause cevranns

Operational Framework: Perceived
Marital Reciprocal Support

in the Context of Cancer .v.veeeessccnancesaans

Pearson Correlation Coefficients Between
Variables in the Operational

Framework (Well Spouses, N=73) .eeceeerueacccssranrocsnscncs

Pearson Correlation Coefficients Between
Variables in the Operational

Framework (I11 Spouses, N=73) .i.eeiiiirencovscacnncnnsnnns

Page

27

83

139

140



LIST OF TABLES

Table

1.

2.

10.

11.
12.
13.
14.
15.

Definitions of Conceptual

Concepts in the Framework ...ceceeevecosscanee

Instruments Used to Operationalize

Framework Concepts cvvvivvevenvessnnssnaase cees

Instructions and Reciprocity (RECI)
Subscale Items From Tilden's Interpersonal

Relationships Inventory (IPRI) ....eveeevanenn

Instructicns and Interpersonal Support (IPS)
Subscale Items From Tilden's Interpersonal

Relationships Inventory (IPRI) ciievivevneneen

Instructions and Interpersonal Conflict (IPC)
Subscale Items From Tilden's Interpersonal

Relations Inventory (IPRI) ..iieercenrennrennns

Braden's Disease Course Graphic

Scale (DCGBS) vvvuievereenencnesaseannnnssanens

Reliability Estimates, Cronbach's
Coefficient Alpha for Scales and

Subscales (N=142~146) ..vvieeeneeennen vevenens

Comparison of Cronbach's Coefficient Alphas
Generated in This Study to Alphas
Reported in the Literature or by

Instrument Developers ...viviinnineccacsenesns

Primary Cancer Site of Patients (n=73) viiveveneeroerceracnn

Settings Where Patients Received

Treatment (N=73) veveerceraccesssenncnnns S
Age in Years of SpouSeS vviieevscnsrancsnsanenen

Level of Education of Subjects (n=146) .........

Years of Education of Subjects (n=145) tvvvevverrnsercrennnes

Income in Dollars for Sample (n=146) ...eeeceenn

Health Benefits Reported by Sample (n=146) .....

Page

26

60

61

63

65

68

87

88
92

93
95
96
97
99
100



LIST OF TABLES---Continued

Table

16.

17.
18.
19.

20.

21.
22.

23.

24.

25.

26.

Current Health Problems Reported

by SUbjeCtS (n=144_146) ----- snesssmne "sesesevencsvss
Patient Cancer Treatment (N=73) veceeevenrecsrcsansonnnan

Extent of Cancer in Patients (n=73) seveeeeerreesennncens

Analysis of Variance Among Group 1
(Local Disease), Group 2 (Regional
Disease), and Group 3 (Disseminated Disease)
on I11 Spouse Perception of Marital

Reciprocal Support (n=73) ...eceeereececnnssascenennes

Analysis of Variance Among Group 1 (Local
Disease), Group 2 (Regional Disease), and
Group 3 (Disseminated Disease) on I11 Spouse

Perception of Interpersonal Support (n=73) ..iececennns

Patient Performance Status (n=73) v.ceeveveorecncacnnnnse

Difference Between Well and I1]1 Spouse
Scores on Marital Reciprocal and
Interpersonal Support Using t-test

Analysis (N=73 Per groUP) svieeeecesssesanescncconsnan

Analysis of Variance Among Group 1 (LL),
Group 2 (HL or LH), and Group 3 (HH)
for Marital Reciprocal Support on Depression

of the Well Spouse (n=73 Pairs) .....eeeeesecennccnnns

Analysis of Variance Among Group 1 (LL),
Group 2 (HL or LH) and Group 3 (HH)
for Marital Reciprocal Support on Self-Esteem

of the Well Spouse (N=73 PATrsS) ..uueeeveececesoancenns

Analysis of Variance Among Group 1 (LL),
Group 2 (HL or LH), and Group 3 (HH)
for Interpersonal Support on Depression

of the Well Spouse (n=73 pairs) seeeeesseocessssscenase

Analysis of Variance Amorg Group 1 (LL),
Group 2 (HL or LH), and Group 3 (HH)
for Interpersonal Support on

Self-tsteem of the Well Spouse (n=73 pairs) cvveeeceaes

10

Page

101
103
105

106

107
109

113

114



Table

27.

28.

29.

30.

31.

32.

33.

34.

35.

1
LIST OF TABLES--Continued

Page

Analysis of Variance Results for Well
and I11 Spouse Levels of Marital Reciprocal
and Interpersonal Support on Depression
and Self-Esteem (n=73 PAirs) veeeeessncrecsconsscananananas 121

Pearson Correlation Coefficients for the
Dyadic Reciprocity Congruence Index (DRCI)
and Interpersonal Support Congruence Index
(DIPSCI) with Well Spouse Depression
and Self-Esteem (n=73) ...... teveceeneonnmns Ceseseansanenns 122

Pearson Correlation Coefficients for the
Dyadic Reciprocity Congruence Index (DRCI)
and the Interpersonal Support Congruence Index
(DIPSCI) with I11 Spouse Depression and
Self-Esteem (N=73) vuieencreacvecnacenananens cveeearasannee 124

Pearson Correlation Coefficients Between
Variables in the Conceptual Framework and
Selected Demographic Variables for the
Well Spouse (n=71-73) veeeennenn Creetsenans teertenannanes - 126

Pearson Correlation Coefficients Between
Variables in the Conceptual Framework and
Selected Demographic Variables for the
I711 Spouse (n=71-73) vvevuen- tetresssussimrenraanennne ceeee 127

Difference Between Well Wife and Husband
Scores on Marital Reciprocal Support,
Interpersonal Support, Depression, and Self-Esteem
using t-test Analysis (n=73) ......... Chemceceeseraeun veann 130

Difference Between 111 Wife and Husband
Scores on Marital Reciprocal Support, Inter-
personal Support, Depression, and Self-Esteem
using t-test Analysis (N=73) .iveeererevencsancennnes ceenns 131

Pearson Correlation Coefficients Between
Variables in the Conceptual Framework:
Marital Reciprocal Support, Interpersonal
Support, Severity of I1lness, Self-Esteem
and Depression (n=142-146) ..... teesseannan teeteecennnras e 132

Pearson Correlation Coefficients Between
Variables in the Conceptual Framework and
Selected Demographic Variables (n=139-146) ...vvevvveranss . 135



12

ABSTRACT

The purpose of this study was to examine the relationship between
mutual spouse support and the psychological status of spouses whose
mates were being treated for cancer. The conceptual framework was
developed from a literature review in which empirical studies and inter-
personal theories suggested the importance of social support to health
promotion and maintenance in stressful 1jfe situations.

A descriptive cross—-sectional correlational design was used.
A convenience sample consisted of 146 individuals (73 couples) one
of whom was being treated for cancer. Subjects completed adapted
versions of Tilden's Interpersonal Relationships Inventory and Braden's
Disease Course Graphic Scale, Rosenberg's Self-Esteem Scale, and the
Center for Epidemiological Studies —- Depression Scale.

Study findings indicate that:

1)  Well spouses perceived less support in the marital relation-

ship than did spouses with cancer.

2) Well spouses' depression was lower and self-esteem higher
when both spouses perceived high leveis of interpersonal
support.

3) When both spouses perceived Tow Tevels of dnterpersonal
support depression was higher and self-esteem lower iin

the well spouse.



4)

5)

6)

7)

8)

9

13
When one spouse perceived high and the other Tow levels
of interpersonal support depression was higher and self-
esteem lower in the well spouse.
Well spouses' self-esteem was higher when both spouses
perceived high levels of marital reciprocal support.
When both spouses perceived low levels of marital reciprocal
support self-esteem was Tower in the well spouse.
When one spouse perceived high and the other low levels
of marital reciprocal support self-esteem was lower in
the well spouse.
The greater the absolute difference in dyadic perception
of interpersonal support the greater the well spouses'
depression.
The more well spouses perceived marital reciprocal support

the higher was their self-esteem and lower their depression.

Research is needed that identifies whether health outcomes are

better when spouses support each other than when the well spouse

supports the patient without perceiving support 1in return. Results

of this study provide a beginning point from which to pursue theory

development,

testing, and intervention studies to assist both spouses

with optimal management of the cancer experience.
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CHAPTER 1
INTRODUCTION

Within the last decade the concept of social support has moved
to the fore as an appealing, desirable and promising area of study
(House & Kahn, 1985; Tilden, 1985; Wortman, 1984). Under the rubric
of social support, several hundred research articles have been published
in a number of fields, dincluding nursing, behavioral medicine, and
the behavioral sciences (Norbeck, 1988).

The notion of reciprocity is integral to the concept of social
support (Cobb, 1976; Shumaker & Brownell, 1984; Tilden, 1985). Recipro-
city refers to mutual responsiveness on the part of each individual
involved 1in social exchanges or transactions (Cobb, 1976; Kahn &
Antonucci, 1980). Failure to experience reciprocity due to limited
resources, constraints of time or energy may result in the cessation
of helping behaviors (Becker, 1986). The reciprocity aspect of social
support is focal to this study and is examined in the context of married
dyads, one member of whom has a cancer diagnosis. The relationship
between marital reciprocal support (MRS) and the psychological status
of the well spouse is central to the study.

Despite the plethora of social support 1literature, precise
delineation of the parameters of any one conceptualization of support
has failed to emerge. Lack of definitional clarity and consensus are

issues in social support research., Dimond and Jones (1983) did a
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comparative analysis of social support definitions developed by Cobb
(1976), Mitchell (1969), and Weiss (1974). The strongest area of defi-
nitional agreement was "communication of positive" affect (Dimond &
Jones, 1983, p. 238), an expression of warmth and caring toward another,
The supported individual is accepted without judgment -- loved, respec-
ted, and validated as a worthwhile and credible human being. The second
area of agreement concerned "social dintegration" (Dimond & Jones, p.
238) or social networks. Inclusion din networks conveys a sense of
belonging, as well as, a legitimate and obligatory interpersonal sharing
of resources and common experiences in time of need. The third area,
"instrumental behavior" (Dimond & Jones, 1983, p. 238), for which there
was less definitional consensus, referred to the receipt of material
goods or tangible forms of assistance. Reciprocity, an element of
supportive relationships, was the fourth area.

Interest in the social forces that dimpact health maintenance
and promotion is traceable to 19th century sociology (Brownell &
Shumacker, 1984; Patrick, Morgan & Charlton, 1986). Durkheim (1951),
of that era, was a strong proponent of the existence of a relationship
between health and environment. He proposed that "anomie" arises from
social dsolation precipitated by societal dnstability associated with
change. Accordiing to Durkheim (1951), Tlack of dnclusion in a socially
supportive context jeopardizes the psychological health of individuals.
Without an integrating context, they find it difficult to retain their
social moorings. Individuals not only lose touch with people, but also
with principles that guide social behavior and give it meaning. An

apparent serious outcome of this socially disconnected existence is



16
suicide, which Durkheim (1951) found to be most prevalent among those
who lacked close social ties.

Social support research focuses primarily on support as a moder-
ator or buffer on the effecte of life stress events on health and
support as a direct or main effect 1in determining health status
(Broadhead, Kaplan, James, Wagner, Schoenbach, Grimson, Heyden, Tibblin
& Gehlbach, 1983; Cobb, 1976; House, Umberson & Landis, 1988; Kahn
& Antonucci, 1980). The benefits of social ties on health and well-
being are well documented; however, the underlying mechanism and its
effect are not well understood (Gottlieb, 1983; House, et al., 1988;
House & Kahn, 1985).

The most valid sources of social support are informal, natural,
or nonprofessional (Caplan, 1974; House, 1981). These sources eliminate
the need for professional services while '"reducing stress, improving
health, and buffering the impact of stress on health" (House, 1981,
p. 24). Recognized informal support sources are family, friends, and
co—workers (House, 1981). Family is a particularly significant source
of support, and members tend to turn first to family in times of stress
(Caplan, 1976; Korte, 1984). Support specifically provided through
mevital ties is also substantiated by empirical research (Kern & Turk,
1984; Maruta, Osborne, Swanson & Halling, 1981; Stetz, 1987). Therefore,
it is not surprising to find that patients with chronic life-threatening
ilTness, such as cancer, draw upon the supportive resources of family

members in their management of this particular critical event.
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Suspicion or confirmation of cancer is accompanied by severe
stress that upsets the patient's psychological equilibrium (Greer,
1979). Diseases that are equally threatening to one's biological
welfare and may not be as amenable to treatment, evoke less negative
emotional responses in the patient than does cancer (Senescu, 1963;
Weisman & Worden, 1976). Stress is also experienced by those who are
closely related to the patient, especially spouses (Dunkel-Schetter,
1984; Stetz, 1987).

The impact of cancer on the psychosocial experience of indivi-
duals is well documented in the Tliterature. Patients are likely to
experience social isolation when significant others are uncomfortable
in their presence. Family-member discomfort may be associated with
fear of making inappropriate comments, contracting the disease, or
being forced to face their own mortality (Spiegel, 1986). Heavy demands
on the family occur at various stages of the disease trajectory, as
i1l members contend with anxiety and concerns about prognosis, treat-
ment, and disease impact on their appearance or ability to function
(Wortman & Dunkle-Schetter, 1979; Wortman, 1984). Besides stress
associated with life threat, adjustment to changes in roles and finan-
cial demands evoke stress in patients and their significant others.
The Tliterature suggests that support which moderates the impact of
these stressors promotes psychosocial functioning. Therefore, an
investigation of mutual support available to spouses within the marital
relationship may uncover an untapped resource that is related to
improved psychological health and functioning for the well spouse and

the spouse with cancer.
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Statement of the Problem

The American Cancer Society (1990) estimated that 1,040,000
individuals would develop, and 510,000 would die, of cancer in 1990.
Approximately 407 of those contracting cancer in 1990 can expect to
be alive in five years.

In conjunction with the biologically based treatment of the
person with cancer, there is evidence of dncreasing concern for the
psychosocial health of the patient. Weisman (1979) draws a parallel
between tumor staging and psychosocial staging in cancer and contends
that both are significant in treating patients with cancer. The wisdom
of Weisman's position is reflected in the fact that, in spite of more
effective treatment methods and extensive efforts to educate the public,
a cancer diagnosis is a crisis event for the patient (Carol, 1981;
Kaplan, 1983; Krouse & Krouse, 1982). McCorkle and Quint—BenoHe]
(1983) view cancer as a "catastrophic experience" (p. 431), owing to
the major life changes associated with it. The optimism inherent in
the slogan "Cancer can be beaten" is tempered for those who retain
the belief that the ultimate outcome of cancer is a painful death.
Fiore (1979), Greer (1979), and Welch-McCaffrey (1985) observed that
a dismal ocutcome characterizes the thinking of many cancer patients.
The dread of cancer may appear exaggerated in light of advances in
treatment and improved survival rates. Nonetheless, many patients
with cancer are confronted by such frightful possibilities "as debili-
tating illness, pain, disfigurement, loss of physiological function

and death" (Greer, 1979, p. 174).
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The Titerature repeatedly indicates that the burden of long-
term illness is also simultaneously borne by families of the patient.
Chronic 1illness, as exemplified by cancer, is an undeniable hardship
for the patient. Foxall, et al. (1985), however, assert that learning
to Tive with a chronically i1l person is tantamount to 1learning to
live with the pathological condition. They also posit that the family
response to chronic illness has an impact on efficacy in health matters
and ongoing life quality. Families are subjected to a severe acute
threat to their psychosocial and physical well-being when a family
member has cancer (McCorkle & Quint-Benoliel, 1983).

In marital dyads where one spouse has cancer the well spouse
tends to assume a supportive role toward the patient. Demands on the
well spouse's resources can be expected to vary with the patient's
psychosocial and physical functioning level over the course of the
disease (Stetz, 1987). Besides the stress of heavy physical demands
and witnessing the gradual demise of a loved one in the advanced stages
of disease, finances can be of considerable concern to the We]] spouse.
Insurance reimbursement policies and the high cost of health care affect
an individual's ability to afford extended <institutional health care
services (McNaull, 1981; Parker, 1989; Stetz, 1987). Those unable
to afford insurance are in more serious straits. The diagnostic-related
group (DRG) prospective system of hospital reimbursement mandates that
hospitals admit patients for elective treatment at the latest possible
moment and discharge them as early as possible in their convalescent

period (DiVestea, 1985). Consequently, the family support system may
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increasingly play a major role in the care of i1l members during the
early and late stages of the disease.

The dimportance of caregiver contributions to the physical and
psychosocial health of 111 family members raises a question about
positive contributions made by 11 persons to their caregivers' psycho-
logical health status. Despite the substantial volume of social support
literature, 1ittie focuses specifically on the reciprocity component
of social support (Tilden, 1985). The Tliterature's predominantly
unidirectional social support focus is surprising, given the concep-
tualization of socially supportive relationships as a two way process
of sharing resources (Albrecht & Adelman, 1987; Cobb, 1976; Kahn &
Antonucci, 1980). In addition, the supportive behaviors most often
studied flow from the significant other toward the individual who
directly experiences the disruptive or stressful event.

A dearth of nursing research 1is particularly evident in the
area of reciprocal support between spouses in dyadic relationships.
Only one study was found that suggested marital reciprocal support
in an illness context (Northouse, 1988). The principal focus of that
study was not reciprocity. Adjustment of the husband to the wife's
breast cancer was associated with support from a variety of sources,
including the wife, who in turn perceived her husband to be supportive
(Northouse, 1988).

The study of marital reciprocal support in conjunction with
its impact on the health of the well spouse is timely and appropriate
for nurses. The well spouse may have his or her usual roles extended

to include the provision of vital emotional and/or physical support
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to the patient with cancer. Caregiving demands may become excessive
and prolonged due to improved survival rates and the nature of the
therapeutic methods necessary to sustain them. Based upon literature
related to well-being in the recipients of support, it is logical to
suspect that support exchanged within the marital relationship may
bolster the caregiver spouse in terms of health, quality of 1life, and
ability to care. Studies investigating congruence between behavioral
traits of families and infants suggested that interaction and mutual
adjustment outcomes may be significan£1y compromised by 1incongruent
demands and expectations existing between the two parties (French,
Rogers & Cobb, 1974; Mueller, 1980; Sprunger, Boyce & Gaines, 1985).
A Tlack of congruence between the perceptions of support given and
received between spouses might also be deleterious to the psychological
status of both spouses. It is therefore feasible to conduct a study
to examine the relationship between marital reciprocal support and

psychological health outcomes.

Purpose of the Study

The purpose of this study was to describe the relationship
between marital reciprocal support and the psychological status of
the spouse whose mate has cancer. The following research questions
addressed this purpose statement:

1. Do the well and 1411 spouse perceive marital reciprocal

support as equal (congruent) or unequal (incongruent)?

2. Is the interpersonal support perceived by the well and i1l

spouse equal (congruent) or unequal (incongruent)?
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3. 1f well and 11 spouses differ in the level of perceived
marital reciprocal or interpersonal support, how does that
difference relate to the psychological status of the well
spouse?

4, What is the relationship between congruence in dyad percep-
tion of marital reciprocal support and the psychological
status of the well spouse?

5. What is the relationship between congruence in dyad percep-
tion of dinterpersonal support and the psychological status
of the well spouse?

6. What relationship exists between the well spouse's psycho-

Togical status and selected variables?

Significance to Nursing

Kaplan (1982) asserts that failure to extend professional care
beyond a seriously i1l patient to their close fTamily members may
permanently disrupt or even destroy the stress-buffering role a family
is expected to provide for its members. Nursing seeks to assist both
patients and families to optimize their health potential over their
life span. The prevalence of cancer and its potentially devastating
impact on the patient and his or her spouse justifies an investigation
of natural, stress-moderating resources that have the potential to
protect the psychosocial health of either spouse.

Research that emphasizes the patient as the sole recipient of
support potentially overlooks a significant health-promotion resource

for family members. Moreover, a more complete examination of the role
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of social support in health promotion is possible when research designs
address the mutual dimension of support.

If found, a significant relationship between marital reciprocal
support (MRS) and the psychological status of the well spouse would
influence future research, theory building, and testing. When generated
and tested, theory provides nurses with a scientific basis for antici-
pating needs and formulating interventions at various stages of both
spouses' experience with cancer. If MRS congruence is significantly
related to psychological status, mutual spouse support may be stronger
than support from either spouse alone in determining health outcomes.
Nurses would then need to consider MRS congruence in family functioning
assessments, while noting constraints on either spouse's capacity to
reciprocate. In the event that a couple was at risk regarding MRS,
efforts could be made by nurses to help spouses understand their own
and their mate's needs so that each might interact in mutually suppor-
tive ways. Based on tested and confirmed theory, one focus of nursing
intervention would be those behaviors that influence support congruence,
rather than each spouse's support separately. Antecedents identified
as affecting MRS congruence would become a particular target for inter-
vention.  Any resu]ting MRS congruence could be expected to play a
part in the maintenance and promotion of psychological health status.
Should the psychological status of either spouse suffer from persistent
perceptions of support incongruence within the marital relationship,
the nurse might explore suppiementa] or "surrogate support" (Norbeck,

1988) sources with that spouse. The importance of supplemental support
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is suggested by the apparent Tink between depression and low support
experienced by Tong-term caregivers to mentally impaired elders
(Baillie, Norbeck & Barnes, 1988). Supplemental support may come from
the couple's family, friends, informal community support groups, and

from nursing and other professional disciplines.

Summary

This chapter included a discussion of social support in the
context of marriage relationships where one spouse has cancer. Earlier
social support research failed to specifically address the reciprocity
component and its impact on the psychological status of the well
spouse. dJustification for research in this area is based on a dearth
of research, the prevalence of cancer, the impact of cancer on the
patient's family, and the commitment of nursing to include the family
within its scope of care.

Chapter Two includes the conceptual framework and related Titera-
ture review. Subsequent chapters describe the research design, analy-

sis, and discussion of findings.
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CHAPTER II

CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW

This chapter discusses the conceptual framework of the study
and relevant social support literature. Concepts within the framework
are defined as seen in Table 1. Relationships among concepts and

extraneous variables are also addressed in this chapter.

Conceptual Framework

The conceptual framework depicted in Figure 1 is first discussed
in terms of 1its theoretical underpinnings and then 1its structural
parameters. The framework reflects two theoretical perspectives,
symbolic interactionism and social support, as a stress buffer. Symbolic
interactionism 1is theoretically linked to marital transactions, and
social support to marital reciprocal support (MRS) and interpersonal

support.

Theoretical Underpinnings

The marital dyad and support foci of the study justify the use
of a conceptual framework based on social interaction theory. The
founding of the symbolic interactionist tradition, attributed to the
social psychologist George Herbert Mead is anchored in the notions
of "human groups or societies, social interaction, the human being
as actor, human action, and the interconnection of lines of action"

(Blumer, 1972, p. 70).
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Table 1. Definitions of Conceptual Concepts in the Framework

Concepts

Conceptual Definitions

Marital Transactions

Interpersonal Support

Marital Reciprocal
Support

Severity of I1lness

Psychological Status
of the Healthy Spouse

Favorable or non-favorable exchanges
that arise spontaneously between inter-
acting spouses (Rook & Dooley, 1985).

", .interpersonal transactions that
include one or more of the following
key elements: affect, affirmation and
aid" (Kahn & Antonucci, 1980, p. 267),
and that are perceived to be helpful.

Spouse perceptions that helpful psycho-
logical or tangible goods and services
(resources) have been given and received
or are available for exchange through
the marital relationship (Kahn &
Antonucci, 1980; Tilden, personal
communication, 1988).

Level of infliction due to characteris-
tics of the cancer disease course
(Braden, 1989) as perceived by the well
spouse.

Self-perceived state of the emotional
health of the spouse without cancer.
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Figure 1. Conceptual Framework: Perceived Marital Reciprocal Support
in the Context of Cancer
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Symbolic interactionism may be regarded as a conversation of
verbal and nonverbal gestures (Mead, 1934). Actors engaged in social
processes rely on the interaction of symbols for self expression.
Actors receive and interpret messages delimit situations, anticipate
actions of others, devise plans, determine decisions, and revise plans
based on the receipt of new information (Blumer, 1972). As a result
of judgments reflected by significant others in interactional contexts
individuals also acquire self-awareness and a notion of self-worth
(Schellenberg, 1978). Fulfillment of an expected social response can
give rise to a personal sense of pride and a failed response to self-
criticism (Mead, 1934).
Three basic premises anchor symbolic interactionism (Blumer,
1972). The first premise is that humans relate to physical, social,
and abstract objects on the basis of meanings that these objects hold
for them. A chair, human being, honesty, or a daily life situation
all qualify as environmental objects. The second premise is that
meanings of objects are generated through social dnteractions with
fellow human beings. The ways that others act toward a person, relative
to objects, give rise to the meaning the object acquires for that
person. The third premise states that meanings are managed and altered
through a process of intra- and interpersonal interpretation used by
individuals to deal with environmental objects. Meanings are therefore
seen to derive from interactional processes in which individuals take
into account thes things others are saying and doing. The meaning
ascribed to another's behavior is achieved in part through selecting,

checking, suspending, regrouping and transforming meaning according
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to the situational context in which actors find themselves (Blumer,
1972).

McCall and Simmons (1978) argue that each actor modifies the
other's behavior in ways which permit the interaction to persist without
marked cost to either actor. Moreover, in interpersonal communication
the unique identity, goals and problems of each person in the -inter-
action must be considered by the other party. If neither party feels
disadvantaged by the benefit gained by the other, interaction is
fostered.

The symbolic interactionist perspective applies in this study.
A cancer diagnosis involving one spouse introduces a novel object or
stressor, to be managed largely within the marital relationship. As
the spouses use symbols in the process of action, reaction, interaction
and transaction, the meaning of the cancer experience emerges for both
of them. The derived meaning leads to interpretations that may be
used in problem-solving approaches and management of the cancer experi-
ence. Spouse perceptions of each other, consisting of worth, needs,
attractiveness, or burden, can also be generated through symbolic inter-
action. One spouse's perception of the other's attitude toward and
treatment of him or her orients the focal spouse to his/her status
in the relationship (Vanfossen, 1986).

Perceptions and interactional behaviors would be partially
influenced by past and/or present identity, goals, and problems that
each spouse perceives. Interactional behaviors that do not simulta-
neously address concerns of either spouse can threaten the adequacy

of the relationship (McCall & Simmons, 1978), and hence sccial support.
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The more congruent that symbolic meaning is between spouses, the better
each party understands the other (Blumer, 1972), which is fundamental
to supportive behavior.

The literature suggests that social support is both a byproduct
of interpersonal relationships and predicated upon them (Gottlieb,
1983). As such uncertainty is "reduced about the self, the other or
the relationship", a sense of competence in life situations is enhanced
(Albrecht & Adelman, 1987, p. 18), and health and well-being are pro-
moted (Cobb, 1970). The significance of the association between
supportive relationships and health is captured by symbolic interac-
tionist tradition and reflected in the statement, "all living organisms
are bound up in a general social environment or situation, in a complex
of social interrelationships and interactions upon which their continued
existence depends" (Mead, 1934, p. 238).

The second theoretical perspective, support as a stress buffer
underlies most social support research (Berkman & Syme, 1979; Bloom,
1982; Cassel, 1976; Dean & Lin, 1977; Wethington & Kessler, 1986).
This perspective proposes a moderating effect of social support upon
stress, which in turn fosters positive outcomes for the distressed
individual (Norbeck, 1988). The fundamental relationships among the
theoretical concepts, suggested by empirical research, are that social

support is negatively related to stress, positively related to health,

and a buffer between stress and health (Norbeck, 1988).
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Structure of the Framework

The structural components of the MRS conceptual framework (Figure
1) correspond to essential concepts in the theories of symbolic inter-
actionism or support as a stress buffer. Transactions (marital) are
present in the former theory: marital reciprocal support (social sup-
port), severity of illness (stress), and psychological status of the
well spouse (health outcomes) are present in the latter.

