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ABSTRACT 

The main purpose of this study was to examine the role of specific social cognitive skills 

in psychosocial and relational adjustment to a chronic illness. The particular chronic 

illness investigated in this study was female breast cancer, and 30 married heterosexual 

couples facing the onset and treatment of breast cancer volunteered to be participants. 

The study was founded on the premise that chronic illness often presents as much of a 

social and relational challenge as it does a physical challenge. Based on this premise, the 

study's central argument was that persons equipped with relatively more sophisticated 

interpersonal communication skills would receive higher ratings of their communication 

functioning by their partners, express higher levels of marital satisfaction, and (in the 

case of wives) exhibit better psychosocial adjustment than would persons with less 

sophisticated communication skills. A significant association was revealed between 

participants' construct differentiation and message design logic. Contrary to predictions, 

no relationship was found between participants' social cognitive skills and partners' 

ratings of participants' communication functioning, or between participants' social 

cognitive skills and partners' assessments of global relationship satisfaction. A positive 

trend for wives and a significant positive association for husbands were found for the 

predicted relationship between participants' assessments of their partners' 

communication functioning and their own global relationship satisfaction. Partial support 

was provided for the predicted associations between wives' social cognitive skills and 

their own psychosocial adjustment to breast cancer, and between wives' social cognitive 

skills and their assessments of partners' communication functioning. Additional analyses 
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revealed that wives' global relationship satisfaction was significantly associated with 

time since diagnosis and disease stage, whereas husbands' global relationship satisfaction 

was significantly associated with time since diagnosis only. Supplemental analyses also 

indicated several hypothesis-disconfirming negative associations between participants' 

social cognitive skills and participants' assessments of partners' communication 

functioning, global relationship satisfaction, and wives' psychosocial adjustment to breast 

cancer. These associations were found, however, only for couples wherein partners had 

highly discrepant construct differentiation scores. Despite providing only mixed support 

for the study's central argument, the study's results present several interesting findings 

that warrant further investigation. Intervention implications are also identified. 
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CHAPTER ONE: INTRODUCTION 

Remarkable changes have occurred in life-span patterns in the United States over 

the past century. The most current statistics have indicated that the average life 

expectancy for persons of both sexes bom in 2001 was 77.2 years, whereas persons bom 

in 1901 had a life expectancy of 49.1 years (Arias, 2004). According to the 2000 Census 

data, 35.0 million people 65 years of age and over live in the United States, a 12-percent 

increase since 1990 (Hetzei & Smith, 2001). This rate is predicted to increase 

dramatically once baby boomers (born from 1946 through 1964) reach age 65, beginning 

in 2011 (Hetzei & Smith, 2001). Compared to one-in-eight persons in 1990, one-in-five 

persons in the United States will be aged 65 years or older by 2030 (Day, 1993). 

Paralleling changes in aging patterns are dramatic changes that have occurred in 

US morbidity rates. As people live longer, they acquire more disabling, chronic health 

conditions (Coyne & Fiske, 1992). In fact, recent statistics have indicated that over 100 

million Americans were living with one or more chronic conditions in 1995, and over 

148 million people are projected to do so in 2030 (Hoffman, Rice, & Sung, 1996).' In 

part because of the larger number of people living longer, chronic health problems have 

largely replaced infectious diseases and accidents as the leading causes of death 

(Satariano & Syme, 1981). According to 2001 data, heart disease, cancer, and stroke 

were the three leading causes of death in the United States and accounted for nearly 75% 

of the total deaths, resulting from the top 10 leading causes (Arias, Anderson, Kung, 

Murphy, & Kochanek, 2003). 
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A significant outcome of these changing morbidity patterns is the associated rise 

in health care costs. Hoffman et al. (1996) suggested that as recently as in 1990, total 

fiscal costs for people living with chronic conditions in the United States amounted to 

over $500 billion for direct health care costs (e.g., hospital stays, physician visits, 

prescriptions) and over $225 billion in indirect costs (e.g., lost work days). Importantly, 

the authors predicted that by 2030, the direct monetary costs would increase to $798 

billion (in 1990 dollars). Hoffman et al. also calculated the per capita costs for persons 

living with a chronic condition to be over three times greater than they are for persons 

living without a chronic condition. Moreover, persons with comorbidities (i.e., two or 

more illnesses/ailments) had per capita costs that were two and one-half times greater 

than persons living with only one chronic condition. 

Not every outcome of these changing morbidity patterns is as readily discernible 

as are the associated fiscal costs of health care provision. This does not mean, however, 

that other outcomes are any less tangible for the individuals who live with a chronic 

health condition. To the contrary, ample research suggests that the diagnosis of a chronic 

health condition can be accompanied by serious personal challenges. These challenges 

may include physical pain, physical constraints (e.g., increased fatigue, decreased 

mobility, strict diet and pharmaceutical regimens, functional loss), significant threats to 

identity (e.g., changes in vocational and social roles), stigma, depression, and a loss of 

self esteem (e.g., Charmaz, 1983; Chilmen, Nunnaly, & Cox, 1988; Corbin & Strauss, 

1988; Ell, Nishimoto, Mantell, & Hamovitch, 1988; Goffman, 1963; Morse & Johnson. 

1991; Murphy, 1987; Rodin, Craven, & Littlefield, 1991). In sum, the personal 
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challenges associated with the diagnosis of chronic health conditions can manifest in the 

form of an acute disruption in one's life or can have longer-lasting effects that serve to 

alter one's life-course completely. 

The financial and individual burdens associated with the diagnosis of a chronic 

health condition do not capture wholly the challenges that people likely will face. 

Considerable research has indicated that physical illness also may intrude significantly on 

relationship well-being (e.g.. Carter & Carter, 1998; Dale, 1996; Lyons, 1991; Lyons & 

Meade, 1995; Lyons, Sullivan, Ritvo, & Coyne, 1995; Strauss et al., 1984). For example, 

Lyons and Sullivan (1998) argue that the extent to which individuals experience personal 

loss (in addition to physical loss) when faced with chronic health problems is associated 

directly with the number and severity of unresolved relationship stresses they experience. 

Indeed, research indicates that relational difficulties are a major source of stress for 

persons coping with chronic illness (Lyons et al., 1995; Moos & Tsu, 1977). 

According to Lyons et al. (1995), health challenges can threaten relationship 

stability and satisfaction because health-related issues are accompanied by perceived 

relational inequities between partners. Often, these perceived inequities originate from 

reductions in shared activities, redistributions in relational roles and responsibilities, 

increased social isolation, and disruptions in intimate expressions. Some evidence 

indicates that these threats to stability have, in fact, given rise over the past 15 years to a 

disproportionately higher rate of divorce among the medically ill when compared to non-

ill populations (Kilbom, 1999).^ Considerably more evidence indicates that clironic 



health conditions often detrimentally affect relationship satisfaction (e.g., Charmaz, 1991; 

Corbin & Strauss, 1988; Flor, Turk, & Scholz. 1987; Lyons et al., 1995). 

Chronic health conditions can present an illness trajectory that is stable, 

unpredictable, or progressive, but in all cases they represent long-term conditions (Lyons 

& Meade, 1995). Consequently, relationship partners may be challenged to devise ways 

to accommodate these trajectories. Not only may persons need to be available and able to 

negotiate altered roles, disrupted pursuits, newly formed dependencies, and contested 

identities, but they likely need to do so at a time when there is the potential for great 

personal and relational loss. Lyons and Meade (1995) articulate the difficulty of making 

these adjustments: 

Despite noble intentions, competencies for maintaining relationships without 

chronic illness are often beyond people's grasp. Superimpose the additional 

complexities of illness, and people must navigate carefully over particularly 

strange and foreboding relational terrain. Illness may bring with it threats to 

social identity, performance of roles, and hopes for the future. It may require 

people to modify conditions and behaviors so that they and their relationships can 

accommodate illness. ...When illness enters, each party in the relationship asks. 

What will life be like for me in this relationship, and for us? (p. 186) 

In spite of this potentially difficult relational terrain, evidence shows that some 

couples are successful in their attempt to accommodate the intrusion of chronic illness. 

Specifically, relationships can be preserved, restructured effectively, and sometimes 

improved when individuals have been diagnosed with a chronic health condition (Lyons 
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et al., 1995). Because they often have been pressed into making substantial lifestyle 

changes in response to illness demands, couples who accommodate these challenges 

successfully become experienced relationship remodelers; they become well versed in 

chronic adaptational activity (Lyons & Meade, 1995). 

But why do certain couples have the capacity to accommodate the intrusion of a 

chronic illness when other couples do not? What characteristics allow some couples to 

succeed in meeting the demands of chronic adaptational activity? Several research lines 

have emerged, each with the shared goal of answering these and related questions. For 

example, many psychologists have begun to explore resilience, a composite of 

personality characteristics that includes adaptation, goal-setting skills, a positive view of 

self, problem-solving and communication skills, and emotion management, as a key 

element of the survivor personality (American Psychological Association, 2001; Seibert, 

1996). Other researchers have identified relationship characteristics that function to help 

adjustment with hardship, including lowered expectations, unconditional acceptance, 

positive distortion of other, coping with conflict, commitment, mutuality, and persistence 

(Charmaz, 1991; Lyons et al., 1995; Pearson, 1992,1995). Still others have focused 

more on the role of perceptual processes, arguing that a central challenge in 

accommodating hardship is to develop an ability to reframe the hardship successfully 

(Manne, Ostroff, et al., 2004; Watzlawick, Weakland, & Fisch, 1974). According to 

Watzlawick, et al. (1974), to reframe means, 

to change the conceptual and/or emotional setting or viewpoint in relation to 

which a situation is experienced and to place it in another frame which fits the 
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"facts" of the same concrete situation equally well or even better, and thereby 

changes its entire meaning, (p. 95) 

Paralleling Watzlawick et al.'s claim that developing the ability to reframe 

hardships is a task central to adjustment, much marital and family communication 

research suggests that healthy families are families that have flexible interaction rules and 

patterns. That is, competent families are generally those that can alter their style of 

interaction according to developmental (and significant episodic) needs throughout the 

life cycle of the family relationship (Beavers & Hampson, 1993). According to Burr and 

Klein (1994), a fairly predictable repetition or redundancy in the patterns of hourly, daily, 

and weekly routines and events exists in families not experiencing stress. The authors 

refer to these patterns and routines as a family's rules of transformation. 

When a family encounters a severe stressor event, rules of transformation can 

prove insufficient, challenging members of the family to generate new (and effective) 

interaction rules and patterns (also see Olson's [1993] concept of 2"^ order change). 

Failure to accommodate the stressor event can lead to malfunction, and possibly complete 

failure, within the family interaction dynamic. Given the arduous nature of these stressor 

events, it is perhaps not too surprising that families comprised of skilled communicators 

have been most effective in generating new rules of transformation (e.g., Olson, 1993; 

Vess, Moreland, & Schwebel, 1985a, 1985b). 

Viewed collectively, this body of research on adjustment suggests that, in the 

context of chronic illness, skilled communicators have a certain aptitude for recognizing 

the need to reframe a situation (or relationship role) and for realizing what might be the 
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appropriate new frame.^ Similarly, competent couples are those who realize that the 

ways in which they think about the challenges facing them serve to help or inhibit their 

attempts to cope with those challenges. For example, Pearson (1992, 1995) suggested 

that in the context of trauma, a major obstacle to healthy adjustment is the task of jointly 

reconsidering long-term life plans and reframing relationship expectations. Speaking to 

this point, Pearson (1992) cited Kushner (1986) as saying, "Nobody suffers in this world 

except people who want things they cannot have" (p. 33). According to Pearson (1992, 

1995), competent couples are those who can alter their thinking about the trauma so that 

they are helped rather than inhibited in their coping efforts. 

Each explanation (resilience, lowered relational expectations, or reframing) 

references a different capacity that people have (or do not have) for an effective, 

reflexive, and social response to very serious, personal and unforeseen challenges. Each 

explanation includes as its base, however, cognitive processes. Consequently, an 

important "next step" in understanding why certain couples may negotiate these illness-

related relational challenges better than do others would be to better understand these 

cognitive processes. 

This study takes that next step. Its purpose is to examine the role of specific 

social cognitive skills (i.e., cognitive complexity and message design logic) in 

psychosocial and relational adjustment to a chronic illness.'* It does so with a particular 

application to couples facing the onset and treatment of breast cancer. Discussed in 

further detail below, this particular application is chosen because the disease is 

(unfortunately) common, it can have large consequences on one's physical and 
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psychological well-being, and, subsequently, the disease also can generate great 

relational tension. 

Preview 

The remainder of this paper begins with a broad discussion of chronic illness and 

its often-accompanying psychosocial and relational distresses. The focus of the paper 

then turns to a general discussion of the constructivist framework wherein cognitive 

complexity (i.e., construct differentiation and construct abstraction) and message design 

logic are defined, and features and outcomes of sophisticated communication are 

contrasted with those that are associated with unsophisticated communication. Following 

the introduction of constructivism, breast cancer is introduced as the specific chronic 

illness that will be investigated in this study. Next, the physical, psychological and 

relational components of breast cancer are described, and they are then examined both 

through the lens of cognitive complexity and the lens of message design logic. This 

examination leads to the presentation of the study's hypotheses, where several predictions 

are offered concerning the role of cognitive complexity and message design logic in 

psychosocial and relationship adjustment to breast cancer. A detailed description of the 

methodology used in this study follows, along with a description of the statistical tests 

used to analyze the data gathered from the study's sample composed of 30 couples living 

with breast cancer. Next, the results of these statistical analyses are discussed and 

explored further in terms of the larger constructivist model. The paper concludes with a 

discussion of the current study's findings, its limitations, and ideas for future study. 



CHAPTER 2: LITERATURE REVIEW 

Chronic Illness^ 

The psychosocial distress experienced by people living with a chronic illness has 

been well documented (e.g., Bury, 1982; Charmaz, 1983; Chilmen, Nunnaly, & Cox, 

1988; Corbin & Strauss, 1988; Ell, 1986; Shapiro et al, 2001; Vickberg, 2003). Several 

researchers have identified numerous individual stressors associated with the onset of a 

chronic illness, including the diagnosis, symptom course, physical discomfort, functional 

loss, daily-routine disruption, and illness chronicity (for a review, see Lyons et al., 1995). 

In a culmination of nearly 30 years of research and theoretical development, 

Corbin and Strauss (1988) offered keen insight into the complex nature of the core 

psychosocial challenges one faces when diagnosed with a chronic illness. According to 

these authors, people who experience a severe, chronic illness cannot be regarded as 

merely in need of medical treatment because the challenges that these individuals face 

transcend medical-teclinical interventions. That is, chronic illness invades not only one's 

cells and tissues, it invades one's conceptions of self sense of biographical time, and 

sense of body (Corbin & Strauss, 1988). 

According to Corbin and Strauss (1988), conceptions of self refer to the "view 

held of oneself in relationship to the whole of identity or who one is" (p. 54). Over time, 

these conceptions evolve in accordance with an ability to perform tasks associated with 

various (and important) aspects of self. As personal experiences become touchstones for 

the interpretation of events and situations, individuals adjust conceptions of self and, 

consequently, their actions. For example, a woman who has come to see herself as a 



mother will expect of herself the ability to perform what she deems "mother-like" tasks. 

From this perspective, when a chronic illness challenges the ability to perform identity-

related tasks, the illness intrudes upon not just the cellular level, but also and 

fundamentally at the heart of the individual's self-concept. 

Corbin and Strauss (1988) contend that for an individual to attend successfully to 

the onset of a chronic illness, he or she also must confront an altered sense of 

biographical time. Citing Mead (1934), the authors suggest that past experiences 

influence the interpretation of who one is at present, and the past and unfolding present 

jointly form the basis of who one shall be in the future. The illness intrusion penetrates 

this dimension of self, leaving the individual feeling suspended or disassociated from his 

or her own life course. As Charmaz (1991) noted, individuals living with an illness often 

report the sensation of waiting to get through the present to the time when "real life" can 

return again (p. 31). 

In addition to conceptions of self and sense of biographical time, a third 

component of the self that is affected by illness is perhaps the most apparent and, 

therefore, the most often overlooked. Corbin and Strauss (1988) identified this 

component to be one's sense of body. Whereas the biomedical model identifies the body 

as the place of treatment, Corbin and Strauss argue that the body is the medium through 

which conceptions of self are formed and from which people take in and give off 

knowledge about the world, objects, self, and others. Consequently, an altered body and 

phenomenology of that body are common challenges that many individuals living with a 

chronic illness face. 
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As suggested by these core challenges, the need to resolve important identity 

issues represents a significant hardship that many people must face when confronted with 

a chronic illness. One's attempt to resolve these issues, however, can be complicated 

when the individual is involved in an intimate relationship. That is, significant others in 

relationships with persons experiencing these illness challenges are also affected 

profoundly by the illness, as are the relationships themselves (Carter & Carter, 1993, 

1998; Charmaz, 1991; Dale, 1996; Long, Glueckauf, & Rasmussen, 1998; Lyons & 

Meade, 1995; Lyons et al., 1995). Specifically, distress and a disrupted self-concept can 

have the effect of fundamentally destabilizing significant relationships (e.g., Flor, Turk, 

& Scholz, 1987; Morse & Johnson, 1991). 

Baxter and Dindia (1990) described relationships as dynamic social processes that 

demand ongoing relational work for survival. Similarly, both Goldsmith and Baxter 

(1996) and Duck and Pond (1989) have contended that personal relationships are 

constituted in the mundane, everyday interactions between partners. Following the 

diagnosis of a chronic illness, these everyday interactions may become atypical. For 

example, roles may change (Kerns & Turk, 1985; Lyons et al., 1995; Turk, Rudy, & Flor, 

1985), and interaction patterns may shift (Lyons et al., 1995). Interaction rules that were 

taken for granted previously can be called into question, and power and power bases may 

reconfigure (Lambert et al., 1997; Lyons et al., 1995). Partners may feel intensified guilt 

relative to one another (Charmaz, 1991), or they may experience a loss of support that 

can feel like (and may be) abandonment. Anger also may be managed poorly, and 

periods of intense emotional closeness may alternate with the experience of emotional 
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distance (Coyne, Wortman, & Lehman, 1988). As well, partners may be challenged to 

reconstruct their relationship with new roles, rules, and vulnerabilities, all the while 

facing the risk of relationship dissolution (Lyons & Meade, 1995). 

According to Dues, Peters, and Brown (1999), chronic illness represents a 

psychosocial and physical circumstance (i.e., a critical communication context) in which 

intimate interpersonal communication is simultaneously (a) significantly more difficult, 

(b) significantly more vulnerable to misattribution and misunderstanding, and (c) 

significantly more consequential to individual and relational identity than normal. In 

particular, the conditions of physical and emotional distress, confusion about self-

identity, and uncertainty about one's relationship can combine to produce a state in which 

an individual is unclear about his or her feelings, needs, and wishes, and doubtful about 

his or her "rights" to these inner experiences (Charmaz, 1991; Murphy, 1987). These 

uncertainties can alter or inhibit emotional expression, leading to a feeling of relational 

insecurity (Aune, Duller, & Aune, 1996). Moreover, the person who risks 

communicating honestly may encounter a problematically inappropriate response, which 

can inhibit further efforts to communicate (e.g.. Marker, 1972; Lyons et al., 1995). For 

example, a relational partner may react negatively to an individual's self-disclosure about 

certain fears or feelings of despair, thereby adding to the individual's emotional or 

psychological burden and discouraging the individual from offering similar self-

disclosures in the future. 

Several researchers have taken notice of these reports of illness-related 

communicative challenges and have argued subsequently that relationship-focused 
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adjustment processes should be moved to the forefront of illness research (e.g., Coyne, 

Ellard, & Smith, 1990; Morse & Johnson, 1991). These authors have not gone so far as 

to suggest that better communication, or greater communication skill, is the primary or 

central problem people face in their efforts to adapt to the onset of chronic illness. They 

have argued, however, that a better understanding of the relationships between illness and 

the communication challenges it produces may help people to negotiate these difficult life 

passages and help them sustain supportive significant relationships (Dues et al., 1999; 

Manne, Ostroff, et al., 2004; Peters & Dues, 1998). Researchers (e.g., Manne, 1998) also 

have argued that, whereas much is known about the potential effects of illness on 

relationships, very little is known about the communication behaviors that differentiate 

couples who navigate the illness experience successfully from couples who do not 

navigate the illness experience well. Toward this aim, the current study introduces social 

cognitive skills (specifically cognitive complexity and message design logic) as one set of 

variables that accounts for differences between couples. These skills can best be 

understood within the larger framework of constructivism. 

Constructivism 

The theory of constructivism rests on the central assumption that (in the language 

of F.C. Bartlett) perception involves "an effort after meaning" (Delia, 1976, p. 367). 

Drawing from Kelly's (1955) personal construct theory, constructivist writings 

characterize human beings as living, active organisms whose essence is purposeful and 

interpretive activity (Delia, 1977; Delia & Grossberg, 1977; Delia, O'Keefe, & O'Keefe, 

1982; Swanson & Delia, 1976). Constructivist theorists believe that people generate bi
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polar cognitive templates, or constructs, through which they interpret, anticipate, 

evaluate, and understand what would otherwise be homogenous sensory data (Kelly, 

1955). Constructivism acknowledges that events exist independent of any constructs or 

concepts concerning their meaning; however, persons can only come to know or 

understand reality through the application of these constructs (Delia, 1976). Applied to 

the context of human relationships, this perspective implies that our understanding of 

people is always dependent upon the images or impressions that we "fit" over them 

(Delia, 1976). 

Reflecting a structural-developmental orientation, constructivism suggests that 

construct systems systematically vary among individuals. Drawing upon Werner's 

(1957) Orthogenetic Principle, constructivists assert that people acquire constructs 

through their experiences as members of socio-cultural communities and through 

interaction with others (see, for example, Burleson, Delia, & Applegate, 1995). Werner's 

(1957) principle states, "wherever development occurs, it proceeds from a state of 

relative globality and lack of differentiation to states of increasing differentiation, 

articulation, and hierarchic integration" (p. 126). According to Kelly (1955), people 

generally seek to improve their interpretive processes by increasing personal repertoires, 

altering constructs to provide better fits, and organizing constructs within hierarchic 

systems of subordinate and superordinate constructs. 

Cognitive Complexity 

For both Kelly (1955) and Werner (1957), the construct-development process is 

domain-specific. That is, "the degree of elaboration within any subsystem of constructs 
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is a function of a person's experience, involvement, and activity with the domain of 

events for which a particular subsystem of constructs is developed" (Burleson & 

Waltman, 1988, p. 3). As Burleson (1987) suggests, it is quite possible for an individual 

to possess a highly developed set of constructs in one subsystem (e.g., automobiles) and 

simultaneously possess a lesser developed set of constructs in another subsystem (e.g., 

furniture). 

The constructivist approach focuses upon interpersonal constructs, or those 

constructs that people use in construing the behavior, roles, personality characteristics, 

habits, attitudes, values, intentions, beliefs, and emotions of others (Delia et al., 1982). 

As a person's interpersonal construct system becomes more complex in various domains, 

his or her construct repertoire becomes a more highly differentiated system of integrated 

elements that focus on the psychological, motivational, and dispositional qualities of 

others (as opposed to the physical appearance, specific behavior, and demographic 

qualities of others) (Burleson & Waltman, 1988). According to Delia and O'Keefe 

(1979), an individual navigating his or her way through the social experiences of life can 

be expected to develop "an increasingly large number of interpersonal constructs, 

and.. .the patterns of relationships among constructs can be expected to become 

increasingly complex and organized" (p. 164). The extent to which a person has 

developed his or her system of interpersonal constructs is commonly measured as that 

person's level of cognitive complexity (Burleson, 1987; Burleson & Waltman, 1988). 

Central to the constructivist perspective is the assumption that one's level of 

cognitive complexity affects his or her communication abilities directly (Delia et al.. 



1982). Persons with more complex systems of interpersonal constructs are better able to 

"form more organized and integrated impressions of others, recognize relevant 

dispositional and affective features of others, integrate potentially inconsistent 

information about others, and represent and understand the cognitive, affective, and 

motivational features of others' perspectives" (Burleson & Waltman, 1988, p. 4). 

Because many of these social perception processes play important roles in a variety of 

communication processes (e.g., message production, message interpretation, structuring 

conversation interactions), individuals with highly developed systems of interpersonal 

constructs are believed more capable of sophisticated communicative functioning than 

persons with less developed systems (Burleson & Waltman, 1988). 

Numerous empirical investigations support the tenets of this position. For 

example, persons who are relatively more cognitively complex are more adept at 

generating listener-adapted persuasive strategies (Applegate, 1982; Delia, Kline, & 

Burleson, 1979; O'Keefe & Delia, 1979), person-centered messages (Applegate, 1980; 

Applegate & Delia, 1980; Burleson, 1987; Delia, Clark, & Switzer, 1979; Kline & 

Ceropski, 1984), and comforting messages (Burleson, 1994; Samter & Burleson, 1984; 

Zimmerman & Applegate, 1992) than are people who are relatively less cognitively 

complex. Moreover, individuals high in cognitive complexity are better able to anticipate 

the perspectives of others (Adams-Webber, 1969; Hale, 1980; Hale & Delia, 1976), 

orient to situations spontaneously in terms of their social and affective properties, giving 

particular attention to the dispositional and motivational properties of other persons 

(O'Keefe & Delia, 1982), integrate multiple goals in a single message (O'Keefe & 



Shepard, 1987), and produce more desirable outcomes by attaining their intended 

instrumental goals (Burleson & Waltman, 1986; Hale, 1980; Sypher & Zorn, 1986). 

Message Design Logics 

Although the past quarter century of constructivist research has steadily produced 

empirically-supported predictions regarding cognitive complexity and its influence on 

interpersonal perception and communication, the explanatory depth for such findings has 

been criticized periodically (e.g., Gastil, 1995). As described by Griffin (2003), 

construct! vists could not explain why sophistications in cognitive complexity led to 

sophistications in message production until the work of O'Keefe surfaced in the 1980s. 

"Like a terse bumper sticker, they (constructivists) proclaimed, COGNITIVELY COMPLEX 

PERSONS CAN DO IT BETTER, yet they weren't sure why" (Griffin, 2003, p. 119). 

Specifically, O'Keefe (1988,1991,1992, 1997; O'Keefe & Delia, 1982,1988; O'Keefe 

& Shepherd, 1987) has called for a more mindful consideration of the theoretical link 

between cognitive complexity and strategic communication. 

O'Keefe (1988) argued that, whereas the association between construct 

complexity (i.e., construct differentiation and abstraction) and the quality of message 

strategies has been well-documented, the mechanism or process through which 

interpersonal construct system characteristics influence message production has not been 

specified adequately. Addressing this issue, O'Keefe and Delia (1982) contended that, to 

understand why interpersonal construct system development and impression formation 

processes are related to message production, scholars must have a clearer and more 

specific conception of the message features that co-vary with differences in impressions. 



Stated differently, O'Keefe and Delia argued that we needed a clearer understanding of 

how cognitive complexity sophistication actually was made manifest in the form of 

specific message features in messages that were thought to be better than other, less 

effective messages. 

O'Keefe and Shepherd (1987) first indicated that construct systems play a role in 

message production because construct differentiation and abstraction influence the kind 

and number of goals that a communicator construes as relevant in a situation. Indeed, 

O'Keefe (1988) found a significant association between construct differentiation and 

message goal structure, such that those people who produced unifunctional messages 

(i.e., single-goal messages) had significantly lower mean construct differentiation scores 

than did people who produced multifunctional messages. 

Despite this finding, however, O'Keefe (1988) also began to question whether or 

not the constructivist perspective could explain message production adequately. 

Specifically, O'Keefe argued that, whereas construct differentiation and goal structure are 

related, goals alone do not generate messages. Wanting some end or effect to be brought 

about does not specify or mark out ways of bringing about the end or effect. 

Consequently, goal identification and goal pursuit do not account for message variation 

satisfactorily.^ Instead, O'Keefe (1988) argued that a message producer must rely on 

some process or principle to guide construction of the verbal expressions that serve these 

goals. Similarly, the message receiver must have some process or principle that is used 

in guiding the inference made from message to attributed intention. 
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In her attempt to explain this guiding process or principle, or what she called 

form-function relationships (i.e., "why a given type of message takes a particular form in 

order to perform a particular function or set of functions"), O'Keefe (1988) developed a 

message design model. In this model, three distinct functional principles of 

communication (i.e., expressive, conventional, and rhetorical message design logics) 

supplant construct system development as central to message production (O'Keefe, 1997, 

p. 96).' Specifically, she describes message design logics as systems of ends-to-

communicative-means reasoning principles that determine the ways in which discourse 

can be adapted to serve particular kinds of aims. "A design logic is the rationale that 

connects a function to a form.. .it is an account of why uttering these words under these 

circumstances has this particular meaning or effect" (O'Keefe, 1997, p. 111). 