Perforations in the structural boundaries of Figure 1 symbolize
variables in associating with other variables. Two
interlocking circles are central to the structure and symbolize inter-
dependent spouses in the marital dyad. The area between the overlapping
boundaries of the circles represents transactions between interacting
spouses. Spouse perceptions of interpersonal support and marital
reciprocal support emerge through marital transactions. Severity of
illness is a stressor inherent in the current life situation of both
the i11 and well spouse. The stressor is related to the spouses, their
interactional behavior, perceptions, and the psychological status of
the well spouse.

The conceptual framework depicts an exploration of the relation-
ships among severity of illness as perceived by the well spouse, spouse
perceptions of marital reciprocal support, and the psychological status

of the well spouse.

Social Support
Social support within which reciprocity is conceptualized is

presented as background to a subsequent discussion of marital reciprocal
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support. In this study, social support was defined as "interpersonal
transactions that dinclude one or more of the following key elements:
affect, affirmation, and aid" (Kahn & Antonucci, 1980, p. 267). The
concept was operationalized by Tilden's Interpersonal Relationships
Inventory (IPRI) subscale, Interpersonal Support (IPS). The subscale
was adapted for this study. The importance of social contact with signi-
ficant others has been suggested since antiquity as exemplified in
"it is not good that man should be alone" (Scofield, 1967) and a com-
panion was subsequently created for Adam. One can infer from Durkheim's
(1951) work that the exclusion of the individual from a supportive
social milieu increases risk to life.

The origin, prevention, and consequences of communal attachment
breakdown, addressed by Durkheim (1951) are suggestea by the work of
Caplan (1974, 1976), Cassel (1976) and Cobb (1976). The Tlatter three
authors based their theoretical positions regarding the role of social
ties in health promoticn on extensiv: critical reviews of the empirical
literature. Cassel (1976) suggested that the strength of an indivi-
dual's significant social supports in primary relationships and the
availability of relevant feedback, contributed to resistance to disease-
producing stressors. Caplan (1974) proposed that the stress-buffering
potential of support is mediated through patterns of spontaneous,
continuous, or -episodic ties in time of need or crisis. Furthermore,
emotional burdens can be mastered and Tlightened through supportive
subgroup ties. Based upon the potential health-protection role of
social support, Cobb (1976) advocated that the giving and receiving
of support should be taught by health professionals to the sick and
the well,
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Kin, or family, are a particularly significant source of support
(Douglass, 1974; Korte, 1984). Mutuality and expressive functions
of the family are considered the principal assets which afford,
"support, affection, security and response" (Dean & Lin, 1977, p. 407).
Caplan (1974) values family as a:
..haven for rest and recuperation...a group
in which each member has the possibility of
being understood and dealt with as his own
unique self and in which his idiosyncratic
needs are recognized, respected, and satisfied
to the degree that it is possible within the
limits of available resources (p. 28).
The significance of a family context is affirmed in Litman's (1966)
exploratory study of 100 orthopedically disabled patients engaged in
rehabilitative therapy. The study revealed that subjects tended to
look to immediate family members for comfort and encouragement, which
they did receive. Seventy-five percent of Litman's subjects cited
family as their "primary source of strength and assurance" (p. 215)
while in therapy. In addition, family-oriented reasons were most fre-
quently given for subject persistence 1in regaining wellness and
surmounting treatment difficulties.
The 1literature also suggests the significance of the spouse
in times of need (Gove, Hughs & Style, 1983; Shultz & Rau, 1985).
Trust and -dintimate exchange, apparently basic to emotional forms of
support, are most 1likely found in primary relationships such as
marriage. From their research with 50 married patients in treatment
for chronic pain management, Maruta, Osborne, Swanson and Halling (1981)

concluded that spouses who participate actively in and discuss their

feelings as needed play a crucial role in the treatment of patients
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with long-term pain. 1In another study of 30 marital dyads in which
the husband had chronic pain, patient ratings of wife support and wife
ratings of her own supportiveness to the husband were obtained. Wife
support, as measured by reports of a "helpful attitude, attentiveness,
concern and lack of a negative or critical attitude, "had a slight

inverse relationship with pain level and depression in husbands (Kerns

& Turk, 1984, p. 851).

Social Support Issues

Despite the rapid proliferation of research over the past two
decades, conceptual, theoretical and methodological issues confront
the social support field. Consensus regarding the conceptualization
of social support is not apparent (Broadhead, et al., 1983; Brown,
1986; Depner, Wethington & Ingersoll-Dayton, 1984; Sarasan & Sarasan,
1983; Tilden, 1985), although commonalities exist among selected
definitions (Lindsey, Norbeck, Carrieri & Perry, 1981). The absence
of an integrated theory negates the possipility of standardizing
measurements and comparing research findings (Lin, Woelfel & Light,
1985). Further issues reiate to what constitutes support (Barrera,
1986; House, Umberson & Landis, 1988; Mitchell, 1969), determines it
(Rook & Dooley, 1985), serves as indicators of it (House & Kahn, 1985;
Wilcox, 1981), and the best approaches to measure it (House & Kahn,
1985). The following issues also need to be resolved: how social
support functions to sustain health (main effect) or buffer stress
(interactive effect) (Rook & Dooley, 1985; Thoits, 1982), and whether

it has a negative or '"dark side" (DiMatteo & Hays, 1981; Gottlieb,
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1983; Kane, 1988; Lenz, 1987; Pagel, Erdly & Becker, 1987; Shumaker
& Brownell, 1984; Tilden, 1987).

In spite of the number of issues associated with social support
investigations, continued research is warranted. First, there is general
agreement that the social support concept is significantly related
to an individual's ability to respond to potentially harmful life events
and situations (Jacobson, 1986). Second, critical reviews of the social
support literature (Barrera, 1986; Broadhead, Kaplan, James, Wagner,
Schoenbach, Grimson, Heyden, Tibblin & Gehlbach, 1983; Dean & Lin,
1977; Norbeck, 1988; Rock, Green, Wise & Rock, 1984; Shumaker &
Brownell, 1984; Thoits, 1982; Tilden, 1985, 1987) have served to not
only identify issues, but provide direction and impetus toward issue
resolution. Progress is being made in refining social support in terms
of conceptual and operational definitions (Gottlieb, 1981). Social
support instruments have also improved substantially (Barrera & Balls,
1983). The need for systematic instrument development, complete with
detailed psychometric properties, is being addressed in the excellent
work of several social support researchers, such as Barrera, Sandler
and Ramsay (1981), Norbeck (1988), McFarlane, Neal, Norman, Roy and
Steiner (1981), Procidano and Heller (1983), Tilden (1985) and Weinert
(1987). Improvéd instruments will accelerate legitimate movement toward
Tongitudinal designs, with their causal inference potential. The
majority of research designs are correlational and cross-sectional.
These designs should now only be used where new concepts or approaches

are under investigation (Norbeck, 1988).
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Reciprocity

In the Tliterature, reciprocity is considered integral to, or
a "subfacet" (Tilden, 1985, p. 203), of social support. For example,
Kahn and Antonucci (1980) refer to social support as a resource given
and received within a personal network. Cobb (1976) couches his defini-
tion of social support in terms of a communication network characterized
by "mutual obligation" (p. 300). Central to Shumaker and Brownell's
(1984) definition of social support 1is resource exchange between a
minimum of two persons.

Reciprocity denotes mutual responsiveness in formal or informal
relationships, the essence of which dis giving and receiving on the
part of both parties in the particular exchange or transaction. Acts
of love (Becker, 1986) and transactions of love, status, information,
money, goals and services (Foa & Foa, 1980) are illustrative of ex-
changes or interpersonal transactions. Reciprocity is also exemplified
in such simple daily exchanges as a smile for a smile, a greeting for
a greeting, or an invitation to dine for a favor experienced (Befu,
1980). Befu asserts that a universal normative principle of reciprocity
exists, and that individual behavior 1is to some extent governed by
it. As a norm that entails moral obligation and virtue, individuals
disposed to reéiprocate should return good for good, not evil for evil.
In addition, what is returned or given in restitution is fitting and
proportional to that received (Becker, 1986).

An attractive feature of reciprocity is its psychological 1ink
with what is considered to be an essential good. For example, recipro-

city is believed to foster equilibrium or balanced mutually productive
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social interaction, self-esteem or worth associated with the ability
to perform one's reciprocative role as expected by self and others,
and reliable expectations. The latter permits the individual to confi-
dently plan, choose, and perform intentions while assured of the
behavior of those in the social context (Becker, 1986).

In social relationships, it is likely that unreciprocated helping
behaviors will cease in time since the pleasure component generated
by reciprocation is not sustained. Costs tend to be incurred when
reciprocation of resources is limited due to scarcity and constraints
on time or energy (Becker, 1986). Money is not usually the medium
of exchange in social transactions, nor is the reciprocation necessarily
immediate or in kind., Horowitz and Shindleman (1983) explored the
influence of affection and reciprocity on the caregiving behavior of
younger family members toward frail elders. The findings suggested
that commitment to elder caregiving was influenced in part by the
services given to the caregiver by the elder at an earlier point iin
time. Elders had made sacrifices, loaned money, helped with child
care, shared their home, or given care in time of illness. Becker
(1986) corroborates the finding that reciprocal support is not bound
by time or kind of reciprocated behavior. He states that a son may
return his mother's gifts with kind or obedient behaviors, or later
by looking after her when she is old.

Becker (1986) argues that equity of exchange is desirable but
not essential as long as participants view the exchange as balanced
to their satisfaction. Equity in reciprocity was found to be especially

important to working spouses of marital dyads. Imbalances resulted
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in these wives experiencing a decreased sense of mastery and increased
depression (Vanfossen, 1986).

The notion that mutual contribution in primary relationships
is a need and/or expectation is extended by DiMatteo and Hays (1981)
to situations where a family member is 11, These authors state that
the support received from an i11 member may affect the extent to which
the family member is supportive. DiMatteo and Hays (1981) advocate
that an attempt be made by the i1l member to return emotional gratifi-
cation to those from whom he or she receives support. The i11 member's
contribution is apparently significant, even though Timited to expres-
sions of understanding, gratitude or encouragement (DiMatteo & Hayes,
1981).

Reciprocity can operate in the intense or intimate relationships
found in some marriages. Primary relationships exemplified by marriage
are unique for their "importance apart from instrumental benefit,
endurance over time, and informal nature" (Pearlin, 1985, p. 45).
Marital reciprocity is unlike that found in economic or superficial
relationships, in which close or regular monitoring of exchanges can
be expected to occur. Instead, the couple behaves in ways that promote
mutually advantageous exchanges (Becker, 1986). Spouses might, however,
take stock of reciprocated transactions retrospectively and on a
sufficiently regular basis to avert hurtful imbalance leading to marital
disharmony and strain. Becker notes that where love is operating in
a marriage, accounting for each transaction could destroy the "obscure,
spontaneous, and benevolent" (p. 186), nature of transactions associated

with dintimate relationships. Further, in intimate relationships
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participants may be unable or unwilling to calculate transaction costs
and rewards (McDonald, 1981).

Marriages characterized by mutual trust, intimacy, understanding,
empathic communication or emotional gratification are most likely to
be resistant to stress when concerns and problems arise (Pearlin, 1985;
Wills, 1985). Much of the literature regarding reciprocal exchanges
in marriage relationships attempts to show that the resources of each
spouse and their distribution in the marital context influence the
balance of power, costs, and rewards experienced by the couple. Marital
quality, happiness, adjustment, and communication tend to be associated
with the nature of the reciprocal exchanges 1in the relationship

(Bagarozzi & Wodarski, 1977; Lewis & Spanier, 1982; Nye, 1982).

Psychosocial Aspects of Cancer

An extensive review of cancer-related statistics by Fobair and
Cordoba (1982) attests to the magnitude and scope of cancer. Estimates
placed new cases of cancer for the 1980s at 6,500,000, with 1,000,000
receiving treatment for the disease (Fobair & Cordoba, 1982). Given
these figures, it is readily apparent that the number of persons affec-
ted directly and indirectly by cancer is "enormous" (Fobair & Cordoba,
1982). Rough1y two out of three families are expected to experience
cancer over the years. The preceding authors note that cancer 1is an
important cause of death throughout the world and the second leading
cause of death in industrialized countries. Of the various sites of
cancer, malignancies with the highest incidence rates are Tung and

bronchus, colon-rectal, breast and prostate (Fobair & Cordoba, 1982).
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The quest for the etiology of cancer has been long and arduous,
implicating a variety of causal factors such as "environmental, genetic,
and acquired causal agents" (Martin, 1982, p. 1). Much is known about
the destructive physiological impact of cancer and the physical conse-
quences of treatment on the organism (Fobair & Cordoba, 1982).
Therapeutic modalities generated by scientific effort encompass
"surgery, radiation and chemicals", which are used to eradicate or
prevent the growth of cancer cells (Martin, 1982, p. 1).

From a medical perspective, Martin (1982) argues that psycho-
social issues are equal to +if not more complex than the biomedical
assessment and management of cancer. Interest in the patient's abildity
to derive enjoyment and fulfiliment, despite cancer, has increased,
with an acknowledgement of the chronic nature of the disease and concern
for the toll of treatment side effects. Interest is reflected in the
psychosocial research focused on mediators that affect a patient's
ability to adjust, cope, or adapt to changes imposed by the impact
of cancer. Empirical research repeatedly suggests that social support,
as a mediator, plays a significant role in adjustment to stressful
life events (Ostrow, et al., 1986). Despite an inability to determine
how social support achieves its effect, suggestions are that self-esteem
is heightened as a result of being a part of a social network, or that
social support may act as a buffer to modify the effects of life stress,
respectively (Ostrow, et al., 1986).

The paucity of research linking cancer, social support, and
the psychological health of family members warrants investigation.

The need for research is particularly critical given family systems
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theory, which posits that illness in one family member resounds through-
out the entire family structure (Northouse, 1984; Okun & Rappaport,
1980). Tringali (1988) cites literature addressing the role of family
and significant others in the adjustment of patients with cancer. She
asserts that statements abound in the nursing, sociological, and psycho-
logical Tliterature regarding family contribution to patient stress
reduction and health promotion in chronic illness such as cancer.
Tringali (1988) observes, however, that attention to the needs of family
is much less apparent. Research on the relationship of social support
and husband adjustment in breast cancer is virtually nonexistent
(Northouse, 1988). Northouse (1984) categorized problems encountered
by family members during three phases of patient illness. In the first
phase, a sense of isolation is experienced as staff focus on the
patient, excluding family from access to care or participation in it.
Further problems 1in phase one relate to obtaining information from
staff, knowing how much to share with others, and dealing with emotional
tensions. Phase two centers on problems, with adaptation to change
in roles and lifestyles, attending to well family member needs, and
uncertainty. Talking about death, serving as supportive caregiver and
managing feelings of separation and loss characterize problems of the
third and terminal phase.

The literature establishes the impact of chronic 1illness on
the family unit as a whole. However, in life-threatening illness the
spouse 1is particularly affected (Cozac, 1988). The supportive role
of the spouse and/or costs are repeatedly cited. For example, spouses

confronted by their mates' coronary bypass surgery responded by "putting
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up a front, acting strong". They hid fears and fatigue that might
prove upsetting to the patient if acknowledged, and undertook added
roles and responsibilities (Cozac, 1988, p. 69). Vachon, Freeman,
Formo, Rogers, Lyall and Freeman (1977) discovered that widows of mates
with cancer maintained pretense out of love and concern that reality
not upset him. In another study, the psychosocial effects of husbands'
myccardial infarctions on wives were profound. In the first few weeks
after discharge, wives experienced "anxiety, depression, fatigue,
irritability, poor concentration and insomnia" as commonly and intensely
as their husbands (Mayou, Foster & Williamson, 1978, p. 699). Mishel
and Murdaugh (1987) investigated the adjustment of families of heart
transplant patients. They determined that the dedicated partners were
totally absorbed in the patient and protected, monitored, or substituted
in various roles, leaving no time for personal consideration. Constant
unpredictability, from diagnosis to recovery, challenged family
resources; extreme Tlevels of stress threatened family dintegrity.
Northouse (1984) noted that meeting the needs of a family member with
cancer sometimes caused family resentment and anger as their personai
needs went unmet. She also found in her study of patient and husband
adjustment to breast cancer (1989) that the distress levels of each
spouse were not significantly different over time. Qualitative research
by Vachon, et al. (1977) compared the perspectives of widows (n=73)
of mates who had died of cancer with widows of mates who had other
chronic ailments, particularly cardiovascular disease (n=51). The study
revealed that widows who had lived with their mate's cancer over months

or years experienced psychophysiological deterioration of their personal



43
health. In addition, widcows of mates with cancer seemed to perceive
more stress in dealing with that terminal illness than widows of mates
with cardiovascular disease. Distress was related to helplessness in
the face of pain, deterioration, and threat of death. These spouses
were also distressed over anger toward the patient for being 111,
attention the mate required, guilt feelings associated with the percep-
tion they were not giving their mate enough emotional support, and
wishing death would intervene to terminate suffering for them both.
The stress of Tliving with a terminally i1l spouse with cancer was
perceived as greater than that of widowhood. Some spcuses who used
the time before death for <increased intimacy did so at the expense
of suffering, after the mate's death, a great void and sense of
isolation from previously satisfying social network ties.

Numerous general and specific experiences and needs of spouses
who provide social support to mates with cancer are documented in the
Titerature. Stressors are multiple and related to 1ife-threat, chroni-
city, unpredictable disease course (remissions, exacerbations), disease
manifestations, treatment, role and Tifestyle changes, family and
professional communications, physical and financial burdens, personal
health, and life after the mate's death (Chekryn, 1984; Gotay, 1984;
Holing, 1986; Krant & Johnston, 1978; Leiber, Plumb, Gerstenzang &
Holland, 1976; Oberst & James, 1985; Stetz, 1987; Wellisch, Jamison
& Pasnau, 1978; Woods, 1989).
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Description of Concepts and Relationships

Severity of Illness

The diagnosis of cancer is a stressor (Bloom, 1982b) having
the potential to create a variety of further stressors for the patient
and those closest to him or her. In this study severity of illness
is conceptualized as a stressor and 1is defined as level of infliction
due to characteristics of the cancer disease course (Braden, 1989,
1990), as perceived by the well spouse. Severity of illness was opera-
tionalized with Braden's Disease Course Graphic Scale (DCGS), which
was adapted for use with well spouses in this dinvestigation. Stressors
make mental, physical, and emotional demands on qindividuals (Schafer,
1978). The wear and tear experienced by the individual who is responding
mentally, physically, and sometimes behaviorally to stressors is
referred to as stress (Schafer, 1978; Selye, 1974, 1976). A stressor
may be pleasant, intense, chronic, familiar or the converse, and arise
from an individual's internal or external environment (Schafer, 1978).

Where an evaluation of the stressor suggests the Tikelihood
of personal harm or loss and inadequate resources to deal with the
demands of the situation, a sense of threat and psychological distress
are probable (Lazarus, 1982; Lazarus & Folkman, 1984). Social support
is considered an environmental coping resource in the stress-resource-
coping model (Lazarus, 1982; Wheaton, 1985).

Cancer diagnosis precipitates a crisis, posing a need for major
alterations in family circumstances (Kaplan, 1982). The psychological

impact of cancer on family is compounded by multifaceted stressors.
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These occur before and during diagnosis, as well as through treatment
and rehabilitation (Baider & De-Nour, 1984). Cherished dreams, hopes,
and values may need to be laid aside to accommodate these alterations
(Kaplan, 1982). Family members may appraise change in lifestyle, new
roles, protracted illness, patient prognosis, and financial demands
as threat-provoking stressors. Fobair and Cordoba (1982) point out
the stress impact of cancer costs for the patient and family. They
attribute increases in overall family distress and psychosocial deterio-
ration to financial burden. The threat of bankruptcy in obtaining
the best patient care or in covering the cost of a protracted illness
can have long-term, deleterious consequences for family members, whose
needs have been sacrificed in the process. Eased onwthe findings of
the Stanford Leukemic Family Studies, Kaplan (1982) concluded that
a "poverty of social supports within the nuclear family" (p. 225) and
not moral or personality deficiencies resulted in the poor parental

management of stress precipitated by leukemia in a child.

Marital Reciprocal Support (MRS)

MRS 1is defined as spousal perceptions that helpful psychological
or tangible goods and services (resources) have been given and received,
or are available for exchange through marital relationships 1in time
of need (Kahn & Antonucci, 1980; Tilden, 1988). MRS 1is operationalized
as the summated scores on Tilden's Interpersonal Relationships Inventory
(IPRI) Reciprocity subscale. The subscale was adapted for this study.

No empirical research was found with a primary focus on mutually

supportive behaviors of spouses and psychological outcomes for the
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spouse without cancer. This deficit was partially addressed through
a qualitative pilot study (Douglass, 1988). The convenience sample
consisted of six couples, including four with a spouse with breast
or colorectal cancer. The spouse with colorectal cancer was male.
Two couples were '"healthy". Time since cancer diagnosis was one to
five and one-half years. No subject with a diagnosis of cancer was
receiving treatment at the time of the study. Couples in which one
spouse had cancer ranged in age from 36 to 72 years, with a mean age
of 64.25 years. Length of each couple's relationship ranged from two
to 46 years, with a mean of 31 years. Spouses of the two healthy
couples ranged in age from 24 to 31 years, with a mean age of 28 years.
Length of relationship for the healthy couples ranged from two to eight
years, with a mean of five years. All subjects were ambulatory and
were interviewed in their home or a place convenient for them. A semi-
structured questionnaire and dnterview were used to elicit sSpouse
perceptions of supportiveness within the relationship, adequacy of
support given and received, and the balance between support given and
received.

Content analysis to elicit themes, categories and relationships
indicated the presence and meaningfulness of MRS to the subjects.
Spouses did no£ mention keeping track of their supportive behaviors
vis—a-vis the other, although there were indications that each was
aware of mutual contributions to supportiveness in the relationship.
For example, when asked to comment on the equity of supportive contri-
butions to the relationship, responses were: "Equal I hope; 60% spouse,

407 me; it balances out; or, he is less selfish than I am" (p. 24).
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Spouses diagnosed with cancer recalled the influence of perceived
support from their partner. 1t inspired confidence; motivation to
try harder to succeed under difficult circumstances; self-love, self-
respect, self-care, self-acceptance; and compliance with <*reatment
regimens. Well spouses indicated that the supportiveness of their
mate made a difference in the decisions they made, financial invest-
ments, and how they felt about themselves. Despite the limitations
associated with self-report, recall of past events and sample size,
the study strongly suggested that MRS was beneficial and even expected.

The notion and significance of reciprocity in primary relation-
ships as observed in the pilot study were validated in the literature.
Becker (1986) viewed reciprocity in intimate relationships as moral
and normative; mutually advantageous; pleasurable; and variable in
terms of kind or immediacy of reciprocation.

In an exploratory study of the adjustment of patient and spouse
following cancer surgery, Oberst and James (1985) found that the spouse
expressed a need to be idincluded in care and to receive returns for
contributing to it. Spouses indicated repeatedly in a variety of ways
that no one understood what they were going through. The spouse,
although progressively feeling worse while the patient was feeling
better, received no commendations like the patient did. Besides feeling
their needs were neglected, well spouses experienced a lack of appreci-
ation from others, including the patient, for their helping
contributions.

Northouse (1988) studied 50 mastectomy patients and their

husbands at three and 30 days postoperatively. The purpose of the
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study was to determine the relationship between social support of the
husband and wife and their respective adjustment to mastectomy. A
unique feature of the study by Northouse was an investigation of the
husband's support and its relationship to his adjustment to mastectomy.
Northouse (1988) found that empirical studies of social support and
husband adjustment were virtually nonexistent in the literature. Her
findings suggested the need to assess both patient and husband support,
given the relationship between support and adjustment. Findings also
revealed that husbands received as much support from the patients as
patients received from their husbands. In contrast, Vanfossen's (1986)
study of sex differences in social support and stress related to work,
finances, and parenting revealed a small significant difference when
comparing the amount of support each spouse reported receiving from
the other. The concept Interpersonal Support is included under Social

Support above.

Psychological Status

How well individuals accommodate to the cancer experience is
commonly referred to in the literature as adjustment, coping, or adapta-
tion. In this study the extent to which the well spouse was able to
manage living in the context of the mate's cancer was assessed in terms
of his or her psychological status.

Psychological status is defined as the emotional state of the
spouse without cancer, as perceived by the individual. The concept
was measured by Rosenberg's Self-Esteem Scale summated score and the
Center for Epidemiological Studies—-Depression (CES-D) scale summated

score. Cohen's (1982) distinction between healthy and unhealthy
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responses of patients to cancer served as a means to characterize
"healthy" responses of family members to the cancer situation. For
example, a "healthy" psychological status is fostered through behavioral
responses to cancer that permit effective management of situational
realities, and protect from overwhelming anxiety and other forms of
emotional distress. A perception that a stressor is potentially harmful
arouses such nregative emotions as fear, anxiety, and anger (Lazarus
& Folkman, 1984). Extreme emotional reactions interfere with the
efficacy of thinking and performance (Lazarus, 1982). An unhealthy
response to the cancer diagnosis is associated with self-defeating

emotional responses and a decrease in 1ife quality (Cohen, 1982).

Extraneous Variables

Extraneous variables thought to impact the study were determined
from a review of social support-related literature. Extraneous variables
may confound the relationship between independent and dependent vari-
ables unless controlled and analyzed for their influence. Controlled
extraneous variables in a study enhance internal validity, or the extent
to which confidence 1is placed in the independent variable as the cause
of observed changes in the dependent variable (Polit & Hungler, 1989).

Two potentially confounding variables, spirtuality and mastery,
were not measured in this study due to a concern that numerous variables
would increase error and reduce the power of statistical tests given
the small sample size (Munro, Visintainer & Page, 1986). Potentially
poor stamina of the i1l spouses, and hence their ability to complete

several instruments, was also a concern. Comments made by subjects
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which suggested that these variables may be important in their manage-
ment of the cancer experience were recorded.

Individuals faced with stressful events have reported benefit
from drawing upon religious beliefs and practices at such times. In
Tife-threatening illnesses, such as cancer prayer and religious beliefs
were related to coping with the disease (Chekryn, 1984; Cozac, 1988;
Gotay, 1984; Oberst & James, 1985). Fehring, Bremmam and Keller (1987)
conducted studies to investigate the relationship between spirituality
and the affective states of college students in response to life change.
These researchers assert that there is some relationship between stress
responses and spiritual phenomena. Caplan (1974) states that a religious
person enmeshed in a local congregation is powerfully buffered against
noxious stressors in the general population, especially in times of
crisis. The importance of spirituality is not consistently reported
in the Titerature. Reed (1986) compared religiousness in healthy and
terminally 111 subjects. She found an inverse relationship between
religiousness and well-being for the i11 group and a positive one for
the well group. In their study of women with cancer and their mates,
Oberst and James (1985) did not find that religious beliefs were
mentioned frequently by couples when the stage of cancer was early.

Mastery»is a personal resource that people may be able to draw
on to counteract threatening events and objects in their environment
(Pearlin & Schooler, 1978). Individuals who perceive that they have
control over forces affecting their 1lives experience less distress

than those who view personal life-chances as governed by fate (Pearlin
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& Schooler, 1978). Lazarus and Launier (1978) argue that a conviction
that resources needed to master a situation are lacking is likely to
lead to feelings of threat, accompanied by anxiety. Vachon's (1986)
study to compare the impact of breast cancer and bereavement determined
that perscnality factors served as predictors of Tlong-term outcomes.
Her findings suggested that those who fared less well ultimately were
probably lower in self-esteem and mastery. Mercer and Ferketich (1988)
designed a study to test the effect of stress, social support, self-
esteem and mastery on depression and anxiety during pregnancy. One
finding was that in high—r‘isl; mates, an inverse relationship existed
between both perceived support and sense of mastery and level of
depression and anxiety. Generally speaking, results of studies indicate
that where individuals perceive an ability to do something to improve
the negative aspects of stressful experience, the better their affect
and the more functional their behavior (Albrecht & Adelman, 1987).
McFarlane, Norman, Streiner, Roy and Scott (1980) hypothesize that
in the face of escalating stress, those who perceive themselves to
be in control are less Tikely to experience demoralization.
Interpersonal conflict was the extraneous variable that was
controlled through measurement in this study. It was conceptualized
as perceived discord or stress 1in relationships caused by enacted
behavior of others or the absence of it when needed (Tilden, personal
communication, 1988). Interpersonal conflict was operationalized by
the summated scores on Tilden's IPRI Interpersonal Conflict subscale
(IPC) which was adapted for this study. The literature suggests that

the more conflict 1is inherent in interpersonal relationships the less
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likely the relationship will serve as a vehicle for supportive transac-
tions. Dunkle-Schetter (1984) asserts that the presence of
interpersonal problems will probably be a significant determinant of
whether support ds provided and if provided, how. Crawford (1985)
reviewed studies where conflict existed in support networks during
crisis situations. Study results provided some evidence for a relation-
ship between network conflict and negative affect. Sandler and
Barrera's (1984) study of the stress-buffering effects of support on
college students revealed that conflict in support networks was posi-
tively related to psychological symptoms. The notion that social
relationships are both beneficial and distressful or costly has received
considerable attention 1in the 1literature (DiMatteo & Hays, 1981;
Gottlieb, 1983; Nye & Mclaughlin, 1982; Shinn, Lehmann & Wong, 1984).
Relational costs, according to Tilden and Stewart (1985), include "the
effort, energy, time, affiliation, or goods expended in establishing

and maintaining important relationships" (p. 381).