According to O'Keefe, Lambert, and Lambert (1997), "an individual's message 

design logic supplies both the selection principles and the construction principles used to 

decide what thoughts can appropriately stand for the whole context and what whole 

context is associated with a particular set of expressed thoughts" (p. 36). As such, an 

individual's message design logic represents the central distinguishing factor in his or her 

ability to produce effective messages. Hence, a sufficient condition for functional 

variation in message production is the quality of individuals' reasoning about 

communication. As O'Keefe and Delia (1988) put it, 

in short, no matter what information an individual has that might be relevant to a 

communicative situation, message structure and content are constrained by the 

message producer's assumptions about what communication is and how it works; 



message design logic directs the message producer to the elements of his or her 

representations (of the situation, recipient, or world in general, no matter how 

developed or acquired) that are relevant to the process of message design, so that 

even if information is available, the message producer may not appreciate the 

relevance of the information for message construction, (pp. 85-86) 

According to O'Keefe (1988), each of these message design logics is associated 

with a constellation of related beliefs that includes a communication-constituting concept, 

a conception of the fiinctional possibilities of communication, unit formation principles, 

and principles of coherence. 

The three design logics are developmentally related and ordered. O'Keefe (1997) 

stated, 

An individual first develops general techniques for managing the relation 

between thought and talk (expressive design logic); then leams to 

subordinate expression to the conventions governing social situations 

(conventional design logic); and finally, learns to invoke situations 

through enactment of their features and conventions (rhetorical design 

logic), (p. 106) 

Descriptions of each of the three message design logics follow. Specifically, 

these descriptions include the premise supporting each design logic, a statement 

regarding how people operating from the particular design logic understand 

"communication," and a statement about how these people would define 

"successful communication." 
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Expressive design logic. O'Keefe (1988) asserted that the simplest possible 

premise on which communication can be based is the expressive premise: Language is a 

medium for expressing thoughts and feelings. This design logic manages the substance 

of messages. For persons operating from this premise, communication is a process in 

which persons express what they think or feel. No distinction is made between thought 

and expression (O'Keefe, 1997). Within this design logic, communication is successful 

to the extent that it is clear, because messages are viewed as repositories for meaning. 

According to O'Keefe, persons using the expressive design logic give an overall 

impression of being very literal in message production and comprehension. 

Moreover, they assume that others produce messages the same way. She suggests 

two reasons for this dynamic: (1) "They fail to appreciate that in communication, the 

process of expression can be made to serve other goals; and (2) they interpret messages 

as independent units rather than as threads in an interactional fabric, and so seem to 

disregard context" (p. 84). Research has shown that messages can be designed 

systematically to cause particular reactions in listeners (e.g.. Brown & Levinson, 1978; 

Grice, 1975; Watzlawick, Beavin, & Jackson, 1967). This concept of message 

adaptation, however, is foreign to persons who are operating within the expressive design 

logic. For people with expressive design logic, message design options are limited to two 

possible reflections of speaker intentions: the message can express the speaker's current 

mental state fully and honestly, or the message can convey some kind of distortion of the 

speaker's current state, such as a lie or an edited version of the whole truth (O'Keefe, 

1988). Thus, an individual can say what he or she thinks, lie, or say nothing at all. 



Conventional design logic. A second communication system, which subsumes 

the expressive premise, is grounded in the conventional premise that communication is a 

game played cooperatively, according to socially conventional rules and procedures 

(O'Keefe, 1988). For persons operating from this premise, what one expresses is 

specified by the social effect one wants to achieve rather than the thoughts one happens 

to have. Thought and expression are related in a less direct way, as expression is 

subordinated to the achievement of other instnimental goals (O'Keefe, 1997). Distinct 

from expressive design logic, for people with conventional design logic, the proposition 

one expresses sometimes has nothing to do with one's actual salient beliefs. Instead, 

expressed propositions are specified by the social effect one wants to achieve. 

Following from this idea, communication is viewed as a cooperative act between 

speaker and hearer. That is, the hearer must also engage in appropriate communicative 

behavior by inferring the speaker's intention and returning the response that his or her 

.social position obligates. For those persons using the conventional design logic, "being 

successful in achieving one's ends involves occupying the correct position in a social 

situation, using one's conventionally defined resources effectively to obligate one's 

hearer, enacting the appropriate action competently, and having a competent and 

cooperative hearer" (O'Keefe, 1988, p. 86). 

Rhetorical design logic. Subsuming the first two design logics, the premise of 

rhetorical design logic is that communication is not just as an act that responds to 

situations but one that is capable of constituting situations proactively. Knowledge of 

conventional social forms and relations is subsumed within a view of selves and 
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situations as mutable rather than fixed (O'Keefe, 1988). Within this system, what and 

how something is said or written help to shape social reality. Following from this idea, 

communication is viewed as that which determines the context of messages (O'Keefe, 

1997). For example, an interaction between two people becomes a collaborative situation 

instead of a competitive situation because the participants act in ways that suggest the 

former over the latter. On the whole, the process of communication is conceptualized as 

a matter of solving successive coordination problems (O'Keefe, 1988). 

Unlike the other two design logics, information about the subtleties of verbal 

behavior is made relevant to the process of message planning and interpretation. These 

message producers mutually seek a common descriptive vocabulary, a shared drama in 

which to play and subsequently, a consensus regarding the reality in which they are 

engaged (O'Keefe, 1988). So, negotiating the demands of the situation (e.g., comfort, 

persuade, regulate) and the nature of the interdependency among communicators (e.g., 

collaborators, combatants) represents the primary function of messages. For people with 

rhetorical design logic, communication is successful to the extent that participants 

identify similar interaction goals and exchange messages that construct context and frame 

the demands of the social situation in a manner that is responsive to those goals. 

Message Design Logics and the Constructivist Approach 

Much of O'Keefe's early research (e.g., Delia & O'Keefe, 1979; Delia, O'Keefe, 

& O'Keefe, 1982, O'Keefe, 1984; O'Keefe & Delia, 1978; O'Keefe, Delia, & O'Keefe. 

1977) served to develop the constructivist approach to communication. Overtime, 

however, O'Keefe began to criticize constructivism as an approach that was misinformed 



on the matter of message production (including message variation and message 

adaptation). Specifically, O'Keefe (1988, 1991, 1997) argued that constructivism could 

not explain adequately the message production features of human communication 

because the theory represented a Strategy Choice Model, and consequently shared all the 

shortcomings of Strategy Choice Models. According to O'Keefe (1997), Strategy Choice 

Models treat message production as a process of act selection. Messages are 

conceptualized as "strategies," alternative message types are conceptualized as strategy 

repertoires and, consequently, message production is equated with strategy selection. In 

contrast to Seibold, Cantril, and Meyers' (1985) assertion that the Strategy Choice Model 

represented the dominant model of message production and adaptation in the field of 

communication, O'Keefe (1997) argued that relevant research in cognitive science 

rendered the Model's conceptualiz^ation of message production seriously and logically 

flawed. 

O'Keefe (1997) argued that Message Design Models (her model in particular) 

should supplant Strategy Choice Models. In short, she argued this on the basis that 

Message Design Models circumvent the many conceptual problems innate to the Strategy 

Choice Models. 

In general. Message Design Models presuppose that messages begin, not as 

abstract formats or types, but as expressions of the message producer's situated 

thoughts and intentions; since message design is seen as the management of 

available content, and not the selection of abstract messages types, they are not 

subject to problems related to strategy instantiation. What is actually said, and 
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how it is said, is a function of processes that modify and elaborate the message so 

that it will better serve the message producer's goals. (O'Keefe, 1997, pp. 95-96) 

Although a more comprehensive contrast of Strategy Choice Models and Message 

Design Models is beyond the scope of this paper, suffice it to say that O'Keefe (1988, 

1991, 1997) has criticized several assumptions of the constructivist approach. On this 

basis, O'Keefe has asserted that, while her research on message design logic has grown 

out of a constructivist tradition, it presents "a profoundly non-constructivist view of 

communication" (1988, p. 98). 

Despite O'Keefe's assertions, her work is included under the constructivist banner 

for several reasons. First, O'Keefe (1988,1991, 1997) has criticized the constructivist 

view on a level that does not impact measurement directly. She has argued clearly that 

the constructivist conceptualization of message production is misinformed, but this 

argument has concerned the higher-order explanation of message production rather than 

the way in which constructivists measure variations in message production. When it 

comes to measurement, there is less separation between the two lines of research. Much 

of the constructivist research on comforting, for example, has employed Applegate's 

(1978) nine-level hierarchy coding scheme (please refer to this paper's method section 

for further discussion of this coding scheme). According to Samter, Burleson, and 

Murphy (1987), "messages scored in the highest levels of the hierarchy are formally 

better because they reflect a greater degree of complexity in thinking about and 

integrating goals about instrumental ends, people, social situations, and the process of 

communication" (pp. 264-265). Similarly, O'Keefe (1988) identified goal construction 



36 

as one of two important features that underpin message production variation. 

Specifically, O'Keefe (1988) stated that functionally significant message features "are 

produced by two conceptually and empirically separable features of the message design 

process: the goals a message producer constructs in the situation, and the design logic a 

message producer employs in reasoning from goals to messages" (p. 96). Consequently, 

the ways in which the two separate approaches measure goal construction are 

indistinguishable. 

The second reason why O'Keefe's work is included under the constructivist 

banner is because, to date, she has not provided sufficient data to justify the alternative. 

Although her arguments for privileging Message Design Models over Strategy Choice 

Models are compelling theoretically, they have not been accompanied by definitive data. 

Of course, providing data to support her theoretical claims may not be necessary. 

However, because her original data (i.e., O'Keefe, 1988) did not provide conclusive 

support for her model, it seems reasonable to investigate the role of message design 

logics in message production and message function alongside construct differentiation 

and construct abstraction. 

Future work indeed may result in a complete separation of constructivist and 

message design logic approaches to the study of message production, variation and 

adaptation. That day, however, has yet to come, and, consequently, a separation of the 

approaches in this paper would be premature. Hence, the final justification for including 

O'Keefe's work under the constructivist banner is that O'Keefe's early work (identified 

above) does, in fact, inform the study of comforting strategies between partners living 
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with a chronic illness. The application of the constructivist approach to comforting 

strategies is described in more detail in the following section. 

Comforting Communication 

The study of comforting strategies by constructivist scholars began more than two 

decades ago. Conceptualizing comforting strategies as messages that have the intended 

function of alleviating or lessening the emotional distress arising from a variety of 

everyday hurts and disappointments (Samter & Burleson, 1984), these communication 

scholars initially identified individual-difference (e.g., construct differentiation and 

abstraction, emotional empathy, communication apprehension) and situational variables 

(e.g., relational involvement) that influenced the production of these messages. 

Applegate's (1980) investigation of empathic communication in a day-care center, 

Burleson's (1982) research on the development of comforting communication skills in 

childhood and adolescence, and Burleson's (1983) study of adults' comforting strategies 

were fitting examples of these early efforts. A central finding derived from these studies 

was that, as individuals grow more sophisticated in their communication abilities, their 

comforting messages better function to acknowledge, elaborate, and legitimize the 

emotional and psychological states of others. 

In addition to questions concerning those individual and social factors that 

contribute most to message production, communication scholars further began exploring 

methodological issues and questions about the outcomes of comforting messages varying 

in sophistication level (for a review of this research, see Burleson, 1994). For example, 

Samter and Burleson (1984) replaced the hypothetical situations that were common to 
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these studies (e.g., a roommate that has just received a poor grade on an important exam 

or that had just learned he or she was not going to receive a major academic scholarship) 

with a real-world situation (i.e., a confederate who confesses to the research participant 

that her boyfriend had informed her the night before that he wanted to end their long-term 

relationship) in their successful replication of earlier findings. In addition, Burleson 

(1986) found that performance on a comforting task was the best discriminator between 

groups of popular and rejected children (i.e., children's peer ratings among themselves; a 

better performance was associated with greater popularity). Moreover, Samter, Burleson, 

and Murphy (1987) reported that adult recipients of more sophisticated comforting 

messages rated the messages and message senders more favorably than did recipients of 

less sophisticated messages. 

In sum, the constructivist understanding of comforting behaviors is limited to 

(often hypothetical) everyday hurts and disappointments. In addition, these 

investigations of comforting behaviors have not examined comforting behaviors in situ 

between real partners in established relationships. The present study seeks to extend the 

constructivist understanding of relationship maintenance processes by investigating 

whether or not in the context of the extraordinary circumstances brought about by chronic 

illness, social cognitive skills mitigate relationship distress. Specifically, cognitive 

complexity and message design logic are expected to influence relationship functioning 

following the diagnosis and treatment of a chronic illness such that persons with higher 

levels of cognitive complexity and message design logic will be less susceptible to 

relationship distress than will people with lower levels of these social cognitive skills. 
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Breast cancer was the specific chronic illness, and recovering from breast cancer 

treatment was the specific illness context selected for study in the current investigation. ̂  

Breast Cancer 

Cancer of the breast represents the second leading cause of cancer deaths among 

women in the United States (Ries et al., 1999). As of January 1, 2000, over two million 

women in the United States were living with breast cancer (Ries et al., 2003). Breast 

cancer is diagnosed in over 180,000 women in the United States each year, and one of 

every eight women living to age 85 will develop breast cancer (Ries et al., 2000). 

Statistics also reveal that one woman is diagnosed every three minutes with breast cancer, 

and one woman dies every twelve minutes from breast cancer (American Cancer Society, 

2000). Although risk factors for the disease have been identified, only 25% of women 

diagnosed with breast cancer possess any such risk factor (Kelsey & Gammon, 1990). 

However, women over 50 years of age represent 78% of these diagnoses (Ries et al., 

2000). A life-threatening disease, breast cancer typically is accompanied by significant 

physical, psychological, and relational challenges. To provide a context for what people 

living with breast cancer may confront, these challenges are discussed in further detail 

below. 

Physical Impact of Breast Cancer 

The growth of new cells proliferating without control and serving no useful 

function is a neoplasm (Freidenbergs & Kaplan, 1993). These new cells may be 

classified as either well differentiated or undifferentiated. Well-differentiated cells offer 

a better prognosis than do undifferentiated cells. Frequently, the abnormal growth of 
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cells will spread beyond local tissue invasion via the blood system or lymphatic channels 

to other body parts and organ systems. This process is termed metastasis. 

Breast tumor size has a direct correlation with survival probability (Ries et al., 

1999). In part, this is because larger masses are more commonly undifferentiated masses. 

In addition, the probability that a 2cm tumor has already metastasized is high. 

Unfortunately, the average size of tumors detected by women through self-breast exam is 

2-3cm (The Facts, 1999). Because breast tumors rarely cause physical pain (with the 

exception of the rare inflammatory breast cancer where the breast becomes red, warm, 

and swollen), small tumors are difficult to detect without the aid of medical technology. 

Following surgery for breast cancer, patients will often be given radiation therapy, 

chemotherapy, or hormone therapy in an attempt to kill remaining cancer cells. These 

forms of treatment are termed adjuvant therapy. Radiation therapy is the use of high-

energy x-rays to kill cancer cells. Chemotherapy is the use of drugs to kill cancer cells. 

If tests show that the breast cancer cells have estrogen receptors and progesterone 

receptors, hormone therapy may be given. Hormone therapy is used to change the way 

hormones in the body help cancers grow (CancerNet, 2000). 

People living with cancer dread treatment regimens uniformly (Peters-Golden, 

1982). Because of the inconspicuous nature of most breast cancers, the physical effects 

of treatment appear far worse than the disease itself. Whether it is because of the 

mutilation resulting from surgery, or nausea and vomiting, hair loss, fevers, infection, 

reduced estrogen levels, or mouth ulcers resulting from adjuvant therapies, it is not 

unusual for patients to feel that the treatment is worse than the disease (Freidenbergs & 
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Kaplan, 1993; Gotay, 1984; Peters-Golden, 1982). The effects of surgery also lead to 

difficulties for many women wishing to fulfill typical household chores. For example, 

edema (i.e., swelling) will often accompany the removal of lymph node structures, 

making it very difficult for a woman to accomplish even simple tasks that require lifting 

or raising her arm above her head (Bolger, Foster, Vinokur, & Ng, 1996). A lack of 

energy or lack of mobility may also preclude participation in activities that were once 

enjoyed (e.g., sports, gardening, traveling) (Gotay, 1984). Other physical complications 

associated with treatment regimens include insomnia, recurrent nightmares, an inability 

to concentrate, tearfulness, and physical discomfort with habitual sleeping and 

lovemaking positions (Meyerovvitz, 1980). 

Psychological Impact of Breast Cancer 

The effects of cancer extend beyond its physical consequences. In fact, 20-40% 

of women experience significant psychological distress following surgery, including 

depression, anxiety, and anger (Gallagher, Parle, & Cairns, 2002; Golden-Kreutz & 

Andersen, 2004; O'Mahoney & Carroll, 1997). Common emotions experienced by 

women living with breast cancer include a sense of loss of one's femininity, a sense of 

loss of one's sexual attractiveness, a fear of the future, and a desire to return to pre-

surgery levels of functioning (Marine, 1998; Meyerowitz, 1980). Because medical 

advancements allow people to live with the disease for extended periods of time, cancer 

can become a central part of one's existence (Gotay, 1984). Therefore, psychological 

considerations represent an important dimension of the cancer experience. 
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til 
Contrary to views held during the middle of the 20 Century that cancer incurred 

devastating psychological distress, medical professionals now believe this distress is 

more moderate in scope and decreases significantly over time (O'Mahoney & Carroll, 

1997). Although there is much disagreement among professionals, most believe that the 

psychological distress following surgery commonly lasts between one and two years 

(Manne, 1998; Meyerowitz, 1980). However, some researchers have found evidence that 

suggests this process exceeds a two-year period (O'Mahoney & Carroll, 1997). Anxiety 

about one's incision can also last for several years (Meyerowitz, 1980). 

Foci of research concerning the psychological impact of breast cancer include, 

among others, stage of disease (early versus late), treatment method, and cancer 

recurrence. Taylor et al. (1985) suggested that poorer prognosis is associated with poorer 

psychological adjustment. These authors contend that it is difficult to maintain a high 

level of psychological functioning when one is confronted with disease progression. 

Gotay (1984), however, noted that women share certain adjustment problems irrespective 

of disease stage. The most common of these problems is the fear of the cancer itself. 

According to Manne (1998), this fear can present itself in various ways, including the 

fears of disease progression and recurrence, losses in bodily functioning, and becoming 

susceptible to additional cancers. Peters-Golden (1982) indicated that the most pervasive 

belief about cancer is that it is unerringly fatal. Moreover, she points out that people 

associate cancer with a particularly wretched death. Fear of death, however, concerns 

more than the effects of the disease itself; this fear is also about treatment effects. 



Treatment regimens for early and late stage disease differentially impact 

psychological adjustment. In particular, women who experience breast-conserving 

surgeries tend to exhibit better adjustment than do women who experience more radical 

surgeries (Irvine, Brown, Crooks, Roberts, & Browne, 1991; Taylor et al., 1985). 

Radical surgeries are more likely to produce continuing disabilities after treatment. 

Moreover, women who undergo more radical surgeries exhibit a significantly higher 

concern with body disfigurement that further affects their comfort with sexual 

involvement and their emotional well-being (Taylor et al., 1985). Gotay (1984) reported 

that women who undergo adjuvant therapy experience additional adjustment problems 

associated with common side effects like nausea, hair loss, and general weakness. 

Whereas most women fear recurrence of the disease, some women actually 

experience it. Northouse, Dorris, and Charron-Moore (1995) noted that these women rate 

the recurrence of breast cancer as more upsetting than the initial cancer diagnosis. 

Northouse et al.'s data indicate that women who experience recurrence also experience 

unique adjustment problems. Compared to those women facing initial stages of breast 

cancer, women in recurrent phases struggle more with physical symptoms resulting from 

treatment (e.g., nausea, pain, insomnia, fatigue, and disrupted bowel patterns) and with a 

sense of hopelessness. Women with recurrence of breast cancer also report more social 

isolation, role disruption, and sexual difficulties (Nortliouse et al., 1995). 

Relational Impact of Breast Cancer 

Given the physical and psychological effects of breast cancer, it is somewhat 

surprising to learn that research has shown the disease appears to have very little effect 
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on marital longevity. Investigating a large sample of women living in Quebec, Dorval, 

Maunsell, Taylor-Brown, and Kilpatrick (1999) compared women diagnosed with 

nonmetastatic breast cancer (Stage I-II) to a control group of otherwise healthy women 

and found that marital breakdowns occur with equal frequency. However, this result may 

not provide the complete picture. For example, recent research suggests that commitment 

is a tripartite variable that includes personal, moral, and structural dimensions (.Tohnson, 

Caughlin, & Huston, 1999). It is possible that numerous factors (e.g., health care 

benefits, concern for a child's welfare, feeling morally obligated to spouse) may 

contribute to the appearance that relationships are unaffected following the onset of 

breast cancer. In other words, whether couples living with breast cancer are staying 

together because they are satisfied with their relationship, or whether they are staying 

together for other reasons (e.g., shared health insurance), is not entirely clear. 

Numerous investigations also show that indices of marital satisfaction for couples 

facing breast cancer equal those for normative populations (Carter, Carter, & Siliunas, 

1993; Chekryn, 1984; Friedman et al., 1988; Hannum, Giese-Davis, Harding, & Hatfield, 

1991). Once again, however, this finding is also controversial (e.g., Hoskins, 1995). 

First, the sample size and response rate for many of these studies are troublesome. 

Manne (1998) reported that few studies have more than 50 participants, with some having 

as few as 14 (i.e., Carter et al., 1993). Because the response rates for these studies are 

often quite low, some researchers believe that the published reports of marital satisfaction 

may not be generalizable to all couples facing breast cancer (Manne, 1998; Meyerowitz, 

1980; O'Mahoney & Carroll, 1997). Second, numerous investigations point to important 



differences in ways that couples navigate their illness experiences. Using measures other 

than global indices of relationship satisfaction, these investigations report significant 

challenges in partners' provision of social support (Bolger, Foster, Vinokur, & Ng, 1996; 

Dunkel-Schetter & Wortman, 1982; Lichtman, Taylor, & Wood, 1987; Peters-Golden, 

1982; Pistrang & Barker, 1995), role functions (Hoskins, 1995; Manne, 1998; 

O'Mahoney & Carroll, 1997; Vess, Moreland, & Schwcbel, 1985a, 1985b), sexual 

relations (Meyerowitz, 1980; O'Mahoney & Carroll, 1997), and communication 

behaviors (Dunkel-Schetter & Wortman, 1982; Hoskins, 1995; Lichtman, et aL, 1987; 

Vess et aL, 1985a, 1985b). 

Evident in each of these latter studies is the finding that a good relationship with 

one's spouse is important to the successful adjustment to the challenges of breast cancer. 

Kayser, Sormanti, and Strainchamps (1999) drew a similar conclusion stating that, "The 

quality of support received from the partner is associated with a positive adaptation to 

cancer" (p. 726). Interestingly, Pistrang and Barker (1995) suggested that a woman's 

adjustment outcome is less dependent on the positive support offered by her spouse than 

it is on the absence of negative spousal support. Whereas support from persons other 

than one's spouse (e.g., a close friend, a family member) may also lead to positive 

adjustment outcomes, a woman who faces negative support from her spouse is most 

susceptible to negative adjustment outcomes. Thus, a single woman receiving support 

from a close friend will exhibit better adjustment to breast cancer than will a married 

woman who has a poor helping relationship with her spouse (regardless of whether she 

too has other people offering her positive support). Chief among the elements that define 



a poor helping relationship are partner discrepancies in meanings assigned to the illness 

experience and discrepancies in partners' communication needs and behaviors (PiStrang 

& Barker, 1995). 

Bolger et al. (1996) examined why it is that women often report an absence of 

support during treatment recovery from their husbands. Specifically, they sought to 

uncover the antecedent conditions for a husband's provision of enacted support (i.e., 

emotional and instrumental help) to his wife. Their findings indicated that the degree to 

which husbands mobilize support behaviors (i.e., become responsive to partner's needs) 

is dependent upon whether a spouse's needs are physical or emotional in nature. From 

interviews taken at four months after diagnosis and again at ten months after diagnosis, 

Bolger et al. concluded that support mobilization occurs in response to the wife's 

physical impairment, whereas support erosion (i.e., decreased enacted support over time) 

occurs in response to the wife's emotional distress. The main explanation offered in 

support of this finding was that significant others' attributions about patients' control 

determined support response. When patients called upon their significant others for 

support because of something beyond their control (i.e., their physical impairment), 

significant others responded positively. When patients asked for support because of 

something within their control (i.e., emotional distress), however, significant others did 

not respond positively. In a similar vein, the data of Lichtman ct al. (1987) suggest that 

partners' temporal perspectives about the illness are often discrepant. Whereas women 

typically view adjustment as a long-term challenge of coping with an ongoing threat, 

husbands believe that the crisis is resolved with treatment (i.e., surgery). Collectively, 



these studies suggest that the absence of support during treatment recovery may be due to 

discrepant perceptions between husbands and wives about when healing is complete. 

Additional research has revealed perceptual discrepancies between women and 

men. For example, Peters-Golden (1982) examined meanings assigned to breast cancer 

by comparing the perceptions held by 100 women living with the disease and 100 

disease-free individuals. Her findings indicated important differences between the two 

groups with respect to how these individuals distinguish breast cancer from other cancers. 

According to Peters-Golden, men make a clear distinction between breast cancer and 

cancers at other sites, whereas women with breast cancer make no clear distinction. 

Specifically, men focus much more on breast loss than on the fact that a woman has 

cancer. This view often proves troublesome for women with breast cancer, as the 

challenge of confronting their pervading illness is reduced to accepting the amputation of 

a breast. As Peters-Golden stated, "the fact that breast cancer patients are regarded less 

as cancer patients and more as 'amputees' deprives them of the support they need in 

order to cope with the ongoing tribulations of their disease" (p. 490). 

Communication is believed to be integral to marital adjustment following the 

onset of breast cancer, yet husbands and wives frequently report competing 

communication needs (Manne, 1998). Most important for wives is that husbands talk 

openly about the cancer and talk about their related emotions and fears. For husbands, 

however, cancer-related discussions may be things to be avoided for fear that such talk 

hampers wives' adjustment and further leads to recurrence of the disease (Lichtman et al., 

1987; Manne, Alfieri, Taylor, & Dougherty, 1999). Not surprisingly then. 
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communication problems commonly take the form of a husband's failure to talk about 

cancer-related issues and wives desiring more opportunities to express fears about cancer, 

treatment, and the possibility of cancer recurrence (Lichtman et al, 1987). Moreover, 

many women report that the support they do receive is often inappropriate (Peters-

Golden, 1982). Specifically, women report that common unhelpful responses include 

physical avoidance, forced cheerfulness, and minimization of the illness and its 

consequences (Dunkel-Schetter & Wortman, 1982). 

Research that distinguishes active engagement from protective buffering suggests 

that the communication difficulties outlined above can lead to higher levels of emotional 

distress for both partners (Coyne & Smith, 1991; Manne, 1998). According to Coyne and 

Smith (1991), active engagement occurs when partners participate in discussions about 

feelings, fears, and other constructive problem solving. Protective buffering occurs when 

partners hide concerns, deny worries, and yield to each other in hopes of avoiding 

disagreements. Although some research shows that marital satisfaction levels can 

moderate the extent to which protective buffering affects distress levels (Vess, Moreland, 

Schwebei, & Kraut, 1988), many scholars argue that open communication about the 

disease (as opposed to protecting one's partner) should be encouraged (Lichtman et al., 

1987; Manne, 1998; O'Mahoney & Carroll, 1997). Research supports the idea that 

couples who engage frequently in illness-related discussions (even when such discussions 

are characterized as disagreements or arguments) exhibit lower levels of relationship 

distress (Carter et al., 1993; Giese-Davis, Hermanson, Koopman. Weibel, & Spiegel, 

2000; Pistrang & Barker, 1995). Kayser et al. (1999) suggested further that it is 



important for many women living with cancer to feel as though they are participating 

fully in their close relationship by supporting, as well as being supported by, their 

partner. Similarly, Manne, Sherman, et al. (2004) reported that wives' adaptation to 

breast cancer is improved when husbands increase their reciprocal self-disclosure, use 

humor appropriately in response to wives' self-disclosure, and reduce their problem-

solving attempts and hostility. 