Demographic Variables

A number of demographic variables with potential importance
in social support research were mentioned in the literature. For
example, Korte (1984) noted that the traditional view of urban centers
as generally unresponsive to the formal and informal support needs
of their members did not hold true. Higher Tlevels of social support
were found, however, among blacks than among whites. Dean and Lin (1977)
identified socioeconomic status variables as education, employment
and income. They found that instrumental variables (income, occupation,

unemployment and job satisfaction) correlated with physical and
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psychiatric illness. Sociodemographic variables that were found to
correlate with illness included age, sex, and migration (Dean & Lin,
1977). House, Umberson and Landis (1988), as well as Turner and Noh
(1983), acknowledge the significance of sociodemographic variables
in social support research. House, Umberson and Landis (1988) state
that these attributes are related to "differential exposure to struc-
tural barriers and opportunities in society" (p. 311). Society is
structured in such a way that women are more likely to shoulder respon-
sibility for providing support than males. House, Umberson and Landis
(1988) provide evidence for this assertion in citing the caregiving
roles of women in the home, with members in the social network, and
in work situations such as nursing. Vaux's (1985) literature review
comparing social support across groups also revealed that support
availability and its effects varied according to the gender, ethnicity,
and age of individuals. Vaux (1985) implicates cultural norms iin
variations of social support level since cultural norms dictate what
is appropriate behavior for individuals of a '"particular age, gender,
socioeconomic status, or ethnicity" (p. 90). Vaux (1985) posits that
the social support resources of females are superior to male peers
and that females are also better at giving and receiving social support.
Further, the greater amount of support that women receive than men
may not reduce the amount of distress they report. Broadhead and his
colleagues' (1983) findings from an extensive review of social support
lTiterature Tead them to state the need to consider support sources
as well as "role situational contexts" (p. 530). The context within

which one spends the majority of time (home, work, hospital) may affect
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the availability and meaningfulness of support. Kahn and Antonucci
(1980) point out that social support in the form of attachment is a
necessity throughout the 1life course, although type, source, quantity,

and quality can be expected to change.

Summary

This chapter includes a description of the conceptual framework
in terms of its theoretical underpinnings of symbolic interactionism
and support as a stress buffer, as well as its structural parameters.
Concepts are defined, and their relationships 1in the framework are
also discussed. The framework is composed of four measurable concepts:
marital reciprocal support, social support, severity of 1illness, and
psychological status of the well spouse. The framework depicts an
investigation of the relationship between marital reciprocal support
when one spouse has cancer, and the psychological status of the healthy
spouse. The concepts and their relationships are mainly based on theory
rather than empirical evidence, owing to the lack of empirical studies

reported in the literature.
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CHAPTER III

METHODOLOGY

The procedural aspects of the study, research design, sample
setting, protection of human subjects, dinstruments to operationalize
the concepts, reliability and validity estimates of the instruments,
data collection protocol, and analysis approaches are described iin
this chapter. Results of an dinstrument pilot test and Tlimitations

of this study are also addressed.

Research Design

The research method used in this study was a cross—sectional,
non-experimental, correlational, descriptive design. Cross-sectional
approaches entail the collection of data at one point in time. No
consideration is given to changes (past or future) in the dependent
variable that might occur over time (Brink & Wood, 1988; Polit &
Hungler, 1989). The design permits an estimate of the magnitude and
direction of the linear relationship between an outcome variable and
one or more independent variables (Cohen & Cohen, 1983). Consequently,
variance in the dependent variable can be assessed in terms of the
unique and combined contribution to it by each independent variable.
Cause-and-effect relationships are not established by correlational
procedures, although they may narrow causal alternatives and thus

strengthen arguments for causal inference (Cohen & Cohen, 1983).
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Sample and Setting

The nonprobability convenience sample for this study consisted
of 146 married or cohabitating individuals. One member of each dyad
had a cancer diagnosis. Only eight subjects were cohabitating in a
relationship that had not been legalized, even though they had lived
together for some time. Minuchin and Fishman (1981) argue that the
legal aspects of a relationship do not rule out the significance of
the agreement to 1live together when the purpose of the union is to
form a family. Selection criteria for all subjects included a common
residence with their significant other, the ability to read and under-
stand English, as well as willingness and ability to meet privately
with the dnvestigator to complete four study instruments and a back~—
ground information sheet in a 40- to -~60 minute interview. An equal
proportion of wives and husbands with cancer was not anticipated.

Selection criteria specific to the spouse with cancer were a
diagnosis of Tung, breast, colorectal or prostate cancer, and receiving
cancer treatment on an outpatient basis. Given the effect of sample
size on error and power of a statistical test (Munroe, Visintainer
& Page, 1986), a suitable subject-variable ratio was sought. In order
to achieve a correlation of 0.20 using a two-tailed test and statistical
significance of 0.05, a sample of 100 was required. Based on Munro,
et al.'s (7986) criterion, the number of dyads (n=73) for this project
was small. Research settings included oncology treatment clinics in
two tertiary care university teaching and research hospitals, two
private physician offices, and a multidisciplinary cancer center, all

of which were located in the southwestern United States. Permission
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to collect data in the clinical settings was granted based on documented
evidence of human subject approval and written and/or oral description

of the research project.

Protection of Human Subjects

Approval to implement the study was obtained from the University
of Arizona Human Subjects Committee (Appendix A). A disclaimer (Appendix
B) was given to well spouse potential subjects and a consent form
(Appendix C) to i11 spouse counterparts. The consent form was required
to access medical records. Disclaimer and consent forms described
the study, risks, and benefits. Subjects were dinformed that their
participation in the study was entirely voluntary.

Subject anonymity was assured through the use of confidential
numerical codes on questionnaires and responses to interview questions
rather than subject names. Raw data were scored using numerical codes,
and only grouped data are used in the report of the study. The investi-
gator will destroy names, addresses, and telephone numbers of subjects

after providing study abstracts to subjects who requested them.

Data Collection Approach

The majority of prospective subjects were identified by nurses
or physicians in the clinical setting. At their treatment appointment,
couples were given a standard written idintroduction to the study
(Appendix D) by a clinic nurse or the investigator. The written form
explained the purpose of the study, its significance, and the criteria

for participation. Benefits, costs, risks and confidentiality provisions
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for subjects were also explained. Interested couples could detach
the lower portion of the form to provide the investigator with a stub
containing their names and telephone number. If only the spouse
receiving treatment came to the clinic or couples wanted more time
to consider the invitation to participate in the study, stubs were
returned at a later time to the investigator or a clinic nurse. A
follow up phone call was made approximately one week after receiving
the stub to confirm the couple's interest and to arrange an interview
at a time and place convenient to them. Subjects were given a
disclaimer to read or a consent form to read and sign prior to partici-
pating in the study. If spouses were interested but had difficulty
participating due to travel arrangements, work schedules or a setting
preference requiring out-of-city travel by the investigator, they were
instructed to complete the study instruments dindependently at home,
The -nvestigator also talked +in private with individual spouses on
the phone and/or for a brief time on their next visit to the clinic.
Questionnaires were returned in person or by mail. The investigator
was the sole data collector for the study and arranged for each subject
to participate in the interview and complete the insiruments independent
of their spouse.

A’ packet consisting of four self-report questionnaires and a
background information form was prepared for each subject. Packets
for the well (Appendix E) and i11 (Appendix F) spouse groups differed,
as required, to accommodate collection of medical information for the
i1l spouse and measure severity of illness from the perspectives of

members of each spouse group. All subjects were asked for demographic
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data regarding age, marital status, education, employment status,
income, health benefits, and chronic illnesses. Subjects were free
to respond to as many items as they wished or to withdraw their partici-
pation at any time.

Demographic, health, and medical data were collected using the
Subject Background Information Form (Appendices E and F). Medical
information included date of cancer onset, type of cancer, primary
site, stage of cancer, current treatment regimen, and pain control.
Data were also collected about the i11 spouse's activity level (perfor-

mance status) and ingestion of nutritional supplements.

Instruments

Four concepts in the MRS framework, illustrated in Figure 1,
were operationally defined to empirically measure relationships between
them. Operationalization of the concepts 1is summarized in Table 2.

1. Marital reciprocal support (MRS) was the summated score
for each spouse on the reciprocity (RECI) subscale items of Tilden's
Interpersonal Relationships Inventory (IPRI). The subjects' responses
were coded so that on a scale of 1 to 5, the higher the score, the
higher a spouse's perception of marital réciproca] support. The IPRI
reciprocity subscale (Table 3) was developed by Tilden (1987) and
adapted by the investigator for this study, as shown in Appendix E.
Scores on the 13-item subscale could range from a Tow of 13 to a high
of 65.

2. Interpersonal Support (IPS) was the summated score for the

i1l or the well spouse on the interpersonal support subscale of Tilden's
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Table 2. Instruments Used to Operationalize Framework Concepts

Concept

Instruments

Marital Reciprocal
Support '
Interpersonal Support

Severity of Illness

Psychological Status

Interpersonal Relationships Inventory
(IPRI) Reciprocity (RECI) subscale
summated scores.

Interpersonal Relationships Inventory
(IPRI) Interpersonal Support (IPS)
subscale summated scores.

Disease Course Graphic Scale (DCGS)
treatment subscale and DCGS symptom
subscale summated scores.

Rosenberg's Self-Esteem (RSE) summated
score and Center for Epidemiological
Studies —- Depression (CES-D) scale
summated scores.
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Table 3. Instructions and Reciprocity (RECI) Subscale Items From
Tilden's Interpersonal Relationships Inventory (IPRI)

Most relationships with people we feel close to are both helpful and
stressful. Below are statements that describe close personal relation-
ships. Please read each statement and mark an X in the box that best
fits your situation. There are no right or wrong answers.

2. Within my circle of friends I get just as much as I give.

4. 1I'm available to my friends when they need to talk.

5. When I have helpful information I try to pass it on to someone
who can use it.

6. I think I put more effort into my friends than they put into me.
8. I don't mind loaning money if a person I care about needs it.

10. I'm satisfied with the give and take between me and the people
I care about.

13. I'm happy with the balance of how much I do for others and how
much they do for me.

15. When I need help, I get it from my friends and when they need
help, I give it back.

26. 1 let people I care about know that I appreciate them,
28. Some people come to me for a boost in their spirits.
31. I tell others when I think they're great.

34. Some people I care about come to me for advice.

39. I let others know I care about them.

Source: Tilden (1988)

(May not be used without permission of the author)
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IPRI instrument (Table 4). The IPS was adapted for use with spouses
in this study (Appendix E). Items were coded in a way that the higher
the score, the higher the perception of interpersonal support. The
possible range of scores was from a low of 13 to a high of 65.

3. Severity of Iilness was operationalized by the summated
scores on the Disease Course Graphic Scale (DCGS) developed by Braden
(1986, 1988). This instrument measures symptoms and treatment efficacy
in patients with chronic illness. Items were coded such that the higher.
the score, the more serious the perception of illness. The possible
range of responses was from a low of 6 to a high of 48.

4., Psychological Status was indexed by the summated scores
on Rosenberg's Self-Esteem (RSE) scale and the Center for Epidemiologic
Studies—-depression scale (CES-D). Rosenberg's (1979) scale measures
feelings associated with self-worth. Items were coded in such a way
that the higher the summated score, the greater the perceived
self-worth. Responses could range from a low of 10 to a high of 40.
The CES-D (1977) scale measures feelings and behaviors associated with
depression. Items were coded so that the higher the summated score,
the higher the level of perceived depression. Scores could range from
a low of zero to a high of 60.

Where indicated permission was obtained from authors to use
their instrument in this study (Appendix G). Discussion of the instru-
ments used to index framework variables proceeds from the inner to
outer aspect of the framework depicted in Figure 1. Each instrument
is described below in terms of its content and psychometric properties

of reliability and validity.
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Table 4. Instructions and Interpersonal Support (IPS) Subscale Items
From Tilden's Interpersonal Relationships Inventory (IPRI)

Most relationships with people we feel close to are both helpful and
stressful. Below are statements that describe close personal relation-
ships. Please read each statement and mark an X in the box that best
fits your situation. There are no right or wrong answers.

1. I know someone who makes me feel confident in myself.

3. Some people I care about share similar views with me.

7. There is someone I can turn to for helpful advice about a problem.

9. I can talk openly about anything with at least one person I care
about.

11. There is someone I could go to for anything.

14. 1 can count on a friend to make me feel better when I need it.

17. It's safe for me to reveal my weaknesses to someone I know.

18. Someone I care about stands by me through good times and bad times.
19. I have the kind of neighbors who really help out in an emergency.
21. If I need help, all I have to do is ask.

22. 1 have enough opportunity to talk things over with people I care
about.

23. I have enjoyable times with people I care about.

37. At least one person I care about lets me know they believe in
me.

Source: Tilden (1988)

(May not be used without permission of author)
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Tilden's Interpersonal Relationships Inventory (IPRI) is a multi-
dimensional measure of dinterpersonal relationships consisting of three
aspects: network structure, network function, and a demographic data
sheet. The IPRI network function used in this study has three sub-
scales: reciprocity (RECI), interpersonal support (IPS), and interper-
sonal confiict (IPC), each composed of 13 items. Subscale items are
dispersed throughout the network function aspect of the IPRI. The
Reciprocity subscale items are 2, 4, 5 6, 8, 10, 13, 15, 26, 28, 31,
34 and 39 (Table 4). The interpersonal support subscale consists of
items 1, 3, 7, 9, 11, 14, 17, 18, 19, 21, 22, 23, and 37 (Table 5).
The interpersonal conflict subscale items are 12, 16, 20, 24, 25, 27,
29, 30, 32, 33, 35, 36, and 38 (Table 5). The IPRI gives a score for
each of the subscales. Each network function item has five response
options on a scale of one to five. Two diffarent anchor styles are
used to accommodate item clusters related to perceptions and enacted
behaviors. Items numbered one to 22 measure perceived states and are
anchored with agree-disagree. The remaining 17 items deal with enacted
behaviors and are anchored with often-never.

Tilden used social exchange theory by Cook (1987) and equity
theory by Messick and Cook (1983) as the basis for the IPRI. According
to Tilden, the.premise underlying the combined theories is that social
network relationships depend upon the mutual exchange of tangiblie and
emotional resources. Moreover, network relationships accrue costs
and benefits, imply reciprocity, and entail conflict.

The IPRI has been in the process of conceptual and technical

development since 1983. Instrument development and psychometric testing
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Table 5. Instructions and Interpersonal Conflict (IPC) Subscale
Items From Tilden's Interpersonal Relationships Inventory
(IPRI)

Most relationships with people we feel close to are both helpful and
stressful. Below are statements that describe close personal relation-
ships. Please read each statement and mark an X in the box that best
fits your situation. There are no right or wrong answers.

12. Some people in my 1ife are too pushy.

16. There is someone in my life that gets mad if we have different
opinions.

20. There is someone I care about that I can't count on.

24. 1 spend time doing things for others when I'd really rather not.
25. Some people I care about invade my privacy.

27. 1 am embarrassed by what someone I care about does.

29. Someone I care about tends to take advantage of me.

30. Some people I care about are a burden to me.

32. I wish some people I care about were more sensitive to my needs.
33. People I care about make me do things I don't want to do.

35. There is tension between me and someone I care about.

36. 1 have trouble pleasing some peopie I care about.

38. Some people I feel close to expect too much of me.

Source: Tilden (1988)

(May not be used without permission of author)
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appear in published and unpublished documents (Tilden, 1985; Tilden
& Galyen, 1987; Tilden & Nelson, 1988; Tilden, Nelson, May & Mejo,
1988; Tilden & Stewart, 1985). Items were initially generated from
qualitative interview data with 44 adults experiencing a variety of
stressful situations. Psychometric estimates were obtained with popula-
tion samples of healthy and unhealthy adults dealing with life events
early or late in life. Sample sizes ranged from 30 to 310 subjects.
The total number of subjects sampled in the process of instrument
development was 1,195 (Tilden, personal communication, June 7, 1988).

Reliability coefficients wusing Cronbach's alpha (n=235) for
each 13-item subscale were .83 for reciprocity, .92 for interpersonal
support, and .91 for -dinterpersonal conflict. The correlation coeffi-
cient for test-retest (n=97) was .84 for vreciprocity, .91 for
interpersonal support, and .81 for interpersonal conflict. The average
interitem correlation (n=235) was .47 for interpersonal support, .28
for reciprocity, and .42 for interpersonal conflict. Cronbach alpha
coefficients met the criterion of .80 or above for a mature instrument
(Nunnally, 1978). Hence, the internal consistency or overall homogeneity
of each subscale was quite acceptable. Test-retest reliability esti-
mates suggested a stable instrument.

Tilden used contrasted groups, theory testing, and multitrait-
multimethod approaches to assess construct validity (Tilden, Nelson,
May & Mejo, 1988). A t-test analysis indicated that two contrasted
groups differed significantly on the interpersonal conflict, interper-

sonal support, and reciprocity traits with p < .00 for each trait.
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The three IPRI subscale factors, reciprocity, interpersonal
support, and -interpersonal conflict, were identified by confirmatory
principal components factor analysis with varimax rotation (n = 340).
The reciprocity items, however, failed to load consistently on this
main factor (Tilden, personal communication, April 3, 1989).

Multiple regression analysis consistently confirmed theoretical
predictions regarding the relationships among stress, dinterpersonal
support, and interpersonal conflict. Stress had a negative influence
on psychological symptoms. Interpersonal support buffered the influence
of interpersonal conflict on psychological symptoms, and interpersonal
conflict negatively influenced psychological symptoms.

Construct validity, estimated by a 2 X 2 multitrait-multimethod
model (Campbell & Fiske, 1959), was only partially supported. In
conclusion, psychometric estimates of Tilden's IPRI suggest strong
internal consistency and stability across a wide variety of adult popu-
lations. Construct validity is equivocal, based on the findings of
one out of the three psychometric testing methods.

Content and psychometric estimates of the Interpersonal Support
subscale (IPS) are reported in the general discussion of Tilden's IPRI
network function component. As indicated in that discussion, the sub-
scale demonstrated respectable reliability and validity properties.

Braden's (1989, 1990) visual analogue Disease Course Graphic
Scale (DCGS) contains six items (Table 6) and was adapted for use with
the well and i11 spouses in this study (Appendices E and F). The two-
factor DCGS was designed to index the concept severity of illness in

terms of "perception of critical junctures in the illness trajectory"



Table 6. Braden's Disease Course Graphic Scale (DCGS)
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Read the following statements and make a mark on the straight line
that best describes the truth of the state today.

1. Disease symptoms have extended to previously uninvolved parts of
my body in the past year.

True Not true
about about
me me

2. None of the possible treatments, medications, and procedures for
my illness work for me any longer.

Not true True
about about
me me

3. Treatment for my illness is effective most of the time.

Not true True
about about
me me

4. Disease symptoms have increased in their severity over the past

year,
True Not true
about about
me me

5. Treatments that used to help me don't do much good now.

True Not true
about about
me _ me

6. Disease symptoms occur more often than they did a year ago.

True Not true
about about
me me

Source: Braden (1989)

(May not be used without permission of author)
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(Braden, 1989b). Three items measure symptom pattern and three measure
treatment efficacy in chronic disease as perceived on the day the
instrument was self-administered. Each 100 centimeter visual analogue
1ine is anchored by the statements "True about me" and "Not true about
me". The DCGS has been used to measure the variable severity of illness
(Braden, 1985, 1986, 1988) 1in patients diagnosed with rheumatoid
arthritis and other arthritis-related conditions.

The DCGS has undergone a number of revisions as a result of
psychometric testing. Braden (1989b) reported that the DCGS was
originally comprised of five items based on Forsyth, Delancy and
Gresham's (1984) subsets of chronic iliness experience descriptive
of critical points in the experience. A pilot test of the five-item
instrument revealed a standardized coefficient alpha of .68 (Braden,
1985). Following the addition of seven items, the standardized Cronbach
Alpha was .73 (n = 288) (Braden, 1986). Item 12 was deleted after
the 1986 study because of its failure to contribute to alpha. A further
study by Braden (7988) (n = 396) generated a standardized Cronbach
Alpha of .75 and an Omega of .76. Twenty-one percent of item-to-item
correlation criterion of 507, as set by Gordon (1968) and Kerlinger
(1973). Eighty percent of item—to-total correlations were > .40,
Braden used Hinshaw and Atwood's (1982) 50% criterion of acceptability
for ijtem-to-total correlation. Construct validity was estimated by
principal factor analysis with varimax rotation. Six of the 11 ditems
confirmed theoretical predictions using a single-factor solution.

Braden's (1989b) LISREL measurement model analysis indicated

a two-factor structure as opposed to one with six items remaining in
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the scale. Standardized coefficient alpha for the total six items
was .79. The alpha for the three-item symptom factor was .70 and .76
for the three item treatment effectiveness factor. Additional internal
consistency estimates were item-to-item correlations, in which 677
of the six items were within the range .30 to .70, and item-to-total
correlations in which 1007 were within the range of r > .40.

Changes were made in Braden's DCGS for this study to accommodate
its use with both spouses in the marital dyad, one of whom had a cancer
diagnosis. One change related to the time frame referred to in items
1, 4, and 6 (Table 7). The time frame was expanded to include month(s)
as well as year. The expansion was done to create a more sensitive
measure of status change in disease and treatment effect. In addition,
the visual analogue response format was replaced by eight discrete
numerical values under a 1line between two anchors. This change was
expected to increase the ease of response to items and data analysis.
The DCGS with these modifications was used to measure severity of
illness as perceived by the spouse with cancer (Appendix F). A further
modification of the DCGS was made, creating a second adapted scale,
which measured severity of illness of the spouse with cancer as per-
ceived by the well spouse. The anchors for this version of the scale
were changed from "True about me" and "Not true about me" to "True
about my spouse" and "Not true about my spouse" (Appendix E).

Rosenberg's (1979) Self-Esteem Scale (RSE) consists of 10 items
and measures the self-acceptance aspect of self-esteem. The scale
was constructed as a unidimensional measure. The scale has been used

in both a Guttman and Likert format with comparable results. The
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instrument was developed originally with high school student popula-
tions. A total of 5,024 high school juniors and seniors randomly
selected from 10 New York schools constituted Rosenberg's main reported
sample (Crandall, 1973). The scale has been used with many and varied
samples since then (Crandall, 1973).

The RSE (Guttman format) reproducibility coefficient reported
by Crandall (1973) was .92. Test-retest correlation over a two week
period (n=28) was .85 (Silber & Tippett, 1965). Construct validity
was assessed in two ways (Rosenberg, 1979). The first was by examining
the degree to which the scale performed according to theoretical expec-
tations. From a theoretical perspective, it was conceivable that the
scale would empirically relate to depressive affect, anxiety, and peer-
group reputation (Rosenberg, 1979).

Rosenberg (1979) reported that results of the New York State
study revealed a clear-cut relationship between the RSE and a six—item
Guttman scale of depressive affect. Four percent of those with highest
self-esteem scores in contrast with 807 with lowest self-esteem scores,
tested as highly depressed (r = .300).

Silber and Tippett (1965) and Tippett and Silber (1965) used
the mu]titraitfmu1t1method approach of Campbell and Fiske (1959) to
assess convergent and discriminant validity. Evidence of construct
validity was supported with the multitrait-multimethod approach.

The Center for Epidemiological Studies—-Depression (CES-D) self-
report scale consists of 20 items (Appendix E). The CES-D was developed

by the National Institute of Mental Health to identify symptoms of
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depression in community adult populations. Items for the scale were
taken from previousiy validated instruments, inciuding the depression
scale by Zung, depression dinventory by Beck, and depression scale of
the Minnesota Multiphasic Inventory (MMPI) (Craig & Van Natta, 1976:
Markush & Favero, 1974). Items of the CES-D scale deal with symptoms
of depressed mood, insomnia, and loss of energy and appetite. The
CES-D scale score is the summed number of symptoms, weighted by their
frequency and duration. Four scale response categories range from
"less than once a day" to "most or all of the time". Weightings were
zero if no days with the symptom were reported, one if the symptom
persisted one to two days, two if three to four days, and three if
five to seven days (Craig & Van Natta, 1976). A CES-D score greater
than 16 was arbitrarily set as an indication of depression. The higher
the score, the more and persistent the symptoms. Potential scale scores
range from zero to 60.

Field tests of the CES-D scale were done with probability samples
of households in Kansas City, Missouri (n = 1173) and Washington County,
Maryland (n = 1673). Numbers refer to the completed interviews. Reli-
ability estimates were done with coefficient alpha, Spearman-Brown,
and split halves correlation methods (Zeller & Carmines, 1980). In
the general population, the average coefficient alpha for three groups
was approximately .85, Spearman-Brown approximately .87, and split
halves approximately .77. In the clinical population, coefficient
alpha was .90, Spearman-Brown was .92, and split halves was .85

(Radloff, 1977). The test-retest correlation (r = .54) for subjects
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with no reported occurrence of potentially confounding life events
in the test-retest interval were thought to best represent CES-D
stability reliability (Radloff, 1977).

Content, concurrent, and discriminant validity were confirmed
(Radloff, 1977; Weissman, Sholomskas, Pottenger, Prusoff & Locke, 1977).
Radloff (1977) reported that CES-D scores differentiated well between
the inpatient psychiatric and general population samples. Seventy
percent of the clinical group in comparison with 217 of the community
group had CES-D scores equal to or greater than 16. Correlation patterns
between the CES-D scale and other self-report scales showed reasonable
evidence of discriminant validity across several samples. Significant
differences (Radloff, 1977) were found at p < .05 and p < .01 for the
community (n > 1000) and patient groups (n = 70).

Principal components factor analysis of the CES-D scale consis-
tently demonstrated four factors (depressed affect, positive affect,
somatic and retarded activity, and dinterpersonal). The high internal
consistency of the scale, however, suggested the wisdom of using a
summated score to estimate the extent of depressive affect (Radloff,
1977).

Features of the scale with particular relevance to this study
are validity and reliability in both clinical and general adult popula-
tions. Few exceptions to these findings occurred in population subgroups
controlled for age, gender, race (black/white), and socioeconomic
status. There is also sensitivity to life events and the ability to
measure current mood states. With respect to life events, Radloff

(1977) found that vacations were associated with low CES-D scores,
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and separation was more highly related with depression than divorce.
Radloff (1977) points out that the relationship of illness to signifi-
cant negative life events 1is corroborated by others (Dohrenwend &
Dohrenwend, 1974).

Conflict was a control variable measured in the study. It was
operationalized as the summated scores on Tilden's IPRI Interpersonal
Conflict subscale (Table 6). The subscale was adapted for this study
(Appendix E). Psychometrics for the Conflict subscale are included
in the general discussion of Tilden's IPRI network function and indicate

that the subscale has acceptable reliability and validity estimates.

IPRI Pilot Test

Tilden's Interpersonal Relationships Inventory (IPRI) was adapted
for the study. The adaptation retained the <intent of each subscale
item but redirected the focus to relationships with spouses as opposed
to a friend or unspecified other. For example, the first item of the
IPRI states, "I know someone who makes me feel confident in myself".
The adapted version read, "my spouse makes me feel confident in myself".
Item number six, "I think I put more effort into my friends than they
put into me", was changed to "I think I put more effort into my spouse
than (s)he puts into me".