Despite the apparent link between open communication and adjustment, many 

couples do not talk to one another about the disease. The reasons for this appear to be 

twofold. First, couples facing breast cancer have been, on average, married for 30 years, 

and couples may experience difficulty communicating with one another because they 

have been together for a considerable time. According to numerous scholars, partner 

interactions operate from relationship schemas that provide role expectations, expression 

rules, and interpretation systems (Acitelli, Rogers, & Knee, 1999; Andersen, 1993; 

Planalp, 1985). Importantly, these schema are both products and producers of partner 

interactions (Andersen, 1993). That is, couples' relationships are formed by partner 

interactions, and partner interactions are guided by the couple's relationship. As 

Andersen (1993) stated, "mutual causal associations exist between our cognitive 

schemata, our relational states, and our communication behavior" (p. 2). 

For the couple facing the onset of breast cancer, the disease typically violates the 

schemata, or relationship contract, that was established when both partners were healthy 

(Lyons & Sullivan, 1998). A well-established finding is that the onset of severe illness 

often challenges individuals to reassess their personal identities (Charmaz, 1991; Corbin 
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& Strauss, 1988), and the onset of breast cancer is no exception (Meyerowitz, 1980). 

Furthermore, such a challenge to one's identity reverberates through the relational 

system, upsetting the equilibrium between partners (Dues et al., 1999; Lyons, et al, 

1995). 

From this viewpoint, communication difficulties are not imexpected because the 

conditions of the relational contract are suspended. In other words, people may have 

difficulty talking to each other because "we" no longer seem or feel like "us." Although 

a couple's long history can serve as a resource during times of tribulation, that history can 

itself pose challenges to the couple's well being in the form of a fortified relationship 

contract. Thus, in situations wrought with ambiguity and uncertainty, as with the case of 

breast cancer, learned scripts may not prove useful in the management of close 

relationships (Lyons & Sullivan, 1998). 

A second reason why communication can prove difficult for partners facing breast 

cancer may be that they are differently skilled in their communication sophistication. 

Burleson and Samter (1994) argued that, "individuals may be more or less skilled in how 

they carry out the routine forms of communication characterizing their relationships, and 

that these differences in skill levels have significant consequences for how well the 

relationship is maintained" (p. 66). 

Vess and his colleagues (Vess et al., 1985a,b; Vess et al., 1988) provided 

longitudinal data that support this view indirectly. Specifically, they found that the 

Family's developmental life stage, communication system (i.e., open versus closed), and 

method of role distribution predicted successful role reallocation in families of cancer 
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patients. As suggested by Manne (1998) and O'Mahoney and Carroll (1997), however, 

scholars need to better determine what differentiates couples that adjust to this illness 

experience in positive ways and those couples that report more marital conflict and strain. 

Accordingly, this discussion moves to the role of cognitive complexity and message 

design logic in the illness adjustment process. 

Cognitive Complexity and Message Design Logic in the Context of Breast Cancer 

Cognitive Complexity in Marriage during Illness 

Wilson (1990) suggested that greater cognitive differentiation allows for finer 

distinctions among social settings, and greater cognitive abstraction facilitates adaptation 

to novel situations. If Wilson is correct, individuals with relatively high levels of 

cognitive complexity (i.e., differentiation and abstraction) will prove most capable of 

adapting successfully to the personal and relational challenges brought about by the 

diagnosis and treatment of breast cancer. Based on prior discussion in this paper, that 

significant personal and relational challenges accompany the diagnosis of breast cancer is 

clear (e.g., Manne, 1998; Meyerowitz, 1980; O'Mahoney & Carroll, 1997). We also 

know that personal and relational challenges can be of a different nature for husband and 

wife (Manne, 1998). 

Regardless of specific challenges, however, successful relationship remodeling 

occurs only when husbands and wives are able to rely on one another as primary 

resources (Lyons et al., 1995). Consequently, when faced with severe illness, the 

functional differences associated with varying levels of cognitive complexity become 

paramount for couples. Specifically, the demands associated with the onset of breast 



cancer should prove to be more daunting for lower-skilled couples than higher-skilled 

couples. Consequently, it is predicted that individual levels of cognitive complexity will 

differentially lead to greater success in relationship adaptation processes. As Weihs, 

Enright, Howe, and Simmens (1999) suggested, this may be true of the wife's skills 

especially, as her perception of the relationship during the illness trajectory (more so than 

the husband's perception) is often the key predictor of marital distress. In any case, 

couples with partners low in complexity level will likely prove most susceptible to 

relationship distress following the diagnosis and treatment of breast cancer. 

Message Design Logic in Marriage during Illness 

According to O'Keefe (1988). all communication is not created equal. "As 

individuals change with development, they come to have different communication-

constituting concepts, different patterns of message organization, and different modes of 

message interpretation" (O'Keefe, 1988, p. 80). Because commimication between 

partners is central to personal and relational adjustment following the onset of severe 

illness (i.e., Lyons et al., 1995), people with different message design logics will likely 

experience varying levels of success in their adjustment attempts. 

The tendency for many couples to avoid discussions of their cancer-related fears 

(e.g., Lichtman et al., 1987) may be true especially for persons operating from the 

expressive design logic. Because expressives have a limited number of communication 

alternatives (i.e., say what they think, lie, or say nothing at all) and a limited repertoire of 

social skills, these individuals will likely exhibit topic avoidance more so than others. 
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Importantly, this kind of avoidance is thought to be detrimental to the emotional well-

being of both partners (Coyne & Smith, 1991; Manne, 1998). 

Persons operating from the conventional design logic may not fare too much 

better than expressives when confronting the many challenges of breast cancer. 

Relationship scripts do not often apply readily when a partner becomes seriously ill 

(Lyons & Sullivan, 1998). For someone operating with the mindset that communication 

competence is equated with appropriateness, the onset of severe illness should be quite 

problematic. When viewed as the consequence of one's attempt to behave appropriately, 

the explanation for the reported frequency of unhelpful responses (e.g., physical 

avoidance, forced cheerfulness, and minimization of the illness and its consequences) 

becomes clear. In short, strong emotions are generated when a partner is diagnosed with 

(and treated for) breast cancer, yet the conventional design logic may limit the expression 

of these fears to benign, socially acceptable communicative behaviors. Ultimately, this 

dynamic is less than optimal because women living with cancer reportedly and typically 

desire open, not calculated, communication (Lichtman et al., 1987). 

To the extent that effective communication helps alleviate the personal and 

relational challenges associated with breast cancer, persons operating from the rhetorical 

design logic should experience the most success in their adjustment efforts. In the 

rhetorical design logic, context is created through interaction, and meaning is found in 

mutual coordination (O'Keefe, 1988). Because the onset of breast cancer generates 

significant personal and relational challenges, the person who views communication as 

the creation and negotiation of social selves and situations is best equipped to adjust to 



these challenges. In other words, the person most able to participate successfully in 

relationship remodeling is the person who is accustomed to negotiating relationship 

identity. 

In sum, people operating from the rhetorical design logic should exhibit a higher 

frequency of illness-related interactions (or less occurrence of protective buffering) and 

engage less in the inappropriate interaction behaviors described above. 

Hypotheses 

Based on the above argument that a cognitively-skilled communicator is someone 

who can reframe a situation (or relationship role) successfully, social cognitive skills 

should influence communicative interactions between spouses directly. In particular, 

social cognitive skills should be associated with how the demands of a social situation are 

framed, the characteristics of the messages produced in response to these demands, and 

the manner in which received messages are processed (O'Keefe & Delia, 1988). In the 

context of breast cancer, the relationship between social cognitive skills and partner 

interactions is made manifest in marital and psychosocial adjustment processes. 

The purpose behind the formulation of the following hypotheses was to 

demonstrate the relevance and potential utility of cognitive complexity and message 

design logic in understanding the comforting behaviors, and related psychosocial and 

relational outcomes, shared between women living with breast cancer and their husbands. 

This general purpose led to the following five hypotheses: 

HI: Individuals' construct differentiation and construct abstraction are positively 

associated with their message goal structure and message design logic. 
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H2: Individuals' construct differentiation, construct abstraction, message goal 

structure, and message design logic are positively associated with their partners' 

degree of satisfaction with the individuals' communication functioning. 

H3: Individuals' construct differentiation, construct abstraction, message goal 

structure, and message design logic are positively associated with their partners' 

global relationship satisfaction. 

H4: An individual's satisfaction rating of a partner's communication functioning is 

positively associated with the individual's ovwi global relationship satisfaction. 

In addition to Lyons and Sullivan (1998), Pistrang and Barker (1995) argued that 

marital relationship functioning is central to psychosocial adjustment during illness 

encounters. Because communication is central to marital relationship functioning (e.g., 

Gottman, 1994), the following hypothesis is forwarded: 

H5: Wives' construct differentiation, construct abstraction, message goal structure, 

message design logic, and degree of satisfaction with their partners' abilities to 

generate functional communication are positively associated with their own level 

of psychosocial adjustment to breast cancer. 



CHAPTERS; METHOD 

Procedure 

The sample for this study was recruited with the help of several local and national 

breast cancer organizations. These organizations included the Arizona Health Sciences 

Center, Seattle Cancer Care Alliance, Lance Armstrong Foundation, Johns Hopkins 

Breast Center, Carroll County General Hospital in Westminister, Maryland, 

breastcancer.org, Men Against Breast Cancer, Association of Oncology Social Work 

Region I Affiliate, Susan G. Komen Breast Cancer Foundation Orange County Affiliate, 

and the Susan G. Komen Breast Cancer Foundation's Race For The Cure Tucson and 

Houston Affiliates. Proof of IRB approval was supplied to each organization prior to the 

organization's agreement to help with participant recruitment.^ Privacy laws precluded 

health care professionals from providing the principle investigator contact information for 

potential participants. Consequently, recruitment was passive, as participants identified 

themselves to the researcher via phone or electronic mail after reading a study 

advertisement. This advertisement (see Appendix A) was published in various forms 

across the different organizations, including a flyer made available to individuals by the 

principal investigator at a Race For The Cure event and by oncologists, a web-based 

announcement, and a print-based announcement published in various monthly 

newsletters. Identical information was contained in the different publications and 

included a description of the study's purpose, demands, selection criteria, compensation, 

and contact information for the investigator. 



Participation in this study was restricted to women diagnosed with non-recurrent 

Stage l-III breast cancer who have had surgery (lumpectomy or simple, modified radical, 

radical, or bilateral mastectomy) in the past 1-24 months. 

Disease stage was the primary criterion for participant selection. In particular, 

persons living with Stage 0 breast cancer and Stage IV breast cancer were excluded from 

participation in the present study because of the unique treatment goals and prognoses 

associated with these disease stages (see below). Moreover, these disease stages often 

present psychosocial adjustment challenges that are different than those challenges 

associated with Stages I-III (Manne, 1998; Meyerowitz, 1980; O'Mahoney & Carroll, 

1997; Weihs etal., 1999). 

According to the National Cancer Institute, the size and behavior of a breast 

tumor are used to characterize the stage of one's breast cancer (CancerNet, 2000). Stage 

0 disease, or in situ (noninvasive) breast cancer, is characterized by a small cluster of 

cancer cells confined to a breast duct or lobule. Stage I disease is characterized by a 

tumor that is no larger than 2 centimeters (about 1 inch) and has not spread outside the 

breast. Stage 11 disease denotes a tumor that is either between 2 and 5 centimeters (from 

1 to 2 inches), and has spread to the lymph nodes under the arm, or is larger than 5 

centimeters (larger than 2 inches), but has not spread to the lymph nodes under the arm. 

With Stage III disease, the cancer has spread either to lymph nodes under the arm that are 

attached to other structures including the tissues near the breast (skin or chest wall, 

including ribs or chest muscles) or to lymph nodes inside the chest wall along the breast 

bone. Finally, in Stage IV disease, the cancer either has spread to other organs of the 



body (most often the bones, lungs, liver, or brain), or has spread locally to the skin and 

lymph nodes inside the neck, near the collarbone. 

In addition to tumor size and behavior, disease stage is associated with survival 

rate. According to MedlinePlus (2004), the five-year survival rate for women living with 

Stage 0, Stage I, Stage II, Stage III, and Stage IV breast cancer are 100%, 88%, 66%, 

36%, and 7%, respectively. People living with Stage 0 breast cancer often may not need 

surgical treatment or can have the cancerous cells removed via biopsy. For Stage I, II, or 

III cancers, the main treatment considerations are to address the cancer adequately (i.e., 

surgically remove the cancerous tissue along with some surrounding healthy tissue) and 

prevent a recurrence either at the place of the original tumor or elsewhere in the body. 

For stage IV cancer, the goal of treatment is to improve symptoms and prolong survival. 

In most cases, stage IV breast cancer cannot be cured (MedlinePlus, 2004). 

The four types of treatment used to treat breast cancer include surgery, radiation 

therapy, chemotherapy, and hormone therapy. Most patients with breast cancer have 

surgery to remove the tumor (and often samples of the lymph nodes) from the breast. 

Depending on the size and nature of the tumor, four different types of surgery may be 

performed. Surgeries that conserve the breast include lumpectomies and partial or 

segmental mastectomies. The removal of the lump in the breast and some tissue around it 

(including the lining over the chest muscles for the latter) characterize these surgeries. 

Women may undergo simple, modified radical, and radical mastectomies in response to 

more advanced stages of disease. A simple mastectomy results in the removal of the 

whole breast. A modified radical mastectomy represents the removal of the breast, many 



59 

of the lymph nodes under the arm, the lining over the chest muscles, and sometimes part 

of the chest wall muscles. Statistics reveal that this is the most common operation for 

breast cancer (CancerNet, 2000). Finally, radical (or Halsted) mastectomy occurs when 

doctors remove the breast, chest muscles, and all the lymph nodes under the arm. 

Additional inclusion criteria were neither spouse having a previous history of cancer, 

both spouses being capable of reading and speaking English, the wife's current partner 

being the same person as at the time of diagnosis, and the partner agreeing to participate. 

Control measures. Numerous control measures were used to verify the candidacy 

of women and their spouses in the study. First, women were asked to identify the stage 

of cancer that they have experienced. Five categories of tumors were offered as potential 

responses to the question: stages I-IV and in situ cancer (very early breast cancer that has 

not spread within or outside the breast). Only the data from participants living with Stage 

I-llI disease are included in the statistical analyses. 

Second, women were asked to report the type of surgery they had undergone. 

Five categories of surgeries were presented: lumpectomy, simple, modified radical, and 

radical mastectomy, and bilateral mastectomy. With each response choice, women were 

asked whether they chose reconstructive surgery. 

In addition to surgery type, women were queried about the type of adjuvant 

therapy they have received. Response categories included: no adjuvant therapy, 

chemotherapy, radiation therapy, and hormone therapy. 

Finally, clinical depression is a condition that can negatively affect several factors 

central to this study, including individual and relational well-being (Segrin, 2000). 
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Consequently, the Short Form of the Beck Depression Inventory (BDl) was used in an 

attempt to distinguish state-depressed persons from trait- (or clinically) depressed persons 

(a= .76 for the total sample, .79 for females and .71 for males). The 13-item BDl, Short 

Form was developed originally for use in medical outpatient settings where brief but 

accurate screening tests often are required (Nielson & Williams, 1980). Corcoran and 

Fischer (1987) described the BDl as one of the most widely used measures of depression 

in clinical practice, and reported strong concurrent validity with other depression 

measures. They reported split-half reliabilities ranging from .78 to .93, and test-retest 

reliabilities ranging from .48 (psychiatric patients after three weeks) to .74 

(undergraduate students after 3 months). Beck, Rial and Rickels (1974) also reported 

appropriate cross-validation for the BDl, Short Form. 

The BDl, Short Form assesses the presence and severity of affective, cognitive, 

motivational, vegetative and psychomotor components of depression (Beck & Beck, 

1972; Beck, et al., 1974). Specifically, items measure symptoms of sadness, pessimism, 

failure as a person, general dissatisfaction, guilt, self-dislike, suicidal ideation, social 

withdrawal, indecisiveness, poor self-image, work inhibition, fatigue, and lack of appetite 

and anorexia (Volk, Pace, & Parchman, 1993). Each item is scored on a 4-point Likert 

scale (i.e., 0-3) the severity of their current state of each symptom. The item scores are 

summed with higher scores reflecting greater severity of depression. According to 

Nielson and Williams (1980), a score of 8 can be used as the cutoff value when making 

an assessment of moderate-to-severe depression (Nielson & Williams, 1980). Using this 
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cutoff, sensitivity of the BDI, Short Form is .79 and specificity is .77 (Nieison & 

Williams, 1980). 

Five participants presented BDI scores greater than eight in the current study. 

Each of these participants was retained, however, after a closer inspection of their 

individual responses revealed that their high scores were affected greatly by their 

responses to scale's somatic items (i.e., work inhibition, fatigue, and lack of appetite). In 

particular, respondents work inhibition and fatigue scores were elevated. According to 

Clark, Cavanaugh, and Gibbons (1983), the presence of somatic symptoms alone is a 

poor indicator of depression in medically ill inpatients and often leads to false positive 

test results because the responses are more directly a result of limitations incurred by the 

medical condition (or treatment for the medical condition) than they are indicators of 

severe psychological distress. 

Sample Characteristics 

Recruitment procedures made it impossible to record the number of potential 

participants who received a study flyer or read about the study in an on-line or print 

publication. However, 52 potential participants contacted the principal investigator. 

When they did so. participants were reminded of the study's purpose, were informed of 

the nature of the study's participation requirements and compensation, and were assured 

of their confidentiality. At that time, potential participants also were interviewed briefly 

to ensure that they (and their partners) met the study's inclusion criteria. In addition, 

potential participants were encouraged to ask questions about the nature of the study and 

about the participation requirements. These brief interviews resulted in the exclusion of 
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two couples. One couple was excluded because the husband was the person in the 

relationship who was living with breast cancer. The other couple was excluded because 

the wife was living with Stage IV breast cancer. 

After agreeing to participate in the study, participants were mailed the study 

packets and were provided stamped envelopes for the return of the study materials. Each 

packet contained a letter of instruction addressed to both participants (see Appendix B) 

and two separate large envelopes that each contained a survey and two copies of a 

consent form (see Appendix C). Participants were asked to complete their respective 

surveys independently and were asked to sign and return one copy of the consent form. 

Upon receiving both packets from a couple, the principal investigator sent compensation. 

In most cases {n = 22), couples were sent a check for $20. Couples living in Arizona, 

however, had the choice of receiving money or receiving a free one-year membership to 

the Arizona-Sonora Desert Museum (a $50 value).'" Eight out of nine couples living in 

Arizona chose the museum membership. A couple's participation in the study was 

deemed complete after the study materials had been returned and the compensation had 

been mailed to the couple. 

Thirty-six of the remaining 50 couples returned surveys to the researcher (i.e., a 

72% response rate following contact). Of these, 30 were used in the analyses. Three 

couples were excluded from analysis because the researcher determined that they did not, 

in fact, meet the study criteria (i.e., the time of their breast cancer treatment fell outside 

the allowed time frame). Three additional couples were excluded because their surveys 

were largely incomplete (i.e., data for the independent variables were absent). Of the 14 



couples that did not return surveys, three couples said that they did not meet some aspect 

of the study protocols, and three couples cited the surveys as being "too much to do." 

The remaining eight couples did not offer reasons for their discontinued participation, 

and no further information about them was gathered. 

The 30 female participants ranged in age from 31 to 63 { M —  49.6, S D  = 8.40), 

and their male partners ranged from 29 to 67 (M= 51.6 years, SD = 10.80). At the time 

of the study, couples had been together from 2 to 34 years (M= 17.3, SD = 11.10). Most 

women and men were Caucasian {n = 29 and 27, respectively). One woman was 

Hispanic, one man was Asian, and another man was African American. In addition, most 

women reported being Protestant (« =16) or Catholic {n = 10), with one woman reporting 

being Jewish and a few women reported being "other" (n - 3). The same number of men 

as women reported being Protestant (« = 16), fewer men reported being Catholic {n = 7), 

and more identified themselves as Jewish {n = 2) and "other" (« = 4). Every woman 

identified herself as having completed a high school education. Several women also 

reported degree completion at an institution of higher education, including junior college 

(« == 5), a baccalaureate institution {n = 10), and graduate school (n = 11). Five males 

completed tlieir degrees at a junior college, 10 completed their baccalaureate degree, and 

14 completed a graduate degree. Reported annual household incomes were as follows: 

under $30,000 {n = 1), between $30,000 and $50,000 {n = 3), between $50,000 and 

$75,000 {n - 10), between $75,000 and $125,000 {n = 12), and "other" {n = 4). 

Most women either discovered their tumors themselves (n - 13) or during a 

doctor's visit {n - 13). In a few cases (n = 4), partners discovered the tumor. This 
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diagnosis was the first occurrence of breast cancer for every woman in the study. Stage 

I I  c a n c e r  w a s  m o s t  c o m m o n l y  r e p o r t e d  ( n  =  1 7 ) ,  f o l l o w e d  b y  S t a g e  l ( n  =  9 ) ,  S t a g e  I I I  ( n  

= 3), and "do not know" (n = 1). (Although this woman responded with "do not know," 

she was included in the study because her husband identified her as having a Stage II 

diagnosis.) A wide range of surgical procedures was reported, including lumpectomy (n 

--= 10), partial mastectomy (n = 2), simple mastectomy (n ~ 1), modified mastectomy (n -

6), radical mastectomy (n = 1), and bilateral mastectomy (n = 10). Between 3 and 24 

months (M- 13, SD - 5.60) had passed since the time the women had undergone surgery 

and the time that they completed the study. Following surgery, less than one-half of the 

women chose to have breast-reconstruction surgery (n - 12). In most every case (n = 

29), women also received adjuvant therapy. Most women received a combination of 

adjuvant therapies (n = 21). A few of the women, however, did receive a single adjuvant 

therapy: chemotherapy (n - 4), radiation (n = 2), hormone therapy (« = 1), and "other" (n 

=  1 ) .  

Measures 

Role Category Questionnaire. Crockett's (1965) Role Category Questionnaire 

(RCQ) has been shown to satisfy all the criteria for an adequate complexity measure. 

Specifically, O'Keefe and Sypher (1981) evaluated extant complexity measures on the 

following criteria; test-retest reliability; association with chronological age across 

childhood and adolescence; independence from general intellectual and verbal factors 

(e.g., verbal intelligence, fluency, IQ); association with other indices of social cognition; 

and association with theoretically relevant communicative behaviors. Based on the 



results of their evaluation, O'Keefe and Sypher concluded that the RCQ represents the 

best available instrument for measuring cognitive complexity (also see Burleson & 

Waltman, 1988; Crockett, 1965, for reviews of these instruments). 

Crockett's RCQ measure represents a free-response task wherein participants are 

instructed to described two peers (i.e., one liked and one disliked peer) as fully as 

possible. Considerable research has indicated that reliable estimates of interpersonal 

construct systems can be acquired from as little as two interpersonal impressions 

(Burleson & Waltman, 1988). Following standard procedure, participants were asked to 

describe each person as fully as possible and to "pay particular attention to the person's 

habits, beliefs, ways of treating others, mannerisms, and similar attributes" (Burleson & 

Waltman, 1988, p. 24). Participants were instructed to not spend more than five minutes 

describing each person. 

This two-role version of the RCQ (see Appendix D) was used to assess 

participants' levels of interpersonal cognitive complexity." Consistent with past 

research, data were coded for differentiation and abstraction scores. In coding 

impressions, interpersonal constructs were operationally defined as any characteristic, 

quality, trait, motivation, habit, belief, mannerism, or behavior credited by the participant 

to the described person (Burleson & Waltman, 1988). 

As stated by Crockett, Press, Delia, and Kenney (1974), differentiation refers to, 

"the number of parts of the whole" (p. 2). In other words, differentiation scores represent 

the total number of constructs coded in a given impression (see Appendix E for the 

modified version of Crockett et al.'s scoring rules for differentiation codings used in the 



present study). In the present study, the differentiation scores represent the sum of the 

number of constructs contained both in the Hked-peer and disliked-peer impressions. 

Although normative data for differentiation scores do not exist presently, several 

investigators have reported mean summed differentiation scores in the teens and mid- to 

upper-twenties for low and high differentiation scores, respectively (e.g., O'Keefe, 1988; 

1 '7 
Samter, Burleson, & Murphy, 1987). In order to assess intercoder reliability, the author 

and a trained coder independently coded each of the 60 protocols; the intercoder 

reliability, as assessed by Pearson correlation (the measure commonly used by 

constructivist researchers to assess intercoder reliability), was r = .98. Following this 

assessment, the author's codings were employed in subsequent analyses. 

A conceptually independent index from differentiation, abstraction refers to the 

extent to which constructs pertain to such psychological characteristics as traits, beliefs, 

motives, values, and dispositions (Crockett et al., 1974). As such, abstraction ratings 

privilege psychological traits over other possible characteristics such as behaviors, 

specific abilities, social roles, and demographics. According to Burleson and Waltman 

(1988), the general principle underlying this scoring system is that "understanding others 

in relatively abstract terms represents a more advanced mode of psychological 

functioning; abstract construals of others provide a better basis for understanding and 

anticipating the actions of others than do concrete construals" (p. 8). 

For the present study, Burleson's (1982, 1984) three-level hierarchical system was 

used for coding construct abstraction. Although abstraction has been conceptualized in 

numerous way in past research, this conception was used because its structure parallels 
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the developmental tenets central to constructivism.'"^ Following this system, each 

construct identified in the differentiation codings were scored for abstraction. 

Specifically, constructs pertaining to social role, demographic, behavioral, and specific 

interest, attitude, and abilities received one point. Constructs providing a global 

evaluation of the other or referring to general interests, general attitudes, and general 

abilities received two points. Finally, constructs referring to psychological qualities such 

as dispositions, motivations, and traits received three points. After coding, an index of 

mean construct system abstraction (i.e., the degree to which an average construct is 

abstract in nature) was created and used in all subsequent analyses. The index was 

created by first dividing participants' abstraction scores found in each impression of a 

liked and disliked peer by their respective differentiation scores. These two values then 

were summed to create a total abstraction score. This mean construct abstraction index, 

with values ranging from two to six, has the advantage of being conceptually independent 

of construct differentiation scores (Burleson & Waltman, 1988). Normative data for 

abstraction scores currently are not available. 

The author and a second coder independently scored six randomly selected liked-

peer protocols and six randomly selected disliked-peer protocols (10% of the sample). 

Two separate reliability estimates were calculated for these protocols. The two coders 

agreed on 88% of the codes, and Cohen's (1960) kappa was used to test the intercoder 

reliability for each individual construct rating of abstraction (k = 80). Next, a Pearson 

correlation was calculated to determine the intercoder reliability of summed abstraction 
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scores (r = .99). Following these assessments, the author coded the remaining protocols, 

and these codings were employed in subsequent analyses. 

Cancer communication tasks. Multiple scenarios were developed for male and 

female participants that placed partners in regulating-comforting scenarios (i.e., situations 

in which individuals may want to provide comfort to their partners while simultaneously 

making an attempt to modify their partners' behavior). These scenarios were developed 

with careful attention given to face and external validity. Whereas prior constructivist 

research employed hypothetical and stranger-stranger (i.e., participant-confederate) 

scenarios (e.g., Burleson, 1983; Samter & Burleson, 1984; Samter, Burleson, & Murphy, 

1987), participants in the present study were given scenarios that contained salient, 

cancer-related relationship challenges, and communicative tasks directed at a well-known 

other (i.e., the marital partner). Past research has indicated that hypothetical scenarios 

can be used to elicit variations in message production across participants (O'Keefe, 1988; 

Samter & Burleson, 1984; Samter, Burleson, & Murphy, 1987). However, much less is 

known about whether or not the use of mundane scenarios (i.e., real-world situations) will 

generate similar variation. This study's scenarios were designed, in part, to address this 

issue. 

To better ensure face validity and external validity of these scenarios, help was 

sought from an oncology health specialist and numerous women living with breast cancer 

in the earliest stage of scenario development. These collaborators were asked to identify 

specific adjustment problems that had arisen since the time of their (or their spouse's) 

cancer diagnosis wherein communication from one's partner could either help or 
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exacerbate resolution. The collaborators' responses were distilled for common themes, 

and the researcher then created 16 different scenarios for both wives and for husbands. 

The researcher again visited the collaborators and asked them collectively to decide 

which eight scenarios (four for wives and four for husbands) were most descriptive of 

their everyday experiences. 

In addition to the counsel provided by the collaborators, two manipulation checks 

for each scenario were included in the surveys. The first question asked, "How similar is 

this kind of situation to ones in your own relationship?" The second question asked, 

"How serious are situations like this one in your relationship?" Scores on the first Likert 

item ranged from 1 (very dissimilar) to 5 {very similar). Scores on the second Likert item 

ranged from 1 {not at all serious) to 5 (very serious). Results indicated that a moderate 

percentage of women and men found scenarios 1-4 to be neutral to very similar to their 

own marital relationship (37%, 53%, 27%, and 30%, respectively, for women; 50%, 

43%, 63%, and 67%, respectively, for men). Similarly, results indicated that only a small 

percentage of women and men found scenarios 1-4 to be not at all serious in their own 

marital relationship (23%, 33%, 27%, and 27%, respectively, for women; 20%, 30%, 

13%, and 13%, respectively, for men). 

Separate from face and external validity concerns, the design of these scenarios 

was also responsive to O'Keefe's (1988, 1990) call for a multiple-goal feature. O'Keefe 

(1990) suggested that differences among participants' message goal sets will go 

undetected when message tasks are not sufficiently complicated. That is, variations in 

goal sets will be absent from situations wherein higher levels of sophistication are not 
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warranted. In such situations, suggested O'Keefe, participants' messages are relatively 

similar in content and structure, and all messages appear equally well designed to meet 

the communicators' objectives.'^ Consequently, the researcher must meet the challenge 

of generating suitable communication tasks that elicit recognizable variations in the 

number and type of goals a message is designed to serve. 

Each of the resulting scenarios (see Appendix F) had a multiple-goal design that 

included the goals of regulation and comforting. Consistent with O'Keefe's (1988, 1990) 

description of effective scenario design, the goals in these scenarios are not readily 

apparent; instead, perception of them requires that communicators possess more 

sophisticated communication skill. For example, the need to comfort is not obvious in 

the scenario given to husbands wherein they arrive home having forgotten to pick up 

some salad and bread at the store. In this scenario, their wives greet them by saying, "I 

can't believe you forgot to do such a small thing. I can't rely on you for anything!" 

Here, as with each scenario, husbands are then asked to write down what they would say 

to their wives. Whereas many respondents will see only the demand to challenge their 

wives' assertion, others will also perceive the need to provide a caring response. 

The current study's scenarios were designed in a manner consistent with another 

feature of O'Keefe's (1988) work: "The Ron task." Scenarios include information that 

makes salient a number of beliefs about one's partner's past conduct that are not 

particularly relevant for dealing with the present situation (and indeed, participants have 

access to a wealth of knowledge concerning relevant past behavior). For example, in the 

"salad and bread" scenario, husbands were told that, "Your wife has been complaining a 
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lot about pain. She has become edgy and cranky. You have tried your best to get along. 

However, when you come home today, she reminds you that you were supposed to stop 

off at the store to get some salad and bread." Following from O'Keefe (1990), persons 

with less sophisticated communication skill attend more to this type of questionably 

relevant information than do persons with more sophisticated communication skill. 

Message goal structure. Using a six-level, 12-category coding scheme developed 

for this study, the messages that participants wrote were classified according to the kind 

of goal structure pursued in the message. The author and a second coder independently 

scored 30 randomly selected messages (i.e., 12.5%) from this sample. They agreed in 

80% of the cases, and Cohen's (1960) kappa was used to test the intercoder reliability for 

each individual message rating of goal structure (k =.77). The author then coded all the 

messages in the present investigation, and these codings were employed in subsequent 

analyses. 

This coding scheme represents a modified combination of Applegate's (1978, 

1980; Burleson, 1982) hierarchical coding system for sensitivity and comforting 

strategies and a hierarchical coding system often used for coding regulative strategies 

(e.g., O'Keefe, 1988, 1990). Both are nine-level coding schemes composed of three 

major levels with three sublevels in each. According to Burleson (1994), the 

hierarchically ordered categories of the comforting scheme generally reflect the extent to 

which a person acknowledges, elaborates, and legitimizes the feelings and perspective of 

the distressed other. Likewise, the hierarchically ordered categories of the regulation 
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scheme generally reflect the extent to which the speaker attends to the subjective feelings, 

motives, beliefs, and intentions of the hearer in justifying the regulative request. 

The resulting six-level, 12-category coding scheme used in this study assesses the 

extent to which a person attends to the need to provide comfort to the hearer while 

simultaneously forwarding a regulative request. This scheme was created over the course 

of several meetings with Dr. Valerie Manusov (dissertation committee co-chair). The 

researchers' initial intent was to create the scheme, use it to assess a data set similar to the 

one used in this study, and then make appropriate changes to the scheme. We realized, 

however, that the similar data set obtained was not, in fact, appropriately similar. 

Specifically, eight female and seven male undergraduates each responded to four 

communication tasks (N= 60) that were designed to closely resemble many of the 

characteristics of the cancer communication tasks used in the current study. Rather than 

"breast cancer," these tasks placed female participants in the situations of being pregnant, 

having mono, being in a disfiguring car accident, and losing one's own mother (for 

scenarios 1-4, respectively). For the male scenarios, participants were identified as the 

boyfriend (rather than the husband) of the girl living with these various conditions. As 

with the cancer communication tasks, participants were asked what they would say to 

their partners following from the given context of the scenarios. Upon examining these 

data, it became clear immediately that they did not sufficiently resemble the data 

generated from the adult population of the current study. That is, the college students' 

answers were more indicative of relationship development strategies than they were of 
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relationship maintenance strategies. Consequently, the plan for modifying the coding 

scheme in response to the characteristics of the younger sample's data was abandoned. 

In place of using the undergraduate data, several meetings were convened to fine-

tune the coding scheme. During these meetings, the researchers discussed specific 

coding categories that they believed might have been unidentified initially (e.g., "Speaker 

offers a rationalization for speaker's own feelings/position but does not acknowledge 

hearer's perspective. Suggestion: Category 4.") or misidentified (e.g., "The 'speaker 

dismisses own needs' is currently under Category 6 but needs to be under Category 5,"). 

The meetings culminated with the final version of the coding scheme being agreed upon 

by both researchers. Intercoder reliabilities were analyzed, and the remaining data were 

coded for use in subsequent analyses. 

Paralleling the separate comforting and regulation coding schemes, the scheme 

designed for tliis study contains multiple major levels with several sublevels in each. In 

particular, messages at the lowest levels of sophistication do not address the need to 

comfort, and provide only a directive. Mid-level messages contain the directive and 

begin to address the need to comfort by acknowledging the feelings of the hearer and 

treating them as obstacles to overcome. High-level messages supply explicit recognition, 

elaboration, and legitimization of the hearer's feelings and make an appeal to these 

features as the basis for shaping regulative rationales for appropriate behavior. The 

coding scheme, with examples, appears in Appendix G. 

Message design logic. One of each participant's four responses to the cancer 

communication scenarios was coded for message design logic. The decision to code one 
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response, rather than all four, followed from O'Keefe's (1988,1997; O'Keefe & Delia, 

1988; O'Keefe, Lambert, & Lambert, 1997) treatment of message design logics as 

separate guiding principles of communication. Whereas O'Keefe's (Delia & O'Keefe, 

1979; O'Keefe, 1988) broader conceptualization of social skill acquisition is 

developmental (i.e., one progresses in social skill acquisition from less to more), the 

design logics themselves (i.e., expressive, conventional, rhetorical) represent discrete 

categories or stages in development. For example, O'Keefe et al. (1997) suggested that, 

"it is difficult for communicators using different design logics to understand their 

communication problems.... [because] communication problems attributable to design 

logic differences are often not perceived as communication problems per se" (p. 42). 

Consequently, employing an "average" code for all four of participants' scenario 

responses would have equated to employing an average for nominal-level data. 

At the time the data were coded for message design logic, there were no published 

guidelines for how to choose one response among participants' multiple responses. The 

decision was made, therefore, to code the one response for each participant that she or he 

rated as the most similar and most serious to that person's marital relationship. In cases 

where two or more scenarios received the highest rating by a participant, the scenario 

chosen for coding was that which was rated the highest overall by members of the 

respective groups (i.e., wives and husbands). Following from this selection procedure, 

scenario 1 was used for 23% of the wife sample and 23% of the husband sample; scenario 

2 was used for 23% of the wife sample and 30% of the husband sample; scenario 3 was 
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used for 17% of the wife sample and 17% of the husband sample; and scenario 4 was 

used for 37% of the wife sample and 30% of the husband sample. 

Justification for selecting scenarios based on participants' ratings of task 

similarity and ta.sk seriousness was found to be implicit in O'Keefe's (1988) own reliance 

methodologically on "The Ron task." To elicit variations in message design logics, 

17 
O'Keefe has presented the "The Ron task" to college students; a task that ultimately 

concerns one's course grade. In real life, college students can be given group projects to 

complete often during their course of study. This reality speaks to the similarity of "The 

Ron task." Likewise, grades generally do matter to college students, a reality that speaks 

to the seriousness of "The Ron task."'® To be clear, task similarity and task seriousness 

are not necessary to elicit one's message design logic in O'Keefe's conceptual model. 

Instead, task similarity and seriousness are characteristics of the message task that are 

implicit artifacts of O'Keefe's methodology. To remain consistent with O'Keefe's (1988) 

methodology, therefore, the scenarios in the present study were designed to include these 

two dimensions. 

Using a three-level coding scheme developed by O'Keefe (1988; O'Keefe & 

Shepherd, 1987; see Appendix H), participants' written messages were classified 

according to the kind of message design logic employed in each message. The author 

and a second coder independently scored 12 randomly selected messages (i.e., 20%) from 

this sample. They agreed in 83% of the cases, and Cohen's (1960) kappa was used to test 

the intercoder reliability for each individual message rating of goal structure (overall k = 
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.75). The author then coded all the messages in the present investigation, and these 

codings were employed in subsequent analyses. 

Satisfaction with Partner's Communication Ftmctioning Scale (SPCFS). The 

SPCFS (see Appendix I) is a modified version of Burleson and Samter's (1990) 40-item 

Communicative Functions Questionnaire (CFQ). The CFQ was designed originally to 

measure the perceived importance of eight different communication skills in friendships 

(i.e., "how important is it for same-sex peers to possess the skills expressed by each 

item?"). The eight skills included comforting, ego support, conflict management, 

regulative skill, persuasion, referential skill, narrative skill, and conversational skill. The 

CFQ was modified for the current study because several of the subscales contained items 

that were not obviously relevant to this study's purpose. For example, the persuasion 

subscale included items like, "The ability to convince people to do things they wouldn't 

normally do" and "Can get people to do just about anything." Consequently, the SPCFS 

used four of the eight skills contained in the CFQ. Specifically, the SPCFS {a= .83) 

included items that assessed comforting {a- .83), conflict management {a= .80), ego 

support {a-.92), and referential skill («= .55). Normative data are not currently 

available for the SPCFS. 

Global relationship satisfaction. Norton's (1983) Quality Marriage Index (QMl) 

was administered to measure relationship satisfaction {a~ .95 for the total sample, .97 

for females and .94 for males).Scores on five of the six Likert items range from 1 {very 

strongly disagree) to 7 {very strongly agree). For the sixth item, scores range from 1 

{very unhappy) to 10 {very happy). Consequently, total scores for the QMl range from 6 
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to 45. The six items included: "We have a good marriage;" "My relationship with my 

partner is very stable;" "Our marriage is strong;" "My relationship with ray partner 

makes me happy;" "I really feel like part of a team with my partner;" and "The degree of 

happiness, everything considered, in your marriage." Reliability coefficients for this 

instrument are quite good, with reported alpha values ranging from .96 to .97 (Gulp & 

Beach, 1998; Heyman, Sayers, & Bellack, 1994; Johnson & Bradbury, 1999). In 

addition, the measure has demonstrated excellent convergent and discriminant validity 

(Heyman et al., 1994). 

Psychosocial adjustment to breast cancer. Two separate psychosocial adjustment 

measures were employed in the present study. The Psychosocial Adjustment to Illness 

Scale (PAIS) is a 46-item questionnaire that offers a 4-point Likert scale format and 

assesses participants' adjustment to a current medical illness (Derogatis, 1983). The 

questionnaire is comprised of seven principal domains, each of which has been identified 

as having high predictive relevance for illness adjustment (Derogatis & Derogatis, 1990). 

A total PAIS score is obtained by summing persons' scores on individual items within 

each domain. Domain scores and a total PAIS score can be calculated to assess domain-

specific and global adjustment to illness. Higher ratings indicate poorer psychosocial 

adjustment. 

Normative scores for several populations of persons living with various medical 

conditions have been reported, including bum patients, renal dialysis patients, lung 

cancer patients, cardiac patients, and diabetic patients (Derogatis & Derogatis, 1990). To 

date, reports concerning patients living VAth breast cancer have been included in "mixed 



cancer" groups, or have employed very small sample sizes (Derogatis & Derogatis, 

1990). Consequently, normative data for women living with breast cancer are not 

currently available for comparison. Derogatis and Derogatis, however, suggested that in 

the case where there are no normative data or where the researcher is not interested in 

comparing the particular patient population to one of the published normative groups, 

raw scores function "very adequately" in any inferential statistical analyses. 

Despite the absence of normative data, Derogatis and Derogatis did report the 

reliability coefficients of a small sample (N ^ 17) of women living with breast cancer: 

health care orientations (a= .74), vocational environment (a- .68), domestic 

environment {a= .61), sexual relationships (a- .86), extended family relations (a= .56), 

social environment (a - .82), and psychosocial distress (a - .84). The reliability 

coefficient for the total PAIS score for this group was a= .86 (Derogatis & Derogatis, 

1990). Similarly, in a more recent study examining couples' adjustment to recurrent 

breast cancer, Northouse et al. (1995) reported a total PAIS score reliability coefficient of 

.90. Finally, Derogatis and Fleming (1996) present confirmation of the measure's 

construct, convergent, and predictive validity. 

A modified version of the PAIS was employed in the current study to measure 

female participants' psychosocial adjustment to breast cancer (see Appendix J for 

verification of permission to use this copyrighted scale). The instrument was modified 

because the content of three of the seven domains (i.e., health care orientations. 

vocational environment, and extended family relations) was not deemed pertinent to the 

central theme of the study. In addition to the lack of content pertinence, the decision to 



omit these three domains was made to help minimize the likelihood of participants 

becoming fatigued while completing the survey. The four domains employed in the 

present study included domestic environment (a- .66), sexual relationships (a= .81), 

social environment (a - .89), and psychological distress (a= .79). A total modified 

PAIS score (a- .93) was obtained by summing participants scores on individual items 

within each of the four domains.^" 
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CHAPTER 4: RESULTS 

Preliminary Analyses 

Before assessing the predictions set forth in this study, preliminary statistical 

analyses were performed on the data to determine whether or not covariates were 

operative. In this section of the paper, these preliminary analyses are described and 

results are shared. This section begins with an investigation of the effect of biological 

sex on construct differentiation scores and is followed by an investigation of several 

variables germane to breast cancer that have been shown to affect individual and 

relational well-being. 

Previous research has indicated that construct differentiation scores for husbands 

and wives are correlated with moderate strength (e.g., Burleson & Denton, 1997). This 

finding was supported in the current sample, r(28) = .44, p = .015. Previous research also 

has indicated, however, that biological sex is a stable individual difference variable in 

social cognitive skills (e.g., Burleson & Denton, 1997; O'Keefe, 1988; Samter, Burleson, 

& Murphy, 1987). Tests were therefore conducted with the present data set to determine 

whether or not differences in cognitive complexity (i.e., construct differentiation) and 

message design logic could be attributed to biological sex. The results of a two-tailed 

independent samples t test indicated that women (M= 27.27, SD = 9.55) scored higher in 

construct differentiation than did men {M= 19.13, SD = 10.28), /(58) = -3.18,/? = .002, 

ri~ = .15. However, the results of a contingency table analysis failed to support the 

prediction of a biological sex effect on message design logic, 5f(4, N- 30) = 1.39,/j = 

.85, ns. Given the significant effect of biological sex on construct differentiation, 
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subsequent analyses with construct differentiation as a variable were performed 

separately for males and females. 

Past research has also identified several variables germane to breast cancer that 

affect individual and relational well-being (e.g., Hoskins, 1995; Manne, 1998; 

Meyerovvitz, 1980; O'Mahoney & Carroll, 1997). As discussed previously, many of 

these variables served as selection criteria for participants in the present study, whereas 

others represented demographic characteristics that were believed to be important to 

assess in the present study. Specifically, the variables used as selection criteria included 

disease stage and time since diagnosis. The demographic variables included type of 

surgery, type of adjuvant therapy, reconstructive surgery decision, age, education level, 

and annual income. 

Prior to conducting the study's central statistical analyses, analyses were 

conducted to determine the relative contribution these variables made to the study's main 

dependent variables of communication satisfaction, global relationship satisfaction, and 

psychosocial adjustment to breast cancer.^' Because these dependent measures are 

concepts that likely are related to one another, MANOVA tests were employed to do 

these preliminary analyses (see Appendix K). Three (two MANOVA tests for wives and 

one MANOVA test for husbands) of the sixteen analyses (eight MANOVA tests for 

wives and eight MAVOVA tests for husbands) indicated significant results and are 

reported below. 

To assess the influence of disease stage on the three central dependent variables, 

wives' disease stage scores were first recoded into one of two groups. Taylor et al. 



(1985) suggested that advanced disease stage is associated with poorer psychological 

adjustment. Specifically, women living with Stage 1 disease have shown better 

psychological adjustment than have women living with Stage II or Stage III disease. 

Consequently, women who were living with Stage II or Stage HI disease were put into 

the same group (n = 20) and their scores on the dependent measures were compared to 

the scores of women living with Stage I disease (n = 10). A MANOVA indicated 

significant differences in global relationship satisfaction across the two levels of disease 

stage, F(\, 27) = 9.33, /?= .005, r|^ = .26p Surprisingly, a higher level of global 

relationship satisfaction was reported in the Stage Il-Stage III group (M- 40.65, SD = 

4.58) than in the Stage I group (M= 33.44, SD - 8.17). Levene's test of equality of error 

variance indicated a significant finding, F(l, 27) == 9.03, p = .006, showing that the 

variance in the two groups was unequal. Keppel (1991) suggested that variance 

heterogeneity could affect directly the probability of making type I and type II errors. 

Consequently, an independent samples t test with equal variances not assumed was 

performed to further assess the connection between disease stage and global relationship 

satisfaction. This test provided support for differences in relationship satisfaction based 

on disease stage, l{27) = -2.48, p = .032, r]^ = .19. 

Several researchers have suggested that individual and relational well-being 

improves over time following the diagnosis and treatment of breast cancer (Manne, 1998; 

Meyerowitz, 1980; O'Mahoney & Carroll, 1997). Consequently, the median value of 

time since diagnosis was calculated {Md= 13 months) to assess its influence on the 

current study's three central dependent variables. Wives were assigned to one of two 
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groups on either side of that median value (N= 16 below median; N= 14 above median). 

A MANOVA indicated significant differences in global relationship satisfaction across 

the two levels of time since diagnosis, F(l, 27) = 10.17,/? = .004, t|^ = .27. A higher 

l e v e l  o f  g l o b a l  r e l a t i o n s h i p  s a t i s f a c t i o n  w a s  r e p o r t e d  i n  t h e  a b o v e - m e d i a n  g r o u p  ( M =  

42.23, SD = 3.11) than in the below-median group (M= 35.31, SD - 7.28). As before, 

Levene's test of equality of error variance indicated significantly different variances in 

the groups, F(l, 27) = 7.82, p = .009. Consequently, an independent samples I test with 

equal variances not assumed was performed to further assess the connection between 

time since diagnosis and global relationship satisfaction. This test provided support for 

differences in relationship satisfaction based on time since diagnosis, t(27) - -3.43, p -

.002, Ti^ = .30. 

Paralleling these analyses, a MANOVA was performed to assess the influence of 

time since diagnosis on the scores that husbands reported on the study's central 

dependent variables because of its potential influence on relationship well-being (Manne, 

1998; O'Mahoney & Carroll, 1997). This test indicated significant differences in global 

relationship satisfaction across the two levels of time since diagnosis, F(l, 27) = 9.05, p = 

.006, r|^ - .25.^^ A higher level of global relationship satisfaction was reported in the 

above-median group (M= 41.71, SD - 3.95) than in the below-median group (M= 34.44, 

SD - 7.81). Levene's test of equality of error variance indicated a significant difference, 

F(l, 27) = 7.24,p = .012. Consequently (and because there was a result found in only 

one dependent variable), an independent samples / test with equal variances not assumed 

was performed to assess the connection between time since diagnosis and global 
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relationship satisfaction. This test provided support for the initial MANOVA result, /(27) 

= -3.28,i? = .003,Ti^-.28. 

Given these results, analyses of the study's hypotheses that included wives' global 

relationship satisfaction included disease stage and time since diagnosis as covariates. 

Similarly, analyses of husbands' global relationship satisfaction included time since 

diagnosis as a covariate. 

Hypothesis I 

Hypothesis 1 predicted that individuals' construct differentiation and construct 

abstraction would be positively associated with their message goal structure and message 

design logic. A one-way ANOVA was performed to assess the association between 

construct differentiation and message design logic, and between construct abstraction and 

message design logic. In addition, Pearson correlations (one-tailed) were run between 

construct differentiation and message goal structure and between construct abstraction 

and message goal structure. Whereas some researchers might argue that a multivariate 

analysis would be the appropriate statistical test instead of several univariate analyses, the 

latter were conducted to preserve sufficient statistical power and to avoid Type 2 errors 

with this small sample size (for a similar argument made regarding a sample that was 

nearly five times as large as the present sample, see Manne, Sherman, et al., 2004). 

For the sample of wives (n - 30), construct differentiation and message design 

logic were significantly associated, F(2, 27) = .5.33,p = .011, r| = .28. On average, the 

Expressive (M = 25.50, SD = 3.\\) and Conventional {M= 25.27, SD = 8.02) message 

producers had the lowest construct differentiation scores, and Rhetorical message 
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producers had the highest construct differentiation scores (M= 40.00, SD - 13.12). Post 

hoc comparisons made using the Least Significant Difference (LSD) test indicated that 

the Expressive and Conventional groups did not differ significantly, and that the 

Rhetorical group had a significantly higher mean construct differentiation score than both 

the Expressive and Conventional groups. These findings mirror those reported by 

0'Keefe(1988). 

Analysis of the relationship between construct differentiation and message goal 

structure did not produce significant results, r(28) = .11,;? = .28, m. In addition, 

construct abstraction was neither significantly related with message design logic F(2, 27) 

= \ .993,p = .16, ns,y^ = .13, nor with goal structure, r(28) = .01,p = .36, ns. 

Turning to the sample of husbands {n = 30), construct differentiation and message 

design logic were significantly associated, F(2, 27) = 15.204,p =.001, i] = .53. Post hoc 

comparisons using the LSD test were performed, and these comparisons produced results 

identical to those found for the sample of wives. Constmct differentiation and goal 

structure also were significantly related, r(28) = .34,/? = .034. For this same sample, 

construct abstraction was neither significantly related with message design logic F{2, 27) 

= .604, p = .55, ns, = .13, or with goal structure, r(28) = .Q9,p = .32, ns. 

Several of the predictions made in Hypothesis 1 were supported. Specifically, 

positive associations were found between construct differentiation and message design 

logic for wives and husbands and between construct differentiation and message goal 

structure for husbands. Because no significant associations were found for the remaining 

predictions, however. Hypothesis 1 was only partially supported. 
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Hypothesis 2 

Hypothesis 2 predicted that individuals' construct differentiation, construct 

abstraction, message goal structure, and message design logic would be positively 

associated with their partners' degree of satisfaction with the individuals' communication 

functioning (PSICF). Pearson correlations (one-tailed) were run between construct 

differentiation and PSICF, construct abstraction and PSICF, and between message goal 

structure and PSICF. Once again, these univariate analyses were conducted to preserve 

sufficient statistical power and to avoid Type 2 errors with this small sample size (e.g., 

Manne, Sherman, et al., 2004). A one-way ANOVA was performed to assess the 

association between message design logic and PSICF. 

Contrary to Hypothesis 2 predictions, no relationships between social cognitive 

skills and partners' degree of satisfaction with the individuals' communication 

functioning were found to be significant. A hypothesis-disconfirming significant 

relationship was found for one set of variables, however. Specifically, wives' construct 

differentiation was negatively related to their partners' degree of satisfaction with wives' 

communication functioning, r(28) = -.38,p = .019. Wives' construct abstraction was not 

significantly related to their partners' degree of satisfaction with wives' communication 

functioning, r(28) = -.06, p = .372, ns. The predicted association between wives' 

message goal structure and their PSICF also produced a non-significant result, r(28) = -

.I4,p = .228, ns. Finally, a one-way ANOVA performed to assess the association 

between message design logic and partners' degree of satisfaction with wives' 



communication functioning produced a non-significant result, F(2, 27) = .033, p = .97, 

ns, Ti^ - .00. 

Statistical analyses performed on the sample of husbands (n = 30) also produced 

insignificant results. Specifically, husbands' construct differentiation was not 

significantly related to their partners' degree of satisfaction with wives' communication 

functioning, r(2S) - A3, p = .25, ns. The association between husbands' construct 

abstraction and their partners' degree of satisfaction with wives' communication 

functioning also was not significant, r{28) = .01, p = .48, ns. In addition, husbands' 

message goal structure was not significantly related to their partners' degree of 

satisfaction with wives' communication functioning, r(28) = .06,/? = .38, ns. A one-way 

ANOVA also indicated a non-significant relationship between husbands' message design 

logic and their partners' degree of satisfaction with wives' communication functioning, 

F(2, 27) = . 182, /? = .84, ns, = .01. Hypothesis 2 was not supported. 

Finally, to be consistent with past research (i.e., Burleson & Denton, 1992), a 

Pearson correlation was performed to assess the association between partners' 

satisfaction with one another's communication functioning in the present sample. Similar 

to the result reported in Burleson and Denton (1992), this test indicated a significant 

positive association, r(28) = .42, p = .021. 

Hypothesis 2: Supplemental Analyses 

The surprising finding that wives' construct differentiation was negatively 

associated with the husbands' favorable assessment of the wives' communication 

functioning prompted further investigation. In search of an explanation for this finding, 
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the construct differentiation scores of husbands and wives were reviewed. Upon 

reexamining these data, it became apparent that differences between scores for husbands 

and wives fell into larger and smaller categories of discrepancy (i.e., discrepancy scores 

ranged from 1 to 42). Consequently, two new groups were created in the data set based 

on discrepancy scores of partners' construct differentiation scores. The first group {n -

13) was comprised of those couples in which the wife's construct differentiation score 

was 10 points or higher than the husband's scores. The second group (« = 17) was 

comprised of those couples of which the wife's construct differentiation scores was less 

than 10 points higher than the husband's scores, or when the husband's score was higher 

(these scores ranged from 1 to 10) than the wife's score (n = 5 of 17). 

Following the formation of these groups, analyses were performed to determine 

whether or not the negative association found when testing Hypothesis 2 was related to 

the degree of discrepancy in construct differentiation scores between husbands and wives. 

The results of these analyses indicated that the degree of discrepancy did make a 

difference. In particular, a negative association again was found for partners whose 

construct differentiation scores were more discrepant, r(l 1) = -.54,/? = .029. A 

significant association was not found, however, for the group of partners whose construct 

differentiation scores were less discrepant, r(15) = -.06, p - .41, ns?^ The absence of a 

positive association between wives' construct differentiation and their partners' degree of 

satisfaction with wives' communication functioning was unexpected. However, an 

important clarification was provided with the subsequent finding that the negative 
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association could be attributed to couples wherein wives had considerably higher levels 

of construct differentiation than did their partners. 