The convenience sample for the pilot test consisted of 20 white
married couples (40 subjects), who were predominarntly university
students, faculty, or staff, homemakers, and retirees. Neither spouse
had cancer. Subject age and number of years married varied widely.

Each subject was asked to comment at the end of the IPRI about the
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clarity of the items and anything else about the instrument, whether
positive or negative. Following a minimal interval of two weeks, the
subjects again completed the IPRI. The retest dinterval was approxi-
mately three and one-half weeks because the investigator encountered
delays in return of the instrument.

Reliability estimates generated by the pilot test dndicated
that the performance of the adapted IPRI network function favorably
compared with the strong performance of the original dinstrument.
Standardized coefficient alphas were .88 for the Reciprocity subscale:
.93 for the Interpersonal subscale and .88 for the Conflict subscale.
The alpha coefficient for the combined scores of the Reciprocity and
Interpersonal Support subscales was .95.

Item analysis for the Reciprocity subscale revealed an inter-
item correlation mean of .37, with a minimum and maximum of -.136 and
.80 respectively. Criterion of adequacy was .30 to .70. The -tem
mean was 4.036, with a minimum and maximum of 3.570 and 4.600 respec-
tively. Item-total statistics indicate that the alpha coefficient
is consistently above .85 when any of the 13 subscale items are deleted.
The high item means of this subscale indicate that scores tended to
cluster toward the positive end of the scale, which suggests that a
social desirability bias may be operating.

The Interpersonal Support subscale had a mean inter-item correla-
tion of .53, with a minimum and maximum mean of .076 and .84
respectively. Item means were 4.25, with a minimum and maximum of
3.65 and 4.55 respectively. Alpha was consistently above .90 with

the deletion of any of the 13 subscale items. A social desirability
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bias may be operating with this scale; however, despite this possi-
bility, correlation between the Interpersonal support and conflict
subscales was in the theoretically expected inverse direction. There-
fore, although scores could be somewhat -inflated, the underlying
construct is apparently being tapped. The mean inter-item correlation
for the -dinterpersonal conflict subscale was .37, with a minimum and
maximum correlation -.18 and .64 respectively. Item 20 was poorly
correlated with a number of other items in the scale. Deletion of the
item raised the alpha from .84 to .89. The item-subscale total for
this item is .178 (criterion was .60 to .80). The item may be ambiguous
and not clearly tap the conflict element. The item read, "I can't count
on my spouse". The conflict element may be captured better if the
item was, "I can't count on my spouse when I need to". Item means were
1.980, with a minimum and maximum of 1.425 and 2.525 respectively.
Alpha was consistently above .84 with the deletion of any of the 13
subscale items.

Subject reaction to the IPRI in terms of clarity and format
was generally favorable. Items eight and 33 were slightly altered
in wording as a result of subject feedback. Item eight states, "I don't
mind loaning money to my spouse if (s)he needs it". This item was
thought to be inappropriate by subjects who had joint bank accounts.
The item was changed to "I don't mind sharing money with my spouse
for things only (s)he needs". Item 33 states, "My spouse makes me do
things I don't want to do". One or two subjects stated that the item

did not fit their situation because what happened to them was of their
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own choosing. The item was changed to, "My spouse puts pressure on
me to do things I don't want to do". A final change was made to offset
the potential of response bias. The first 11 +items were all phrased
in a positive direction. Item four was changed from "I'm available
to my spouse when (s)he needs to talk" to "I'm not available to my
spouse when (s)he needs to talk". Based upon the pilot test results,
the adapted version of Tilden's IPRI network function was considered

suitable for use in this study.

Data Analysis Approach

The data analysis is discussed in terms of the research guestions
and data collection idnstruments. Descriptive statistics were used
to obtain a background profile of the sample and characteristics of
the variables in the conceptual framework (Figure 1).

Research question one asked: Do the well and i1l spouse perceive
marital reciprocal support (MRS) as equal (congruent) or unequal (incon-
gruent)? A paired t-test was used to determine the statistical
significance of any difference between the well and i11 spouse on MRS
as indexed by RECI. |

Research question two asked: Is the interpersonal support per-
ceived by the well and 111 spouse equal (congruent) or unequal
(incongruent)? A paired t-test was the analytic procedure used to deter-
mine the statistical significance of any difference between the means
of the interpersonal support (IPS) scores for the well and i1l spouse.

Research question three asked: If well and i1l spouses differ

in the Tlevel of perceived reciprocal or interpersonal support, how
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does that difference relate to the well spouse's psychological status?
One by three one-way analysis of variance procedures (Tabachnick &
Fidell, 1989) were used to determine if there was any statistically
significant difference among spouses who perceived different levels
of reciprocal or interpersonal support, in terms of the well spouses'
depression and self-esteem. Inspection of the distribution of the
depression variable revealed a substantial positive skew. Although
ANOVA has been shown to be fairly robust to violations of its underlying
assumptions (Munro, Visintainer & Page, 1986), a square root transforma-
tion (Tabachnick & Fidell, 1989) was done on this variable to increase
the normalcy of its distribution. Both parametric (ANOVA), using trans-
formed depression scores, and nonparametric (Kruskal-Wallis) analysis
of variance procedures (Kerlinger, 1986) were done to establish whether
they produced equivalent results. Comparable results between the two
analysis techniques justified the use of ANOVA, and associated post
hoc tests. Where a significant difference between groups was found,
the Scheffe post hoc test was done to determine which group(s) was
responsible for the significant finding. The Scheffe test is one of
the more conservative post hoc tests requiring that two means be far
apart before a significant difference is indicated (Huck, Cormier &
Bounds, 1974).

The first analysis of variance procedure dealt with the categori-
cal variable reciprocity (RECI) in conjunction with the outcome variable
depression (CES-D). Three groups were formed for the procedure in a

way to maximize equal numbers per cell. Group one (n = 23) was comprised
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of well and 111 spouses who both perceived low levels of reciprocal
support (consistency low, LL). Group two (n = 26) was composed of well
and i1l spouses who differed in their perception of reciprocal support.
One spouse perceived 16w and the other high reciprocal support in the
relationship or the converse (inconsistency LH and HL). Group three
(n = 24) was composed of well and i11 spouses who both perceived high
Tevels of reciprocal support (consistency high, HH). The second analysis
of variance procedure used the same three groupings to investigate
reciprocity (RECI) with self-esteem (RSE). The third analysis of
variance procedure dealt with the categorical variable interpersonal
support (IPS) in conjunction with depression (CES-D). Group one (LL),
group two (LH and HL), and group three (HH) contained 28, 27, and 18
spouses respectively. The same three groupings were used in the fourth
analysis of variance procedure to investigate the categorical variable
interpersonal support (IPS) with self-esteem (RSE).

Research question four asked: What dis the relationship between
congruence in dyad perception of marital reciprocal support and the
psychological status of the well spouse? A two-step analytical
procedure was done to address this question. First, a new variable
was created to enable the calculation of a dyadic reciprocity congruence
index (DRCI). Marital reciprocal support (MRS) as perceived by the
healthy spouse was considered one unit of analysis and was operational-
ized as RECI, variable one (V1). MRS as perceived by the il11 spouse
was operationalized as RECI, variable two (V2). A third variable (V3)
was created from the difference between variables one and two (V1 -V2

= V3). Variable three, the DRCI, measured congruence between
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the well and 111 spouses' perception of marital reciprocal
support.

The dyadic reciprocity congruence index (DRCI) was calculated
in terms of the absolute difference between the reciprocity scores
of the well and i11 spouse (Sprunger, et al., 1985; Uphold & Strickland,
1989). The absolute score was to indicate the magnitude of the differ-
ence. If the absolute score was high, it would indicate a Tlarge
discrepancy between support as perceived by the well spouse and that
perceived by the 111 spouse. A small number would indicate littie dis-
crepancy between spouse perceptions of support (Sprunger, et al., 1985).
A zero value would reflect spouses' perception of total MRS congruence.

The second step to answer question number four was the use of
Pearson product moment correlations to test the significance of correla-
tions between the dyadic reciprocity congruence index (DRCI, V3), and
the outcome variables self-esteem and depression as indexed by RSE
and CES-D respectively.

Research question five asked: What 1is the relationship between
congruence in dyad perception of interpersonal support and the psycho-
logical status of the well spouse? The same two step analysis procedure
used to answer question four was used for this question. A new variable
was first created to enable the calculation of a dyadic interpersonal
support congruence -<index (DIPSCI). Interpersonal support as perceived
by the well spouse was considered one unit of analysis perceived by
the i11 spouse was operationalized as IPS, variable five (V5). A sixth

variable (V6) was created from the difference between variables four
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and five (V4 - V5 = V6). Variable six, the dyadic interpersonal support
congruence index (DIPSCI), measured congruence between the well and
i11 spouse's perception of interpersonal support.

The dyadic interpersonal support congruence index (DIPSCI) was
calculated in terms of the absolute difference between the interpersonal
scores of the well and i1l spouse (Sprunger, et al., 1985). The abso-
lute score was to indicate the magnitude of the difference. If the
absolute score was high, it would indicate a large discrepancy between
interpersonal support as perceived by the healthy spouse and that per-
ceived by the 111 spouse. A small number would indicate little
discrepancy between spouse perceptions of interpersonal support
(Sprunger, et al., 1985). A zero value would reflect spouses' perception
of total interpersonal support congruence,

The second step to answer question five was the use of Pearson
product moment correlations to test the significance of correlations
between the dyadic interpersonal support congruence index (DIPSCI,
V6), and the outcome variables self-esteem and depression as indexed
by RSE and CES-D respectively.

Research question six asked: What relationship exists between
the well spouse's psychological status and selected variables? A corre-
lation matrix was generated to assess relationships among these
variables for the well spouse.

An alpha level of p < .10 was preselected to determine statis-

tical significance for all data in this study. The choice of alpha



82
level was based on the new area of social support investigation and
the relatively small sample sjze. Two-tailed tests of significance
were used because the theoretical base of the study did not warrant
directional hypothesis (Munro, et al., 1986). Distributions of the
data were first examined to determine whether it was appropriate to
use parametric or nonparametric statistical tests. Cronbach alpha
coefficients served as criteria to estimate the reliability of instru-
ments used to operationalize concepts (Table 3) in the conceptual
framework (Figure 1). The conceptual framework shown in Figure 1 was

operationalized according to Table 3 and presented as Figure 2.

Limitations of the Study

Limitations of the study were related to the design, dnstrumen-
tation and sampling. A cross-sectional correlational descriptive design
was fitting for this investigation given the lack of empirical research
about the study problem. Correlational designs, however, preclude
causal inferences, assessment of stability in outcome variables over
time, and determination of conditions under which outcome variables
are likely to change.

Social support qissues discussed in Chapter Two have implications
for the measurement of interpersonal support and marital reciprocal
support in this study. Tilden (personal communication, April 3, 1989)
advocated caution in making inferences regarding reciprocity using
her IPRI Reciprocity subscale. Psychometric estimates dindicated that

the subscale had Tess strength and raised more questions than either
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RSE and CES-D

RECI .7 Marital > ¢  IPS
/x'[ransactions, 7(\ DIPSCI

—~—
—— —— -

RSE and CES-D

Figure 2. Operational Framework: Perceived Marital Reciprocal Support
in the Context of Cancer

KEY
RECI = Marital reciprocal support DCGS = Severity of illness
DRCI = Dyadic reciprocal support RSE = Self-Esteem
IPS = Interpersonal support CES-D = Depression
DIPSCI = Dyadic interpersonal support
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the Interpersonal Support or Conflict subscales. A further considera-
tion is that spouses may be unable or unwiiling to calculate transaction
costs and rewards (McDonald, 1981).

The Disease Course Graphic Scale (DCGS) performs as an <immature
instrument, according to Nunnally's (1978) criterion of coefficient
alpha of .80 or above for a mature scale. Another limitation was the
possibility that unidentified extraneous variables might be responsible
for changes observed in the outcome variable, thus confounding measure-
ment results.

Selection of the sample was the final area of limitation. Study
constraints affected sample selection. For example, characteristics
of the population from which the convenience sample was drawn could
be unequally distributed in the sample. Consequently, generalization
of findings from the sample to the population are not possible. Study
constraints also precluded manipulation of dndependent variables or
the random assignment of subjects to the well or 11 spouse categories
all of which increased the chances of error. The homogeneity of the
sample was further compromised by recruiting i1l spouses with other
tumor sites besides lung, breast, prostate and colorectal to meet the
data collection time frame of September to December 1989.

Efforts were made to minimize study limitations and enhance
the changes of detecting an effect. For example, selected demographic
and situational variables cited 1in the Titerature as potentially
confounding study results were accounted for in the study's methodology.

Their impact on the outcome variables was measured where permitted.



85
Measurement precision was enhanced by selecting instruments with accep-
table psychometric properties and ease of instrument administration.
Probability Tlevels in the analysis of all the data were set at
p < .10 to improve the chances of detecting the smallest change in
the dependable variable. These levels do, however, dincrease the risk

of Type I errors (Munro, Visintainer & Page, 1986).

Summary

Chapter Three dincluded a discussion of the study design, encom-
passing descriptions of sample selection criteria, setting, human
subjects protection, data collection methods, data analysis procedures,
and limitations of the study. A cross-sectional, descriptive, correla-
tional design was the approach used. Study instruments were described

in terms of their content and psychometric properties.
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CHAPTER 1V

RESULTS OF DATA ANALYSIS

The purpose of this study was to describe the relationship
between marital reciprocal support (MRS) and the psychological status
of the spouse whose mate is being treated for cancer. Results of the
data analysis dinclude the following: 1) psychometric properties of
the scales; 2) description of the sample; and 3) relationships among

selected variables.

Instrument Reliability Estimates

Internal consistency of the instruments was assessed by
Cronbach's coefficient alpha (A ). Coefficient alpha is a conservative
estimate of reliability and assumes that "the inter-item correlation
accurately estimates all the correlations in the item matrix" (Carmines
& Zeller, 1979, p. 47). An additional underlying assumption of coeffi-
cient alpha is that items equally measure a single underlying property
of the particular scale (Armor, 1974). These assumptions are violated
when items measure one property in an unequal manner or '"measure two
or more +independent properties either equally or unequally" (Armor,
1974, pp. 24-25).

Estimates of internal consistency, using coefficient alpha,
are presented in Table 7 and then compared with those reported in the
literature and by instrument authors (Table 8). The criterion value

of acceptable internal consistency for the study instruments was set
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Table 7. Reliability Estimates, Cronbach's Coefficient Alpha for Scales
and Subscales (n=142-146)

Standardized

Instrument Alpha alpha
IPRI Subscales:

Reciprocity (RECI) . 8860 .8919

Interpersonal Support (IPS) .9359 . 9386

Interpersonal Conflict (IPC) .8893 .8967
Severity of Illness (DCGS) .8419 . 8488
DCGS Subscales:

Symptoms .7723 . 7728

Treatment . 7586 . 7598
Depression (CES-D) .9648 .9703

Self-esteem (RSE) .8644 . 8690




88

Table 8. Comparison of Cronbach's Coefficient Alphas Generated in
This Study to Alphas Reported in the Literature or by Instru-
ment Developers

Study Reported
Instrument alpha alpha
IPRI Subscales:
Reciprocity (RECI) .89 .83
Interpersonal Support (IPS) .94 .92
Interpersonal Confiict (IPC) .89 91
Severity of Illness (DCGS) .84 .79
DCGS Subscales:
Symptom .77 .70
Treatment .76 .76
Depression (CES-D) .96 . 85%
Self-esteem (RSE) .86 .92

. .90 for clinical (depressed) population
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at .70 (Nunnally, 1978). A1l instruments exceeded this criterion value.
The high degree of homogeneity (A = .9648) in the CES-D scale items
suggests that redundancy exists in the items. Instrument psychometric
characteristics were comparable to those reported in the literature
and by instrument authors (Table 8).

Item analysis wusing Pearson correlation coefficients indicated
that some instruments did not meet the inter-item correlation criterion
r = .30 < .70 (J. R. Atwood, personal communication, July, 1987). Mean
inter-item correlations and the minimum and maximum values for each
scale were: reciprocity (x = .3883, minimum = .0977, maximum = .7857);
interpersonal support (x = .5403, minimum = .3478, maximum = .7857;
interpersonal conflict (x = .4005, minimum = .1963, maximum = .6430);
depression (x = .6201, minimum = .3006, maximum = .8837); and
self-esteem (x = .3987, minimum = .1381, maximum = .6430). The severity
of illness scale met the criterion with a mean inter-item correlation
of .4834 and minimum and maximum of .33017 and .6342 respectively., All
of the mean inter-item correlations fell within the inter-item criterion
range of .30 < .70.

A social desirability response set is suggested by high item means
on the reciprocity subscale (4.1481 out of 5); interpersonal support
subscale (4.3863 out of 5); dinterpersonal conflict (1.8099 out of 5);
depression (.7965 out of 3); and self-esteem (3.2923 out of 4). Tiiden
reported evidence of social desirability in tests of the reciprocity
and conflict subscales. They were correlated (about .2) with the short

version of the Marlowe-Crowne Social Desirability Index.
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Significant Pearson correlations (n=142-144) were found among

the variables reciprocity, interpersonal support, depression, self-
esteem and severity of illness. Correlations were in the logical direc-
tion and where reports were available from the literature or instrument

authors, the instruments performed according to theoretical predictions.

Missing Data Management

For the 146 subjects, three questions were missed on the self-
esteem (RSE) and depression (CES-D) scales respectiveiy; five on the
IPRI interpersonal conflict subscale (IPC); three on the IPRI inter-
personal support subscale (IPS); 18 on the severity of illness (DCGS)
treatment subscale; and four on the DCGS symptom subscale. No data
were missing on the IPRI reciprocity subscale (RECI).

Missing data on individual scale items were managed by computing
and substituting the subject's subscale or scale mean if the missing
data were < 10Z. Where missing data on an individual's scale or sub-
scale exceeded 107 the case was not included in the analysis. It was
assumed that mean substitution for 10% of missing data on a subject's
instrument would not significantly affect the data analysis results,
Subjects reported difficulty answering DCGS treatment subscale items
when the cancer was newly diagnosed and/or the treatment regimen was
in the early phase. One well spouse refused to answer any questions
on the DCGS scale as she did not think she had enough knowledge to
answer the questions accurately at this stage of the illness and treat-

ment.
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Description of the Sample

The sample for this study consisted of married (n=138) or cohabi-
tating (n=8) +individuals. One member of each dyad had been diagnosed
with cancer (Table 9) and was receiving treatment on an outpatient
basis in a hospital, physician's office or cancer center setting (Table
10). Approximately 24 potential subjects did not participate in the
study because too many things were going on in their lives right then;
information asked for was too personal; it was too upsetting to do
anything that would remind them of the diagnosis; a job kept them busy;
or a marital relationship was in the process of terminating. Other
reasons spouses did not participate in the study were that one member
of the marital dyad did not want to participate, one spouse was illiter-
ate, one spouse felt too i11, or both spouses had cancer.

Subjects were interviewed in their homes, treatment setting or
other convenient Tlocations. Fourteen subjects returned the question-
naires by mail and five sent them with spouses returning for treatment.
The investigator was in contact with these subjects in person and/or
by telephone to ask questions about their experience living with cancer
and to ensure that concerns about the instruments or study were
addressed.

Demographic data on the sample (n=146) revealed that most sub-
jects (n=86, 58.97) were from the local area and living at their usual
residence. Subjects (n=60, 41.17) residing outside the Tlocal metro-
politan area came from other regions within the state or other states

(n=10, 6.87). Subjects (n=32, 21.9%) for whom the distance between




Table 9. Primary Cancer Site of Patients (n=73)

Cancer Site n yA

Breast 26 35.6
Colon 13 17.8
Lung 8 11.0
Prostate 6 8.2
Skin 4 5.5
Bone 3 4.1
Pancreas 3 4.1
Abdomen 3 4.1
Ovary 1 1.4
Tonsil 1 1.4
Ureter 1 1.4
Shoulder 1 1.4
Esophagus 1 1.4
Gall Bladder 1 1.4
Retroperitoneal 1 1.4

Total 73 100




Table 10. Settings Where Patients Received Treatment (n=73)
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Treatment Setting n yA

Radiation Oncology

Clinic (Hospital) 36 49.3

Hematology/Oncology

(Physician's Clinic) 23 31.5

Multidisciplinary Cancer

Clinic (Cancer Center) 13 17.3

Oncology Clinic

(Hospital) 1 1.4
Total 73 100
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their usual residence and treatment setting was too far relocated
temporarily to the metropolitan area until the treatment was completed.

Husbands tended to be older than their wives. The mean age of
the 73 wives was 57.1 years (s.d. = 11.9) and of the 73 husbands 60.7
years (s.d. = 11.2). On the average, i1l husbands were older than
i1l wives. The mean age of 37 i1l wives was 53 years (s.d. = 12.1)
and of the 36 i11 husbands 66 years (s.d. = 8.5). The number of i1l
wives (n=37) and i11 husbands (n=36) in the sample was about equal
(Table 11).

The ethnic origin of the sample was predominantly Caucasian (n=138,
90.47). There were 13 (8.9%) Hispanic subjects and one Hawaiian.

The sample (n=146) tended to be well educated. Seventy-nine
(54.1%) had a college degree or some college education and 60 (41.1%)
had completed a high school education (Table 12). Thirty subjects
(20.57) of the 145 subjects reporting had more than 16 years of educa-
tion (Table 13). The employment background of subjects varied widely.
Some subjects were employed or retired truck drivers, secretaries,
teachers, professors, executives, civil servants, realtors, nurses,
librarians, postal workers, social workers, and pilots. The employment
status of subjects was considered under seven categories: currently
employed full time (n=35, 247%); part time (n=7, 4.87); unemployed (n=4,
2.77%); retired (n=66, 45%); homemaker (n=26, 17.87%); disabled (n=7,
4.87); and one student (.7%). Subjects who described their employment

status as "homemaker" were categorized as full time.



Table 11. Age in Years of Spouses
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Subjects n 72 Mean s.d.
Spouses (Total)
Husbands 73 50 60.7 11.2
Wives 73 50 57.1 11.9
Total 146 100
I17 Spouses
Husbands 36 49, 65.9 8.5
Wives 37 50. 52.8 12.1
Total 73 100




Table 12. Level of Education of Subjects (n=146)
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Level of Education

%

College Degree
Some College
Business School
High School
Grade School
Other

Total

100




Table 13. Years of Education of Subjects (n=145)

97

Years of Education

08 - 12 years
13 - 16 years
16+

Missing

Total

48.0
30.8
20.5

100
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Income for subjects (n=144) ranged between the $00 - 10,000
category and the over $60,000 category. Sixty-five subjects (45.1%)
had an income between $00 and 10,000 (Tahle 14). The number of subjects
in the $%$00 - $10,000 category is reflective of the large number of
homemakers or retired women in the sample.

One hundred and forty-two subjects had health benefits; only
four reported none and they were self-employed or spouses of self-
employed subjects. Sixty-two subjects (41.57) had more than one source
of coverage. Four (2.7Z) Tow dincome subjects qualified for health
benefits through the State Health Care Cost Containment System (AHCCCS)
(Table 15). Subjects on AHCCCS were 37, 47, 55, and 60 years of age
respectively.

The majority (n=138, 94.5%) of the sample was married. Eight
(5.5%) were cohabitating and in this study their relationship was con-
sidered equivalent in significance to legalized relationships. Number
of marriages for each subject, married or currently cohabitating, ranged
from one (n=78) to five (n=1). Seventy-eight (55%) reported they had
been married once; 46 (32%) twice; 14 (10%) three times; three (27)
four times; and one (< 17) had had five marriages. Length of the
current dyadic relationship ranged from one to 61 years. The mean
length of the relationship was 26.7 (s.d. = 15.4) years.

The health status of well and i11 spouses revealed (Table 16)
that the most common current health problem was arthritis (n=39) with
allergies, the second most reported probiem (n=38). Overweight, gastro-

intestinal, and cardiovascular states, although not as frequently




Table 14. Income in Dollars for Sample (n=146)
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Income in Dollars

0 - 10,000
11 - 20,000
21 - 30,000
31 - 40,000
41 - 50,000
51 - 60,000

Over 60,000
Missing

Total

65
33
21

-
KoY
(o))

| =
N o w ~ (en]

44.5
22.6
14.4
6.8
4.8
2.1
3.4
1.4
100
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Table 15. Health Benefits Reported by Sample (n=146)

Health Benefits n

AHCCCS (State Subsidized) 4
Health Insurance 130
Medicare 54
None 4
Missing 2

Note: Some subjects had muitiple health benefits
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Table 16. Current Health Problems Reported by Subjects (n=144-146)

Health Problem n A
Diabetes Mellitus 9 6.2
Chronic Obstructive

Lung Disease 7 4.8
Allergies 38 26.0
Oral Cavity Problems 5 3.4
Broken Bone 2 1.4
Arthritis 39 26.7
Overweight 37 25.2
Underweight 9 6.2
Gastrointestinal

Problems 22 15.1
Cardiovascular 36 24,7
Urinary Problems 15 10.3
Other (Unspecified) 30 20.8

Note: Percentages are based on the number of subjects reporting in
each category
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reported as arthritis or allergies, were among the more commonly iden-
tified current health problems. Fifty-five subjects (37.77) <indicated
that they were using one or a ccmbination of treatment sources to deal
with their general health problems. Treatments were physician
prescribed, over the counter and commercial unscientific remedies.

Seven 11 spouses (9.6%) took multivitamins and six (8.27)
augmented their dietary intake with a commercial food supplement such
as Ensure. Eighteen (24.77Z) i11 spouses took medications regularly
or as required to control symptoms associated with cancer, or treatment
sequelae. Pain control medications reported by i1l spouses included
Tylenol, Percocet, morphine sulphate, codeine, and Dilaudid. Some
i1l spouses chose not to take pain medication as prescribed rather
than experience side effects. One subject had an intra coeliac block
to control pain. Time since diagnosis for the 73 spouses with cancer
ranged from less than one month to 159 months or approximately 13 years.
The average time interval was 24 months (s.d. = 35.4).

Spouses (n=73) were being treated with radiation, chemotherapy
or hyperthermia (Table 17). Fifty-nine (81%) had received two or more
of the current modalities of cancer treatment; radiation, chemotherapy,
hyperthermia, and surgery. Fifty-five subjects (757Z) had experienced
surgical interventions to remove cancer. Lumpebtomy. modified radica1.
and bilateral mastectomies; temporary or permanent colostomies; and
ileal conduit for urinary tract cancer exemplify surgical intervention
modalities. Chemotherapy included antimetabolites such as 5-Fluorouracil

(5FU), the Tlatter in combination with Leucovorin, a potentiator,



Table 17. Patient Cancer Treatment (n=73)
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Treatment

%

Radiation Therapy
Chemotherapy
Other

Total

29
41

w

39.7

56.2

4.1
100
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antitumor antibiotics such as Adriamycin, antihormone drugs such as
Tamoxifen (anti-estrogen) and biological response modifiers such as
Interleukin and dinterferon. CIS-Platinum, a chemotherapy classified
as miscellaneous (Carter, Bakowski & Helmann, 1987), was also used
in treatment. Hyperthermia, an experimental form of treatment in one
setting, used ultrasound waves to deliver heat to the tumor site.
Computers created an image of the size, shape and location of the tumor
and directed heat to it (Arizona Cancer Center Newsletter, 1987).

An objective assessment of the extent of cancer 1in patients
was done by identifying three disease categories based on oncologist
advice, patient medical records and cancer staging 1'iterature (Bearhrs,
Henson, Hutter & Myers, 1988; Calabresi, Schein & Rosenberg, 1985).
The first category, local disease, was defined as cancer confined to
the site of origin without direct extension to surrounding structures
or tissues (muscle, bone, skin, organ, nerves, arteries, nodes).
Regional disease was the second category and referred to disease that
had progressed beyond the primary site to involve adjacent or surround-
ing structures. The third category, disseminated disease, was extension
of cancer to distant organs or tissue sites (lungs, skeleton, Tliver,
brain, skin or nodes). According to this method of classifying cancer
disease, 54 (747) of the 73 spouses had progressed beyond local disease
(Table 18). A one-way analysis of variance was done to determine diver-
gence in perception of reciprocal and interpersonal support between
spouses in each category. The results (Tables 19 and 20) were not

statistically significant. Means for the three groups in terms of



Table 18. Extent of Cancer in Patients (n=73)
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Category n %
Local 19 23.0
Regional 23 31.5
Disseminated 31 42.5
Total 73 100
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Table 19. Analysis of Variance Among Group 1 (Local Disease), Group
2 (Regional Disease), and Group 3 (Disseminated Disease)
on I11 Spouse Perception of Marital Reciprocal Support (n=73)

Source of
Variance df MS F p

Marital Reciprocal Support
Between Groups 2 58.82 1.53 .22 (ns)
Within Groups 70 38.45

Total 72




107

Table 20. Analysis of Variance Among Group 1 (Local Disease), Group
2 (Regional Disease), and Group 3 (Disseminated Disease)
on I11 Spouse Perception of Interpersonal Support (n=73)

Source of
Variance df MS F P
Interpersonal
Support
Between Groups 2 46.58 1.20 .31 (ns)
Within Groups 70 38.78

Total 12
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i11 spouse reciprocal support indicate higher values for group 2
(regional disease; x = 55,95, s.d. = 6.4) and group 3 (disseminated
disease; X = 55.38, s.d. = 6.0) than for group 1 (local disease;
% = 52.78, s.d. 6.2). A similar pattern was found for the three groups
in terms of i11 spouse interpersonal support. Group 1 had the lowest
group mean (x = 56.9, s.d. = 5.4). The means for group 2 (; = 59,5,
s.d. = 7.4) and group 3 (x = 59.4, s.d. - 5.7) were similar. The results
would seem to indicate that the more advanced the disease the more
spouses perceived reciprocal or interpersonal support.
Thirty-four (47.97) 1411 spouses (Table 21) had experienced
symptoms as a result of their cancer or its treatment but were fully
ambulatory. Four spouses (5.6%) were symptomatic and in bed more than

507% of the day. No spouses were bedridden.

Results of Research Questions

Results of research question one, Do the well and i1l spouse
perceive marital reciprocal support (MRS) as equal (congruent) or
unequal (incongruent) were analyzed using a paired t-test. As shown
in Table 22 the t-value for difference between 111 and well spouse
groups' perception of reciprocal support was not statistically signifi-
cant (p < .10).

Results of research question two, Is tHe interpersonal support
perceived by the well and 1i11 spouse equal (congruent) or unequal
(incongruent) were analyzed using a paired t-test. There is a statisti-

cally significant difference (p = .01) between well and i1l spouse




Table 21. Patient Performance Status (n=73)
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Status n A
Asymptomatic 23 31.5
Symptomatic, fully

ambulatory 34 46.6
Symptomatic, in bed

< 50% of the day 10 13.7
Symptomatic, in bed

> 50% of the day 4 05.5
Bedridden 0 00.0
Missing 2 02.7
Total 71 100




Table 22. Difference Between Well and I11 Spouse Scores on Marital Reciprocal and Interpersonal

! Support Using t-test Analysis (n=73 per group)

Probability
(Separate
Variance
Variable Groups Mean s.d. t-value Estimate)*
Marital Reciprocal Well Spouses 53 9.0 -1.50 . 136 (ns)
support I11 Spouses 54.9 6.2
Interpersonal Well Spouses 55.5 9.7 ~2.63 .010%*
support 111 Spouses 58.8 6.3
**p < .01

* For marital reciprocal support F = 2,10 and p = .002

* For interpersonal support F = 2.42 and p = .000

oLt
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perceptions of interpersonal support in the marital relationship (Table
22). A comparison of the group means would seem to indicate that i1l
spouses (x = 58.8, s.d. = 6.3) perceived more support than the well
(x = 55.5, s.d. = 9.7).

Research question three was, If well and i1l spouses differ
in the level of perceived marital reciprocal or interpersonal support,
how does that difference relate to the well spouse's psychological
status? A sguare root transformation (Mosteller, Fienberg & Rourke,
1983; Tabachnick & Fidell, 1989) was first done on well and i11 spouse
depression scores to decrease a positive skew in these distributions.
Results between parametric (ANOVA) and nonparametric (Kruskal-Wallis,
KerTlinger, 1986) analysis of variance procedures were more comparable
using transformed depression scores with the ANOVAs than when not.
The transformation decreased the skew from .633 to .374 (well spouse)
and .487 to -.229 (i11 spouse). Based upon comparability of parametric
and nonparametric analysis of variance results four one by three,
one-way analysis of variance procedures were used to answer the ques-
tion. An additional four ANOVAs were done to analyze differences from
the perspective of the 111 spouse. The Scheffe post hoc test was used
when a significant difference occurred between groups, to determine
which group(s) contributed to the significant finding. The Scheffe
test is conservative and requires that two means be far apart before
a significant difference between them +is indicated (Huck, Cormier &

Bounds, 1974).
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The first ANOVA (Table 23) was used to examine well spouse
depression when spouse groups diverged on the level of reciprocal sup-
port they perceived. Group 1 (n=23) consisted of well and i11 spouses
who both perceived low levels of marital reciprocal support (consistency
Tow, LL). Group 2 (n=26) was composed of well and i1l spouses who
differed in their perception of marital reciprocal support (inconsis-
tency, LH or HL), and group 3 (n=24) was composed of well and ill
spouses who both perceived high levels of marital reciprocal support
(consistency high, HH). The three groups were arbitrarily selected
to maximize equal numbers per cell. A statistically significant
difference was not found between groups (p = .234) who were divergent
for level of perceived marital reciprocal support, relative to well
spouse depression., Group means would seem to indicate that when both
spouses perceived high marital reciprocal support (x = 2.95, s.d. =
2.15) the well spouse had lower levels of depression than when both
perceived Tow (x = 3.88, s.d. = 1.88), or one perceived high and the
other low marital reciprocal support (x = 3.73, s.d. = 1.95).

Results of the second ANOVA (Table 24) revealed a statistically
significant difference (p = .0385) between spouse groups who were not
alike for perceived level of marital reciprocal support in terms of
well spouse self-esteem (Group 1, LL, n = 23; Group 2, HL or LH, n
= 26; Group 3, HH, n = 24). The Scheffe post hoc test did not indicate
any two groups that were significantly different at p < .05. Group
means suggest that when both the i1l and well spouse perceived Tow
levels of marital reciprocal support (X = 31.4, s.d. = 5.2) well spouse

self-esteem was Jower than when one perceived low and the other high
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Table 23. Analysis of Variance Among Group 1 (LL), Group 2 (HL or
LH), and Group 3 (HH) for Marital Reciprocal Support on
Depression of the Well Spouse (n=73 pairs)

Source of
Variance df MS F p
Depression
Between groups 2 5.93 1.47 .234 (ns)
Within groups 70 4.00
Total 72
Note:
LL = Both i1l and well spouse perceive low levels of marital
reciprocal support
HL or LH = One spouse perceijves high, other Tow marital reciprocal
support or the converse
HH = Both 111 and well spouse perceive high Tevels of marital

reciprocal support
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Table 24. Analysis of Variance Among Group 1 (LL), Group 2 (HL or LH)
and Group 3 (HH) for Marital Reciprocal Support on Self-Esteem
of the Well Spouse (n=73 pairs)

Source of
Variance df MS F p
Self-esteem
Between groups 2 70.4 3.4 .038%
Within groups 70 20.6
Total 72
*p<.05
Note:
LL = Both i11 and well spouse perceive Tow levels of marital
reciprocal support
HL or LH = One spouse perceives high, other low marital reciprocal
support or the converse
HH = Both i11 and well spouse perceive high levels of marital

reciprocal support
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(x = 34.2, s.d. = 4.1), or both perceived high Tlevels of marital
reciprocal support (x = 34.6, s.d. = 4.3). Well spouse self-esteem
would seem to be more when both spouses perceived high marital
reciprocal support than when one spouse perceived high and the other
Tow.

Results of the third ANOVA revealed no statistically significant
difference in means between spouses grouped according to various levels
of perceived marital reciprocal support, relative to 111 spouse
depression (F = 1.5, df = 2/70). Difference in group means suggest
that when both spouses perceived high levels of marital reciprocal

support (HH) the i1l spouse was less depressed (n=24, x = 2.87, s.d.

1.97) than when both perceived low (LL) levels (n=23, x = 3.71, s.d.

1.95) or one spouse perceived high and the other low (HL or LH, n=26,

X = 3.68, s.d. = 1.83) marital reciprocal support. Depression was
greater when one spouse perceived high and the other low marital
reciprocal support as opposed to when both perceived low.

Results of the fourth ANOVA revealed statistically significant
(p < .05) differences between spouse groups who perceive diverse levels
of marital reciprocal support in terms of i1l spouse self-esteem (F
= 5,4, df = 2/70, p = .006). The Scheffe post hoc test indicated that
group 1 (LL, n=23) and group 2 (HL or LH, n=26) when compared with
group 3 (HH, n=24) were different from it. Group 1T (X = 31.2, s.d.
= 3.9) and group 2 (x = 31.4, s.d. = 4.2) had lower means in terms
of i1l spouse self-esteem than spouses in group 3 (x = 34,7, s.d. =
4.1). Group 3 had higher self-esteem scores than groups 1 and 2. The

findings would seem to indicate that when perceptions of marital
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reciprocal support were very similar, but Tow, or one spouse perceived
high levels of marital reciprocal support when the other perceived
low, self-esteem was lower than when both spouses perceived high levels
of marital reciprocal support.

Results of the fifth ANOVA (Table 25) indicated a statistically
significant difference (p = .0045) between spouse groups who had
different leveis of dinterpersonal support in terms of well spouse
depression. Results of the Scheffe post hoc test indicated that both
group 1 (LL, n=28) and group 2 (HL or LH, n=27) when compared with
group 3 (HH, n=18) were different from it. Group 1 (x = 4.01, s.d.
= 1.97) and group 2 (x = 3.89, s.d. = 1.69) had higher means in terms
of well spouses' perception of depression than spouses in group 3 (X
= 2.20, s.d. = 2.04). Group 3 had lower depression scores than groups
1 and 2. The findings suggest that when the difference in perceptions
of interpersonal support was very similar, but low, or one spouse per-—
ceived high Tevels of interpersonal support when the other perceived
low, depression was greater than when both spouses perceived high levels
of interpersonal support.

Results of the sixth ANOVA (Table 26) indicated a statistically
significant difference (p = .0028) between spouse groups who perceive
diverse levels of dinterpersonal support in terms of well spouse
self-esteem. The Scheffe post hoc test dindicated that group 1 (LL,
n=28) when compared with group 3 (HH, n=18) was different (p < .05)

from the latter. Group 1 (X = 31.4, s.d. = 4.9) had a lower mean in
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Table 25. Analysis of Variance Among Group 1 (LL), Group 2 (HL or
LH), and Group 3 (HH) for Interpersonal Support on Depression
of the Well Spouse (n=73 pairs)

Source of
Variance df MS F p
Depression
Between groups 2 20.88 5.83 . 0045%
Within groups 70 3.58
Total 72
*p< .05
Note:
LL = Both i1l and well spouse perceive lTow levels of interper-
sonal support.
HL or LH = One spouse perceives high, other low interpersonal support
or the converse,
HH = Both 111 and well spouse perceive high levels of interper-

sonal support.
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Table 26. Analysis of Variance Among Group 1 (LL), Group 2 (HL or
LH), and Group 3 (HH) for Interpersonal Support on Self-
Esteem of the Well Spouse (n=73 pairs)

Source of
Variance df MS F p

Self-esteem

Between groups 2 122.4 6.4 . 0028%*
Within groups 70 19.1

Total 72

*p<.05

Note:

LL = Both i11 and well spouse perceive Tow levels of

interpersonal support.

HL or LH = One spouse perceives high, other low interpersonal
support or the converse.
HH = Both i11 and well spouse perceive high levels of

interpersonal support.
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terms of well spouses' self-esteem than spouses in group 3 (x = 36.0,
s.d. = 3.7). Group 3 had higher self-esteem scores than group 1.
The findings would seem to indicate that well spouse self-esteem was
less when both spouses perceived Tow levels of dinterpersonal support
than when both spouses perceived high levels.

Results of the seventh ANOVA revealed no statistically signifi-
cant difference between spouses, grouped according to diverse levels
of perceived interpersonal support, relative to i1l spouse depression
(F = 1.32, df = 2/70). Differences in group means suggests that when
both spouses perceived high levels of interpersonal support (HH, n=18),
the i11 spouse was less depressed (x = 2.78, s.d. = 1.90) than when
both perceived low levels (LL, n=28, x = 3.67, s.d. = 1.91) or when
one spouse perceived high and the other low (HL or LH, n=27, x = 3.59,
s.d. = 1.94). Results suggest that depression was higher when one
spouse perceived high and the other Tow levels of interpersonal support
as opposed to when both perceived Tow levels of marital reciprocal
support.

Results of the eighth ANQOVA revealed no statistically significant
difference between spouses grouped according to diverse Tevels of
perceived interpersonal support, relative to i1l spouse self-esteem
(F = 1.43, df = 2/70). Differences in group means indicate that when
both spouses perceived high levels of interpersonal support (HH, n=18,
X = 33.7, s.d. = 4.2) the 11 spouse had higher self-esteem than when
both spouses perceived low interpersonal support (LL, x = 31.5,
s.d. = 2.5) or when one spouse perceived high and the other low inter-

personal support (HL or LH, n=27, x = 32.6, s.d. = 5.7). It appears
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that 1111 spouses perceived less self-esteem when spouses were both
Tow on interpersonal support than when one spouse perceived high and
the other low Tlevels of 1ntekpersona1 support. Table 27 summarizes
question three ANOVA results for well and i1l spouses.

Research question four, What 1is the relationship between con-
gruence in dyvad perception of marital reciprocal support and the
psychological status of the well spouse was analyzed in two steps.
The first step generated a new variable, the dyadic reciprocity con-
gruence index (DRCI), by subtracting i11 spouse reciprocity scores
from well spouse reciprocity scores using absolute values. The second
step used Pearson correlation coefficients to test the statistical
significance of correlations between the dyadic reciprocity congruence
index (DRCI) and the well spouse's self-esteem and depression. Correla-
tions in terms of the i1l spouse were also performed.

The results of correlating the DRCI with both the well spouse's
depression and self-esteem scores are presented in Table 28. No
statistically significant relationship was found between the dyadic
reciprocity congruence index (DRCI) and depression (r = ,1349, p =
.255). The direction of the relationship suggested the greater the
difference in dyadic perception of marital reciprocal support con-
gruence, the greater the depression in the well spouse. No statistically
significant relationship was found between the dyadic reciprocity
congruence index (DRCI) and well spouse self-esteem (r = -.08, p =
.497). The direction of the relationship suggests the greater the
difference in dyadic perception of marital reciprocal support congru-

ence, the less the well spouse perceived self-esteem (Table 28).
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TabTle 27. Analysis of Variance kesults for Well and I11 Spouse Levels
of Marital Reciprocal and Interpersonal Support on Depression
and Self-Esteem (n=73 pairs)

F Ratio and Probabilities

ANOVA Investigation Well Spouse I11 Spouse
Level of marital reciprocal F=1.479 F = 1.506
support on depression p= .2347 p= .2288
Level of marital reciprocal F = 3.414 F = 5.400
support on self-esteem p = .0385% p = .0066%
Level of interpersonal F = 5.834 F =1.322
support on depression p = .0045% p= .2730
Level of interpersonal F = 6.402 F=1.437
support on self-esteem p = .0028% p = .2445

*p<.05
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Table 28. Pearson Correlation Coefficients for the Dyadic Reciprocity
Congruence Index (DRCI) and Interpersonai Support Congruence
Index (DIPSCI) with Well Spouse Depression and Self-Esteem
(n=73)

Variables Depression Self-Esteem

DRCI .134 -.080

(p=.256) ns (p=.497) ns
DIPSCI .215 -.167

(p=.067)* (p=.157) ns

*p <

.10
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The results of the correlation (Table 29) of the DRCI with 111
spouse depression scores revealed no statistically significant relation-
ship between the dyadic reciprocity congruence index (DRCI) and
depression (r = .121, p = .307). No statistically significant relation-
ship was found between the DRCI and i1l spouse self-esteem (r = .100,
p = .399). The direction of the relationship suggests the greater
the difference in dyadic perception of reciprocal support congruence,
the less self-esteem the i11 spouse perceived.

Research " question five, What 1is the relationship between
congruence in dyadic perception of interpersonal support and the psycho-
logical status of the well spouse, was answered in the same two step
analysis procedure as used for research question four. A new variable,
the dyadic interpersonal support congruence index (DIPSCI), was first
created by subtracting i1l spouse interpersonal support scores from
well spouse interpersonal support scores using absolute values. The
second step used Pearson correlation coefficients to test the stati-
stical significance of correlations between the dyadic interpersonal
support congruence index (DIPSCI) and self-esteem and depression of
the well spouse. Correlations in terms of the i1l spouse were also
performed.

The results presented in Table 28 reveal a statistically signifi-
cant (p < .10) relationship (r = .215, p = .067) between the DIPSCI
and well spouse depression. The direction of the correlation suggests
that the greater the difference 1in dyadic perception of congruence

in interpersonal support, the greater the depression in the well spouse.
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Table 29. Pearson Correlation Coefficients for the Dyadic Reciprocity
Congruence Index (DRCI) and the Interpersonal Support
Congruence Index (DIPSCI) with I11 Spouse Depression and
Self-Esteem (n=73)

Variables Depression Self-Esteem

DRCI 121 . 100

(p=.307) ns  (p=.399) ns
DIPSCI .180 -.097

(p=.126) ns (p=.413) ns
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There was no statistically significant relationship between the dyadic
interpersonal support congruence index (DIPSCI) and self-esteem (r=
-.167, p = .157). The direction of the correlation suggests that the
greater the difference 1in dyadic perception of interpersonal support
congruence, the Tower the well spouse's self-esteem.

No statistically significant relationship was found between
the DIPSCI and i11 spouse depression (r = .1807, p = .126) or the DIPSCI
and i1l spouse self-esteem (r = -.097, p = .413). The direction of
the relationship between the DIPSCI and i11 spouse depression suggests
that the greater the difference in dyadic perception of interpersonal
support congruence, the greater the 11 spouse's depression. The
direction of the relationship between DIPSCI and self-esteem suggests
that the greater the difference in dyadic perception of interpersonal
support congruence, the lower the i11 spouse's self-esteem.

Research question six dnvestigated the relationship between
the well spouse's psychological status and selected study variables.
Pearson correlation coefficients were used to determine statistically
significant relationships. Correlation coefficients for well and 1ill
spouses are presented for comparison in terms of conceptual framework
variables and selected demographic variables., The results presented
in Tables 30 and 31 indicate that statistically significant relation-
ships exist between self-esteem and years of education for both spouses.
Time since diagnosis and severity of illness variables are positively
correlated and statistically significant for the well but not the i1l

spouse. The longer the time since diagnosis the higher the well



Table 30. Pearson Correlation Coefficients Between Variables in the Conceptual Framework
and Selected Demographic Variables for the Well Spouse (n=71-73)

Time Patient
Length Number Years Inter- Since Perfor-
of Rela- of Mar— of Edu- Personal Diag- mance
Variables tionship riages cation Conflict nosis Status
Marital
reciprocal
support -.06 .08 .18 -.87% .09 .08
Interpersonal
support -.06 .01 .13 -.88% .03 .03
Severity of
illness .08 -.12 .02 .06 20F LA43%
Depression -.16 .1 ~-.09 . 38% - 21% .19%
Self-Esteem .13 -.17 L31% -.24% .03 -.06

*p<.10

9L



Table 31. Pearson Correlation Coefficients Between Variables in the Conceptual Framework
and Selected Demographic Variables for the I11 Spouse (n=71-73)

Time Patient
Length Number Years Inter- Since Perfor-
of Rela- of Mar- of Edu- Personal Diag- mance
Variables tionship riages cation Conflict nosis Status
Marital
reciprocal
support -.12 .14 .02 -.58% .22% -.12
Interpersonal
support ~-.24% .23 -.01 -.68% L23% -.16
Severity of
illness ~-.01 -.03 -. 1 .02 .13 L49%
Depression ' .05 .06 -.19 .13 -.06 LAT*
Self-Esteem -.04 -.11 . 25% -.16 .12 -.29%

*p<.10

L2l
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spouse's perception of the mate's illness severity. An inverse stati-
stically significant relationship (r = -.21) existed between time since
diagnosis and depression scores for the well spouse, but not for the
i1l., It would appear the longer the time since diagnosis the higher
the well spouse depression. Association between reciprocal support
and time since diagnosis (r = .22) was statistically significant
(p < .10) for the 111 but not the well spouse. Results suggest the
longer the time since diagnosis the higher the i11 spouse's perception
of reciprocal support. The same relational pattern was evident between
time since diagnosis and dnterpersonal support for the i1l spouse
(r = .23) but not the well,

Patient performance status was highly correlated with severity
of illness for both the well (r = .43) and i11 (r = .49) spouse. The

relationship between i1l spouse performance status and depression was

not as high for the well spouse (r = .19) as it was for the 111
(r = .49). The -inverse relationship between i11 spouse performance
status and i11 spouse self-esteem was (r = -,29) and statistically

significant (p < .10). Findings suggest the higher the performance
status of the i1l spouse the higher the self-esteem. The relationship
between 1i11 spouse performance status and well spouse self-esteem was
not statistically significant. The correlation between number of
marriages and interpersonal support was r = .23 and statistically signi-
ficant (p < .10) for the i11 spouse only. Results suggest that as the
number of marriages increased so did interpersonal support. The
association between Tength of dyadic relationship and interpersonal

support (r = —.24) was statistically significant (p < .10). The results
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of the correlation sugges: that the longer the relationship the lower
the interpersonal support perceived.

Anaiyses, wusing independent t-tests, were done to determine
whether perceptions diverged on marital reciprocal support, inter-
personal support, depression, and self-esteem based on the gender
of the well or i1l spouse. As presented in Table 32, the t-value for
difference in perception between male and female well spouses on these
variables was not statistically significant (p < .10). The mean values
between the male and female well spouses were similar in magnitude.
The results suggest that gender is not a factor in spouse perceptions
of marital reciprocal support, interpersonal support, depression and
self-esteem.

No statistically significant results were found between male
and female 111 spouses on these same variables with the exception of
self-esteem (p = .024). An inspection of the means (Table 33) indicates
that mean values for i1l females are higher than for i1l males on
self-esteem,

Correlations between variables in the conceptual framework
(Figure 1) are presented in Table 34. An inspection of these data
reveals statistically significant associations (p < .10) between marital
reciprocal support and the variables interpersonal support (r = .88,
n=146), self-esteem (r = .35, n=146) and depression (-.19, n=146).
Findings suggest the higher the marital reciprocal support, the higher
both interpersonal support and self-esteem, and the lower the depres-
sion. An inverse correlation (r = -,03, n=146) was found between marital

reciprocal support and severity of illness. It was not statistically



Table 32. Difference Between Well Wife and Husband Scores on Marital Reciprocal Support,
Interpersonal Support, Depression, and Self-Esteem Using t-test Analysis (n=73)

Probability
(Pooled
Variance
Variable Groups Mean s.d. t-value estimate)
Marital Reciprocal Wives 52.72 9.91 -.22 .887 (ns)
Support Husbands 53.18 8.24
Interpersonal Wives 55.44 10.87 17 .866 (ns)
Support Husbands 55.05 8.60
Depression Wives 16.73 13.00 .19 .846 (ns)
Husbands 16.12 13.89
Self-Esteem Wives 34.00 4.67 1.04 .303 (ns)
Husbands 32.87 4,69

0tL



Table 33. Difference Between I11 Wife and Husband Scores on Marital Reciprocal Support,
Interpersonal Support, Depression, and Self-Esteem using t-test Analysis (n=73)

Probability
(Pooled
Variance
Variable Groups Mean s.d. t-value Estimate)
Marital Reciprocal Wives 55.45 5.99 .79 .434 (ns)
Support Husbands 54,30 6.52
Interpersonal Wives 59, 51 6.40 .99 .324 (ns)
Support Husbands 58.06 6.08
Depression Wives 13.99 11.01 -.96 .342 (ns)**
Husbands 16.90 14.64
Self-Esteem Wives 33.54 3.73 2.31 .024%
Husbands 31.25 4.66
*p<.05

#¥% Separate variance estimate (F = 1.77, p = .093)

tetL



Table 34. Pearson Correlation Coefficients Between Variables in the Conceptual Framework:
Marital Reciprocal Support, Interpersonal Support, Severity of Il1lness, Self-Esteem

and Depression (n=142-146)

Marital Inter- Severity

Reciprocity personal of Self-
Variables Support Support ITiness Esteem Depression
Marital
Reciprocal 1.00 .88 -.03 .35 -.19
support (p=.000)* (p=.70) (p=.000)* (p=.02)%*
Interpersonal 1.00 -.06 .24 -.20
support (p=.49) (p=.004)* (p=.02)%
Severity of 1.00 -.20 .46
illness (p=.02)%* (p=.000)*
Self-esteem 1.00 -.45

(p=.000)*

Depression 1.00
¥ p < .05%

ctl
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significant. Results suggest that as severity of illness decreased
marital reciprocal support increased. The same correlation pattern
as seen with marital reciprocal support was evident (Table 34) between
interpersonal support and the variables marital reciprocal support
(r = .88, n=146), self-esteem (r = .24, n=146), depression (r = -.20,
n=146) and severity of illness (r = -.06, n=142).

Associations between severity of illness and self-esteem
(r = -.20, n=142), and severity of illness and depression (r = .40,
n=142) were statistically significant (p < .10). Results suggest that
as severity of illness increased, self-esteem decreased and depression
increased. Self-esteem has a statistically significant inverse
relationship with depression (r = -.45, n=146) and severity of illness
(r = -.20, n=142). It would appear that as severity of illness and
depression increased, self-esteem decreased. The relationship between
severity of illness and marital reciprocal support (r = -.03, n=142)

and severity of illness and interpersonal support (r -.06, n=142)

was not statistically significant.

The fundamental relationships among the conceptual framework
concepts, insofar as assessed, are consistent with relationships sug-
gested by empirical research (Broadhead, et al., 1983; Norbeck, 1988).
Social support (marital reciprocal support and interpersonal support)
was negatively associated with stress (severity of illness), and posi-
tively related to health (self-esteem). Social support as a buffer
between stress (severity of illness) and health (self-esteem and

depression) was not addressed in the present study.
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Six statistically significant relationships (p < .10) were
observed between conceptual framework variables and selected demographic
variables (n=138-146). Table 35 -indicates that age was inversely
associated with depression (r = -.15). Results suggest the older the
person the lower the depression score. Years of education were inversely
related to depression (r = -.15) and positively related to self-esteem
(r = .27). Results suggest the more years of education the lower the
depression and higher the self-esteem.

In summary, the answer to research question one revealed no
statistically significant difference (p < .10) between il11 and well
spouse perceptions of marital reciprocal support. Research question
two analysis revealed a statistically significant difference (p = .01)
between well and i1l spouse perceptions of interpersonal support in
the marital relationship.

Analysis relative to research question three indicated no stati-
stically significant difference (p < .10) between spouse groups who
were not alike in perceived level of reciprocal support relative to
well spouse depression. Statistically significant differences
(p

tion of reciprocal support level relative to well spouse self-esteem

IA

.10) were found between spouse groups who were not alike in percep-

(p .038); and spouse groups diverse in perception of dinterpersonal

support level relative to well spouse depression (p = .0045) and self-

esteem (p = .0028).
The analysis for research question four revealed no statistically

significant association (p < .10) between congruence in dyadic



Table 35. Pearson Correlation Coefficients Between Variables in the Conceptual Framework
and Selected Demographic Variables (n=139-146)

Length Number Years Inter-

of Rela- of Mar- of Edu- personal
Variables tionship riages cation Conflict Age
Marital
reciprocal
support -.08 .09 12 -. 79% .07
Interpersonal
support -.13 .07 .08 -.82% .06
Severity of
illness -.04 -.07 .05 .06 .003
Depression -.05 .12 -.15% .26 -.15%
Self-esteem _ .05 -.13 L2TH -.21% .07

*p<.10

GeL
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perception of marital reciprocal support (DRCI) and well spouse
depression or self-esteem. The relationship between the DRCI and
depression and the DCRI and self-esteem were not statistically signifi-
cant for the ill spouse.