Hypothesis 3 

Hypothesis 3 predicted that individuals' construct differentiation, construct 

abstraction, message goal structure, and message design logic would be positively 

associated with their partners' global relationship satisfaction. Multiple regression (MR) 

was performed to test each of the predicted associations, except the association between 

message design logic and GRS, which was tested via an ANCOVA. These tests were 

chosen because preliminary analyses indicated that disease stage (wives only) and time 

since diagnosis (husbands and wives) affected participants' reports of global relationship 

satisfaction. Consequently, it was necessary to include these variables as covariates. 

Similarly, each test performed on the sample of husbands included time since diagnosis 

as a covariate. 

To assess wives' construct differentiation on GRS for husbands, a MR was 

conducted with time since diagnosis entered first as a covariate. This test revealed a 

significant relationship between wives' construct differentiation and their husbands' 

GRS, F{2, 27) = 5.549, p = .01, ~ .29, R^adj = .24. This association was due to a 

positive association between time since diagnosis and husbands' GRS, P — .47, t = 2.85,/? 

= .008, ri' = .26. The relationship between wives' construct differentiation and husbands' 

GRS was not significant, /? = -.18,f = -l .07, p == .148, ns, = .03. 

To assess wives' construct abstraction on GRS for husbands, a MR was 

conducted with time since diagnosis entered first as a covariate. This test revealed a 
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significant association between wives' construct abstraction and husbands' GRS, F{2, 27) 

= 5.152,p = .008, = .30, R^adj - .25. This association again was due to a positive 

association between time since diagnosis and husbands' GRS, P - .45, t = 2.62, p = .014, 

= .26. The relationship between wives' construct abstraction and husbands' GRS was 

not significant, P = .20, t = l.2Q,p - .I2l,ns,j^ = .04. 

To assess wives' message goal structure on GRS for husbands, a MR was 

conducted with time since diagnosis entered first as a covariate, F(2, 27) = 4.814,/? = 

.016, R' - .26, R^adj - .21. Again, this association was due to a positive association 

between time since diagnosis and husbands' GRS, fi - .49, t - 2.62,p = .013, x] = .26. 

The relationship between wives' message goal structure and husbands' GRS was not 

significant, p = -.04, t = -.27,/? = .412, ns, = .00. 

Finally, an ANCOVA performed to assess the association between wives' 

message design logic and husbands' GRS, with time since diagnosis as the covariate, 

indicated a significant result, F(3, 26) = 3.249,/? = .038, partial = .27. This result 

seemed largely due to the influence of the covariate, F(l, 26) = 8.676,/? = .007, partial r|~ 

= .25. Wives' message design logic appeared not to have significant bearing on 

husbands' GRS, F(2, 26) = .201, p- .410, ns, partial r|' = .02. 

The same series of statistical analyses were performed on the husbands' data. 

Because wives' GRS served as the dependent variable, and wives' GRS was significantly 

related to time since diagnosis and disease stage, both time since diagnosis and disease 

stage were included as covariates in the analyses. To assess husbands' construct 

differentiation on GRS for wives, a MR was conducted with time since diagnosis and 
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disease stage entered first as a block, F{3,25) = 8.536,p = .001, = .51, R^adj = .45. 

Time since diagnosis accounted for a significant portion of the shared variance, ft = .50, t 

- 3.45, p = .002, r|^ = .27. Disease stage also accounted for a significant portion of the 

shared variance, ft = .44, t = 3.06,= .005, r\^ = .19. Importantly, the effect of husbands' 

construct differentiation on wives' GRS resulted in a significant trend, ft - -.22, t = -1.54, 

p = .068, = .05. 

A separate MR that was performed for husbands' construct abstraction on wives' 

GRS with time since diagnosis and disease stage entered first as a block generated a 

significant result, F(3, 25) = 7.400,/? = .001, i?' = .47, R^adj = .41. This result was due 

largely to the influence of the covariates, however, as the effect of husbands' construct 

-J 
abstraction on wives' GRS was non-significant, ft = -.11, t - -.726, p = .238, nx, t| - .01. 

A third MR was run for husbands' message goal structure on wives' GRS with 

time since diagnosis and disease stage entered first as a block. This test produced a 

significant result for the model, F(3, 25) = 7.220, p = .001, R^ = .46, R^adj = .40. Again, 

this result was due primarily to the association with the covariates and not to the predictor 

variable, ft - .08, t= .485,/? = .316, ns, if = .01. 

Finally, an ANCOVA performed to assess the association between husbands' 

message design logic and wives GRS, with disease stage and time since diagnosis as 

covariates, indicated a significant result, F{A, 24) = 5.332,p = .003, partial rf - .47. This 

result was largely accounted for by time since diagnosis, F(l, 24) - 9.670,/? = .005, 

partial rf = .29, and disease stage, F(l, 24) = 7.478,/? = .012, partial if ~ .24. Husbands' 
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message design logic did not have a significant relationship with wives' GRS, F(2, 24) = 

25%,p - .388, ns, partial rf = .02. Hypothesis 3 was therefore only minimally supported. 

To be consistent with past research (i.e., Burleson & Denton, 1992), a MR was 

performed to assess husbands' GRS on wives' GRS. Separate from Burleson and 

Denton, however, disease stage and time since diagnosis were included in this test as 

covariates. Similar to Burleson and Denton, however, this test revealed a significant 

association, F(3,25) = 18.593,p = .001, R' = .69, R^adj = -65. Each predictor was 

associated significantly with wives' GRS, including time since diagnosis, P = .46, t = 

3.12,p- .004, ri^ = .27, disease stage, fi = .39, t = 3A6,p - .002, = .19, and GRS 

ratings of husbands,/? = .56, t = 4.32,/? = .001, r]^ = .23. 

Hypothesis 3: Supplemental Analyses 

The surprising finding that individuals' social cognitive skills largely were not 

associated with partners' global relationship satisfaction prompted further investigation. 

In search of an explanation for the nature of these findings, analyses were repeated on the 

two groups of participants created in the supplemental analyses for Hj'pothesis 2. Again, 

one group (n - 13) was comprised of those couples in which the wife's construct 

differentiation score was 10 points or higher than the husband's scores. The other group 

{n - 17) was comprised of those couples in which the wife's construct differentiation 

scores was less than 10 points higher than the husband's scores, or of wliich the 

husband's score was higher than the wife's score (« = 5 of 17). 

These supplemental analyses resulted in four significant findings. Of these four, 

two findings pertained to husbands' GRS. Specifically, a MR of wives' construct 



differentiation on husbands' GRS for Group 2 (i.e., high discrepancy) participants, with 

time since diagnosis entered first as a covariate, resulted in a significant finding, F(l, 11) 

= 3.47, p = .045, - .24, R^adj = .17. This result was due to predictor variable of wives' 

construct differentiation, = -.49, t = -l.%6,p = .045, = .24. A separate MR of wives' 

construct abstraction on husbands' GRS for Group 1 (i.e., low discrepancy) participants, 

witli time since diagnosis entered first as a covariate, resulted in a significant model, F(l, 

15) = 8.76,/? = .01. R' - .37, R^adj = -33. This result was due to predictor variable of 

•J 
wives' construct abstraction, ft = .61, t = 2.96, p - .01, r| = .37. 

The second set of supplemental analyses that resulted in significant findings 

pertained to wives' GRS of Group 2 (i.e., high discrepancy) participants. A MR of 

husbands' construct differentiation on wives' GRS with time since diagnosis and disease 

stage entered first as a block resulted in an overall significant effect, F(2,10) = 8.51, /? = 

.007, R' = .63, R'adj = .56. This result was due primarily to an association between 

disease stage and wives' GRS, [i = .65, t = 3.37,p = .007, r|^ = .41, and husbands' 

•J 
construct differentiation scores, ft = -.47, t - -2.44,p = .035, r] - .22. In this analysis, 

time since diagnosis was not a significant predictor of wives' GRS, /i = .29, t = \ .A9,p -

.171, m. Second, an ANCOVA performed to assess the association between husbands' 

message design logic and wives' GRS, with disease stage and time since diagnosis as 

covariates, indicated a statistical trend, F(3, 9) = 3.82,p = .051, partial Tj = .56. In 

addition to the effects of the covariates, this result was due to a statistical trend with 

husbands' message design logic on wives' GRS, F(l, 9) = 2.01,p = .095, partial t] = .18. 

Wives' GRS scores were higher when husbands' were operating from an Expressive 



design logic (A/= 40.67, SD = 2.88) than when husbands' were operating from a 

Conventional design logic (M= 34.86, SD = 9.14). No husband operating from a 

Rhetorical design logic was a member of this subset of participants. 

Viewed collectively, these supplemental analyses indicate an important difference 

between partners who share similar levels of construct differentiation and those who do 

not. Specifically, these findings reveal that social cognitive skills seem to have a 

moderate (and negative) association with individuals' GRS when partners do not share 

similar levels of construct differentiation. 

Hypothesis 4 

Hypothesis 4 predicted that an individual's satisfaction rating of a partner's 

communication fimctioning would be positively associated with the individual's own 

global relationship satisfaction. To test this prediction, two separate MRs were 

conducted. The first MR tested the prediction on wives' GRS and included time since 

diagnosis and disease stage entered first as a block. The test of this model resulted in a 

significant finding, F(3,25) = 8.47,/? = .001, = .50, R^adj - -44. Specifically, time 

•"y 
since diagnosis was associated with wives' GRS,yS= .38, t = 2.5l,p = .019, x] = .27. 

'y 
Disease stage also was associated with wives' GRS, P = .37, t = 2A6,p = .021, r\ = .19. 

Finally, there was a trend between the test of wives' satisfaction ratings of their partners' 

'J 
communication functioning and their own GRS, P  = .24, t - l  .50, p  =  .073, i] = .05. 

The second MR tested the prediction on husbands' GRS and included time since 

diagnosis entered first as a covariate. The test of this model resulted in a significant 

finding, F(2, 27) = 18.48,/? = .001, R^ = .58, R^adj = .55. As with the wives' scores, this 



finding was due to the covariate and the predictor variable. Specifically, time since 

diagnosis was associated with husbands' GRS, [i - .32, t - 239, p - .024, ri' = .26. 

Husbands' satisfaction ratings of their partners' communication fimctioning also were 

associated significantly with their own GRS, - .60, t = 4.50,/? = .001, = .32. 

Hypothesis 4 was partially supported. 

Hypothesis 4: Supplemental Analyses^^ 

Additional analyses were performed to determine whether or not the predictions 

of Hypothesis 4 would remain supported for each of the two subgroups used in the prior 

supplemental analyses. These tests indicated identical outcomes, with one exception. 

That is, the prediction that wives' satisfaction ratings of their partners' communication 

functioning would be positively associated with their own GRS scores did not hold for 

Group 1 (i.e., low discrepancy) participants. The MR performed on this model resulted 

in a significant finding, F(2, 13) = 4.48,/? = .033, = .41, R'adj - -32. One of the 

covariates (i.e., time since diagnosis), however, largely accounted for this finding, P -

.59, t = 2.19, p- .015, ri~ = .35. Disease stage, fi = .33, t = 1.61,/; = .134, and wives' 

satisfaction ratings of their partners' communication functioning, (i ~ .24, t=\.\2,p = 

.281, did not have significant associations with wives' GRS (i.e., r\ = .06). 

Hypothesis 5 

Hypothesis 5 predicted that wives' construct differentiation, construct abstraction, 

message goal structure, message design logic, and degree of satisfaction with their 

partners' abilities to generate functional communication would be positively associated 

with their own level of psychosocial adjustment to breast cancer. Pearson correlations 



(one-tailed) were run between construct differentiation and psychosocial adjustment, 

construct abstraction and psychosocial adjustment, message goal structure and 

psychosocial adjustment, and between the degree of satisfaction with their partners' 

abilities to generate functional communication and psychosocial adjustment. A one-way 

ANOVA was performed to assess the association between message design logic and 

psychosocial adjustment. As before, univariate tests were chosen in order to preserve 

sufficient statistical power and to avoid Type 2 errors with this small sample size. 

For the sample of wives (n = 30), construct differentiation and psychosocial 

adjustment to breast cancer were not significantly related, r(28) = -.02,p - .45, ns. 

Similarly, construct abstraction and psychosocial adjustment were not significantly 

related, r(28) = -.24, p = .11, m. The Pearson correlation performed to assess the 

association between message goal structure and psychosocial adjustment did result in a 

negative trend, r(28) - .26,p = .08 (higher PAIS scores represent more adjustment 

problems). Likewise, the Pearson correlation performed to assess the association 

between wives' degree of satisfaction with their partners' abilities to generate functional 

communication and wives' psychosocial adjustment resulted in a positive trend, r(28) = -

.26, p = .09. Finally, a one-way ANOVA produced a non-significant finding for the 

association between wives' message design logic and their psychosocial adjustment, F(2, 

27) = .285, p = .76, ns, rf - .02. Hypothesis 5 was not supported. 

Hypothesis 5: Supplemental Analyses 

The surprising finding that wives' social cognitive skills were not associated with 

their own psychosocial adjustment to illness prompted further investigation. In search of 



an explanation for the nature of these findings, analyses were repeated on the two groups 

of participants created in the supplemental analyses for Hypotheses 2 and 3. 

The results of these analyses indicated that the degree of discrepancy did 

differentiate couples on some important variables. For example, a significant positive 

association was found between wives' construct abstraction scores and their own 

psychosocial adjustment for partners whose construct differentiation scores were highly 

discrepant, r(l 1) = -.50,/? = .04. Reflecting the previous analysis, a Pearson correlation 

performed on the group with less discrepant scores resulted in a negative trend for wives' 

message goal structure and their psychosocial adjustment, r(15) = .38,p = .06. However, 

the same analysis performed on the highly discrepant group resulted in a non-significant 

finding, r(l 1) = .21, p = .25, ns. The positive trend found between wives' assessments of 

their husbands' communication functioning and the wives' own psychosocial adjustment 

was replicated in the highly discrepant group, r(l 1) = -.43, p = .07. However, the 

analysis of the less discrepant group (i.e.. Group 1) produced a non-significant result, 

r{15) = -.\A,p - .30, ns. 

Again, an important clarification was provided with the results of the 

supplemental analyses. Specifically, the finding that wives' assessments of their 

husbands' communication functioning was associated with their own psychosocial 

adjustment was attributable to the group of partners whose construct differentiation 

scores were highly discrepant. 
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CHAPTER 5; DISCUSSION 

The purpose of this study was to investigate the role of specific social cognitive 

skills in psychosocial and relational adjustment to a chronic illness. Breast cancer was 

the specific chronic illness chosen for this investigation because of its prevalence, the 

accompanying physical and psychological challenges associated with the disease, and the 

often-reported relational tension that results from these challenges. 

This study extends two separate bodies of research. First, this work provides a 

new context for the application of constnictivist research. To date, constructivist research 

has analyzed comforting behaviors in response to everyday hurts and disappointments 

only and has not addressed comforting behaviors exhibited in the context of a chronic 

illness. Second, this study extends rehabilitation research by introducing the theory of 

constructivism. Whereas some contemporary rehabilitation literature does discuss the 

importance of good communication to individuals' adjustment processes, it does not 

elaborate the meaning of communication. Constructivism fills this gap by defining 

communication more clearly and by showing that individuals with highly developed 

systems of interpersonal constructs are more capable of sophisticated communicative 

functioning than persons with less developed systems. 

Beyond providing these extensions, the results of this study demonstrate that the 

relationship between social cognitive skills and psychosocial and relational adjustment to 

a chronic illness is complex. In particular, the magnitude and direction of the association 

between the separate social cognitive skills and the dependent variables varied as 

function of biological sex, disease stage, time since diagnosis, and the degree of 
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discrepancy in interpersonal cognitive complexity scores between partners. Although 

some support for the predictions made in this study was found, several predictions 

received little or no empirical support. In this chapter, these findings are discussed and 

implications and limitations of this research are considered. 

Social Cognitive Skills in the Context of Illness 

Two separate instruments were used to assess participants' social cognitive skills. 

These instruments included Crockett's (1965) RCQ and a set of four cancer 

communication tasks that were designed specifically for this study. Participants' 

responses to the RCQ were coded for construct differentiation and construct abstraction, 

and their responses to the four cancer communication tasks were coded for message goal 

structure and message design logic. 

As predicted, significant positive associations were found between construct 

differentiation and message design logic for husbands and wives. These associations 

replicate those presented in O'Keefe's (1988) seminal work on message design logic. In 

doing so, the present study makes a two-fold contribution to the message design logic 

literature. First, this study joins the ranks of a very small number of empirical studies on 

message design logic during the past 15 years. Despite having a well-developed 

theoretical foundation, message design logic does not boast considerable empirical 

testing. Consequently, this study provides important validation of O'Keefe's coding 

scheme and past findings. The second and perhaps more laudable contribution that the 

current study makes to the message design logic literature is the introduction of novel 

communication tasks that were designed specifically for partners living with a chronic 
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illness. The design and successful implementation of these tasks not only supports 

O'Keefe's (1990) assertion that her model can be applied to virtually any interpersonal 

task; it also offers an effective template for message-eliciting task construction to other 

scientists with similar research interests. 

As predicted from the first hypothesis, the association between husbands' 

construct differentiation and message goal structure was found. Husbands with higher 

construct differentiation produced more complex message goal structures than did 

husbands with lower construct differentiation. This result mirrors one of the findings that 

O'Keefe (1988) reported and shows that her model can also be applied to men in this 

context. 

Unlike its counterparts, the expected relationship between wives' construct 

differentiation and message goal structure did not materialize. Although the association 

between the two variables was in the expected direction, the strength of the relationship 

was not significant. To better understand this anomaly, a post hoc independent samples t 

test was performed on the message goal structure scores of husbands and wives. This test 

indicated that husbands {M- 22.77, SD - 4.35) scored higher in message goal structure 

than did wives (M= 20.57, SD = 3.82), /(58) = 2.08,/? = .04, y\^ = .07. 

This pattern seemingly contradicts that found for construct differentiation scores 

(i.e., wives' construct differentiation scores were significantly higher than husbands' 

construct differentiation scores). Further consideration, however, suggests that this 

apparent contradiction may arise from an important difference between the separate 

coding schemes used to assess construct differentiation and message goal structure. In 
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particular, the coding scheme used in conjunction with the role category questionnaire 

helps researchers assess perception (i.e., cognitive templates; "Please describe a person 

whom you like and whom you dislike."). The coding scheme for message goal structure 

that is used in conjunction with the communication tasks, however, allows researchers to 

assess projected communication behavior (i.e., " What would you say?"). Whereas 

constructivists (e.g., Delia et al., 1982) locate the origin of interpersonal constructs in 

socialization processes, they argue that how people communicate depends both on skill 

and motivation. In other words, possessing the ability to provide comforting messages 

does not ensure that this competence will be exercised (Samter & Burleson, 1984). 

Consequently, the different results produced by the two measures herein may signal that, 

whereas wives possess more communication skill (as indexed by higher construct 

differentiation scores), they were less motivated to exercise that skill when responding to 

the hypothetical scenarios involving their husbands as the message recipients (as indexed 

by lower message goal structures). 

One could argue that women are exhibiting less complex goal structures than men 

because their messages are directed to their husbands, whom they know to be less skilled 

communicators than themselves. Albeit intriguing, suggesting that women underachieve 

purposely while communicating with their less-skilled husbands on the basis of the 

current data is, at best, speculative. That is, the current study lacks the proper data 

needed to verify whether or not intimate knowledge about the recipient of their messages 

(i.e., husbands) had any direct effect on the message goal structures that wives employed. 

For example, a separate argument may be forwarded that women exhibit less complex 
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goal structures than men because women are the ones living with the illness and 

consequently have less social cognitive resources available to them because of the higher 

cognitive and emotional demands of their illness experience. In short, future research is 

needed to determine more fully whether the lack of a significant association between 

wives' construct differentiation and message goal structure accurately depicts an 

empirical reality, or whether it is the result of a methodological artifact. 

If the results of future research do suggest the latter, that would pose an 

interesting methodological dilemma for researchers wanting to assess message goal 

structure. On the one hand, some researchers argue that the "Ron task" is too limited in 

its design to be used successfully with participants other than college students, that the 

ecological validity of this instrument is limited. On the other hand, altering the tool such 

that it could be used to study different populations (e.g., adults, elderly persons) in 

particular contexts that are of interest (e.g., adult relationships, physician-patient 

interactions) may reduce the precision of the instrument because of the potential 

conflation of skill and motivation. In any event, this challenge appears to be confined to 

the assessment of message goal structure and does not apply to the assessment of 

message design logic. Although "The Ron task" is also used in assessments of message 

design logic, its coding scheme operates independently of communicators' motivations 

(e.g., see prior quote by O'Keefe & Delia, 1988, pp. 85-86).^^ 

Contrary to predictions, no significant associations were found between construct 

abstraction and message goal structure or between construct abstraction and message 

design logic. Needless to say, this result is surprising. The theoretical foundations for 
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construct abstraction and message design logic suggest collectively that persons operating 

from a Rhetorical design logic will exhibit higher levels of construct abstraction than will 

persons operating from a Conventional design logic. However, this is not the case for 

wives or for husbands in the present study. 

Perhaps the most straightforward interpretation of these non-significant results is 

that the variables are, in fact, not related for this population. At least two alternative 

explanations, although less obvious, are also possible. First, descriptive analyses of 

participants' construct abstraction scores indicate a restricted range of values. In 

particular, wives' construct abstraction scores range from 2.97 to 5.41, and husbands' 

scores range from 2.57 to 6.00. According to Kiess (2002), as the range of values for one 

or both of the variables becomes smaller or restricted, the value of the statistic also 

becomes smaller. It may be the case, therefore, that the lack of association between 

variables is the result of a restricted range of scores. 

A second alternative explanation arises from a close reading of Burleson and 

Waltman's (1988) work wherein they identify several different algorithms that have been 

used in past research to assess construct abstraction. Burleson and Waltman stated that a 

range of algorithms has been employed over the years to derive participants' abstraction 

scores, including the frequency of abstract constructs, the proportion of abstract 

constructs, a total abstraction score, and a mean construct abstraction score (used in the 

current study). Comparing the separate algorithms, the authors suggest that employing a 

total abstraction score is problematic because the algorithm (formed simply by summing 

the abstraction scores awarded each separate construct) confounds the dimension of 
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abstraction with the dimension of differentiation. The authors state that because the mean 

construct abstraction score has the advantage of being conceptually independent of 

construct differentiation, they prefer it to the total abstraction algorithm. 

Separate from this particular contrast, Burleson and Waltman (1988) do not 

suggest important differences among the remaining algorithms. However, future 

investigation of potential differences seems warranted on both conceptual and empirical 

grounds. For example, important conceptual differences exist between the mean 

construct abstraction algorithm and the frequency of abstract constructs algorithm. As its 

name implies, the mean construct conceptualization measures the average level of 

abstraction accompanying each of an individual's constructs. However, the frequency 

conceptual ization produces an index that measures the number of constructs an individual 

offers that meets the threshold of "abstraction." 

The importance of these conceptual differences, if not realized in their own right, 

can be found empirically. Using the present data set, the author conducted Pearson 

correlations among three different abstraction algorithms (mean construct, frequency, and 

proportional) and also between these same algorithms and scores on several of the 

present study's dependent variables. Consistent with Burleson and Waltman's (1988) 

expectations, each of the separate algorithms produced abstraction ratings that were 

significantly correlated with one another. However, when correlations between these 

abstraction ratings and scores from several dependent variables were calculated, each of 

the abstraction algorithms produced importantly different results. Specifically, each 
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algorithm resulted in a statistical significant correlation with a different dependent 

variable. 

For example, substituting the mean abstraction algorithm with the frequency 

abstraction algorithm resulted in a significant association between message design logic 

^ 'J 
and construct abstraction for husbands, F{2, 27) = 8.582,/? = .001, rj = .39 (wives' scores 

were not significantly associated). On average, the Expressive (M= 8.82, SD = 4.69) and 

Conventional (M= 13.92, SD = 4.46) message producers had less abstract constructs than 

did the Rhetorical (M= 22.5, SD = 11.71) message producers. Post hoc comparisons 

made using the LSD test indicated that the Expressive and Conventional groups did not 

differ significantly and that the Rhetorical group had a significantly higher mean 

construct abstraction score than did both the Expressive and Conventional groups. 

Given these very different results, the straightforward interpretation that construct 

abstraction and message design logic are not associated becomes less clear. What is 

apparent is that the separate operational definitions for construct abstraction used in prior 

research do not always lead to the same place. Although not germane to the present 

study, these findings suggest strongly that lurther conceptual and empirical exploration of 

the separate abstraction algorithms is needed. Until this happens, the question of whether 

or not construct abstraction is related to message design logic and message goal structure 

may not be answered adequately. 

Social Cognitive Skills and Communication Functioning 

A central tenet of constructivism is that one's social cognitive skills affect her or 

his communication abilities (Delia et al., 1982). According to Burleson and Waltman 
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(1988), individuals with highly developed social cognitive skills are more capable of 

sophisticated communicative functioning than are persons with less developed social 

cognitive skills. In addition, Samter et al. (1987) reported that recipients of more 

sophisticated communication (i.e., comforting messages) rate the messages and message 

senders more favorably than do recipients of less sophisticated messages. 

Contrary to these predictions and past findings, no significant positive 

associations were found in the present study between an individual's construct 

differentiation, construct abstraction, message goal structure, and message design logic, 

and a partner's level of satisfaction with that individual's communication fimctioning. In 

fact, a hypothesis-disconfirming negative association was found for wives' construct 

differentiation and husbands' positive assessments of their wives' communication 

functioning. Additional analyses indicated that this significant negative association 

originated from couples that had highly discrepant construct differentiation scores. In 

other words, the association was evident only for couples in which the wife's construct 

differentiation score was at least 10 points higher than the husband's score. The 

association was not evident for couples that shared more similar constmct differentiation 

scores. 

Needless to say, it is surprising that no significant positive associations were 

found for the relationships that were predicted in Hypothesis 2. A power analysis 

(Cohen, 1977) was undertaken in an effort to account for these null results. This analysis 

indicated that the statistical tests used to assess the Hypothesis 2 predictions suffered 

from low power. For example, there was only a 13% probability for finding a significant 
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association between husbands' construct differentiation and wives' satisfaction levels 

with their husbands' communication functioning, given the sample size and detected 

effect size. An additional 294 couples would be needed to increase the statistical power to 

80%. Even if the effect size were moderate in size (i.e., r - .30), an additional 19 couples 

would be needed to detect a significant association when statistical power equaled .80 

(Cohen, 1977). In sum, it appears that low statistical power may have been responsible 

for the failure to obtain results supportive of Hypothesis 2. 

Whereas the non-significant findings may mean that the variables are not, in fact, 

related, past research might suggest otherwise. In particular, Burleson (1986) found that 

communicative sophistication exhibited during the performance of a comforting task was 

the best discriminator between groups of popular and rejected children. Likewise, 

Samter, Burleson, and Murphy (1987) reported that adult recipients of more sophisticated 

comforting messages rated the message senders more favorably than did recipients of less 

sophisticated messages. Although assessments were not specific to one's communication 

functioning, the results of these two studies suggest that partners with relatively higher 

levels of communicative sophistication might be assessed more favorably on 

communication fiuictioning than partners with lower levels of communicative 

sophistication. 

Despite having offered two reasons why the predicted associations in Hypothesis 

2 might still be borne out in future research (i.e., low statistical power in the present study 

and supportive findings from past research), a significant hypothesis-disconfirming 

negative association between wives' construct differentiation and husbands' ratings of 
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wives' communication functioning remains to be explained. The fact that this negative 

association originated from couples in which wives had a construct differentiation score 

that was at least 10 points higher than their husbands' scores is important. It suggests 

that whereas similarity in construct differentiation may not be related meaningfully to 

assessments of partners' communication functioning, dissimilarities in construct 

differentiation appear meaningful within this context. 