Research question five analysis indicated a statistically signi-
ficant relationship {p < .10) between congruence in dyadic perception
of interpersonal support (DIPSCI) and well spouse depression (p = .067);
and no statistically significant relationship between congruence 1in
dyadic perception of interpersonal support (DIPSCI) and well spouse
self-esteem. The relationships between the DIPSCI and depression and
the DIPSCI and self-esteem were not statistically significant for the
i1l spouse.

Research question six analysis revealed a number of statistically
significant relationships (p < .10) between conceptual framework and
demographic variables for the well spouse. Reciprocal support was
inversely related to interpersonal conflict (p = -.87) as was inter-
personal support (r = -,88). Severity of dillness and i1l spouse
performance status were correlated (p = .43), suggesting that the more
serious the illness the more incapacitation. Depression was positively
correlated with interpersonal conflict (r = .38); negatively correlated
with time since diagnosis (r = -.21); and positively correlated with
i1l spouse performance status (r = .19). Self-esteem was positively
associated with years of education (r = .31) and negatively correlated

with interpersonal conflict (r = -.24),



137
Results of correlations (p < .70) between conceptual framework
and demographic variables for the i1l spouse reveal: an inverse rela-
tionship between interpersonal conflict (IPC) and marital reciprocal
support (r = -.58) and IPC and interpersonal support (r = -.68); a
positive re]étionship between marital reciprocal support and time since
diagnosis (r = .22); an inverse relationship between length of relation-
ship and interpersonal support (r = -.24); a negative correlation
between interpersonal support and length of relationship (r = -.24);
a positive correlation between severity of illness and patient
performance status (r = .49); and a positive relationship between
depression and patient performance status (r = .47). Self-esteem was
correlated with years of education (r = .25), and patient performance
status (r = -.29).

Summary of Conceptual Frame-
work Empirical Relationships

Relationships 1in the conceptual framework (Figure 1) were not
empirically demonstrated between marital reciprocal support and severity
of illness nor between interpersonal support and severity of illness
for the well spouse. Those variables depicting a relationship between
dyadic reciprocal support congruence (DRCI) and well spouse depression
were not statistically significant nor was the relationship between
DRCI and self-esteem. The relationship between dyadic dnterpersonal
support congruence (DIPSCI) and well spouse depression was statistically
significant (p = .067) but not statistically significant between the
DIPSCI and self-esteem. Based on the empirical conceptual framework

there is statistically significant (p < .10) evidence to suggest; the
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more the well spouse perceives reciprocal support in the marital rela-
tionship the less (s)he is depressed (r = -.22) and the higher his/her
self-esteem (r = .33); the more the well spouse perceives interpersonal
support 1in the marital relationship the Tless (s)he is depressed
(r = -.23) and the higher his/her self-esteem (r = .30); the greater
the discrepancy between dyadic perception of dnterpersonal support

(DIPSCI) in the relationship the more the well spouse is depressed

(r = .22); the greater the perception that the spouse's illness is
serious the higher the well spouse's depression (r = .43); and the
lower the self-esteem (r = -,25). Relationships in the operational

framework (Figure 2) are summarized by Figure 3 in terms of their
empirical validity.

The conceptual framework was partially empirically validated
for the i11 spouse (Figure 4). Relationships between severity of illness
and the variables self-esteem, marital reciprocal support and inter-
personal support, respectively, were not empirically validated. The
association between marital reciprocal support and depression was not
empirically validated, nor was the relationship between interpersonal
support and depression., Relationships between the DRCI and the variables
depression and self-esteem were not statistically significant nor were
the relationships between the DIPSCI and variables depression and
self-esteem,

There is empirical evidence (p < .10) to suggest: the more the
i11 spouse perceives reciprocal support in the marital relationship
the higher the self-esteem (r = .40); the more the spouse perceives

interpersonal support in the marital relationship the higher the
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/
DRCI~

Figure 3. Pearson Correlation Coefficients Between Variables in the
Operational Framework (Well Spouses, n=73)

Empirically Validated (p < .10)

————— Not Empirically Validated

KEY:  RECI = Reciprocal Support
IPS = Interpersonal Support
DCGS = Severity of Illness
DIPSCI = Dyadic IPS Congruence
DRCI = Dyadic RECI Congruence
CES-D = Depression
RSE = Self-Esteem
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Figure 4. Pearson Correlation Coefficients Between Variables in the
Operational Framework (I11 Spouses, n=73)

Empirically Validated (p < .10)

————— Not Empirically Validated

KEY:  RECI = Reciprocal Support
IPS = Interpersonal Support
DCGS = Severity of Illiness
DIPSCI = Dyadic IPS Congruence
DRCI = Dyadic RECI Congruence
CES-D = Depression

RSE Self-Esteam
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self-esteem (r = ,20); the higher the depression the lower the self-
esteem (r = -.38); the more the spouse perceives his/her illness as
serious the greater the depression (r = .50). Relationships 1in the
operational framework (Figure 2) are summarized by Figure 4 in terms

of their empirical validity.

Summary

This chapter presents the results of the data analysis and
includes: 1) psychometric properties of the instruments; Z) description
of the sample; and 3) relationships among selected variables. The
chapter concludes with a summary, for the well and i11 spouse groups,
of Pearson correlation coefficients between variables in the operational

framework.
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CHAPTER V
DISCUSSION AND CONCLUSIONS

A discussion of the findings from the data analysis for the
investigation of marital reciprocal support (MRS) is presented in
this chapter. The discussion includes: the adequacy of the conceptual
framework and implications for theory building, nursing practice and
further research. Methodological dssues are addressed throughout

the chapter.

Discussion of Findings

The relation of social support to health promotion and/or
protection, in terms of stress, is a common theme in the literature
(Caplan, 1974, 1976; Cassel, 1976; Cobb, 1976). No studies were found,
however, that specifically examined an association between support
given and received in marital relationships and the outcomes for the
well spouse when the other has cancer. This study therefore addressed
the relationship between marital reciprocal support and the psycho-
Togical status of the spouse whose mate was being treated for cancer.

Adequacy of the Conceptual
Framework of the Study

The conceptual framework (Figure 1) was based on two theoretical
perspectives. The first perspective, symbolic interactionism, posits

that meaning of objects (physical, social, or abstract) derives from
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social interaction with fellow human beings. Hence the meaning an
object acquires for an individual is essentially determined by an
interpretation of what others say and do in relation to it. What
others say and do concerning an object can modify the way an individual
perceives and is affected by it.

The second perspective, support as a stress buffer, complements
the symbolic interactionism perspective. Support moderates or buffers
the negative impact of stress on health and has a positive relationship
to it and a negative one to stress. Theoretically, what others say
and do in interpersonal relationships modify the negative impact of
stressful objects such as cancer, on the health of individuals.

Number of empirically validated relationships (p = < .10) served
as the criterion of adequacy for the conceptual framework. It is
also acknowledged that other variables, not included in the framework,
may be contributing to the variance observed in the outcome variables,
depression and self-esteem. Due to sample size and concern for subject
time and/or symptoms, only selected variables cited in the literature
as potentially confounding were examined. These are included after
the discussion of the adequacy of the conceptual framework.

Relationships in the framework that were upheld suggested that
the well spouse perceived dinterpersonal and reciprocal support in
the marital relationship and that these perceptions were negatively
associated with depression and positively associated with self-esteem.
Severity of illness was also significantly correlated with depression
and self-esteem in the direction of the greater the severity of illness

perceived the higher the depression and lower the self-esteem.
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The finding that well spouses both gave support to and received
support from i1l spouses suggests that the cancer experience is jointly
managed through mutual provisions of personal resources. DiMatteo
and Hayes (1981) argue that this mutuality is essential when one indi-
vidual in the relationship 1is i1l, even if what is returned to the
other is limited to expressions of gratitude. The cost of failure
to reciprocate, in social relationships, is the 1likely cessation of
helping behaviors (Becker, 1986).

The nature of supportive behaviors given and received in the
marital relationship reflected the conceptualizations found 1in the
Titerature (Cobb, 1976, Kahn & Antonucci, 1980). Spouses described
support as expressions of warmth, caring, sensitivity, positivism,
appreciation, and sharing in household or leisure activities as much
as possible. Almost without exception spouses named the other as
the primary source of support.

Marital reciprocal support as perceived by the well spouse,
was apparently therapeutic relative to depression and self-esteem.
Evidence of therapeutic relationships between social support and health
in the context of stressful life events is cited repeatedly in the
literature (Dean & Lin, 1977; Lindsey, et al., 1981). One function
of social support 1is the reassurance of self-worth associated with
an increase in self-esteem (Weiss, 1969). Kerns and Turk (1984) report
a slight inverse relationship between pain level and depression in
husbands with chronic pain when wives supported them. Northouse (1988)

concluded from her study of social support provided to spouses, from
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a variety of sources, that support was equally as important for hus-
bands as for patients in adjustment to mastectomy.

Relationships in the conceptual framework that were not
statistically significant were between well spouse perception of the
seriousness of the mate's illness and perceptions of marital reciprocal
support and interpersonal support. The direction of the relationship
would suggest that as marital support or interpersonal support increases
perception of severity of illness decreases. The lack of significance
of these findings suggest three possibilities. The first is that there
is a point beyond which interpersonal and/or marital reciprocal support
lose their therapeutic impact. This finding was best exemplified with
the 111 spouse whosg perception of marital reciprocal and -interpersonal
support were not significantly related to depression. The notion that
severity of 1illness or depression may mediate the therapeutic impact
of marital support is suggested by empirical studies referenced by
Northouse (1981). In one such study the ability of women, with few
physical post operative complications, to deal with postmastectomy
depression was enhanced by social support. Social support did not help
to buffer the effects of postmastectomy depression in women who had
multiple post operative complications. The second possible explanation
for no empirical relationship between severity of jllness and marital
reciprocal and interpersonal support 1is that when the 1illness is
perceived as life-threatening no amount of interpersonal or marital
reciprocal support can change this reality. The third possibility is

that in serious stages of the disease the i11 spouse may be extremely
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limited in his or her ability to participate in marital reciprocal
support. Results of ANOVAs to examine whether well and i1l spouse
perceptions of marital reciprocal and interpersonal support were equal
or unequal suggested that i11 spouses perceived more support than well
spouses 1in the relationship. Well spouses reported that social or
physical limitations due to cancer or the treatment made it difficult
for the i11 spouse to be as supportive as he or she might otherwise
be.

One out of four relationships in the framework between dyadic
congruence 1in perceptions of vreciprocal (DRCI) and interpersonal
support (DIPSCI) and well spouse psychological status was statistically
significant. The significant relationship (p < .10) was between marital
dyad perception of interpersonal support (DIPSCI) and well spouse
depression. The finding that discrepancies in marital dyad perception
of interpersonal support (DIPSCI) was related to well spouse depression
suggests the relevance to health of reciprocity in marital relation-
ships. Balanced, mutually productive interactions and enhanced self-
esteem, due to the ability to perform one's reciprocative role, are
potential benefits of marital reciprocal support (Becker, 1986). The
significance of being able to perform one's reciprocative role was
suggested by the correlations between self-esteem and marital reciprocal
support for the well (r = .33, p = .005) and i1l spouse (r = .39,
p = .000). Interpersonal support was less highly correlated with
self-esteem for well (r = .29, p = .011) and i11 spouses (r = .19,
p = .09).
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The relationship between dyadic perception of congruence in
interpersonal support (DIPSCI) and well spouse self-esteem did not
hold up in the conceptual framework. The direction of the relationship,
however, suggests that imbalances in support given and received were
negatively related to well spouse self-esteem.

The relationships between dyad perception of congruence in
reciprocal support (DRCI) and depression did not hold up, nor did the
relationship between the DRCI and well spouse self-esteem. Again,
the direction of these relationships suggest that higher depression
and lower self-esteem are associated with incongruent dyadic perception
of marital reciprocal support.

Failure to establish statistically significant relationships
(p < .10) between the DIPSCI and self-esteem and between the DRCI and
depression or self-esteem may be due to a number of factors. The first
is that the discrepancy scores contain less variance than original
scores, which tends to attenuate the power of subsequent statistical
analysis on these scores (Uphold & Strickland, 1989). Variance, already
small in the original scores for interpersonal and reciprocal support,
may have compounded the attenuating effect. The preceding authors
advocate the use of score transformations or weights as suggested by
Cohen and Cohen (1983) to bypass the attenuation problem. Second,
Tilden indicated that in psychometric tests of the IPRI instrument
the reciprocity subscale was weaker than either the interpersonal
support or interpersonal conflict subscales. Thirdly, the reciprocity
"subfacit" of social support may be difficult for respondents to assess.

Well subjects identified areas in which 111 spouse reciprocity could
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not occur due to the disease or its treatment effects. When asked
about the equality of support given and received in the marital rela-
tionship well spouses frequently perceived it as equal or about equal
even though they may have taken over various responsibilities once
the domain of the i11 spouse. Well spouse reports suggested that their
perceptions of equality of reciprocity took into account Timitations
imposed by the discase and treatment. It would appear that when i1l
spouses demonstrated support, as physical limitations permitted and/or
acknowledged the supportiveness of their spouse, equality of reciprocal
support was more likely to be perceived. Given the length of time of
some of the relationships, well spouses may have assessed equality
in terms of past reciprocated behaviors of the i1l spouse (Becker,
1986; Horowitz & Shindleman, 1983).

~ Correlation coefficients were useful to demonstrate the extent
to which spouse dinterpersonal and reciprocal support scores varied
in relation to depression and self-esteem. Correlations did not,
however, address distance between scores (Uphold & Strickland, 1989)
providing information about the impact of different levels of recipro-
cal or interpersonal support on well spouse depression and self-esteem.
The results of one-way ANOVAs, used to obtain this information, suggest
that problems with attenuation and the reciprocity subscale may explain
the non-significant relationships. The level of interpersonal support
(high, low, or mixed), as perceived by well and i11 spouses in each
group, had an impact on well spouse depression and self-esteem. In
the one out of four ANOVAs, where a significant finding was not found,

the reciprocity subscale was used to determine if level of reciprocal
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support had an impact on well spouse depression. The results of the
ANOVAs favorably compared with the direction and/or significance of
results generated by correlations between well spouse psychological
outcome variables and the DRCI or DIPSCI., With both statistical
procedures the results suggested that congruence between i11 and well
spouse perceptions of marital reciprocal or interpersonal support was
important to well spouse psychological health. This was particularly
the case when the congruence was in terms of high rather than low or
mixed levels of support between the spouses.

A summary of empirically validated relationships is provided
for the well (Figure 3) and 11 (Figure 4) spouses. It would appear
in comparing the two figures that marital reciprocal and interpersonal
support have a greater +impact on psychosocial health promotion for
the well spouse than for the iil. One explanation for this observation
may be the difference between the stress of sharing, as a spouse, the
experience of a Tlife-threatening disease and actually having the
disease. The potential 1limits of social support as a stress buffer
have been discussed elsewhere.

Several variables, not included in the conceptual framework,
may have affected well spouse responses about their self-esteem and
depression. The extent to which the i11 spouse was able to participate
in usual activities, may be a factor in the level of depression spouses
reported. One well spouse stated that things had not really changed
since the cancer diagnosis. The i1l spouse could still participate
with her in activities such as "going out" and "dancing". 111 spouse
performance status was significantly related to depression in both

spouses.
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Low depression scores may also be explained in terms of the
variables: survival time of the i1l spouse, sense of control or
mastery, religious beliefs, age, and years of education. Survivors
in this study who had had a lengthy remission or disproved poor progno-
stications regarding their disease or treatment effect, talked about
a "good track record", and beating cancer once and doing it again.
Subjects reported "taking it a day at a time", "never giving up the
fight". Success stories regarding survival of others with similar
disease and treatment effect were reported by well spouses.

Subsects repeatedly attributed an ability to control the impact
of cancer on their lives to a positive attitude in themselves or
others. A number of subjects described themselves as being life Tong
positive thinkers or having been helped by positivistic philosophies
espoused by Bernie Siegel, Norman Cousins or Stephanie Symington.
Activities such as exercise, healthy diet, meditation, visualization,
and avoidance of intra- or interpersonal negative communication were
believed to be emotionally and physically health promoting. Positivism
and control are exemplified in the statement by one i11 spouse:

Being sick is not part of my life plan so

we make future plans, retirement plans, and

we're taking steps right now to make it

happen. Everything that we do seems to lead

to a positive long term life. ‘
The positive outlook of one spouse was repeatedly cited as helpful
by the other in dealing with the cancer experience. This observation

reflects the symbolic interactionist's position that messages exchanged

about objects, physical or abstract, affect how individuals view and
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react to them. Personality characteristics such as mastery and seif-
efficacy have been cited in the Tliterature as mediators of stress
(Litt, 1988; Murphy, 1987; Pearlin & Schooler, 1978).

Subjects frequently reported how their faith in God and its
expression through prayer, masses, bible reading, church attendance,
and talking with a spiritual advisor helped them to deal with the
cancer experience. For some, cancer had brought about a heightened
appreciation of their relationship with God or a re-ordering of life
priorities with associated 1ife enrichment. The importance of spirit-
uality to individuals experiencing threatening Tife events has been
cited in the literature (Oberst & James, 1985; Reed, 1986).

Acceptance of death as a natural outcome of life may have been
operating to reduce depression for some of the subjects. Comments
made by subjects were "everybody has to die sometime", '"you could
get hit by a car" and "I'm not afraid to die". Age and education
may also be operating to reduce the level of depression reported by
subjects. Statistically significant inverse correlations were observed
between depression and both age and number of years of education.
Douglass (1974) found 1in her qualitative study of patients with
leukemia and Hodgkin's disease that young seriously i1l patients tended
to feel '"cheated". They believed they would not live to experience
such events as marriage, mother or fatherhood. Enhancing social and
economic factors may facilitate access to information, ability to
use it and financial security. The Tliterature suggests that class
differences 1in response to stress relate to psychological well-being

(Cronkite & Moos, 1984: Turner & Noh, 1983).
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Implication of Study Results
for Theory Building

Theory building relative to marital reciprocal support (MRS)
is at a very elementary stage. The investigator was dinterested in
exploring whether MRS was at all related to health outcomes for the
well spouse. Despite the partial empirical validation of the concep-
tual framework, all of the potential concepts and linkages required
for a MRS theoretical structure have not been specified or tested.
This study serves as an initial step in theory building. The extent
to which the framework was empirically upheld suggests the merit of
pursuing further theory building. Qualitative research is indicated
as a first step in theory building. The results of this type of
research provide a basis for the conceptualization of marital recip-
rocal support and the refinement or development of instruments

sensitive to the reciprocity subfacit of social support.

Implications for Nursing

The impact of cancer on the psychosocial resources of indivi-
duals and families, who share the cancer experience, has become a
vital area of concern to professional caregivers. Literature concerning
social support, as a mediator of psychosocial stress associated with
cancer, has tended to focus on the patient. ‘Concern for the needs
of family members, as primary sources of informal support to iil
members, is a more recent development (Northouse, 1984, 1988, 1989;
Stetz, 1986; Tringali, 1986; Woods, Yates & Primono, 1989; Woods,
Lewis & Ellison, 1989). Social support is conceptualized as having

a subfacit reciprocity, however, virtually no research was found that
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looked specifically at reciprocal support in marital relationships
and its impact oa the health of either spouse when one has a serious
illness. Given the number of empirical studies dinvestigating the
impact of family or professional support on the psychosocial health
of patients, this study focused on marital reciprocal support and
its congruence relative to well spouse psychological status. The
findings 1introduce an expanded perspective for nursing by focusing
on the reciprocal subfacit of social support in the context of marriage
and cancer.

Despite the fact that the findings of this study shouid be
interpreted with caution due to limitations already cited, there is
evidence to suggest that; 1) marital reciprocal support 1is related
to the psychological status of the well spouse when one spouse has
cancer, and 2) congruence in dyadic perception of interpersonal support
is also related to the psychosocial status of the well spouse. Based
upon this evidence nurses need to consider concurrent assessments
of the support needs of both spouses. Nursing interventions could
be designed to assist spouses to establish more mutually supportive
interactions as indicated. In the event that non-supportive behaviors
between spouses created negative psychosocial outcomes for either
spouse, sources of supplemental support may be explored with that
spouse. Once antecedents that influence MRS congruence are identified
through further testing, nursing interventions could be directed toward
them. Community health nurses might play a role in encouraging public
education systems to teach 1life skills in the giving and receiving

of support in significant relationships.
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Subjects in this study expressed uncertainty about how to manage

their need for support within the marital relationship and the best
way to demonstrate support to their spouse in the context of cancer.
They not only expressed a need for study of this area, one or both

members of 10 marital dyads requested the results of this study.

Implications for Future Research

Theory building and testing is warranted to help bridge the
gaps in knowledge abou£ marital reciprocal support. There is a need
for longitudinal descriptive studies that assess the nature of marital
reciprocal support over time and across the trajectory of cancer
illness. The resuits of this type of study would provide <information
about change in the amount and nature of marital reciprocal support
and the impact of such change on the psychosocial health of spouses,

The use of random sampling methods, control groups and groups
that are matched on critical variables such as time since diagnosis,
stage of illness, or i1l spouse performance status are needed to
enhance understanding of the MRS concept. Statistical analysis methods
which determine the amount of variance explained in outcome variables
by multiple independent variables are necessary to identify critical
antecedents of congruent marital reciprocal support. The critical
antecedent variables would then be available fof intervention studies.
Theory driven intervention studies would be the ultimate goal of
marital reciprocal support investigations. The study of marital

reciprocal support in terms of psychosocial outcomes could be studied
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with other populations to determine the generalizability of the theory.
The concept of reciprocal support could also be investigated with
other closely related groups such as between siblings, and between

parents and children,

Conclusions

Cancer impacts on the entire family system, particularly those
who are closest to the 111 member, such as a spouse. The resufts
of this study on marital reciprocal support suggested that, up to
a point, the more congruent the support exchanged between the well
and i1l spouse the better the psychological status of both spouses.
The results should be viewed with caution for reasons already addressed
as well as the following: 1) couples participating in the study were
likely to have stable and enduring relationships based on their age
and average length of marriages; 2) the requirement that both spouses
participate possibly eliminated from the sample couples who had con-
flicted relationships; and 3) despite a high proportion of spouses
with advanced disease all were ambulatory and few reported extreme
levels of depression, The results of this study may be biased toward
couples who are atypical in their response to cancer and support of
each other. They do, however, suggest that the well spouse, as prin-
cipal supporter of the i1l mate, has a need for and benefits from

marital reciprocal support.

Summary

This chapter presented a discussion of the result of data

analysis for the investigation of marital reciprocal support. The
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adequacy of the conceptual framework underpinning the study and method-
ological issues were assessed. Implications for theory building,

nursing practice and further research were discussed.
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HUMAN SUBJECTS LETTER OF APPROVAL
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The University of Arizona

Human Subjects Committee
1690 N. Warren (Bidg. 5268)
Tucson, Arizona 85724

(602) €26-6721 or 6267575

S September 1989

Lillian Douglass, R.N.

c/o Alice Longman, R.N., Ed. D.
College of Nursing

Arizona Health Sciences Center

RE: A89.113 MARITAL, RECIPROCAL SUPPORT IN THE CONTEXT OF CANCER

Dear Ms. Douglass:

We received the memorandum from Dr. Iongman stating that she is your major
professor. The procedures to be followed in this study pose no more than
minimal risk to participating subjects. Regulations issued by the U.S. Depart-
ment of Health and Human Services [45 CFR Part 46.110(b)] authorize approval of
this type project through the expedited review procedures, with the condition(s)
that subjects' anonymity be maintained. Although full Committee review is not
required, a brief summary of the project procedures is submitted to the Committee
for their endorsement and/or comment, if any, after administrative approval is
granted. This project is approved effective 5 September 1989.

The Human Subjects Committee (Institutional Review Board) of the University of
Arizona has a current assurance of compliance, number M-1233, which is on file
with the Department of Health and Human Services and covers this activity.

Approval is granted with the understanding that no changes or additions will be
made either to the procedures followed or to the consent form(s) used (copies of
which we have on file) without the knowledge and approval of the Human Subjects
Committee and your College or Departmental Review Committee. Any research related
physical or psychological harm to any subject must also be reported to each
committee.

A university policy requires that all signed subject consent forms be kept in a
permanent file in an area designated for that purpose by the Department Head or
comparable authority. This will assure their accessibility in the event that
university officials require the information and the principal investigator is
unavailable for some xeason.

Sincerely yours,
:m‘/‘\(wk

Milan Novai, M.D., Ph.D.

Chairman

Human Subjects Comittee

MN/ms

cc: Departmental/College Review Committee
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SUBJECT DISCLAIMER
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SUBJECT DISCLAIMER FORM FOR THE RESEARCH PROJECT:
MARITAL RECIPROCAL SUPPORT IN THE CONTEXT OF CANCER

The purpose of the above-title project is to gather information
about how close relationships affect the health of a spouse when one
of the couple 1in the relationship has cancer. You are being invited
to participate in this study because you speak English, reside with
a spouse who is receiving radiation or chemotherapy for cancer and
who agrees to participate in this project. Fifty couples will be

enrolled.

If you agree to participate it will take you about 45 to 60
minutes to complete four questionnaires and a background form at a
time and place convenient to you. You will be asked to answer questions
about yourself, such as age, gender, years of schoolirg, general health
and personal characteristics. You will also be asked your views on
the cancer treatment program for your spouse and what you give to and
receive from your close relationship.

By responding to the questionnaires you give your consent to
narticipate 1in the project. Questions you raise about the project
will be answered. You may withdraw your participation in the project
at any time without incurring i1l will.

There are no known benefits, however subjects' information can
help care providers better meet the needs of individuals with concerns
similar to your own. There are no risks or costs apart from your time.
Confidentiality will be strictly maintained. Your name is not on the
questionnaire, and reports of this project will be presented in a way
that no individual subject can be identified.

Li1lian Douglass, RN, MSc.(A)
Doctoral Candidate
University of Arizona
Telephone: 325-8189
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APPENDIX C

SUBJECT CONSENT
(SPOUSE WITH CANCER)
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SUBJECT CONSENT FORM FOR THE RESEARCH PROJECT:
MARITAL RECIPROCAL SUPPORT IN THE CONTEXT OF CANCER

You are asked to read the following material to ensure that
you are informed of the nature of this research study and of how you
will participate in it. If you consent to do so, signing this form
will dindicate that you have been so informed and that you give your
consent. Federal regulations require written informed consent prior
to participation in this research study so that you can know the nature
and the risks of your participation and can decide to participate or
not participate in a free and informed manner.

You are being invited to voluntarily participate in the above-
titled research project. The purpose of this project is to gather
information about how close relationships affect the health of a spouse
when one of the couple in the relationship has cancer.

You have been invited to participate because you speak English,
are receiving radiation or chemotherapy, and reside with a spouse who
agrees to participate in the project. Fifty couples will be enrolled
in the study.

If you agree to participate, you will be asked to agree to the
following: 1) to answer questions about yourself, such as age, gender,
education, personal characteristics, health, treatment, and physical
Timitations; 2) to give your view on what you give and receive from
your close relationship; 3) to permit Lillian Douglass, nurse and
investigator in this project, to obtain information about your diagnosis
and treatment from your medical record; and 4) to complete a background

form and four questionnaires that will require approximately 45 to

60 minutes of your time.
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There are no known risks or costs apart from your time. Although
you will receive no known benefit from your participation in this study,
subject responses will provide information that can be used by nurses
and other health professionals attempting to help individuals who are
in situations similar to your own.

Confidentiality of the information you provide will be strictly
maintained. A subject number, not your name, is used on all question-
naires, and reports of this project will be presented in a way that
no individual subject can be identified.

Before giving my consent by signing this form, the methods,
inconveniences, risks, and benefits have been explained to me and my
questions have been answered. I understand that I may ask questions
at any time and that I am free to withdraw from the project at any
time without causing bad feelings or affecting my medical care. My
participation in this project may be ended by the investigator or by
the sponsor for reasons that would be explained. New <information
developed during the course of this study that may affect my willingness
to continue in this research project will be given to me as it becomes
available. I understand that this consent form will be filed in an
area designated by the Human Subjects Committee with access restricted
to the principal investigator, Lillian Douglass, or authorized represen-
tative of the Nursing Department. I understand that I do not give
up any of my legal rights by signing this form. A copy of this consent
form will be given to me.

Subject Signature Date

Investigator's Affidavit

I have carefully explained to the subject the nature of the
above project. I hereby certify that to the best of my knowledge the
person who is signing this consent form understands cliearly the nature,
demands, benefits, and risks dinvolved in his/her participation and
his/her signature is legally valid. A medical problem or Tlanguage
or educational barrier has not precluded this understanding.

Investigator Signature Date

LiTlian Douglass, RN, MSc.(A)
Doctoral Candidate
University of Arizona
Telephone: 325-8189
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COUPLE INTRODUCTION TO STUDY FORM
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Information for Couples About a Research
Project on Close Relationships and Health

This 1is an invitation for you and your spouse to participate
in a study about how help received through close relationships affects
both spouse and patient health. This area is vital because it influ-
ences the way both the patient and spouse get through the cancer
experience, but it has not been looked into very much and should receive
more attention. By sharing your viewpoint you will assist nurses and
others providing health care to better help patients and spouses to
manage situations wimilar to your own. Permission to conduct this
study has been granted to me by

Your participation would involve one 45 to 60 minute meeting
with you and a separate meeting with your spouse at a time and place
convenient to you. All information that you provided would be treated
confidentially. Your care would not be affected by whether or not
you participate and no known risks are involved.

If you and your spouse think you might be interested in partici-
pating in this important project please fill in and return the lower
portion of this sheet to a nurse in the treatment area or call the
number below.

Thank you.

Lillian Douglass, RN, MSc.(A)
Doctoral Candidate
College of Nursing

University of Arizona
Telephone: 325-8189 (after 6 pm)

Yes I am willing for Lillian Douglass, Doctoral Candidate, to contact
me about the research project on spouse and patient health,

Names: Patient Spouse

Telephone Number:
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APPENDIX E

WELL SPOUSE INSTRUMENT PACKET
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SUBJECT BACKGROUND INFORMATION

Subject No.: Date:
Date of Birth:

Please check the appropriate answer:

ETHNIC ORIGIN:

Caucasian Black Asian

American Indian HISPANIC:
Mexican Origin
Spanish Origin
South American Origin

GENDER: Female Male
MARITAL STATUS:

Married Number of Marriages

Living w/someone in a conjugal relationship

Length of current marriage/conjugal relationship (Yrs)
USUAL RESIDENCE:

Tucson area Out of Tucson Area

City, State

CURRENT LOCATION:

Apartment, hotel My usual
or other temporary Residence
location

LEVEL OF EDUCATION:

College degree(s) Degree
Some college Business school
High school Grade school Other

YEARS OF EDUCATION: (Please circle the highest grade in school you
have completed)

12 3 456 789 10 11 12 13 14 15 16 16+
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EMPLOYMENT (Please check the applicable employment status)
STATUS:

Currently employed: Full-time Part-time
Homemaker Disabled Student
Retired Year retired

Former occupation

Unemployed Usual occupation:

INCOME: (Please check the annual income applicable now)

0-$10,000/YR $31,000-$40, 000/YR
$11, 000-$20, 000/YR $41,000-$50,000/YR
$21,000-$30, 000/YR $51, 000-$60,000/YR

OVER $60,000/YR

HEALTH BENEFITS: (Please check the applicable health benefit)
AHCCCS Medicare

Health insurance What company?

Other
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CURRENT MEDICAL PROBLEMS:

NO| YES NO{ YES
1. Diabetes 7. Gastrointestinal
problems
2. Chronic obstruc- 8. Heart disease

tive lung disease

9. High blood pressure
3. Allergies

10. Stroke
4, Oral cavity
problems
11. Urinary tract
problems (e.g.,
5. Overweight bladder, kidney,
prostate
6. Underweight
TREATMENT OF MEDICAL PROBLEMS:
Number (from above) What kind?

Longman, A. Atwood, J. R., Blank, J., Snow, K. & Loescher, L. (1987).
Patient Background Information. Tucson, AZ: \University of
Arizona College of Nursing and Arizona Cancer Center.
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SUBJECT NO.

DATE

DISEASE COURSE GRAPHIC SCALE (DCGS)
(SPOUSE PERSPECTIVE)

Please read each statement and circle the number under the Tine that
best describes the truth of the state today.

1. Disease symptoms have extended to previously uninvolved parts of
my spouse's body in the past month(s) or year.

True Mot true

about my about

spouse my spouse
1 2 3 4 5 6 7

2. None of the possible treatments, medications, and procedures for
my spouse's illness work for her/him any longer.

Not true True
about my about
spouse my spouse
1 2 3 4 5 6 7
3. Treatment for my spouse's illness is effective most of the time.
Not true True
about my about
spouse my spouse
1 2 3 [ 5 6 7

4. My spouse's disease symptoms have increased in their severity over
the past month(s) or year.

True Not true
about my about
spouse my spouse
1 2 3 4 5 6 7
5. Treatments that used to help my spouse don't do much good now.
True Not true
about my about
spouse my spouse
1 2 3 4 5 6 7 8

6. My spouse's disease symptoms occur more often than they did a
month(s) or year ago.

Not true True
about my about
spouse my spouse




SUBJECT NO.
DATE

m

ROSENBERG SELF-ESTEEM SCALE (RES)

Please show the extent to which you agree or disagree with each state-
ment below by circling one of the following:

(1)

(2)
(3)

(4)

(5)

(6)
(7)

(8)

(9)

(10)

SA = Strongly Agree
A

Agree

D = Disagree

SD = Strongly Disagree

On the whole, I am satisfied with
myself.,

At times I think I am no good at all.

I feel that I have a number of good
qualities.

I am able to do things as well as most
other people.

I feel I do not have much to be
proud of.

I certainly feel useless at times.

I feel that I'm a person of worth, at
least on an equal plane with others.

I wish I could have more respect for
myself.

A1l in all, I am inclined to feel that
I am a failure.

I take a positive attitude toward
myself.

SA A
SA A
SA A
SA A
SA A
SA A
SA A
- SA A
SA A
SA A

SD
SD

SD

SD

SD
SD

SD

SD

SD

SD
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SUBJECT NO.
DATE

INTERPERSONAL RELATIONSHIPS INVENTORY (IPRI)

Most relationships with people we feel close to are both helpful and
stressful. Below are statements that describe close personal relation-
ships with spouses. Please read each statement and circle the number
that best fits your situation. There are no right or wrong answers.

These first statements ask you to disagree or agree

STRONGLY STRONGLY
DISAGREE DISAGREE NEUTRAL AGREE AGREE

T. My spouse makes me feel
confident in myself. 1 2 3 4 5

2. MWithin my marital
relationship I get
just as much as
I give. 1 2 3 4 5

3. My spouse shares
similar views with
me. 1 2 3 4 5

4. I'm not available to
my spouse when (s)he
needs to talk. 1 2 3 4 5

5. When I have helpful
information, I try
to pass it on to
my spouse for his
or her use. 1 2 3 4 5

6. I think I put more
effort into my spouse
than (s)he puts into me. 1 2 3 4 5

7. My spouse is someone I
can turn to for helpful
advice about a problem. 1 2 3 4 5

8. I don't mind sharing
money with my spouse
for things only (s)he
needs. 1 2 3 4 5



9.

10.

11.

STRONGLY
DISAGREE

I can talk openly about
anything with my spouse.

I'm satisfied with the
give and take between
me and my spouse.

I could go to my spouse
for anything.

1
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STRONGLY
DISAGREE NEUTRAL AGREE AGREE

12.
13.

14.

15.

16.

My spouse is too pushy.

I'm happy with the
balance of how much I
do for my spouse

and how much (s)he does
for me.

I can count on my spouse
to make me feel better
when I need it.

When I need help, I can
get it from my spouse
and when (s)he needs
help, I give it back.

My spouse gets mad if
we have different
opinions.

17.

18.

19.

20.

It's safe for me to
reveal my weaknesses
to my spouse.

My spouse stands by me
through good times and
bad times.

I have the kind of spouse

who really helps out in
an emergency.

I can't count on my
spouse when I need to.

[a}]
w
Y
3]
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STRONGLY STRONGLY
DISAGREE DISAGREE NEUTRAL AGREE AGREE

21. If I need my spouse's
help, all I have to do
is ask. 1 2 3 4 5

22. 1 have enough opportunity
to talk things over
with my spouse. 1 2 3 4 5

These next statements ask you how often something happens.

ALMOST  SOME- FAIRLY VERY
NEVER NEVER TIMES OFTEN OFTEN

23. I have enjoyable times
with my spouse. 1 2 3 4 5

24. 1 spend time doing
things for my spouse
when I'd really rather
not. 1 2 3 4 5

25. My spouse invades
my privacy. 1 2 3 4 5

26. I let my spouse know
that I appreciate him
or her. 1 2 3 4 5

27. I am embarassed by what
my spouse does. 1 2 3 4 5

28. My spouse comes to me
for a boost in his or
her spirits. 1 2 3 4 5

29. My spouse tends to '
take advantage of me. 1 2 3 4 5

30. My spouse 1is a burden
to me. 1 2 3 4 5

31. I tell my spouse when
I think (s)he is
great. 1 2 3 4 5
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ALMOST  SOME- FAIRLY VERY
NEVER NEVER TIMES OFTEN OFTEN

32. I wish my spouse was
more sensitive to
my needs. 1 2 3 4 5

33. My spouse puts pressure
on me to do things
I don't want to do. 1 2 3 4 5

34. My spouse comes to
me for advice. 1 2 3 4 5

35. There is tension between
me and my spouse. 1 2 3 4 5

36. I have trouble
pleasing my spouse. 1 2 3 4 5

37. My spouse lets me
know (s)he believes in
me. 1 2 3 4 5

38. My spouse expects too
much of me. 1 2 3 4 5

39. I let my spouse know
I care about him or
her. 1 2 3 4 5

Thank you very much for your participation.
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SUBJECT NO.

~narre

URIL

CES-D SCALE

Instructions: Below is a list of the ways you might have felt or
behaved. Please indicate how often you have felt this way during the
past week. Please put 2 check (/) in the space which most accurately
describes how often you had those feelings during the past week.

LESS THAN 1702 3704 5707
During the past week: 1 DAY/NEVER DAYS DAYS DAYS

1. I was bothered by
things that usualiy
don't bother me.

2. I did not feel Tlike
eating; my appetite
was poor.

3. I felt that I could
not shake off the
blues even with the
help of my family
or friends.

4, 1 felt that I was
just as good as
other people.

5. I had trouble keeping
my mind on what I
was doing.

6. I felt depressed.

7. 1 felt that every-
thing I did was
an effort.

8. I felt hopeful about
the future.

9. I thought my Tlife
had been a failure.

10. I felt fearful.

11. My sleep was restless.




12.
13-

14.
15.

16.
17.
18.
19.

20.

I was happy.

I talked less
than usual,

I felt lonely.

People were
unfriendly.

I enjoyed life.
I had crying spells.
I felt sad.

I felit that people
disliked me.

I could not get
"going".

177

LESS THAN 1702 3704 5T07
1 DAY/NEVER DAYS DAYS DAYS
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APPENDIX F

ILL SPOUSE INSTRUMENT PACKET
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SUBJECT BACKGROUND INFORMATION

Subject No.: Date:
Date of Birth:

Please check the appropriate answer:

ETHNIC ORIGIN:
Caucasian Black Asian
American Indian HISPANIC:
Mexican Origin

Spanish Origin
South American Origin

GENDER: Female Male
MARITAL STATUS:

Married Number of Marriages
Living w/someone in a conjugal relationship
Length of current marriage/conjugal relationship (Yrs)

USUAL RESIDENCE:
Tucson area Out of Tucson Area
City, State

CURRENT LOCATION:

Apartment, hotel My usual
or other temporary Residence
location

LEVEL OF EDUCATION:

College degree(s) Degree
Some college Business school
High school Grade school Other

YEARS OF EDUCATION: (Please circle the highest grade in school you
have completed)

1 2 3 456 7 8 9 10 11 12 13 14 15 16 16+
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EMPLOYMENT (Please check the applicable employment status)
STATUS:

Currently employed: Full-time Part-time
Homemaker Disabled Student
Retired Year retired

Former occupation

Unemployed Usual occupation:

INCOME: (Please check the annual income applicable now)

0-$10,000/YR $31, 000-$40, 000/ YR
$11, 600-$20, 000/ YR $41,000-$50, 000/YR
$21,000-$30, 000/YR $51, 000-$60, 000/YR

OVER $60,000/YR

HEALTH BENEFITS: (Please check the applicable health benefit)
AHCCCS Medicare

Health tinsurance What company?

Other
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PATIENT MEDICAL INFORMATION

Subject No.: Date:
Check applicable iocation:
Radiation Oncology Clinic
Multidisciplinary Cancer Clinic
St. Mary's
i. First diagnosis of cancer:
Month  Year
Site of cancer:
Circle/check applicable categories:
2. Stage: I 3. TNM: Tumor
(circle one) 11 (Check) Nodes
IT1 Metastases
v
v
4. Treatment: Surgery ———_ Month ___ Year ___
Radiation —  Month __ Year ___
Chemotherapy _ Month _ Year ___
Other Month _ Year




182

5. OTHER CURRENT MEDICAL PROBLEMS:
NO{ YES NO | YES
1. Diabetes 9. Gastrointestinal
problems
2. Chronic obstruc- 10. Heart disease
tive lung disease
11. High blood pressure
3. Allergies
12. Stroke
4, Oral cavity
problems
13. Urinary tract
problems (e.g.,
5. Broken bone bladder, kidney,
prostate
6. Arthritis
14. Other
7. Overweight
8. Underweight
6. TREATMENT OF MEDICAL PROBLEMS:
Number (from above) What kind?
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7. CURRENT MEDICATIONS:

NAME OF DOSE/ROUTE
DISEASE DRUG FREQUENCY DATE BEGUN

Pain control

Nutritional
supplement

8. [ECOG PERFORMANCE STATUS

0 __ Asymptomatic

1 __ Symptomatic, fully ambulatory

2 _____ Symptomatic, in bed less than 507 of day

3 Symptomatic, in bed more than 507 of day, but

not bedridden
4 Bedridden

SOURCES:

ECOG. Eastern Cooperative Oncology Group of Zubrod Performance Status
Score.

Stanley, K. E. (1980). Prognostic factors for survival in patients
with inoperable lung cancer. J. National Cancer Institute, 65:
25-32.

Selected questions adapted from Block, G. (1984) Food Frequency
Questionnaire. Bethesda, MD: NCI.

Longman, A., Atwood, J. R., Blank, J., Snow, K. & Loescher, L. (1987).
Patient Background Information. Tucson, AZ: University of Arizona
College of Nursing and Arizona Cancer Center.
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SUBJECT NO.
DATE

DISEASE COURSE GRAPHIC SCALE (DCGS)
(PATIENT PERSPECTIVE)

Please read each statement and circle the number under the line that
best describes the truth of the state today.

1. Disease symptoms have extended to previously uninvolved parts of
my spouse's body in the past month(s) or year.

True Not true

about my about

spouse my spouse
1 2 3 4 5 6 7

2. wone of the possible treatments, medications, and procedures for
my spouse's illness work for her/him any longer.

Not true True
about my about
spouse my spouse
1 2 3 4 5 6 7
3. Treatment for my spouse's illness is effective most of the time.
Not true True
about my about
spouse my spouse
1 2 3 4 5 6 7 8

4, My spouse's disease symptoms have increased in their severity over
the past month(s) or year.

True Not true
about my about
spouse my spouse
1 2 3 4 5 6 7
5. Treatments that used to help my spouse don't do much gcod now.
True Not true
about my about
spouse my spouse
1 2 3 4 5 6 7 8

6. My spouse's disease symptoms occur more often than they did a
month(s) or year ago.

Not true True
about my about
spouse my spouse




SUBJECT NO.
DATE
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RCSENBERG SELF-ESTEEM SCALE (RES)

Please show the extent to which you agree or disagree with each state-
ment below by circling one of the following:

(1)

(2)
(3)

(4)

(5)

(6)
(7)

(8)

(9)

(10)

SA = Strongly Agree

A = Agree
D = Disagree
SD = Strongly Disagree

On the whole, I am satisfied with
myself.

At times I think I am no good at all.

I feel that I have a number of good
qualities.

I am able to do things as well as most
other people.

I feel I do not have much to be
proud of.

I certainly feel useless at times.

I feel that I'm a person of worth, at
least on an equal plane with others,

I wish I could have more respect for
myself.

A1l in all, I am inclined to feel that
I am a failure.

I take a positive attitude toward
myself.

SA A
SA A
SA A
SA A
SA A
SA A
SA A
. SA A
SA A
SA A

SD
SD

SD

SD

SD
SD

SD

SD

SD

SD
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SUBJECT NO.
DATE

INTERPERSONAL RELATIONSHIPS INVENTORY (IPRI)

Most relationships with people we feel close to are both helpfuil and
stressful. Below are statements that describe close personal relation-
ships with spouses. Please read each statement and circle the number
that best fits your situation. There are no right or wrong answers.

These first statements ask you to disagree or agree

STRONGLY STRONGLY
DISAGREE DISAGREE NEUTRAL AGREE AGREE

1. My spouse makes me feel
confident in myself. 1 2 3 4 5

2. Within my marital
relationship I get
Jjust as much as
I give. 1 2 3 4 5

3. My spouse shares
similar views with
me. 1 2 3 4 5

4, I'm not available to
my spouse when (s)he
needs to talk. 1 2 3 4 5

5. When I have helpful
information, I try
to pass it on to
my spouse for his
or her use. 1 2 3 4 5

6. I think I put more
effort into my spouse :
than (s)he puts into me. 1 2 ' 3 4 5

7. My spouse is someone I
can turn to for helpful
advice about a problem. 1 2 3 4 5

8. I don't mind sharing
money with my spouse
for things only (s)he
needs. 1 2 3 4 5



9.

10.

11.

STRONGLY
DISAGREE

I can talk openly abcut
anything with my spouse. 1

I'm satisfied with the
give and take between
me and my spouse. 1

I could go to my spouse
for anything.
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STRONGLY
DISAGREE NEUTRAL AGREE AGREE

12.
13.

14.

15.

16.

-

My spouse is too pushy.

I'm happy with the

balance of how much I

do for my spouse

and how much (s)he does
for me. 1

I can count on my spouse
to make me feel better
when I need it. 1

When I need help, I can
get it from my spouse

and when (s)he needs

help, I give it back. 1

My spouse gets mad if
we have different
opinions. 1

17.

18.

19.

20.

It's safe for me to
reveal my weaknesses
to my spouse. 1

My spouse stands by me
through good times and
bad times. 1

I have the kind of spouse
who really helps out in
an emergency. 1

I can't count on my
spouse when I need to.

—
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STRONGLY STRONGLY
DISAGREE DISAGREE NEUTRAL AGREE AGREE

21. If I need my spouse's
help, all I have to do
is ask. 1 2 3 4 5

22. 1 have enough opportunity
to talk things over
with my spouse. 1 2 3 4 5

These next statements ask you how often something happens.

ALMOST  SOME- FAIRLY VERY
NEVER NEVER TIMES OFTEN OFTEN

23. 1 have enjoyable times
with my spouse. 1 2 3 4 5

24. 1 spend time doing
things for my spouse
when 1'd really rather
not. 1 2 3 4 5

25. My spouse invades
my privacy. 1 2 3 4 5

26. I let my spouse know
that I appreciate him
or her. 1 2 3 4 5

27. 1 am embarassed by what
my spouse does. 1 2 3 4 5

28. My spouse comes to me
for a boost in his or
her spirits. 1 2 3 4 5

29. My spouse tends to
take advantage of me. 1 2 3 4 5

30. My spouse is a burden
to me. 1 2 3 4 5

31. I tell my spouse when
I think (s)he is
great. 1 2 3 4 5
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ALMOST  SOME~ FAIRLY VERY
NEVER NEVER TIMES OFTEN OFTEN

32. I wish my spouse was

more sensitive to

my needs. 1 2 3 4 5
33. My spouse puts pressure

on me to do things

I don't want to do. 1 2 3 4 5
34. My spouse comes to

me for advice. 1 2 3 4 5
35. There is tension between

me and my spouse. 1 2 3 4 5
36. I have trouble

pleasing my spouse. 1 2 3 4 5
37. My spouse lets me

know (s)he believes in

me. 1 2 3 4 5
38. My spouse expects too

much of me. 1 2 3 4 5
39. I let my spouse know

I car2 about him or

her. 1 2 3 4 5

Thank you very much for your participation.
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SUBJECT NO.
DATE

CES-D SCALE

Instructions: Below is a list of the ways you might have felt or
behaved. Please indicate how often you have felt this way during the
past week. Please put a check ( ) in the space which most accurately
describes how often you had those feelings during the past week.

LESS THAN 1T02 3T04 5T07
During the past week: 1 DAY/NEVER DAYS DAYS DAYS

1. I was bothered by
things that usually
don't bother me.

2. I did not feel like
eating; my appetite
was poor.

3, I felt that I could
not shake off the
blues ceven with the
help of my family
or friends.

4, 1 felt that I was
just as good as
other people.

5. I had trouble keeping
my mind on what I
was doing.

6. I felt depressed.

7. 1 felt that every-
thing I did was
an effort.

8. I felt hopeful about
the future.

9. I thought my life
had been a failure.

10. I felt fearful.

11. My sleep was restless.




12.
13.

14.
15.

16.
17.
18.
19.

20.

I was happy.

I talked less
than usual.

I felt lonely.

People were
unfriendly.

I enjoyed life.

I had crying spells.

I felt sad.

I felt that people
disliked me.

I could not get
"going".
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LESS THAN 1702 3704 5707
1 DAY/NEVER DAYS DAYS DAYS




192

APPENDIX G

APPROVAL FOR INSTRUMENT USAGE



193

Permission Form

I plan to use the Interpersonal Relationships Iﬁvontory (IFRI) in the
following researoch study entitled:
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subject. I understand that the data will be used for purposes of
evaluating the instrument only, and that I will be personally named and my
study cited in reports that involve my data.

Lillian Nounlass
Print Name

#22-G, 3401 M. Columbus Blvd

Position Full Address

20f 225-2180 Tucson, Arizona, PF712

Area code Telephone #

Pe.mission is granted to the above investigator to copy the IPRI for use
in the above research. ) ., . .
) Bl Lo poolify Hane oo Mermad appapriols

% A oy .
e /&«u« /-7 ¢ A
Virgirla Peterson Tilden Date

Please send two signed copies of this page to:

Virginia Tilden, RN, DNSe

Mental Health Nursing Department, EJSN
School of Nursing

Oregon Health Sciencses University

3181 SW Sam Jackson Park Road
Portland, OR 87201

FN: PERMFORM




194

Jurne 12, 1989

3401 North Columbus Blvd.
Unit 22-6

TUCSON, Arizona 85712
U.S.A.

Princeton University Press
3175 Princeton Pike
LAWRENCEVILLE,

New Jersey 08648

Dear Sir,

As a doctoral student at the University of Arizona, I am
interested in using the Self-esteem Scale by Rosenberg (19465) in
my dissertation. My dissertation topic 1is Marital reciprocal
support in the context of cancer.

I would appreciate receiving, at your earliest convenience,
permission to use the scale in my dissertation

Sincerely

Lillian Douglass

PRINCETON UNIVERSITY PRESS:
D CONBIOERS THIS FAIR USE®
GRANTS PERMISSION GINUMRERBNINEETS WATHOUT CHARGE ®
omants peamission: on s oNE-TIME BASISFOR P TO S ¢
COMES FOR LIBRARY USE*CGPIES MUST HOT BE 90LD.

é/:.s/ef



REFERENCES

Albrecht, T. L. & Adelman, M. B. (Eds.) (1987). Communicating social
support: A theoretical perspective. Communicating Social Sup-
port. Beverly Hills, CA: Sage Publications, 18-39.

American Cancer Society (1989). Cancer Facts and Figures. New York,
NY: American Cancer Society, Inc.

Arizona Cancer Center (Spring, 1987). News Letter, No. 26. Tucson,
AZ: University of Arizona 85724.

Armor, D. (1974). Theta reliability and factor scaling. In H. Costner
(Ed.), Sociological Methodology. San Francisco, CA: Josey-Bass.

Bagarozzi, D. A. & Wodarski, J. S. (1977). A social exchange typology
of conjugal relationships and conflict development. Journal
of Marriage and Family Counseling, 3(4), 53-60.

Baider, L. & De-Nour, A. K. (1984). Couples' reactions and adjustment
to mastectomy: A preliminary report. Int'l J. Psychiatry in
Medicine, 14(3), 265-276.

Baillie, V., Norbeck, J. S. & Barnes, L. E. A. (1988). Stress, social
support, and psychological distress of family caregivers of
the elderly. Nursing Research, 37(4), 217-222.

Barrera, M. (1986). Distinctions between social support concepts,
measures, and models. American Journal of Community Psychology,
14(4), 413-445,

Barrera, M. & Balls, P. (1983). Assessing social support as a prevention

resource: An illustrative study. Prevention in Human Services,
2, 59-74,

Barrera, M., Sandler, I. N. & Ramsay, T. B. (1981). Preliminary develop-
ment of a scale of social support: Studies on college students.
American Journal of Community Psychology. 9(4), 435-447.

Beahrs, 0. H., Henson, D. E., Hutter, R. V. P. & Myers, M. H. (Eds.)
(1988). Manual for staging of cancer (3rd ed.). Philadelphia,
PA: J. B, Lippincott Company.




196

Becker, L. C. (1986). Reciprocity. New York, NY: Routledge and Kegan
Paul,

Befu, H. (1980). Structural and motivational approaches to social
exchange. In K. J. Gergen, et al. (Eds.), Social Exchange,

Advances in Theory and Research. New York, NY: Plenum Press,
197-214.

Bloom, J. R. (1982). Social support, accommodation to stress and adjust-
ment to breast cancer. Soc Sci Med, 16, 1329-1338.

(1982b). Social support systems and cancer: A conceptual
overview. In J. Cohen, J. Cullen & L. R. Martin (Eds.), Psycho-
social Aspects of Cancer. New York, NY: Raven Press, 129-149,

Blumer, H. (1972). Symbolic interaction. In J. Spradley (Ed.), Culture
and cognition: Rules, maps and plans (pp. 65-83). San Francisco,
CA: Chandler Publishing Company.

Braden, C. J. (1985). Self-help as a learned response to chronic illness
experience: A pilot study to assess specification and measurement
error in a self-help model. Unpublished study, Tucson, AZ:
University of Arizona, College of Nursing.

(1986). Self-help as a learned response to chronic illness
experience: A test of four alternative theories. Unpublished
doctoral dissertation, Tucson, AZ: University of Arizona, College
of Nursing.

(1988). Development of the self-help in chronic 1illness
questionnaire (SHICIQ) for measuring learned self-help response
to chronic iliness experience. Paper presented at the Measure-
ment of Clinical and Educational Nursing Outcomes Conference.
San Diego, CA., March 17 and 18.

(1989). Reducing measurement error in four scales from the
Self-Help in Chronic I1lness Questionnaire (SHICIQ). Paper
presented at the 22nd Annual Communicating Nursing Research
Conference, San Diego, CA.

(1989%). Psychometrics of the Disease Course Graphic Scale
(DCGS). Unpublished document. Tucson, AZ: University of Arizona,
College of Nursing.

(1990). A test of the self-help model: Learned response to
chronic illness experience. Nursing Research, 39(1), 42-47.