Burleson and Samter (1990) hypothesized that correlates of cognitive complexity 

(i.e., values concerning communication and interactional orientations) have significant 

effects on how partners value one another. According to this conceptualization, people 

appreciate others with whom they have rewarding interactions, and similar levels of 

cognitive complexity function to enhance these interactions. Burleson, Kunkel, and 

Szolwinski (1997) offered further explanation of this concept when they said, 

similarity in cognitive structure may enhance the enjoyability of 

interactions because cognitive complexity influences the characteristics of 

others that are noticed in interaction, topic preferences in natural 

conversation, features of social situations and relationships that are viewed 

as important, modes of functional communication, and several related 

interactional proclivities, (pp. 244-245) 

In sum, Burleson et al. (1997) contend that the experience of an enjoyable 

interaction represents (and communicates) a sharing of important life orientations and, 

consequently, is a bedding ground for liking between two people. The authors (Burleson 

& Samter, 1990; Burleson et al., 1997) argue further that interactions between individuals 
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of similar complexity levels have a greater likelihood of being experienced as interesting, 

stimulating, fun, and enjoyable, and that interactions between individuals with dissimilar 

levels of cognitive complexity have a greater likelihood of being experienced as boring, 

tedious, strained, awkward, and uninteresting. The current finding seems consistent with 

this argument. At the very least, it is clear within this context that husbands' ratings of 

wives' communication functioning are less favorable when wives are significantly more 

skilled (i.e., higher construct differentiation scores) than when wives are equally as 

skilled as are their husbands. 

Future research is needed to help make better sense of the current findings. The 

current data are incongruent with Hypothesis 2 predictions. Whereas past research and 

low statistical power in the current study may suggest that these predictions will be 

supported in future research, the hypothesis-disconfirming negative association between 

wives' construct differentiation and husbands' ratings of wives" communication 

functioning should not be ignored. In particular, this finding might suggest that partners' 

ratings of one another's communication functioning are associated, not only with 

construct differentiation levels, but with the relative degree of similarity in construct 

differentiation levels that partners share. 

Social Cognitive Skills and Global Relationship Satisfaction 

Consistent with the findings for Hypothesis 2 and contrary to predictions, no 

significant positive associations were found between an individual's construct 

differentiation, construct abstraction, message goal structure, and message design logic, 

and a partner's level of global relationship satisfaction. Instead, significant associations 
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were found between two covariates and the GRS ratings of wives and husbands. In 

particular, disease stage and time since diagnosis were significantly and positively 

associated with wives' GRS ratings, and time since diagnosis was significantly and 

positively associated with husbands' GRS ratings. In addition to these associations, a 

negative trend was found between husbands' construct differentiation scores and wives' 

ratings of GRS. 

Supplemental analyses revealed a significant positive association between wives' 

construct abstraction scores and husbands' GRS for couples in which partners shared 

similar levels of construct differentiation. In addition, a significant negative association 

exists between wives' construct differentiation and husbands' GRS among couples in 

which wives exhibit a construct differentiation score at least 10 points higher than their 

husbands' scores. For these couples, the significant negative association between 

husbands' construct differentiation and wives' GRS remains intact, and a negative 

association between husbands' message design logic and wives' GRS also remains. 

These negative associations are anomalous with previous research and defy a 

lucid explanation. The difficulty presented by these findings is perhaps best realized 

when contrasted with the negative association found between wives' construct 

differentiation scores and husbands' GRS scores for the same group of couples (i.e., the 

couples in which partners have highly discrepant construct differentiation scores). In this 

case, the negative association seems sensible because the higher a wife's construct 

differentiation score is, the farther away she moves from her husband's construct 

differentiation score. This particular finding is conceptually sensible and, indeed, past 
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research discussed in this section (e.g., Burleson & Denton, 1997) has provided similar 

results. 

The negative associations found between husbands' construct differentiation 

scores and message design logic values, with wives' GRS scores, however, are puzzling 

conceptually. Specifically, as husbands' construct differentiation scores increase, they 

move closer (or become more similai) to their wives' scores. (This again is because these 

particular couples are those in which wives' construct differentiation scores are at least 

10 points higher than are their husbands' scores.) Given that these couples are moving 

toward similarity instead of difference, past research would suggest that a positive 

association, rather than a negative association, would be found for this subset of couples. 

Additional research certainly is needed to determine whether these are isolated findings, 

or whether they represent a meaningful association that is yet to be understood. 

As it was with Hypothesis 2, the argument can be made with Hypothesis 3 that a 

lack of appropriate statistical power resulted in the observed non-significant findings. 

Specifically, the addition of approximately 20 couples to the study's sample would be 

required to have an 80% probability of detecting moderate effect sizes (Cohen, 1977). 

Given this, additional research is needed to better determine whether low statistical 

power is the cause of these non-significant findings or whether the variables are not 

associated with each other. 

To help explain the current findings, a separate argument might also be forwarded 

that suggests the predictions of Hypothesis 3 were more incomplete than erroneous. It 

may be the case that social cognitive skills are associated with partners' GRS, but the 
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direction of this association may depend on other important factors. For example, 

Burleson and Denton (1997) investigated the association between communication skill 

and several satisfaction variables (i.e., marital satisfaction and positive feelings for one's 

spouse) among non-ill married couples and found that this association was different for 

non-distressed and distressed couples. For non-distressed couples (i.e., couples in which 

both partners scored over 100 on Spanier's [1976] dyadic adjustment scale), a wife's 

construct differentiation was significantly and positively associated with her husband's 

GRS. For distressed couples (i.e., couples in which one partner scored below 100 on 

Spanier's [1976] dyadic adjustment scale), however, a wife's construct differentiation 

was significantly and negatively associated with her husband's positive feelings for her. 

In related research, Neimeyer (1984) found that similarities in partners' levels of 

construct differentiation were associated with marital satisfaction. This finding is 

especially interesting because marital satisfaction, itself, was not significantly associated 

with levels of construct differentiation, but with partners' levels of similarity in construct 

differentiation. 

Wliereas the findings of Burleson and Denton (1997) and Neimeyer (1984) 

suggest a more complex picture for how construct differentiation and GRS may be 

associated, they do not coincide wholly with what was found in the current data. In 

particular, the presence or absence of similarity among partners' construct differentiation 

scores did differentiate whether or not construct differentiation scores were associated 

with partners' GRS scores. However, the presence or absence of similarity among 

construct differentiation scores did not differentiate couples' overall GRS scores. That is. 
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the results of a two-tailed independent samples t test did not indicate a significant 

difference among couples with similar construct differentiation scores {M- 77.87, SD = 

11.56) and couples with dissimilar construct differentiation scores (M= 73.85, SD = 

14.59) on total GRS scores (i.e., partners' summed QMI scores), ?(27) = .830, p = .41, ns, 

- .03. Given that the current findings are not entirely consistent with past findings, 

additional research is needed to help better determine the relationship between partners' 

social skills and partners' GRS ratings. For example, would the current findings be more 

consistent with past findings if the current sample size was appropriately large? Or, 

perhaps, are there important differences between medically ill and medically healthy 

couples that might help make sense of the apparent inconsistencies in these results? Such 

questions warrant further study. 

Satisfaction with Partners' Communication Functioning and Global Relationship 

Satisfaction 

Largely consistent with predictions, individuals' satisfaction with their partners' 

communication functioning is positively associated with individuals' own global 

relationship satisfaction. In particular, husbands' GRS ratings are significantly and 

positively associated with wives' satisfaction with the husbands' communication 

functioning. There is, however, only a positive trend between wives' GRS ratings, 

however, and husbands' ratings of wives' communication functioning. In addition, 

wives' GRS ratings are significantly associated with two covariates, time since diagnosis 

and disease stage, and husbands' GRS ratings are significantly associated with the 

covariate, time since diagnosis. With one exception, these associations remain consistent 
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both for couples sharing similar construct differentiation scores and couples that have 

dissimilar construct differentiation scores. Couples with similar construct differentiation 

scores are the exception, as wives' GRS ratings are not significantly associated with 

husbands' satisfaction with wives' communication functioning. 

Overall, a partner's satisfaction with an individual's communication functioning 

is associated more consistently with husbands' GRS ratings than with wives' GRS 

ratings. In other words, a husband's relationship satisfaction appears to be informed by 

his wife's assessment of his communication abilities regardless of whether or not he 

shares a similar level of construct differentiation with her. A wife's relationship 

satisfaction, however, appears to be associated with her husband's assessment of her 

communication abilities only when she does not share a similar level of construct 

differentiation with him. This general finding seems consistent with past research 

concerning non-medically ill couples wherein communication skills were better 

predictors of husbands' relationship satisfaction than they were of wives' relationship 

satisfaction (Burleson & Denton, 1997). This finding also seems to be consistent with 

past research that has suggested men generally seek and experience greater intimacy from 

their interactions with women than women do with men (Kunkel & Burleson, 1998). 

Aries (1998) offers researchers a caveat, however, stating that much of what is known 

regarding sex differences in based primarily on White middle-class samples. Because the 

current sample is largely comprised of White middle-class individuals, future research is 

needed to determine how well these findings might generalize to couples of different 

ethnicity and socioeconomic status. 
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Social Cognitive Skills, Partners' Communication Functioning, and Wives' Psychosocial 

Adjustment to Illness 

Contrary to predictions, wives' construct differentiation, construct abstraction, 

and message design logic are not associated with their reported psychosocial adjustment 

to breast cancer. A positive trend was found, however, between wives' satisfaction level 

with their husbands' communication functioning and their own psychosocial adjustment 

to breast cancer. A negative trend was found also between wives" message goal structure 

and their own psychosocial adjustment to breast cancer. 

Supplemental analyses reveal further that the negative trend for message goal 

structure and psychosocial adjustment exists only for couples that share similar levels of 

construct differentiation. However, the positive trend for wives' satisfaction with 

husbands' communication functioning and their own psychosocial adjustment to illness 

exists only for couples in which partners have dissimilar levels of construct 

differentiation. Finally, wives in this latter group of couples also exhibit a significant and 

positive association between their construct abstraction and their psychosocial adjustment 

to illness. 

The lack of a statistically significant association between wives' construct 

differentiation scores and their psychosocial adjustment to breast cancer is surprising. 

Prior to data analysis, it was argued that individuals who perceive their social world 

through more advanced cognitive templates should better be able to accommodate 

unexpected changes to their life trajectories. The current data, however, do not support 

this contention. 
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Several arguments may be forwarded to help make sense of this non-significant 

finding. First, one might argue that the analysis suffered from low statistical power. 

Indeed, this argument has been advanced in prior sections of this paper and is again 

relevant here. A second and perhaps more interesting conceptual argument, however, 

also can be offered. Specifically, constructivists argue that development occurs in 

specific domains of activity and involvement. Thus, as Burleson (1987) suggests, it is 

quite possible for an individual to exhibit a highly developed system of interpersonal 

constructs while simultaneously possessing an undeveloped system of constructs for 

other experiential domains, such as automobiles or retirement plans. 

Extending this idea of domain-specificity to the women in the current sample, the 

argument might be made that a breast cancer diagnosis and treatment experience may be 

one that extends beyond the realm of interpersonal constructs. In fact, it may be the case 

that psychosocial adjustment is not informed primarily by one's interpersonal construct 

system, because psychosocial adjustment is, itself, a process of developing new 

constructs that help the individual make sense of her illness experience. From this view, 

illness-related coping processes have as much to do with coming to understand one's 

illness experience relationally and socially (i.e., generating relevant constructs) as they do 

with accommodating the serious physical effects of illness (for a related argument, see 

Viney, 1990). This type of rationale is responsible, in part, for the description of chronic 

illness offered by Dues et al. (1990) as a physical and psychosocial circumstance. 

Additional research is needed to determine whether the current non-significant 

association between wives' construct differentiation and their psychosocial adjustment to 
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breast cancer is the result of methodological decisions or represents an empirical reality. 

If the non-significant result is due to the former, it will be interesting to leam whether its 

cause is an insufficient sample size, measurement miscalculation, or some other force. 

That is, it may be the case that the first 24 months following treatment for breast cancer is 

too soon to detect the association between construct differentiation and psychosocial 

adjustment to the illness. Whereas construct differentiation may be associated with 

communication functioning and relationship satisfaction during this 24-month time 

period, it may take longer for its relationship to psychosocial adjustment to be detected. 

It may be the case that the current study's design called for a measurement of this 

association during a time when the association was still in the process of forming. 

Viewed in this light, the significant positive association between wives' construct 

abstraction and their psychosocial adjustment is especially interesting because these 

wives have partners who do not share similar levels of construct differentiation with 

them. These wives may be largely on their own (with regard to their marital relationship) 

to develop constructs that help make sense of their multifaceted illness experience. 

Whereas they may not have an adequate number of constructs (i.e., construct 

differentiation) during the initial 24-month period of adjustment, the relative degree of 

abstraction of the constructs that they do have may inform their adjustment process. 

Likewise, it may be the case that construct abstraction has less association with 

psychosocial adjustment for wives who do share similar levels of construct differentiation 

with their partners because these wives do not have the sole burden of generating an 

advanced understanding of their illness experiences. 
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In addition to the detection of a significant association between construct 

abstraction and psychosocial adjustment, the current analyses reveal two important 

statistical trends. First, the negative trend between wives' message goal structure and 

their psychosocial adjustment found in these data is intriguing, especially because this 

association exists only for wives that share similar levels of construct differentiation with 

their partners. Burleson and Samter (1994) reasoned that partners with similar levels of 

social skill would define social situations in like fashion, see similar features of social 

situations as interactionally salient, view relational duties and obligations similarly, desire 

similar things from relationships, and enjoy similar conversational topics. In otlier 

words, people with similar levels of social skill would attend to similar relationship 

nuances and adjust their relationship behaviors accordingly (Burleson, 1998). When 

facing the challenges of breast cancer, it appears that wives with partners who share 

similar levels of construct differentiation have better psychosocial adjustment when their 

communication (at least how they propose it would occur) is more efficient in nature than 

when it is face-preserving (e.g.. Brown & Levinson, 1978). 

Bolger et al.'s (1996) central finding may be understood to support this 

contention. Specifically, these authors found that husbands respond better to requests for 

physical help than they do to requests for emotional help. Viewed from a constructivist 

perspective, the differential responses from husbands may be a result of the 

corresponding uniftinctional (or efficient) nature of requests for physical help contrasted 

with the multifunctional (or face-preserving) nature of requests for emotional help. 
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Second, a positive trend between wives' psychosocial adjustment and their 

satisfaction with their husbands' communication functioning was found for wives who do 

not share similar levels of construct differentiation with their husbands. This finding also 

seems to parallel past research concerning women's adjustment to breast cancer. In 

particular, Pistrang and Barker (1995) argued that a woman's successful adjustment to 

breast cancer is less dependent on the positive support offered by her husband than it is 

on the absence of negative spousal support. Importantly, these particular wives are in 

greater jeopardy of receiving negative spousal support because they do not share similar 

levels of construct differentiation with their husbands, and consequently do not attend to 

similar relationship nuances or behavior adjustments (e.g., Burleson & Samter, 1994). 

Coincidently, Pistrang and Barker (1995) cited discrepancies in partners' communication 

needs and behaviors as chief among those elements that define a poor helping 

relationship. 

Conclusion 

The main purpose of this study was to examine the role of specific social 

cognitive skills in psychosocial and relational adjustment to a chronic illness. The 

particular chronic illness investigated in this study was female breast cancer, and 30 

married heterosexual couples facing the onset and treatment of breast cancer participated. 

The study was founded on the premise that chronic illness often presents as much of a 

social and relational challenge as it does a physical challenge. Indeed, to the extent that 

an illness challenges one's life trajectory and one's sense of self, it challenges the 

trajectories and identities of the individuals who are closest to that individual. Based on 
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this premise, the study's central argument was that persons equipped with relatively more 

sophisticated interpersonal communication/cognitive skills would receive higher ratings 

of their communication functioning by their partners, express higher levels of marital 

satisfaction, and (in the case of wives) exhibit better psychosocial adjustment than would 

persons with less sophisticated skills. Despite providing only mixed support for this 

argument, the study's results present several interesting findings that warrant further 

investigation. 

Of the study's many important significant (and non-significant) findings, three are 

most clear. First, the data suggest consistently that two covariates, time since diagnosis 

and disease stage, have important relationships with marital satisfaction for partners 

facing breast cancer. In particular, time since diagnosis is associated with husbands and 

wives' marital satisfaction, whereas one's disease stage is associated with wives' marital 

satisfaction. Generally speaking, these findings are not surprising. In seems 

understandable, for example, that couples might experience greater relational distress 

during the months immediately following the diagnosis of breast cancer as they confront 

the new challenges associated with diagnosis (e.g., the physical and logistical challenges 

that often accompany treatment regimens). Given the poorer prognosis associated with 

advanced disease stage, one might also expect couples living with Stage II or Stage III 

disea.se to experience greater relational distress than couples living with a less advanced 

form of breast cancer. 

Whereas the associations between these covariates and marital satisfaction might 

be expected, the direction of these associations is not always consistent with expectations. 
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For example, one consistent finding is that couples above the median of 13 months since 

diagnosis report higher levels of marital satisfaction than do couples below the median. 

Contrary to past research indicating psychosocial adjustment increases over time (e.g., 

Gallagher et al., 2002; Marine, 1998; Meyerowitz, 1980; O'Mahoney & Carroll, 1997), 

however, is the finding that these two groups of women do not report significantly 

different levels of psychosocial adjustment. This is an unexpected finding because it 

suggests, for example, that women in this sample report similar levels of psychosocial 

adjustment two months following their diagnosis as other women do a year later. It may 

be the case, however, that this particular sample has certain characteristics that are 

different from the samples of related studies. This possibility is explored further below. 

The association of disease stage and wives' marital satisfaction also is interesting 

particularly because of the counterintuitive direction of the finding. That is, wives living 

with more advanced cancer (i.e.. Stage II-III) reported significantly higher levels of 

marital satisfaction than did women living with less advanced cancer (i.e.. Stage I). 

Contrary to past research (e.g., Taylor et al., 1985), these two groups of women also did 

not report significantly different levels of psychosocial adjustment. 

The natural place to look for answers to the questions raised by these 

counterintuitive findings is to the sample itself. Yet, on their face, the characteristics of 

the current sample do not appear to diverge significantly from past samples. One 

difference, however, may be found in sampling procedures. 

Unlike many of these past studies, the current investigator relied solely on passive 

recruitment strategies to attract potential participants (e.g., asking a local oncologist to 
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advertise the study to patients and asking those patients to make contact with the 

researcher). These strategies were employed because this investigator worked outside the 

health field at the time the study was conducted and consequently did not have direct 

access to persons living with breast cancer. In addition, privacy laws precluded the 

researcher from obtaining registries of persons living with breast cancer from health care 

providers. Participants, therefore, likely were those persons who (a) an oncologist 

believed would be an appropriate participant for the study (despite having been 

encouraged by the researcher to advertise the study to every patient), (b) were drawn 

personally to the topic of spousal communication and marital satisfaction, or (c) wanted 

to make a contribution to others living with breast cancer by offering what they had 

learned (a sentiment offered without solicitation by several participants in the margins of 

their survey forms). When contrasted against the many types of respondents that 

participate at a physician's request (which reportedly occurs frequently), the current 

sample of participants appears importantly homogenous. Whereas this sample 

characteristic would, if real, fall into a larger set of published criticisms regarding 

sampling procedures used in studies (e.g., sample size, response rates; see for example, 

Manne, 1998), its existence and the effect of this (potential) sample characteristic on the 

current findings remain difficult to verify. 

The second clear result that emerges from the data is that construct differentiation 

is important, but often not in the manner expected. On two occasions, construct 

differentiation was associated with the dependent variable, but only for couples in which 

partners did not share similar levels of construct differentiation. For example, wives' 
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construct differentiation scores were negatively associated with their assessments of 

partners' communication functioning and negatively associated with partners' marital 

satisfaction ratings. On other occasions, dissimilar levels of construct differentiation 

between partners affected associations between two separate variables. Specifically, 

when wives had higher construct differentiation scores than did their husbands, wives' 

construct abstraction scores were positively associated with their psychosocial 

adjustment, and their ratings of their husbands' communication functioning exhibited a 

significant trend with their own psychosocial adjustment. 

This general finding is particularly interesting because it suggests that in many 

ways, construct differentiation is more meaningful when couples are dissimilarly skilled 

as communicators (i.e., when wives are more skilled) than when couples are evenly 

skilled. For several years, Burleson (e.g., Burleson & Denton, 1992; Burleson & Samter. 

1994) has argued that the effect of construct differentiation on relationship satisfaction 

has more to do with the degree of similarity in construct differentiation shared between 

partners than it does with partners' absolute levels of construct differentiation. Burleson 

(Burleson & Samter, 1990; Samter & Burleson, 1990) has referred to this argument as the 

skill similarity model. A straightforward prediction of this model has been that similarly 

low-skilled couples can be just as satisfied as can be similarly high-skilled couples. 

Furthennore, the absence of a statistically significant difference between these couples on 

satisfaction ratings has been offered in support of this prediction (Burleson & Denton, 

1992). 
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The present study's findings may shed a different light on the empirical evidence 

that has been used traditionally in support of the similarity skills model. That is, the 

current findings may suggest that when partners share similar skill levels, they report 

ratings of relationship satisfaction equal to other similarly skilled couples because, under 

these circumstances, construct differentiation has little bearing on such ratings. Instead, 

the impact of construct differentiation may be more fully realized when partners are not 

similarly skilled. Viewed in this light, the current findings may suggest that a dissimilar 

skills model can best characterize the important association between construct 

differentiation and relationship satisfaction. Having said this, future research is needed to 

determine whether or not this type of comparison between medically ill (present sample) 

and medically healthy samples (Burleson's samples) is justified. 

Finally, the third clear result from the current data is that the relationship between 

construct differentiation and message design logic is the same for individuals facing 

breast cancer (i.e., wives and husbands) as it is for medically healthy individuals. This 

particular finding is important theoretically and methodologically. For example, this 

finding extends the theoretical boundaries of message design logic to include medically 

ill adults. To date, no other research has been published that assesses the message design 

logic of medically ill populations. Moreover, only a very small number of message 

design logic studies have examined adults rather than college-aged participants (Lambert 

& Gillespie, 1994; Peterson & Albrecht, 1996). 

This study also offers important methodological advances to the literature of 

message design logic. In particular, novel communication tasks were created and used 
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successfully to assess participants' message design logic. One unique and important 

feature of these tasks is that they are cancer-specific. That is, the tasks place participants 

in communication scenarios that both women living with breast cancer, and oncology 

care providers, identified as common occurrences among patients and their spouses. In 

addition to this feature, the design of these scenarios (and the accompanying coding 

scheme for message goal structure assessments) offers a template for future message task 

construction to scientists with similar research interests. 

Limitations and Future Directions 

Whereas this study provides three clear findings, it reveals two important 

limitations. Attention is given here to these limitations with the hope that doing so will 

provide helpful directions for future research. 

Perhaps most serious limitation in the present study concerns the small number of 

study participants. For example, "insufficient sample size" was offered several times in 

this paper in an attempt to account for several unexpected non-significant results. The 

power analyses performed for this study revealed that nearly twice as many couples were 

needed to increase the statistical power to an 80% probability rate for detecting the 

predicted associations. To say only that the study needed more participants, however, is 

to overlook two important obstacles to participant recruitment for studies of this sort. 

Collectively, these obstacles present an uphill battle to communication scholars who are 

interested in studying medical populations. 

The first obstacle to participant recruitment, albeit justified, is current laws 

governing patient privacy and recruitment procedures. In particular, current privacy laws 
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made direct recruitment strategies virtually impossible because of protected patient lists 

and regulations precluding physicians from advertising the study by means beyond 

distributing flyers to visiting patients (e.g., calling patients, mailing flyers to patient lists). 

Whereas these laws serve a vitally important function, they nevertheless impede 

participant recruitment. For example, participant recruitment for this research endeavor 

occurred at two Research I Institutions, was aided by 10 separate breast cancer treatment 

facilities and support organizations across the country, and yet took place over nearly a 

30-month time span before the participation of 30 couples was obtained. 

A separate obstacle to participant recruitment was medical professionals. 

Although the exception to the rule, some medical professionals responded to recruitment-

help requests in ways that were less than collegial. In particular, some oncologists stated 

that this type of research (i.e., psychosocial research) was much less important (and 

therefore not worthy of their support) than was pharmaceutical research. Whereas 

communication scholars likely will not witness the loosening of privacy laws anytime in 

the near future, the recent creation of Cancer Communication Centers by the National 

Cancer Institute hopefully will lend credibility to these endeavors and increase access to 

patient populations. 

The second of two major limitations concerns operationalization decisions. In 

particular, the investigation of communication skills in psychosocial and marital 

adjustment to breast cancer was limited in this study to the examination of several social 

cognitive skills, including construct differentiation, construct abstraction, message goal 

structure, and message design logic. In their investigation of communication skill and 
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marital satisfaction for medically healthy adults, Burleson and Denton (1997) included 

measures of separate communication skills, such as communication effectiveness, 

perceptual accuracy, and predictive accuracy (the authors also included construct 

differentiation). According to these authors, communication effectiveness involves 

producing messages that have their intended effect, perceptual accuracy refers to 

comprehending correctly the intentions that underlay another's message, and predictive 

accuracy involves correctly anticipating how one's message will affect another person 

(for information regarding specific methodology, see Burleson & Denton, 1997). In their 

investigation, combinations of these skill sets successfully differentiated distressed 

couples from nondistressed couples on the basis of marital satisfaction. Moreover, 

measures of these skills revealed important differences between husbands and wives. On 

this basis, the argument can be made that future studies involving couples living with a 

severe chronic illness might benefit from the addition of these communication skill 

measures. 

Finally, future investigations similar to the present likely will do well to include 

measures of partners' motivations. As Samter and Burleson (1984) have suggested, 

possession of the ability to provide comfort to another person does not guarantee that this 

competence will be exercised. Instead, these authors suggest that two classes of 

motivational variables must be present in order for comforting to occur. First, a speaker 

must have the desire to comfort another individual. Samter and Burleson (1984) refer to 

"a speaker's wanting to reduce another's distress" as desire (p. 236). Second, a speaker 

must have the willingness to undertake acts of comforting. Again, Samter and Burleson 
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(1984) define willingness as "the extent to which a speaker accepts and becomes 

involved with the task of reducing the other's distress" (p. 236). 

Samter and Burleson's observation raises an important issue for future 

investigations similar to the present study because it suggests (and rightly so) that 

sophisticated communication can serve antisocial goals (or even asocial goals) just as 

well as it serves prosocial goals. In other words, just as a skilled communicator is able to 

provide appropriate comfort to a hurting individual, that same skilled communicator is 

able to appropriately offend someone she or he wishes to offend. Although it may be 

difficult to imagine that a spouse would choose to treat his spouse poorly following her 

diagnosis and treatment of breast cancer, this type of response certainly is possible (e.g.. 

Parks, 1982). Including measures that would help to detect variations in partners' 

motivations likely would serve to increase our understanding of the many complex and 

occasionally puzzling findings offered in this and other similar studies. 

Intervention Implications 

Investigating the association between communication behavior and relationship 

satisfaction among couples facing breast cancer, several researchers have suggested 

recently that clinicians should consider partner dynamics when devising intervention 

strategies. For example, Giese-Davis et al. (2000) argued that wives living with 

metastatic breast cancer might benefit from open engagement of difficulties and conflict 

with their husbands. Similarly, Manne, Sherman et al. (2004) reasoned that teaching 

partners how to better recognize and respond to wives' needs might improve both 

adaptation and relationship intimacy following the diagnosis of breast cancer. In 
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particular, these authors suggested that increased reciprocal self-disclosures, an 

appropriate use of humor in response to self disclosures, reduced attempts at problem-

solving, and reduced hostility were the response options that should be targeted by 

clinicians during intervention attempts. 

Whereas tliese researchers' suggestions target specific types of communication 

behavior, the present findings, if replicated or clarified in future research, suggest that 

clinicians also would be well advised to consider that individuals might have importantly 

different conceptions of what "communication" means. It may be possible, in other 

words, that suggesting specific communication behaviors to partners facing breast cancer 

may alienate a sizable portion of individuals who operate from a message design logic or 

level of cognitive complexity that is different from the one that underlies the prescribed 

communication behaviors. Consequently, clinicians might better serve their clients if 

they first assess partners' interpersonal construct systems and design subsequent 

interventions accordingly. 

Generally speaking, social scientists are trained to detect and explore phenomena 

of the aggregate rather than phenomena of the individual. In other words, social 

scientists are more interested typically in group scores or group trends than they are in 

individual scores or individual cases. Although these scientists do value statistical 

outliers (i.e., people whose scores or behaviors are very different than are the group's 

scores or behaviors), they do so mostly when there is a systematic pattern associated with 

the outliers (i.e., in the form of a sub-group or smaller group-like structure). Separate 

from social scientists, however, clinicians are charged with the task of providing help to 
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individuals and individual couples (or families). Whereas clinicians are encouraged to 

provide care that is informed by empirical research, they also are encouraged to 

remember that what is most helpful to a larger group of people may be very different than 

what is most helpful to a particular person or couple. Consequently, it is important that 

when providing care, clinicians remain mindful that couples (and indeed, partners) facing 

breast cancer can have very different understandings of what it means to effectively 

communicate with each other. 
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FOOTNOTES 
^Chronic health conditions represents a general term that includes both chronic 

diseases and physical impairments (Hoffman et al., 1996). 
"The National Center for Health Statistics does not record reasons given on court 

documents for divorces in this country. Consequently, claims about specific reasons for 
divorce are difficult to justify. 

^This type of aptitude is conceptualized to be functional, not volitional, in nature. 
That is, this aptitude is independent of one's motivation (e.g., love, commitment) that 
may be required to address a significant personal or relational challenge. 

•^Relationship adjustment and relationship maintenance are used synonymously in 
this paper. That is. relationship maintenance is conceptualized as relationship adjustment 
in the context of the partners' joint response to the onset of a severe, chronic illness. 
Dindia and Canary (1993) provided some support for this conceptualization when they 
identified four different dimensions of relational maintenance. First, relational 
maintenance can involve keeping a relationship in existence. For example, people might 
exchange holiday cards with each other once a year (Guerrero, Andersen, & Afifi, 2001). 
Second, relational maintenance can involve keeping a relationship in a specified state, or 
at a particular level of intimacy, so that the status quo is maintained. For example, two 
people might want to maintain only a fnendship with one another and not pursue a 
romantic relationship (Guerrero et al., 2001). Third, relational maintenance can involve 
keeping a relationship in satisfactory condition. For example, a married couple might 
maintain a "date night" to nurture the romance in their relationship, thereby keeping the 
relationship satisfying (Guerrero et al., 2001). Fourth, relational maintenance can involve 
keeping a relationship in repair. That is, the couple might either work to prevent 
problems from occurring or to correct problems once they do occur (Guerrero et al., 
2001). For the current study, relational maintenance is most closely associated with the 
fourth dimension. The study's participants are believed to have experienced a major 
disruption (both an individual and relational disruption) with the onset of breast cancer. 
Consequently, partners' efforts to successfully maintain their relationship satisfaction are 
conceptualized as repair efforts. Whereas relationship maintenance may be evaluated by 
the presence or absence of specific maintenance behaviors (e.g., altering relationship 
roles, modifying shared tasks), relationship maintenance was operationally defined 
globally in this study with Norton's (1983) six-item global measure of relationship 
satisfaction, the Quality Marriage Index (for a further discussion of this measure, see 
under the global relationship satisfaction heading of this paper). 

^This section on illness represents a culmination of work I completed for several 
courses leading toward my doctoral minor in Special Education and Rehabilitation. The 
writing here is ray own, but portions of this work were presented in 1998 with co-author. 
Dr. Michael Dues, at the 84 annual meeting of the National Communication Association 
in New York, NY. 

^An illustration of the rationale for this argument is found in Bavelas, Black, 
Chovil, and Mullet's (1990) work on equivocal communication. Participants were given 
the following scenario: 
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Imagine the person on the telephone is a friend who has sent you a gift for 
your birthday. You received the gift a few days ago, but you are not sure 
if it is meant as a joke, or if it is to be taken seriously, as it is quite bizarre. 
(p. 134) 

To understand O'Keefe and Delia's (1982) point, one should consider three responses. 
Imagine that Person A responded, "I didn't know what to make of it. The gift was 
bizarre and I decided to take it back." Person B responded, "Oh, I really like the gift 
very much, thank you!" And Person C responded, "I could tell it what very carefully 
picked out and that was very thoughtful of you." In each of these cases, it is not 
unreasonable to assume that the speakers may have been aware of the listener's 
perspective. This awareness, however, has led to three very different types of responses. 
Person A chose to sacrifice the listener's face wants to explicitly inform the listener how 
he or she felt about the gift. Person B chose to privilege the listener's face wants rather 
than communicate how he or she actually felt about the gift. Person C chose to reframe 
the situation such that the gift was no longer the focus of discussion, and the act of giving 
took center stage. While some may disagree that Person A ever considered the listener, it 
is quite clear that Person B and Person C attuned their responses in relation to the 
listener's perspective. And yet, Person C's response must been seen as functionally 
distinct from Person B's response. In this case, Person C told the truth in a way that was 
also oriented to the listener's perspective. Once this distinction is understood, then 
O'Keefe and Delia's reasoning becomes clear: perspective taking may affect message 
choice, but it cannot wholly account for important functional differences in message 
production. 

^O'Keefe (1988) found that varying levels of cognitive complexity were 
associated with these design logics such that users of the simplest design logic (i.e., 
expressive) exhibited the lowest cognitive complexity scores and users of the most 
advanced design logic (i.e., rhetorical) exhibited the highest cognitive complexity scores. 
However, there was not a statistical difference in cognitive complexity scores between 
users of the simplest and the intermediate design logic (i.e., conventional). 

^Eisenberg, Glueckauf, and Zaretsky (1993) suggested that a psychosocial 
adjustment process to chronic illness might look very different for people living with 
different illnesses. In part, this is because of the presence and effects of numerous factors 
(e.g., illness etiology, illness visibility, treatment effects, stigma) that vary across illness 
types. Consequently, breast cancer is not thought to be representative of all chronic 
illnesses. Breast cancer is a prevalent illness, however, that is known to cause significant 
physical, psychological, and relational difficulties (e.g., Freidenbergs & Kaplan, 1993). 

^In addition to providing documentation of IRB approval, health care 
professionals at the Seattle Cancer Care Alliance (SCCA) required that their own internal 
review board collect and approve the completed human subjects committee application 
for the present study. These materials were provided to the SCCA, and the SCCA 
internal review board granted approval. 

'"The Arizona-Sonora Desert Museum graciously agreed to absorb the monetary 
difference in cost (i.e., $30) for each annual membership. In addition, membership status 



133 

was arranged such that couples would not be identified as having participated in this 
study. For feasibility reasons, this offer was not made to participants outside of Arizona. 

"According to Burleson and Waltman (1988), 
The RCQ is assumed to sample, rather than exhaustively tap, the interpersonal 
construct system. Thus, the constructs elicited by the RCQ are assumed to 
constitute a representative sample of the total number of interpersonal constructs 
an individual has available. It has further been assumed that individuals with a 
larger number of interpersonal constructs available will express a greater number 
of constructs when responding to the RCQ. (pp. 7-8) 
'^Samter et al. (1987) reported a significant difference in cognitive complexity 

scores for males and females. Consequently, the authors arrayed their data separately in 
quartiles for men and women. Mean scores for men were 11.97, 16.79, 20.31, and 28.78. 
Mean scores for women were 15.73,21.13, 25.98, and 34.02. Not reporting on gender 
differences, O'Keefe (1988) reported mean scores of 20, 21, and 25 for low, medium, and 
high differentiation scores, respectively. 

sponsored a quarter-long independent study for an undergraduate student 
wherein she read relevant readings in constructivism and then was trained by me to code 
for differentiation. While providing this training, I specifically followed Burleson and 
Waltman's (1988) training protocol. The authors present their five-step protocol as 
follows: 

First, the novice is told to read through approximately five sets of RCQ 
impressions to give him or her a "feel" for the data. Next, the novice is 
introduced to relevant parts of the Crockett et al. (1974) coding manual, told to 
read these portions of the manual carefully, and ask questions. Third, the trainer 
(an experienced coder) models the coding of several impressions, illustrating and 
exemplifying the coding rules discussed in the coding manual—an especially 
effective training technique. Fourth, the trainer and novice should jointly work 
through a sample of 20 or 30 sets of impressions, discussing problems, the 
application of coding rules, and difficult cases. Fifth, the novice should engage in 
a "coding rehearsal," scoring about 20 sets of impressions. These codings should 
then be reviewed by the trainer with feedback to the novice about any adjustments 
required, (p. 9) 
'""Burleson's (1982,1984) abstraction coding system is a^owr-level hierarchical 

system. The coding system that 1 have presented includes only the second, third, and 
fourth levels of Burleson's system. The first level is Burleson's lowest level wherein 
physical and appearance constructs are allocated one point. Scoring procedures for 
differentiation codings (i.e., Crockett et al., 1974) require that constructs pertaining to 
others' physical characteristics and appearance not be scored (Burleson & Waltman, 
1988). These procedures are used in the current study. Consequently, to include physical 
and appearance constructs in abstraction ratings while excluding the same constructs 
from differentiation codings is unjustified. The exclusion of this first level is important 
especially given that the mean index of abstraction is used in this study; an index that is 
derived by dividing participants' abstraction ratings by their respective differentiation 
scores. 
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'^Linde and Labov (1975) provide an illustrative example of apartment 
descriptions. These authors observed that people subscribe to a universal formula when 
offering descriptions of their apartments. 

^^O'Keefe has made use of the "Ron task" in much of her research on 
interpersonal competence. As described by O'Keefe (1990, 1991), the Ron task is one 
that asks people to say how they would handle a situation in which they, as the group 
leader of a class project group, must deal with a procrastinating group member (i.e., Ron) 
who has requested an extension just before a major project deadline. 

O'Keefe (1990) identified two features of this task that she believes helps to make 
it well-suited for assessing variations in participants' message production. First, Ron is 
portrayed as having failed the group repeatedly by not conforming to the group's 
decisions and procedures. According to O'Keefe, this differentially encourages 
participants with different communication sophistication to respond to a number of 
salient beliefs about Ron's past conduct that are not particularly relevant for dealing with 
the present situation. Second, the group is portrayed as having a particular organization 
and set of commitments that participants with different levels of communication 
sophistication, differentially view as malleable; this difference also is detectable in 
participants' responses to this scenario. 

Despite its suitable properties and frequent use, the Ron task was not used in the 
present investigation. This decision was made because the class project scenario seemed 
less age-appropriate for this particular population (i.e., middle-aged adults) than for 
O'Keefe's typical student population. In addition, the researcher thought it was 
important to provide scenarios that were context appropriate (i.e., relating interpersonaJly 
in the context of living with cancer). O'Keefe (1990) offered theoretical support for this 
decision when she suggested that this general model of functional design is relevant to 
any interpersonal task. According to O'Keefe (1990), "the model can be applied in a 
fairly straightforward manner to develop message classification systems for virtually any 
suitable interpersonal task" (p. 93). 

(The model identified here by O'Keefe (1990) was her message design logic 
model. However, O'Keefe also assessed variations in goal sets in participants' responses 
to the same message task [i.e., the "Ron task"]. For this reason, the inclusion of this 
quote was deemed appropriate under this heading.) 

"Little data from message design logic research has been published since 
O'Keefe's (1988) seminal work. The closest example of an exception to this is O'Keefe 
et al. (1997), wherein the authors examined the role of separate message design logics in 
conflict and communication patterns between several employees of a pharmaceutical 
company's research and development unit. Unfortunately, O'Keefe and her colleagues 
did not publish the scenarios or sample messages. Instead, they referred the reader to an 
earlier paper that they presented in 1993 at the annual meeting of the International 
Communication Association. 

'^Indeed, the scenario itself stresses this point. The beginning reads. 
Imagine that you have been assigned to a group project in one of your classes. 
The class is in your field of concentration (major) and it is important to you 
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[italics added] to get a good grade in this class. Your final grade will depend to a 
great extent on how well the group project turns out. (O'Keefe, 1988, p. 93) 
^The single most frequently employed evaluative measure of personal 

relationships since its publication (Baxter, 1988) is Spanier's (1976) Dyadic Adjustment 
Scale (DAS). The DAS is a 32-item instrument that produces a global score of marital 
satisfaction for each partner. This measure is comprised of four satisfaction subscales 
(dyadic consensus, affectional expression, dyadic satisfaction, and dyadic cohesion). 
Although this instrument has accrued considerable support concerning its reliability and 
validity (see Spanier, 1989; Spanier & Filsinger, 1983; Spanier & Thompson, 1982), it 
has also been the focus of much dispute (e.g., Fincham & Bradbury, 1987; Huston & 
Robins, 1982; Norton, 1983). In particular, scholars have critiqued the measure because 
it employs mixed response formats whose scaling differences are ignored when 
calculating score sums (Baxter, 1988; Norton, 1983), and because the measure combines 
items assessing specific behaviors with items assessing global evaluative inferences about 
marriage as a whole (Huston & Robins, 1982). 

The measure presents a mix of 5-point scales and dichotomous scales. Norton 
(1983) keenly described how this mixed scale format is problematic. In short, two people 
with very different marital experiences can receive the same global satisfaction score. 
Following from Norton's argument, consider the following two items from the DAS: (a) 
"agreeing about career decisions," (rated on a 5-point scale); and (b) "being too tired for 
sex in the past few weeks," (rated on a dichotomous scale). Given these items, an 
individual who responds with 4 and 1 (for items a and b, respectively) will produce a 
score identical to one who responds with 5 and 0. While we would not expect much of a 
substantive difference between the relational experiences of these two individuals given 
their responses regarding agreement on career decisions, important differences might 
well be expected as a result of their responses to frequency of sexual intimacy behaviors. 
Whereas the DAS has been reported to distinguish between clinical from non-clinical 
populations (Spanier, 1989), Norton's (1983) argument suggests that the DAS obscures 
potential (and important) differences within normative and non-normative populations 
that may result in persons being misclassified. 

The DAS includes a variety of items ranging from reports of specific behaviors 
that occur in marriage ("How often do you are your partner quarrel?; Do you confide in 
your mate?") to global evaluative inferences about marriage as a whole ("Degree of 
happiness of your relationship?; 1 want my relationship to succeed") (Huston & Robins, 
1982). This mix of items challenges the researcher to determine whether it is the global 
evaluations of one's marriage or the reports of specific behaviors that accurately portray 
one's lived experience of marital satisfaction. This problem persists when one examines 
the four subscales of the DAS. (Each of the items listed above come from the dyadic 
satisfaction subscale.) Whereas it may be the case that global evaluations and specific 
behaviors do jointly influence one's experience of marital quality, the construction of the 
DAS inhibits us from drawing any specific conclusions about this dynamic. 

Finally, the DAS also has been criticized for combining interactional processes 
(e.g., disagreeing, leaving the room during an argument, and sharing ideas) with 
outcomes (e.g., subjective evaluations of the current degree of happiness experienced in 
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the marriage). As a result, correlation values for independent variables (e.g., self-
reported communication styles, observed negative behaviors) and satisfaction scores are 
inflated because the former is already contained in the DAS (Norton, 1983). When 
viewed collectively, these instrument characteristics make interpretation of results 
extremely difficult (Fincham & Bradbury, 1987; Norton, 1983). Consequently, Norton's 
QMI was employed to measure global relationship satisfaction in the present study. 

^"^The three domains that were excluded in the present study included health care 
orientations, vocational environment, and extended family relations. The rationale for 
excluded the items in each of these domains was twofold. First, the author believed it 
was important to keep the overall number of questions in the larger survey to a 
reasonable number. As it was, the survey took each female participant approximately 
one hour to complete. Second, the content of these domains, taken at face value, seemed 
less pertinent to the present participant population than did the content of the other four 
domains. 

Psychosocial adjustment to illness served as a dependent variable only for the 
sample of wives. No hypotheses predicted relationships between the independent 
variables and husbands' psychosocial adjustment to illness. 

~ 29 because one female participant did not complete the QMI. 
= 29 because one male participant did not complete the QMI. 

^"^Each of the statistical analyses that was performed xmder the heading of 
Hypothesis 2 was run again with the data from these two new groups. No other analysis, 
however, produced a finding different from those produced with the initial analyses. 

Additional supplemental analyses were run to determine whether or not a related 
prediction would be supported. Specifically, would a partner's satisfaction rating of 
one's own communication functioning be positively associated with one's own global 
relationship satisfaction? Once again, two separate MRs were performed for wives and 
husbands, respectively. The test of partners' satisfaction ratings of wives' 
communication functioning on wives' own GRS with disease stage and time since 
diagnosis entered first as a block resulted in a significant model, F{3,25) = 10.496,/? = 
.001, = .56, R^adj - .50. This finding was due to significant associations between each 
of the predictor variables and the criterion variable. Specifically, disease stage indicated 
a significant association, fi = .42, / = 3.14,/? = .004, t)^ = .19. Time since diagnosis also 
presented a significant association, jS - .36, t - 2.58,/? = .016, t|^ = .27. Finally, partner's 
satisfaction ratings of wives' communication functioning was significantly associated 
with wives' GRS, P = .33, t = 236, p - .027, = .10. 

The test of partner's satisfaction ratings of husbands' communication functioning 
on husbands own GRS, with time since diagnosis entered first as a covariate, also 
resulted in a significant model, F(2, 27) = 12.171,/? = .001, R^ - .47, R^adj — -44. This 
finding was partially due to significant trend between the covariate and the criterion 
variable, fJ= .31, t = 2.04,/? = .052, ri" = .26. In addition, partner's satisfaction ratings of 
husbands' communication functioning was significantly associated with husbands' GRS, 
p = .50, t=3.30,p = .003, Ti^ = .21. 

'''Indirect support of this claim is provided in the present study. Specifically, a 
contingency table analysis (one of the reported preliminary analyses) failed to show any 
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difference in message design logic scores between men and women. If motivation were 
to affect one's message design logic as it does message goal structure, we may have 
expected to see that difference reappear in this analysis. 
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APPENDIX A: STUDY ANNOUNCEMENT 

Breast Cancer and Marriage Study 

We are looking for volunteers to participate in a study examining the challenges 
and adjustments that married couples face following the diagnosis and treatment 
of breast cancer. 

Wives must; 
• have been diagnosed with non-recurrent stage I-III breast cancer. 
• have had surgery (lumpectomy, partial, simple, modified radical, or 

radical mastectomy) followed by additional treatment (radiation 
therapy, chemotherapy, or hormone therapy) in the past 18 months. 

• be married to the same person as at the time of diagnosis (couples must 
be married or have a "marriage-like" relationship). 

Both partners must be willing to participate. 

V Partners are asked to complete one set of survey questions. 
V Approximately 45-75 minutes is required from each person. 

Privacy is protected. All materials are delivered through the mail. 
Couples will receive $20 (total) for their participation. 

For information, call Mike Peters at (206) 685-3816, or e-mail at 
mspeters@u. washington.edu (please remember that we cannot guarantee the 

confidentiality of any information sent by e-mail). 

Department of Communication 
UNIVERSITY OF WASHINGTON 
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APPENDIX B: LETTER OF INSTRUCTION 

Mr. and Mrs. 
Address Line 
Address Line 

Dear so and so: 

Greetings! As we discussed during our phone conversation, you are being mailed the 
materials needed to complete your participation in the Breast Cancer and Marriage Study. 
I want to personally thank you for taking part in this study. Here are some important 
pieces of information: 

1. You will notice that I have sent you two separate envelopes. One of these envelopes 
contains the Wife's Questionnaire Packet and the other contains the Husband's 
Questionnaire Packet. You can identify each envelope by looking at the upper left-
hand comer of the envelope—^there you will find either the word "wife," or the word 
"husband." 

2. I ask that the questiormaires be completed independently. Please do not help your 
partner or share your answers with your partner until after both packets have been 
returned in the mail. 

3. The questions found in the beginning of the packets may take the longest time to 
answer. In total, I expect that the questionnaires will take approximately 45-75 
minutes to complete (this will vary depending upon a person's energy level, etc.). 

4. Once you have completed your questionnaire packet and have signed your consent 
form, please place the materials back into their accompanying envelope and return 
them by mail. (Proper postage has been provided.) Upon receipt of both packets, I 
will send you compensation. 

5. Remember that the information you provide will remain confidential. You will not be 
identified by your participation in this study. 

6. If you have any questions regarding this study, your participation in this study, or the 
questions asked in this study, please do not hesitate to contact me at (206) 685-3816, 
or at mspeters@u.washington.edu. 

With sincere appreciation for your willingness, time and energy, 

Mike S. Peters 

mailto:mspeters@u.washington.edu
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APPENDIX C: CONSENT FORMS 

UNIVERSITY OF WASHINGTON 
CONSENT FORM 

SOCIO-EMOTIONAL AND MARITAL ADJUSTMENT FOLLOWING THE 
DIAGNOSIS AND TREATMENT OF BREAST CANCER 

(Wife Form) 

Investigator: Mike Peters, M.A., Lecturer, Department of Communication 
Campus Box 353740, University of Washington 
Seattle, WA 98195-3740 
(206) 685-3816 or mspeters@u.washington.edu 

Investigator's statement 

We are asking you to be in a research study. The purpose of this consent form is to give 
you the information you will need to help decide whether or not to be in the study. 
Please read the form carefully. You may ask questions about the purpose of the research, 
what we would ask you to do, the possible risks and benefits, your rights as a volunteer, 
and anything else about the research or this form that is not clear. When all your 
questions have been answered, you can decide if you want to be in the study or not. This 
process is called 'informed consent.' 

PURPOSE AND BENEFITS 

You are invited to participate in a research study investigating the ways that couples 
make adjustments in their relationship to accommodate the challenges brought about by 
the diagnosis and treatment of breast cancer. This particular study is designed to help us 
answer questions about the ways partners talk with each otlier. Some couples seem to 
find ways that are relationally and emotionally helpful, while others may interact in ways 
that are less helpful. This study will help us to identify some of the important differences 
between these styles. 

Your participation in this study will contribute to our understanding of how couples deal 
with the stressful events surrounding the diagnosis and treatment of breast cancer. A 
long-term goal of this study is to generate ideas needed for the future development of 
educational programs designed to help couples successfully navigate difficult life 
challenges. Although these programs likely will not be available in the near future, your 
participation may help others facing similar life situations. 

For your participation in this study, you and your partner will be provided a total of $20 
in compensation. 
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PROCEDURES 

This activity has one component. Both marital partners are mailed a packet of surveys to 
complete (taking approximately 45-75 minutes to complete). This packet contains 
demographic questions (e.g., " What is your age?") and questions that ask you to describe 
persons you like and dislike. This packet also has questions that ask how you would 
respond to your partner in certain conversational scenarios (e.g., "Lately you have felt 
abandoned by your husband. Ever since your breast surgery, he has acted as though your 
cancer is over. He will not talk about problems you are having. However, you really 
want to talk about these problems, so you decide you want to say something to him. 
What do you say?"). In addition, the packet includes questions that ask you to respond to 
statements about your communication with your partner (e.g., "Can really cheer me up 
when I am down." "Makes me feel insecure or fearful" "I deny or hide my worry."), 
questions that ask you to assess your current satisfaction with your relationship (e.g., "Do 
you feel you have a good marriage?" "Do you feel like part of a team with your 
partner?" "Has the illness led to any problems witli your spouse?"), questions that ask 
about your physical intimacy (e.g., "Sometimes when people are ill they report a loss of 
interest in sexual activities. Have you experienced less sexual interest since your 
illness?"), and questions about your own emotional state (e.g., "Recently, have you felt 
angry, irritable, or had difficulty controlling your temper?"). The packet concludes with 
a few general questions about your marriage and what you have learned over the years 
(e.g., "How would you say that your marriage is different now from when you first got 
married?" "What advice might you offer couples facing the many challenges of breast 
cancer?"). You are free not to answer any questions you do not wish to answer. After 
completing this packet of surveys, each partner is asked to mail the forms back to the 
researcher. A self-addressed, stamped envelope is provided for you. Upon receiving the 
completed surveys, the researcher will mail you compensation (a total of $20 for each 
couple) and will destroy all records that contain your identification information (e.g., 
name, mailing address, phone number). You are free to withdraw from the study at any 
time. 

RISKS, STRESS, OR DISCOMFORT 

Completion of a questionnaire assessing your relationship can be uncomfortable for some 
people. Therefore, it is important to answer only those questions that you feel 
comfortable answering. Responding to the questionnaire and thinking about your 
communication behaviors with your spouse may lead you to think differently about 
yourself or your spouse. If you have any questions or concerns about your participation, 
please let us know. If you experience distress during or following your participation in 
this study, you may wish to contact a trained therapist. A brochure that describes the 
therapy services at the University of Washington (Hall Health Center) has been included 
for your convenience. Dr. Kate Noble, Halbert & Nancy Robinson Professor and 
Associate Professor of Women Studies, has agreed to serve as a resource for anyone 
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wanting to discuss or explore broader issues of femininity and illness. Dr. Noble may be 
contacted at (206) 543-4160. 

OTHER INFORMATION 

If you decide to participate in this project, please understand that your participation is 
voluntary and you have the right to withdraw your consent or discontinue participation at 
any time. You also have the right to refuse to answer any questions for any reason. In 
addition, your individual privacy will be maintained in all published and written data 
resulting from this study. Your responses to questionnaires will not be shared with your 
partner. Nor will your partner's responses be shared with you. The questionnaires 
completed during the research study will be destroyed once the numbers are transferred 
to a private computer file and data analysis is complete. Only members of the research 
team will have access to this computer file. Once again, your names will be replaced 
with numbers and all information that may be used to identify you will be destroyed. 

Couples will receive $20 (total) in compensation for participating in this study. Please 
remember that your choice to participate in this study is completely voluntary. As a 
reminder, you may choose to withdraw from the research activity at any time. Thank you 
for your participation. 

Mike S. Peters, M.A. Date 

Typed or printed name of investigator 

Participant's Statement 

This study has been explained to me. I volunteer to take part in this research. I have had 
a chance to ask questions. If I have questions later on about the research I can ask the 
investigator listed above. If I have questions about my rights as a research subject, I can 
call the Human Subjects Division at (206) 543-0098, or write to the Human Subjects 
Division at 355752, University of Washington, Seattle, WA 98195. I will receive a copy 
of this consent form. 

Signature of Participant Date 
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Typed or printed name of participant 

Please sign two copies of this consent form: one will be kept by you, the participant, 
and one will be returned to and kept by the investigator. 
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UNIVERSITY OF WASHINGTON 
CONSENT FORM 

SOCIO-EMOTIONAL AND MARITAL ADJUSTMENT FOLLOWING THE 
DIAGNOSIS AND TREATMENT OF BREAST CANCER 

(Husband form) 

Investigator: Mike Peters, M.A., Lecturer, Department of Communication 
Campus Box 353740, University of Washington 
Seattle, WA 98195-3740 
(206) 685-3816 or msDeters@u.washington.edu 

Investigator's statement 

We are asking you to be in a research study. The purpose of this consent form is to give 
you the information you will need to help decide whether or not to be in the study. 
Please read the form carefully. You may ask questions about the purpose of the research, 
what we would ask you to do, the possible risks and benefits, your rights as a volunteer, 
and anything else about the research or this form that is not clear. When all your 
questions have been answered, you can decide if you want to be in the study or not. This 
process is called 'informed consent.' 

PURPOSE AND BENEFITS 

You are invited to participate in a research study investigating the ways that couples 
make adjustments in their relationship to accommodate the challenges brought about by 
the diagnosis and treatment of breast cancer. This particular study is designed to help us 
answer questions about the ways partners talk with each other. Some couples seem to 
find ways that are relationally and emotionally helpful, while others may interact in ways 
that are less helpful. This study will help us to identify some of the important differences 
between these styles. 

Your participation in this study will contribute to our understanding of how couples deal 
with the stressful events surrounding the diagnosis and treatment of breast cancer. A 
long-term goal of this study is to generate ideas needed for the future development of 
educational programs designed to help couples successfully navigate difficult life 
challenges. Although these programs likely will not be available in the near future, your 
participation may help others facing similar life situations. 