Brink, P. J. & Wood, M. J. (1988). Basic steps in planning nursing
research, from question to proposal (3rd ed.). California:
Wadsworth Health Sciences Division.




197

Broadhead, W. E., Kaplan, B. H., James, S. A., Wagner, E. H., Schoenbach,
V. J., Grimson, R., Heyden, S.. Tibblin, G. & Gehlbach, S. H.
(1983). The epidemiologic evidence for a relationship between
social support and health. American Journal of Epidemiology.
117(5), 521-537.

Brown, M. A. (1986). Social support during pregnancy: A unidimensional
or multidimensional construct. Nursing Research, 35(9), 4-9.

Brownell, A. & Shumaker, S. A. (1984). Social support: An introduction
to a complex phenomenon. Journal of Social Issues, 40(4),
1-9.

Calabresi, P., Schein, P. S. & Rosenberg, S. A. (Eds.) (1985). Medical
oncology, basic principles and clinical management of cancer.
New York, NY: MacMillan Publishing Company.

Campbell, D. T. & Fiske, D. W. (1959). Convergent and discriminant
validity by multitrait-multimethod matrix. Psychological Bul-
letin, 56, 81-105.

Caplan, G. (1974). Support systems and community mental health. New
York, NY: Behavioral Publications.

(1976). The family as a support system. In G. Caplan and
M. Killilea (Eds.), Support Systems and Mutual Help Multidisci-
plinary Explorations. New York, NY: Grune & Stratton.

Carmines, E. G. & Zellers, R. A. (1979). Reliability and validity
assessment. Beverly Hills, CA: Sage Publications.

Carol, R. M. (1981). Stress and cancer: Etiological significance and
implications. Cancer Nursing, 4(6), 467-473.

Carter, S. K., Bakowski, M. T. & Hellmann, K. (1987). Chemotherapy
of Cancer (3rd ed.). New York, NY: Churchill Livingstone.

Cassel, Jd. (1976). The contribution of the social environment to host
resistance. American Journal of Epidemiology, 104(2), 107-123.

Chekryn, J. (1984). Cancer recurrence: Personal meaning, communication,
and marital adjustment. Cancer Nursing, December, 491-498.

Cobb, S. (1976). Social support as a moderator of life stress. Psycho-
somatic Medicine, 38(5), 300-314.




198

Cohen, J. C. & Cohen, P. (1983). Applied regression/correlation
analysis for the behavioral sciences (2nd ed.). New Jersey:
Lawrence Eribaum Associates.

Cohen, M. M. (1982). Psychosocial morbidity in cancer: A clinical
perspective. In J. Cohen, J. W. Cullen & L. R. Martin (Eds.),
Psychosocial Aspects of Cancer. New York: Raven Press, pp.
117-128.

Cook, K. S. (Ed.) (1987). Social exchange theory. Newbury Park,
CA: Sage Publications.

Cozac, J. (1988). The spouse's response to coronary artery bypass
graft surgery. Critical Care Nurse, 8(1), 65-71.

Craig, T. J. & Van Natta, P. A. (1976). Presence and persistence
of depressive symptoms in patient and community populations.
Am J Psychiatry, 133(12), 1426-1429.

Crandall, R. (1973). Self-esteem (Rosenberg, 1965). In J. P. Robinson
& P. R. Shaver (Eds.), Measures of Social Psychological
Attitudes (pp. 81-83). Ann Arbor, MI: Institute for Social
Research.

Crawford, G. (1985). A Theoretical Model of Support Network Conflict
Experienced by New Mothers. Nursing Research, 34(2),
100-102.

Cronbach, L. J. (1951). Coefficient alpha and the internal structure
of tests. Psychometrika, 16, 297-334.

Cronkite, R. C. & Moos, R. H. (1984). The role of predisposing and
moderating factors in stress-iliness relationship. Journal
of Health and Social Behavior, 25, 372-392.

Dean, A. & Lin, N. (1977). The stress-buffering role of social support.
The Journal of Nervous and Mental Disease, 165(6), 403-417.

Depner, C. E., Wethington, E. & Ingersoll-Dayton, B. (1984). Social
support: Methodological dissues in design and measurement.
Journal of Social Issues, 40(4), 37-53.

Diamond, M. & Jones, L. (1983). Social support: A review and theoreti-
cal integration. In P. L. Chinn (Ed.), Advances in Nursing
Theory Development (235-249). Rockville, MD: Aspen Systems
Corporation,

DiMatteo, M. R. & Hayes, R. (1981). Social support and serious illness.
In B. H. Gottlieb (Ed.), Social Networks and Social Support.
London: Sage Publications, 117-149.




199

DiVestea, N. (1985). The changing health care system: An overview.
In F. A. Shaffer (Ed.), Costing out nursing: Pricing our product
(pp. 29-36). New York: National League for Nursing.

Douglass, L. (1974). Support of the patient with a 1ife threatening
illness — A study. Unpublished master's research project, McGill
University, Montreal, Quebec.

(1988). Engagement activity instrument development. Unpub-
lished research paper. Tucson, AZ: University of Arizona,
College of Nursing.

Dohrenwend, B. S. & Dohrenwend, B. P. (Eds.) (1974). Stressful Tife
events: Their nature and effects. New York: Wiley-Interscience.

Dunkle-Schetter, C. (1984). Social support and cancer: Findings based

on patient interviews and their implications. Journal of Social
Issues, 40(4), 77-98.

Durkheim, E. (1951). Suicide. New York: Free Press.

Eckenrode, J. & Gore, S. (1981). Stressful events and social supports.
The significance of context. In B. H. Gottlieb (Ed.), Social

networks and social support (pp. 43-68). Beverly Hills, CA:
Sage Publishing Company.

Fehring, R. J., Bremman, P. F. & Keller, M. L. (1987). Psychological
and spiritual well-being 1in college students. Research in
Nursing & Health, 10, 391-398.

Fiore, N. (1979). Fighting cancer - One patient's perspective. New
England Journal of Medicine, 300(6), 284-289.

Foa, E. B. & Foa, U. G. (1980). Resource theory, interpersonal behavior
as exchange. In K. J. Gergen, et al., (Eds.), Social exchange,
advances in theory and research. New York, NY: Plenum Press,
77-94,

Fobair, P. & Cordoba, C. (1982). Scope and Magnitude of the Cancer
Problem in Psychosocial Research. In J. Cohen, J. W. Cullen
and L. R. Martin (Eds.), Psychosocial Aspects of Cancer. New
York, NY: Raven Press, 9-31.

Forsyth, G., Delancy, K. & Greshman, M. (1984). Vying for a winning
position: Management style of the chronically i11. Research
in Nursing and Health, 7, 181-188.




200

Foxall, M. J., Ekberg, J. Y. & Griffith, N. (1985). Adjustment patterns
of chronically i1l middle-aged persons and spouses. Western
Journal of Nursing Research, 7(4), 425-444,

French, J. R., Rogers, W. & Cobb, S. (1974). Adjustment as person-
environment fit. In G. V. Coelho, D. A. Hamburg & J. Adams
(Eds.), Coping and adaptation (pp. 316-333). New York, NY:
Basic Books, Inc.

Gordon, R. (1968). Issues in multiple regression. American Journal
of Sociology, 73(5), 592-616.

Gotay, C. C. (1984). The experience of cancer during early and advanced
stages: The views of patients and their mates. Soc. Sci. Med,
18(7), 605-613.

Gottlieb, B. H. (1981). Social networks and social support in community
mental health. In B. H. Gottlieb (Ed.), Social networks and
social support (pp. 11-41). London: Sage Publications.

(1983). Social support strategies. Vol. 7, London: Sage
Publishers,

Gove, W. R., Hughes, M. & Style, C. B. (1983). Does marriage have
positive effects on the psychological well-being of the indivi-
dual? Journal of Health and Social Behavior, 24, 122-131.

Greer, S. (1979). Psychological consequences of cancer. The Practi-
tioner, 222, 173-178.

Hinshaw, A. S. & Atwood, J. R. (1982). A patient satisfaction instru-
ment: Precision by replication. Nursing Research, 31(3),
170-175, 191.

Holing, E. V. (1986). The primary caregiver's perception of the dying
trajectory. An  exploratory study. Cancer Nursing, 9(1),
29-37.

Holmes, T. H. & Rahe, R. H. (1967). The social readjustment rating
scale. Journal of Psychosomatic Research, 11, 213-218.

Horowitz, A. & Shindleman, L. W. (1983). Reciprocity and affection:
Past influences on current caregiving. Journal of Gerontological
Social Work, 5(3), 5-21.




201

House, J. B. (1981). MWork Stress and Social Support. London: Addison-
Wesley Publishing Co.

House, J. S. & Kahn, R. L. (1985). Measures and concepts of social
support. In S. Cohen and S. L. Syme (Eds.), Social Support
and Health. New York, NY: Academic Press Inc., 83-108.

House, J. S., Umberson, D. & Llandis, K. R. (1988). Structures and
processes of social support. Ann. Rev. Sociol., 14, 293-3i8.

Huck, S. W., Cormier, W. H. & Bounds, W. G. (1974). Reading statistics
and research., New York, NY: Harper & Row.

Jacobson, D. E. (1986). Types and timing of social support. Journal
of Health and Social Behavior, 27 (September), 250-264.

Kahn, R. L. & Antonucci, T. C. (1980). Convoys over the life course:
Attachment, roles and social support. In P, B. Baltes and
0. C. Brim, Jr. (Eds.), Life Span Development and Behavior.
New York, NY: Academic Press, 253-287. '

Kane, C. F. (1988). Family social support: Toward a conceptual model.
Advances in Nursing Science, 10(2), 18-25.

Kaplan, D. M. (1982). Intervention strategies for families. In J.
Cohen, J. W. Cullen & L. R. Martin (Eds.), Psychosocial Aspects
of Cancer. New York, NY: Raven Press (pp. 221-233).

Kaplan, M. (1983). Viewpoint: The cancer patient. Cancer Nursing,
6(2), 103-107.

Kerlinger, F. N. (1973). Foundations of behavioral research (2nd ed.).
New York, NY: Holt, Rinehart & Winston.

(1986). Foundations of behavioral research (3rd ed.). New
York, NY: Holt, Rinehart & Winston.

Kerns, R. D. & Turk, D. C. (1984). Depression and chronic pain: The
mediating role of the spouse. Journal of Marriage and the
Family. November, 845-852.

Korte, C. (1984). Individual and social determinants of social support
in an wurban setting. Journal of the Community Development
Society, 15(2), 31-45.




202

Krant, M. J. & Johnston, L. (1978). Family members' perceptions of
communications in late state Cancer. Int'l. J. of Psychiatry
in Medicine, 8(2), 203-216.

Krouse, H. J. & Krouse, J. H. (1982). Cancer as crisis: The critical
elements of adjustment. Nursing Research, 31(2), 96-101.

Lamb, M. A. & Woods, N. F. (1981). Sexuality and the cancer patient.
Cancer Nursing, (April), 137-144.

Lazarus, R. S. (1982). Stress and coping as factors in health and
illness. In J. Cohen, J. W. Cullen & L. R. Martin (Eds.),
Psychosocial Aspects of Cancer. New York, NY: Raven Press,
163-190.

Lazarus, R. S. & Folkman, S. (1984). Stress Appraisal and Coping.
New York, NY: Springer Publishing Co., Inc.

Lazarus, R. S. & Launier, R. (1978). Stress-related transactions
between person and environment. In L. A. Pervin & M. Lewis
(Eds.), Perspectives in interactional psychology (pp. 287-327).
New York, NY: Plenum Press.

Leiber, L., Plumb, M. M., Gerstenzang, M. L., Holland, J. (1976).
The communication of affection between cancer patients and
their spouses. Psychosomatic Medicine, 38(6), 379-389.

Lenz, E. R. (1987). Commentaries. Western Journal of Nursing Research,
9(1), 81-84.

Lewis, A, R, & Spanier, G. B. (1982). Marital quality, marital stability
and social exchange. In F. I. Nye (Ed.), Family relationships
rewards and costs (pp. 49-65). London: Sage Publications.

Lin, N., Woelfel, M. W. & Light, S. C. (1985). The buffering effect
of social support subsequent to an important 1life event.
Journal of Health and Social Behavior, 26, 247-263.

Lindsey, A. M., Norbeck, J. S., Carrieri, V. I. & Perry, E. (1981).
Social support and health outcomes in postmastectomy women:
A review. Cancer Nursing, October, 377-384,

Litman, T. J. (1966). The family and physical rehabilitation. Journal

of Chronic Diseases, 19, 211-217.




203

Litt, M. D. (1988). Cognitive mediators of stressful experience:
Self-efficacy and perceived control. Cognitive Therapy and
Research, 12(3), 241-260.

Markush, R. E. & Favero, R. V. (1974). Epidemiologic assessment of
stressful life events, depressed mood, and psychophysiological
symptoms: A preliminary report. In B. S. Dohrenwent & B. P.
Dohrenwend (Eds.), Stressful 1life events: Their nature and
effects (pp. 171-191). New York, NY: John Wiley & Sons.

Martin, L. R. (1982). Overview of the psychosocial aspects of cancer.
In J. C. Cohen, J. W. Cullen & J. W. Martin (Eds.), Psychosocial
Aspects of Cancer. New York, NY: Raven Press, pp. 1-8.

Maruta, T., Osborne, D., Swanson, D. W. & Halling, J. M. (1981). Chronic

pain patients and spouses marital and sexual adjustment. Mayo
Clin Proc., 56, 307-310.

Mayou, R., Foster, A. & Williamson, B. (1978). The Psychological and
social effects of myocardial infarction on wives. British
Medical Journal, 1, 699-701.

McCall, G. J. & Simmons, J. L. (1978). Identities and interactions:
An examination of human associations in every day life. New
York, NY: The Free Press.

McCorkle, R. & Quint-Benoliel, J. (1983). Symptom distress, current
concerns and mood disturbance after diagnosis of life-threaten-
ing disease. Soc. Sci. Med. 17(7), 431-438.

McDonald, G. W. (1981). Structural exchange and marital interaction.
Journal of Marriage and the Family, November, 825-839.

McFarlane, A. H., Neai, XK. A., Norman, G. R., Roy, R. G. & Steiner,
D. L. (1981). Methodological issues in developing a scale

to measure social support. Schizophrenia Bulletin, 7(1),
90-100.

McFarlane, A. H., Norman, G. R., Steiner, D. L., Roy, R. & Scott,
D. J. (1980). A Tlongitudinal study of the influence of the
psychosocial environment on health status: A preliminary report.
Journal of Health and Social Behavior, 21 (June), 124-133.

McNaull, F. W. (1981). The costs of cancer: A challenge to health
care providers. Cancer Nursing, 4(3), 207-212.

Mead, G. H. (1934). Mind, Self, and Society. Chicago, IL: University
of Chicago Press.

Mercer, R. T. & Ferketich, S. L. (1988). Stress and social support

as predictors of anxiety and depression during pregnancy.
ANS, 10(2), 26-39.



204

Messick, D. M. & Cook, K. S. (Eds.) (1983). Equity theory. New York,
NY: Praeger.

Minuchin, S. & Fishman, H. C. (1981). Family therapy technigues.
Massachusetts: Harvard University Press.

Mishel, M. H. & Murdaugh, C. L. (1987). Family adjustment to heart
transplantation: Redesigning the dream. Nursing Research,
36(6), 332-338.

Mitchel, J. C. (Ed.) (1969). The concept and use of social networks.
Social Networks in Urban Situations. New York, NY: Humanities
Press, Inc.

Mosteller, F., Fienberg, S. E. & Rourke, R. E. K. (1983). Beginning
statistics with data analysis. Menlo Park, CA: Addison-Wesley
Publishing Company.

Mueller, D. F. (1980). Social networks: A promising direction for
research on the relationships of the social environment to
psychiatric disorder. Social Science and Medicine, 144,
147-161.

Munro, B. H., Visintainer, M. A, & Page, E. P. (1986). Statistical
methods for health care research. New York, NY: J. B. Lippincott
Company.

Murphy, A. (1987). Self-efficacy and social support mediators of
stress on mental health following natural disaster. Western
Journal of Nursing Research, 9(1), 58-86.

Norbeck, J. S. (1988). Social support. In J. J. Fitzpatrick, R. L.
Taunton & J. Quint-Benoliel (Eds.), Annual Review of Nursing
Research, 6, 85-109.

Norbeck, J. S., Llindsey, A. & Carrieri, V. (1981). The development
of an instrument to measure social support. Nursing Research,
30(5), 264-269.

Northouse, L. (1981). Mastectomy patients and the fear of cancer recur-
rence. Cancer Nursing (June), 213-220.

(1984). The impact of cancer on the family: An overview.
Int'1., J. Psychiatry in Medicine, 14(3), 213-242.

(1988). Social support in patients' and husbands' adjustment
to breast cancer. Nursing Research, 37(2), 91-95.

(1989). A 1longitudinal study of the adjustment of patients
and husbands to breast cancer. Oncology Nursing Forum, 16(4),
511-516.




205

Nunnally, J. (1978). Psychometric theory (2nd ed.). New York, NY:
McGraw Hill.

Nye, F. I. (1982). Family mini theories as special instances of choice
and exchange theory. In F. I. Nye (Ed.), Family relationships,
rewards and costs (pp. 171-183). London: Sage Publications.

Nye, F. I. & McLaughlin, S. (1982). Role competence and marital satis-
faction. In F. I. Nye (Ed.), Family relationships, rewards
and costs (pp. 67-79). London: Sage Publications.

Oberst, M. T. & James, R. H. (1985). Going home: Patient and spouse
adjustment following cancer surgery. Topics in C(linical
Nursing, April, 46-57,

Okun, B. F. & Rappaport, L. J. (1980). Working with families, An intro-
duction to family therapy. North Scituate, MA: Duxbury Press.

Ostrow, E., Paul, S. C., Dark, V. J. & Behrman, J. A. (1986). Adjust-
ment of women on campus: Effects of stressful life events,
sociai support, and personal competencies. In S. E. Hobfall
(Ed.), Stress, Social Support and Women (pp. 29-45). New York,
NY: Hemisphere Publishing Corporation.

Pagel, M. D., Erdly, W. W. & Becker, J. (1987). Social networks: We
get by with (and in spite of) a little help from our friends.
Journal of Personality and Social Psychology, 53(4), 793-804.

Parker, M. (Ed.) (1989). Can you afford to get sick? Newsweek, January
30, pp. 44-47.

Patrick, D. L., Morgan, M. & Charlton, R. H. (1986). Psychosocial
support and change in the health status of physically disabled
people. Soc. Sci. Med., 22(12), 1347-1354.

Pearlin, L. I. (1985). Social structure and processes of social
support. In S. Cohen & S. L. Syme (Eds.), Social support and
health (pp. 43-60). New York, NY: Academic Press, Inc.

Pearlin, L. I. & Schooler, C. (1978). The structure of coping. Journal
of Health and Social Behavior, 19 (March), 2-21.

Polit, D. F. & Hungler, B. P. (1989). Essentials of nursing research,
Methods, appraisal and utilization (2nd ed.). New York, NY:
J. B. Lippincott Company.

Procidano, M. E. & Heller, K. (1983). Measures of perceived social
suppoirt from friends and from family: Three validation studies.
American Journal of American Psychology, 11(1), 1-23.




206

Radloff, L. S. (1977). The CES-D scale: A self-report depression scale
for research in the general population. Appiied Psychological
Measurement, 1(3), 385-401.

Reed, P. G. (1986). Religiousness among terminally 11 and healthy
adults. Research in Nursing and Health, 9, 35-41.

Rock, D. L., Green, K. E., Wise, B. K. & Rock, R. D. (1984). Social
support and social network scales: A psychometric review.
Research in Nursing and Health, 7, 325-332.

Rook, K. S. & Dooley, D. (1985). Applying social support research:
Theoretical problems and future directions. Journal of Social
Issues, 41(1), 5-28.

Rosenberg, M. (1979). Conceiving the Self. New York, NY: Basic Books,
Incorporated.

Sandler, I. N. & Barrera, M. (1984). Toward a multimethod approach
to assessing the effects of social support. American Journal
of Community Psychology, 12, 37-52.

Sarason, I. G. & Sarason, B. R. (1985). Social support - Insights
from assessment and experimentation. In I. G. Sarason & B.
R. Sarason (Eds.), Social support: Theory, research and appli-
cations (pp. 39-50). Boston, MA: Martinus Nijhoff Publishers.

Schafer, W. (1978). Stress, distress and growth. California: Respon-
sible Action.

Schellenberg, J. A. (1978). Masters of social psychology. New York,
NY: Oxford University Press.

Schultz, R. & Rau, M. T. (1985). Social support through the Tife
course. In S, Cohen & S. L. Syme (Eds.), Social support and
health (pp. 129-149). New VYork, NY: Academic Press, Inc.

Scofield, C. I. (Ed.) (1967). Genesis 2:18. Holy Bible (Authorized
King James version). New York, NY: Oxford University Press.

Selye, H. (1974). Stress without distress. Philadelphia, PA: J. B.
Lippincott Company.

(1976). The stress of 1life (rev. ed.). New York, NY: McGraw-
Hi11 Book Company.

Sernescu, R. A. (1963). The development of emotional complications
in the patient with cancer. J. Chron. Dis., 16, 813-832.

Shinn, M., Lehmann, S. & Wong, N. W. .(1984). Social interaction and
social support. Journal of Social Issues, 40(4), 55-76.




207

Shumaker, S. A. & Brownell, A. (1984). Toward a theory of social
support: Closing conceptual gaps. Journal of Social Issues,
40(4), 11-36.

Silber, E. & Tippett, J. (1965). Self-esteem: Clinical assessment
and measurement validation. Psychological Reports, 16,
1017-1071.

Spiegel, D. (1986). Psychosocial interventions with cancer patients.
Journal of Psychosocial Oncology, 3(4), 83-95.

Sprunger, L. W., Boyce, W. T. & Gaines, J. A. (1985). Family-infant
congruence routines and rhythmicity in family adaptations to
a young infant. Child Development, 56, 564-572.

Stephens, R. C., et al. (1978). Aging, social suppurt systems and
social policy. Journal of Gerontology Social Work, 1, 33-45.

Stetz, K. M. (1987). Caregiver demands during advanced cancer. The
spouse's needs. Cancer Nursing, 10(5), 260-268.

Tabachnick, B. G. & Fidell, L. S. (1989). \Using Multivariate Statis-
tics. New York, NY: Harper & Row Publishers.

Thoits, P. A. (1982). Conceptual, methodological, and theoretical
problems in studying social support as a buffer against 1ife
stress. Journal of Health ard Social Behavior, 23, 145-159.

Tilden, V. P. (1985). Issues of conceptualization and measurement
of social support in the construction of nursing theory.
Research in Nursing and Health, 8, 199-206.

Tilden, V. P. & Galyen, R. D. (1987). Cost and conflict, The darker
side of social support. Western Journal of Nursing Research,
9(4), 9-18.

Tilden, V. P. & Nelson, C. (1988). Cost and reciprocity dindex: A
measure of interpersonal exchange. Paper presented at the
21st Annual Communicating Nursing Research Conference, Western
Society for Research 1in Nursing, Salt Lake City, UT, May
4-6, 1988.

Tilden, V. P., Nelson, C., May, B. A. & Mejo, S. (1988). Construct
validation of the Tilden Interpersonal Relationship Inventory.
Poster presented at the 21st Annual Communicating Nursing

Research Conference, Western Society for Research in Nursing,
Salt Lake City, UT, May 4-6, 1988.




208

Tilden, V. P., Nelison, C. & May, B. A. The use cf qualitative methods
in the development of the Tilden Interpersonal Relationship
Inventory (in preparation).

Tilden, V. P. & Stewart, B. J. (1985). Problems in measuring recipro-
city with difference scores. Western Journal of Nursing
Research. 7(3), 381-385.

Tippett, J. & Silber, E. (1965). Self-image stability: The problem
of validation. Psychological Reports, 17, 323-329.

Tringali, C. A. (1988). The needs of family members of cancer patients.
Oncology Nursing Forum, 13(4), 65-70.

Turner, R. J. & Noh, S. (1983). Class and psychological vulnerability
among women: The significance of social support and personal
control. Journal of Health and Social Behavior, 24 (March),
2-15.

Uphold, C. R. & Strickland, O. L. (1989). Issues related to the unit
of analysis in family nursing research. Western Journal of
Nursing Research, 11(4), 405-417.

Vachon, M. L. S. (1986). A comparison of the impact ¢f breast cancer
and bereavement: Personality, social support, and adaptation.
In S. E. Hobfall (Ed.), Stress, social support and women (pp.
187-204). New York, NY: Hemisphere Publishing Corporation.

Vachon, M. L. S., Freeman, K., Formo, A., Rogers, J., Lyall, W. A.
L. & Freeman, S. J. J. (1977). The final illness in cancer:
The widows perspective. (CMAJ, 117, 1151-1154.

Vanfossen, B. E. (1986). Sex differences in depression: The role of
spouse support. In S. E. Hobfall (Ed.), Stress, social support
and women (pp. 69-84). New York, NY: Hemisphere Publishing
Corporation,

Vaux, A. (1985). Variations in social support associated with gender,
ethnicity, and age. Journal of Social Issues, 41(1), 89-110.

Ward, M. J. & Lindman, C. A. (Eds.) (1979). Instruments for Measuring
Nursing Practice and Other Health Care Variables. Vol. 1,
Maryland: U. S. DHEW.

Weinert, C. (1987). A social support measure: PRQ85. Nursing Research,
36(5), 273-277.




209

Weisman, A. D. (1979). Coping with Cancer. New York, NY: McGraw-Hi1l
Book Co.

Weisman, A. D. & MWorden, J. W. (1976). The existential plight iin
cancer: Significance of the first 100 days. International
Journal of Psychiatry in Medicine, 7(1), 1-15.

Weiss, R. S. (1969). The fund of sociability. Transaction, 6, 36-40.

(1974). The provisions of social relationships. In Rubin,
Z. (Ed.), Doing Unto Others. NJ: Prentice-Hall, Inc.

Weissman, M. M., Sholomskas, D., Pottenger, M.. Prusoff, B. A. & Locke,
B. Z. (1977). Assessing depressive symptoms in five psychiatric
populations: A validation study. American Journal of Epidemi-
ology, 106(3), 263-214.

Welch-McCaffrey, D. (1985). Cancer anxiety and quality of T1ife. Cancer
Nursing, 8(3), 151-158.

Wellisch, D. K., Jamison, K. R. & Pasnau, R. 0. (1978). Psychosocial
aspects of mastectomy: II. The man's perspective. American
Journal of Psychiatry, 135(5), 543-546.

Wethington, E. & Kessler, R. C. (1986). Perceived support, received
support and adjustment to stressful 1life events. Journal of
Health and Social Behavior, 27 (March), 78-89.

Wheaton, B. (1985). Models for the stress-buffering functions of coping
resources. Journal of Health and Social Behavior, 26 (December),
352-364.

Wilcox, B. L. (1981). Social support in adjusting to marital disrup-
tion: A network analysis. In B. H. Gottlieb (Ed.), Social
networks and social support (pp. 97-115). London: Sage Publi-
cations.

Wills, T. A. (1985). Supportive functions of dinterpersonal relation-
ships. In S. Cohen & S. L. Syme (Eds.), Social support and
health (pp. 61-82). New York, NY: Academic Press, Inc.

Woods, N. F. (1989). Living with cancer, Family experiences. Cancer
Nursing, 12(1), 28-33.

Woods, N. F., Lewis, F. M. & E1%ison, E. S. (1989). Living with cancer,
family experiences. Cancer Nursing, 12(1), 28-33.

Woods, N. F., Yates, B. C. & Primono, J. (1989). Supporting families
during chronic illness. Image, 21(1), 46-50.



210

Wortman, C. B. (1984). Social support and the cancer patient, concept-
ual and methodological issues. Cancer May 15 Supplement, 15(10).
2339-2360.

Wortman, C. B. & Dunkel-Schetter, C. (1979). Interpersonal relation-

ships and cancer: A theoretical analysis. Journal of Social
Issues, 35(1), 120-155.

Zeller, R. A. & Carmines, E. G. (1980). Measurement in the social
sciences: The Tlink between theory and data. New York, NY:
Cambridge University Press.