For your participation in this study, you and your partner will be provided a total of $20 
in compensation. 
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PROCEDURES 

This activity has one component. Both marital partners are mailed a packet of surveys to 
complete (taking approximately 45-75 minutes to complete). This packet contains 
demographic questions (e.g., "What is your age?") and questions that ask you to describe 
persons you like and dislike. This packet also has questions that ask how you would 
respond to your partner in certain conversational scenarios (e.g., "Your wife has had real 
problems with the way her breast surgery and treatment have affected her appearance. 
She seems worried that she is no longer attractive. Tonight, your wife is in bed and turns 
over on her side away from you as you come out of the bathroom. You decide you want 
to say something to her. What do you say?"). In addition, the packet includes questions 
that ask you to respond to statements about your communication with your partner (e.g., 
"Can really cheer me up when I am down." "Makes me feel insecure or fearful." "I deny 
or hide my worry."), questions that ask you to assess your current satisfaction with your 
relationship (e.g., "Do you feel you have a good marriage?" "Do you feel like part of a 
team with your partner?" "Has the illness led to any problems with your spouse?"), and 
questions about your own emotional state (e.g., "Recently, have you felt angry, irritable, 
or had difficulty controlling your temper?"). The packet concludes with a few general 
questions about your marriage and what you have learned over the years (e.g., "How 
would you say that your marriage is different now from when you first got married?" 
"What advice might you offer couples facing the many challenges of breast cancer?"). 
You are free not to answer any questions you do not wish to answer. After completing 
this packet of surveys, each partner is asked to mail the forms back to the researcher. A 
self-addressed, stamped envelope is provided for you. Upon receiving the completed 
surveys, the researcher will mail you compensation (a total of $20 for each couple) and 
will destroy all records that contain your identification information (e.g., name, mailing 
address, phone number). You are free to withdraw from the study at any time. 

RISKS, STRESS, OR DISCOMFORT 

Completion of a questiormaire assessing your relationship can be uncomfortable for some 
people. Therefore, it is important to answer only those questions that you feel 
comfortable answering. Responding to the questionnaire and thinking about your 
communication behaviors with your spouse may lead you to think differently about 
yourself or your spouse. If you have any questions or concerns about your participation, 
please let us know. If you experience distress during or following your participation in 
this study, you may wish to contact a trained therapist. A brochure that describes the 
therapy services at the University of Washington (Hall Health Center) has been included 
for your convenience. Dr. Kate Noble, Halbert & Nancy Robinson Professor and 
Associate Professor of Women Studies, has agreed to serve as a resource for anyone 
wanting to discuss or explore broader issues of femininity and illness. Dr. Noble may be 
contacted at (206) 543-4160. 
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OTHER INFORMATION 

If you decide to participate in this project, please understand that your participation is 
voluntary and you have the right to withdraw your consent or discontinue participation at 
any time. You also have the right to reftise to answer any questions for any reason. In 
addition, your individual privacy will be maintained in all published and written data 
resulting from this study. Your responses to questionnaires will not be shared with your 
partner. Nor will your partner's responses be shared with you. The questionnaires 
completed during the research study will be destroyed once the numbers are transferred 
to a private computer file and data analysis is complete. Only members of the research 
team will have access to this computer file. Once again, your names will be replaced 
with numbers and all information that may be used to identify you will be destroyed. 

Couples will receive $20 (total) in compensation for participating in this study. Please 
remember that your choice to participate in this study is completely voluntary. As a 
reminder, you may choose to withdraw from the research activity at any time. Thank you 
for your participation. 

Mike S. Peters, M.A. Date 

Typed or printed name of investigator 

Participant's Statement 

This study has been explained to me. I volunteer to take part in this research. I have had 
a chance to ask questions. If I have questions later on about the research I can ask the 
investigator listed above. If I have questions about my rights as a research subject, I can 
call the Human Subjects Division at (206) 543-0098, or write to the Human Subjects 
Division at 355752, University of Washington, Seattle, WA 98195. I will receive a copy 
of this consent form. 

Signature of Participant Date 

Typed or printed name of participant 

Please sign two copies of this consent form: one will be kept by you, the participant, 
and one will be returned to and kept by the investigator. 
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APPENDIX D; TWO-ROLE VERSION OF THE ROLE CATEGORY 
QUESTIONNAIRE 

Our interest in this questionnaire is to leam how people describe others whom they know. 
Our concern here is with the habits, mannerisms—in general, with the personal 
characteristics, rather than the physical traits—which characterize a number of different 
people. 

In order to make sure that you are describing real people, we have set down a list of two 
different categories of people. In the blank space beside each category below, please 
write the initials, nicknames, or some other identifying symbol for a person of your 
acquaintance who fits into that category. Be sure to use a different person for each 
category. 

1. A person your own age whom you like. 

2. A person your own age whom you dislike. 

Spend a few moments looking over these names, mentally comparing and contrasting the 
people you have in mind for each category. Think of their habits, their beliefs, their 
mannerisms, their relations to others, or any characteristics they have which you might 
use to describe them to other people. 

Please turn the page. 
<page break> 

Now describe the person you have identified in item #1 as fully as you can (the person 
your own age whom you like). Do not simply put down those characteristics that 
distinguish him/her from the person whom you dislike, but include any characteristics 
that he/she shares with others as well as characteristics that are unique to him/her. Pay 
particular attention to his/her habits, beliefs, ways of treating others, mannerisms, and 
similar attributes. Remember, describe him/her as completely as you can, so that a 
stranger might be able to determine the kind of person he/she is from your description. 

Please do not spend more than five (5) minutes describing him/her. 
<space for writing and page break follows> 

Now describe the person you have identified in item #2 as fully as you can (the person 
your own age whom you dislike). Do not simply put down those characteristics that 
distinguish him/her from the person whom you like, but include any characteristics that 
he/she shares with others as well as characteristics that are unique to him/her. Pay 
particular attention to his/her habits, beliefs, ways of treating others, mannerisms, and 
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similar attributes. Remember, describe him/her as completely as you can, so that a 
stranger might be able to determine the kind of person he/she is from your description. 

Please do not spend more than five (5) minutes describing him/her. 
<space for writing follows> 
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APPENDIX E: MODIFIED VERSION OF CROCKETT ET AL.'S (1974) SCORING 
RULES FOR CONSTRUCT DIFFERENTIATION CODINGS 

Scoring Procedures 
(Differentiation of the Impression) 

1. General Principles 
Scoring the degree of differentiation of the impression involves identifying, 

recording, and counting the number of constructs that an impression includes. The 
decision as to which elements of an impression are to be scored as constructs is 
sometimes difficult to make. To reduce the ambiguity in scoring procedures, a set of rules 
have been developed which clarify how to identify particular constructs. On the 
following pages, examples are provided to explain these rules. In the examples, 
constructs are indicated as underlined words and phrases. Phrases and words that are in 
bold type are the particular expressions at issue for the rule (the expressions may or may 
not be constructs). The total number of constructs in the example is indicated in 
parenthesis () after the example. 

Benefit of the Doubt (Rules 1 thru 4) 

RULE 1. (Benefit of the Doubt) 
(a) Whenever it is debatable whether a phrase should be scored as one construct 

or several constructs, or (b) when two nearly synonymous but not identical qualities 
are mentioned in an expression, the subject should be given the benefit of the doubt 
and multiple constructs should be scored instead of just one. Further specifications 
of this rule are provided in Rules 2 thru 5. 

Example (vague term): 

She is very special. = (1) 
He is one hell of a person. = (1) 
K.P is very honest and is a nice person. = (2) 
D.S is a very hard person. = (1) 
He is just incredible. = (1) 
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RULE 2. (Rephrase) 
Rephrases (sometimes expressed in a parenthesis) are scored as separate 

constructs. 

Example: 

He is sensitive (perceptive is probably a better word), but is not hurt easily. = (3) 
She is selfish (self-centered). = (2) 

RULE 3. (Svnonvms/Repetition) 
Identical, repeated words or phrases are scored only once. Words which are 

very similar in meaning but which are not identical are scored twice (following Rule 
1) .  

Example: 

<Synonyms> 
The person is domineering, assertive, and aggressive. 
= The person is domineering, assertive, and aggressive" = (3) 

He is a hard and through worker. 
= He is a hard and thorough worker = (2) 

<Repetition> 
The person is helpful and sincere, and he is very helpful. 
= The person is helpful and sincere. and very helpful (second time)" = (2) 

(Note: you do not count helpful twice) 

RULE 4. (Qualifiers) 
When the subject uses an adverbial or adjectival qualifier which, as used, 

appears to be an intrinsic part of the noun it modifies, contrary to Rule I, the two 
words are to be scored as one construct. 

In such instances, it is presumed that the qualifier refers to the degree to which the 
attribute is held, or to one manner in which it appears, rather than to a qualitatively 
different attribute. 

Example: 

unreasonablv selfish = (1) 
incredibly sincere = (1) 
awful big mouth = (1) 
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RULE 5. (Idiomatic Expression) 
Idiomatic constructions which run to several words are usually scored as one 

construct. 

Example: 

John is a big, fat slob = (1) 

Examples below are not strictly idiomatic expressions, but are scored as one 
construct since they are considered to represent one characteristic or action of the 
person. 

If she wants things to be so, everyone should comply to her wants and needs. = (1) 
She thinks that she is smarter and better than everyone else. = (1) 
She could sit and listen to yoxir problems all day long. = (1) 
This person always says one thing and does another. = (1) 
She always smiles and greets vou whenever she passes. - (1) 
He always seems to have a "hello" and a smile for everyone. = (1) 
She understands me and 1 understand her. = (1) 
Thev could upset her but she does not let them. = (1) 
She is used to dominating everyone and everything. = (1) 

Spurious Quality (Rules 6 thru 9) 

RULE 6. (Physical/Demographic/Social Information) 
Only qualities which are relevant to the task the subject has been set should be 

scored as constructs. 

In most of our studies only aspects of the other person's personality or his 
stimulus value for his associates have been scored as constructs owing to the nature 
of the task that was set for the subject. Physical traits, information about the other 
person's social role, his age, or the like usually are not scored. 

However, a description about what is controllable by the other person must be 
scored as a construct. For instance, the way the other person dresses, their favorite 
color (of cloth, objects), etc., are scored as constructs. 

Example: 

<Physical appearance> 
He is good looking. = (0) 
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She is blond and ... . = (0) 
Jill is a beautiful young girl who is very loving and caring. = (2 only) 
D.M is about five feet six inches tall and ... = (0) 

Those that count: 
<Contro liable qualities> 

He is neat in appearance. = (1) 
He always has a bad haircut. = (1) 
She has whiney voice. = (1) 
She wore tons of makeup. = (1) 

<Jobs that reflect interests or talents or choices:> 
He is a professor and a captain in the Army. = (2) 
She works in a people-oriented job. = (1) 

RULE 7. (Relationship) 
A term that indicates a kin relationship, a social relationship, or an unspecified 

relationship between the subject and the target person is NOT scored as a construct. 
However, a stable, specified personal relationship (friend, boy/girl friend, etc) is 
scored. 

Example: 

He is my father. = (0) 
She was my high school teacher. = (0) 
This person that I first met when I started the fifth grade. = (0) 
We have know each other for 6 years. = (0) 
He is my classmate ... . = (0) 
She is my roommate ... .= (0) 

<Relationship that counts> 
Beth is a good friend of mine. = (1) 
We've been friends for a long time. = (1) 
We became very close friends. = (1) 
We do many things together. = (1) 
We share a lot.... = (1) 
We have the same interests. = (1) 
We spend much time together. = (1) 

RULE 8. (General Statements / Emotional Statements) 
General statements about what people should do, about the nature of mankind, 

or about the subject's own feeling are not scored as constructs unless they arc 
specifically tied to characteristics of the person who is being described. 
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Example: 

<Generai Statement> 
People should be humble. = (0) 
No one likes people who are selfish. = (0) 
Nobody is perfect." = (0) 

RULE 9. (Emotional/Affective/Attitude Statements) 
Expressions of attitude, affect, or emotional reaction to the target are not 

generally scored as constructs because they are primarily about the subject, not the 
target. Such statements are counted as constructs only if the target person is 
represented as the subject of the sentence or the agent of some action that causes the 
emotion. 

Example: 

<Emotional Statement> 
I would like him as a roommate. = (0) 

(note: He would make a great roommate. = (1)) 
I have a great deal of admiration for her. = (0) 
I would like to be like her! = (0) 
I really am glad I got to know her. = (0) 
I'm proud of him. = (0) 
I hope she remains my best partner forever. = (0) 

<Emotional Expression that counts> 
He annoys me. = (1) 
He is annoying. = (1) 
She drives me crazy. = (1) 
He is easy to like. = (1) 

Illustration (Rule 10) 

RULE 10. (Story/Illustrations) 
Stories or a series of illustrations (or a list) count only as one construct. 
Events which compose a story or which illustrate an attribute of the other person are 

counted as a single construct. If the attribute which the events illustrate is also explicitly 
mentioned, that attribute is scored as an additional construct. 
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Example: 

She is quite athletic: She loves just to go biking, tennis, jog and racauetball." = (2) 
He does not drink, smoke, take drugs, etc. = (1) 
She is involved in other activities besides her work - theatre, music, physical 

exercise. 
= (2) 
She worries about v^hat she looks like (n. constantly combing her hair and caking 
on the makeup .(2). = (2) 

This person has had several disappointments in his lifenv As a high-schooler he 
signed with a professional baseball team only to be hurt and unable to fulfill his 
contract. His wife was taken from him and he was left to care for two young 
daughters n\. - (2) 

Conditions (Rules 11 thru 14) 

Two conditionally connected phrases (e.g., in relations of cause, result, reason, 
purpose, contradiction, etc.) are scored as 2 separate constructs when each phrase 
specifically describes a different characteristic of the person. 

RULE 11 f Cause-Result) 
Cause and result often express two different qualities of the person. 

Example: 
She very tactfully makes jokes, hints about what she feels - and ends up 
embarrassing me. = (2) 
His charismatic personality (i) allowed him much success (2). = (2) 

RULE 12 (Purpose/Goal) 
A purpose (goal) of the person's behavior is NOT scored as a construct bccause 

it is considered to be a part of the behavior. 

Example: 
She is always going out of her way to be nice to others. = (1) 
She looks inside herself to try to learn about herself. - (1) 
She uses people, and makes them look bad, to benefit herself. = (2) 
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RULE 13 (Contradictory expression 1: Conditional) 
Two contradictory qualities are scored separately if the subject specifies a 

condition of one or both characteristics of the person. 

Example: 
She doesn't like to do much (i), except a party with the guvs (2). = (2) 
She won't eat in front of vou (i). If she does she offers you some (2). = (2) 
She rarely gets upset (i). If she docs, it's because someone has just slashed the tire 
of her car (2). = (2 ) 

Conditions expressed in the following examples are NOT scored as constructs; 
they are simply a matter of degree. 

Example: 
His wit seems to draw people to him, especially those of the opposite sex. = (1) 
Even if she's just walking down the street, she will say hi! even to people she 

doesn't 
know. = (1) 

RULE 14 (Contradictory expression 2: "Two-faced") 
A phrase in the form of "Sometimes A, sometimes B" is scored as 2 separate 

constructs. On the other hand, a phrase such as "Sometimes A, sometimes NOT A" 
counts as only 1 construct. Statements of the inconsistency (two-face, inconsistent, 
erratic) count as an additional construct. 

Example: 

She is two faced. One day she is nice, but the next day she is mean. = (3) 
He is always inconsistent. Sometimes he is a great guy and sometimes not. = (2) 
She rarely gets upset, but sometimes does. = (1) 
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APPENDIX F: CANCER COMMUNICATION TASKS 

Wives' Scenarios 

1. Since your cancer diagnosis, you worry more about physical problems. Headaches, bone 
pains, and upset stomachs worry you. Lately, you have felt really tired and nauseated. 
Despite your problems, your husband still wants you to do the same things the two of you 
used to do before your diagnosis and treatment. You decide that you want to say something 
to him. What do you say? 

2. You get really tired when you do household chores. You just do not have the energy to do 
this work in the way you did before your illness. There are several household chores your 
husband could help you by doing. Unfortunately, your husband does not help. You decide 
you want to say something to him. What do you say? 

3. Your husband has not said anything, but you have noticed that he is struggling with the 
way your breast surgery and treatment have affected your appearance. Tonight, your 
husband does not seem to want to look at you or touch you. You decide you want to say 
something to him. What do you say? 

4. Lately you have felt abandoned by your husband. Ever since your breast surgery, he has 
acted as though your cancer is over. He will not talk about problems you are having. 
However, you really want to talk about these problems, so you decide you want to say 
something to him. What do you say? 

Husbands' Scenarios 

1. Your wife has had real problems with the way her breast surgery and treatment have 
affected her appearance. She seems worried that she is no longer attractive. Tonight, your 
wife is in bed and turns over on her side away from you as you come out of the bathroom. 
You decide you want to say something to her. What do you say? 

2. Your wife has been complaining a lot about pain. She has become edgy and cranky. You 
have tried your best to get along. However, when you come home today, she reminds you 
that you were supposed to stop off at the store to get some salad and bread. She gets angry 
with you and says, "1 can't believe you forgot to do such a small thing. I can't rely on you 
for anything!" You decide you want to say something to her. What do you say? 

3. The doctors have told you that your wife's surgery and treatments have gone well. 
However, your wife still seems worried and gets very nervous about her visits to the doctor. 
This past week she has been feeling tired and has had a few headaches. She is very nervous 
about tomorrow's visit to the doctor. You ask her if she is okay and she says, "You just don't 
get it do you? I am not okay. I have cancer. 1 am very tired and scared." You decide you 
want to say something to her. What do you say? 
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4. Tonight when you come to bed your wife says that she is feeling overwhelmed and 
uncertain about her cancer. She says she really needs you to understand her. You decide you 
want to say something to her. What do you say? 



158 

APPENDIX G: COMFORTING-REGULATION CODING SCHEME 

Level 0 Messages—Failure to Perform Task 
These answers include those people who said that they could not perform the task. This 
type of response represents the lowest skill level (Category 0). 

Example: 
"I would not know what to say. I wouldn't want to upset her or make things worse, so 1 
would just keep my mouth shut and hope things would change for the better." 

"I can't relate to this." 

Level I Messages—Directive Only, No Comforting 
Major Level 1 (Categories 1-4) consists of message strategies that try to modify the 
behavior of the hearer in ways that deny or ignore the perspective and feelings of the 
hearer and other. This major level accommodates speaker responses that offer little, if 
any response to negative face needs or do not otherwise acknowledge the hearer's 
feelings, concerns, or position. 

Category 1. Speaker appeals to threats and punishments as the primary basis for 
modifying behavior and does not acknowledge hearer's feelings. 

Example: 
"I want you to do the chores or else." 
"If you don't give me more attention, you might find yourself looking for a place to sleep 
at night." 

Category 2. Speaker issues commands, directives, advice, or suggestions for action 
without rationale and does not acknowledge hearer's feelings, or own feelings. 

Example: 
"You need to get better about doing the dishes and picking up around the house." 
"You could learn a thing or two about how to treat your spouse better." 

Category 3. Speaker appeals to rules as the taken-for-granted basis for conduct in the 
marriage and does not acknowledge hearer's feelings. 

Example: 
"For better and for worse meant something; pick up around the house!" 
"Marriage is about being there for someone; you need to be there for me." 
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Category 4. Speaker offers a rationalization (explicitly or implicitly) for speaker's own 
feelings/position but does not acknowledge hearer's perspective. 

Example: 
"I am getting frustrated because 1 can't keep the house clean. Help me figure out a way 
to get this done." 
"I love you." 

Level II Messages—Directive with Minimal Comforting 
Major Level II (Categories 5-6) consists of message strategies that try to modify the 
behavior of the hearer in ways that deny, ignore or dismiss the perspective of the hearer 
or self while at the same time the speaker offers very minimal comforting by dismissing 
or acknowledging the hearer's feelings. Here, someone is left just really not feeling 
satisfied. 

Category 5. The speaker condemns or dismisses the specitic feelings that exist in the 
situation for the person addressed or for the speaker, and offers the directive. Such denial 
may be either explicit (e.g., direct criticism of the other person's feelings) or implicit 
(e.g., by a diversionary tactic, or by citing rules that, in effect, derogate the feelings being 
experienced by the other person and focus on the way he or she should feel or act). 

Examples: "Cry me a river, and in the meantime, help pick up around the house." 
"It's ridiculous to expect that I could feel better in such a short period of time—show 
some patience!" 

OR 

The speaker offers a solution of a positive spin or humor without directly acknowledging 
hearer's feelings ~ a type of diversion tactic that functionally dismisses the hearer's 
perspective. 

Example: "Why don't we go get some ice cream and relax in the park for awhile?" 

OR 

The speaker dismisses his/her own needs/perspective (sacrifice) in favor of a directive (or 
solution). 

Examples: "I just can't do it all. So if we have to, let's hire a maid." 
"I can't give you what you want, so why don't you just call your friend up and go with 
him?" 
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OR 

The speaker largely focuses on the task, offers a rationale for speaker's feelings/position, 
and minimally acknowledges hearer's feelings. 

Examples: 
"Sweetheart, I'm really tired and have absolutely no energy. Could you be a real sweetie 
and vacuum for me? Thanks, I love you." 

"I have a problem. I need to talk to someone about some problems I have run into lately. 
Would you mind listening to me and giving me some input?" 

Category 6. The speaker acknowledges (though ignoring/dismissing) the other's feelings 
but does not attempt to help the other understand why those feelings are being expressed 
or how to cope with them and offers the directive. 

Example: 
"I know this is hard for you too but I really need you to be there for me." 

"Taking on additional household duties must be a daxmting proposition, but there's no way 
around it." 

Level III Messages-Directive and Treating Other Person's Feelings as Obstacles to 
Overcome 
Major Level III (Categories 7-9) consists of messages that provide implied or overt 
acknowledgement of other's feelings and provide reasons for regulation that go beyond 
simple statements of taken-for-granted rules. This may involve simple statements of 
consequences, providing explanations of why consequences are likely, suggestions of 
alternatives, or forwarding of new principles of conduct. 

Category 7. The speaker acknowledges hearer's perspective but attempts to overcome 
that perspective by identifying consequences of behavior and providing reasons for 
regulation. 

Example: 
"I know this has been really hard on you because you have to work so hard since I can't, 
but I just don't have the strength to manage these chores. I know it's not fair but I really 
need your help right now. Can you help me figure out a way that we can get these chores 
done?" 

Category 8. Identical to category 7 but the speaker also attempts to reframe the situation 
in a positive way by diverting the hearer's attention away from the event, "smoothing 
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over" the negative feelings, offering some sort of compensation, or suggesting a method 
of repair, or life principle for thinking about the specific situation. 

Example: 
"I know that this is difficult for you but we should talk about it before it really becomes a 
problem. And hey, you might even find that you enjoy talking about it." 

"I can't really know how you must be feeling, but I do love you and I think you're doing 
well. Remember that the Lord is in charge and He's going to answer our prayers. He's 
bringing you through this, Honey." 

Category 9. The speaker acknowledges hearer's perspective but attempts to overcome 
that perspective by making an attempt at connection with the hearer as a way to 
overcome the problem. The connection is not itself capable of solving the problem nor 
does it serve to elaborate the hearer's perspective, but it does provide an attempt to get 
close as a central reason for the regulation. 

Example: 
"How are you doing. Love? You seem to be feeling down or discouraged. Do you want 
to go for a drive or a walk together?" 

"I admit that I can't really know what you're going through, but I love you and will do 
anything I can to help make you feel better. Don't forget that we're talking about you 
and me, here. When we get on the same page, we can do anything!" 

Level IV Messages-Explicit Recognition, Elaboration, and Legitimization of 
Person's Feelings with Appeal to These Features Made as the Basis for Shaping 
Regulative Rationales for Appropriate Behavior. 

Major level IV messages (Categories 10-11) show evidence of the speaker moving away 
from seeing the hearer's perspective as an obstacle to overcome. Instead, these messages 
show clear evidence of understanding hearer's position and feelings, and encouraging the 
hearer to understand the speaker's perspective. 

Category 10. The speaker provides an elaborated acknowledgement and explanation of 
the hearer's feelings (e.g., legitimizes reasons why feelings are experienced, elaborates 
the other person's feelings, and makes an effort to put them into context), but also 
encourages the acknowledgement of the speaker's perspective and explains why this 
perspective is relevant to the situation. 
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Example: 
"I know that you don't really like to talk about it because you feel like talking about it 
only makes things worse, and perhaps for good reason because I have gotten pretty upset 
during some of our past conversations. I shouldn't have done that. But, Honey, I am 
feeling like we'll be better off if we do talk about things this time because we seem to be 
getting to a point where our silence is harder on us than anything we might say. I would 
really like to know how you are feeling about this. And besides, 1 am not as excitable as 
I was once, so I think we'll be OK talking about it." 

Category 11. Similar to category 10 but the speaker also attempts to find a win-win 
solution resulting from mutual perspective taking. 

Example: 
"I know that you don't really like to talk about it because you feel like talking about it 
only makes things worse, and perhaps for good reason because I have gotten pretty upset 
during some of our past conversations. I shouldn't have done that. But, Honey, I am 
feeling like we'll be better off if we do talk about things this time because we seem to be 
getting to a point where our silence is harder on us than anything we might say. I would 
really like to know how you are feeling about this. And besides, I am not as excitable as 
I was once, so I think we'll be OK talking about it. How about we do this? How about 
we put off talking about it until this weekend, and then we can fire up the BBQ, cook 
some good food, have a few drinks, and make a good time of it?" 

Level V Messages-Realizing self-role in causing problems, and accepting this role 
and no longer desiring regulative demand of spouse, (most likely appear after 
lengthy conversation) 

Category 12. These messages are high in empathy, suggest ownership of the hearer's 
perspective, do not contain a regulation attempt, but also do not represent a simple 
accommodation strategy. 

Example: 
"I can really see how this would be difficult to talk about and I never want to create that 
kind of trauma for you or for us ~ and maybe it wouldn't be good for me to talk about 
after all because I might be susceptible to the same thing, who is to say? 
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APPENDIX H: MESSAGE DESIGN LOGIC CODING SCHEME 

The coding scheme presented below is distilled from O'Keefe's (1988, p. 100; 1990, 
pp. 94-96) description of the message features she has used to distinguish expressive, 
conventional, and rhetorical message design logics. To date, O'Keefe has not offered a more 
explicit coding scheme than she did in her seminal work (i.e., O'Keefe, 1988). 

Expressive Design Logic (code = "1") 
According to O'Keefe, the two most identifiable global properties common to 

expressive messages include: 
1. A lack of editing. 

Messages may include socially unacceptable or tenuously relevant content. 
2. A failure to engage the immediate task to be accomplished in the situation. 

Messages may focus exclusively on past transgressions rather than on 
present problems. 
Messages may perform some action that is satisfying but interferes with 
task accomplishment. 
Messages may include non-contingent threats. 

Conventional Design Logic (code = "2 ") 
According to O'Keefe, the two most identifiable global properties common to 

conventional messages include: 
1. Some content that predicates a future task-relevant (or goal-related) action of 

themessage target. 
Messages generally reference an existing structure of rights and obligations. 
Messages may deflect excuses. 
Messages may contain contingent threats. 

2. Messages are organized to get a particular response (rather than to obtain 
assent to a plan or consensus on a goal, as in rhetorical messages). 

Rhetorical Design Logic (code - "3 ") 
According to O'Keefe, the most identifiable global properties common to rhetorical 

messages include: 
1. Explicit contextualizing elements. 

Identity defining elements. 
Clarification of intentions, motives and perspectives. 

2. Resolution of conflicts in goals by verbally negotiating reorganized social 
arrangements. 

3. Effort to alter situations by altering psychological content. 
Beliefs. 
Values. 

4. Flexibility in defining goals and tasks. 
Display a focus on cooperatively reached goals. 
Display a belief in equifinality. 
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APPENDIX I: SATISFACTION WITH PARTNER'S COMMUNICATION 
FUNCTIONING SCALE 

Please read each item carefully and decide the degree to which the statement is 
characteristic of your spouse's ability to communicate with you about issues related to 
your breast cancer experience. 

1 = never 
2 = rarely 
3 = sometimes 
4 = usually 
5 = always 

01. Can really help me work through my emotions 1 
when I'm feeling upset or depressed about something. 

02. Helps me understand why some things hurt or depress 1 
me so much. 

03. Can really cheer me up when I'm feeling down or 1 
upset. 

04. Almost always makes me feel better when I'm hurt or 1 
depressed about something. 

05. Makes me see that it is sometimes okay to get down or 1 
depressed about things. 

06. Makes me believe it is possible to resolve our conflicts 1 
in a way that won't hurt or embarrass each other. 

07. Makes me feel like I can be really honest about the 1 
things in our relationship that produce conflict. 

08. Makes me see that even the best of relationships have 1 
their conflicts that need to be worked through. 

09. Makes me realize that it is better to deal with conflicts 1 
we have than to keep things bottled up inside. 



10. Makes me feel good about myself. 

11. Makes me strive to be the very best person I can be. 

12. Makes me believe in myself 

13. Makes me feel like I can achieve my personal goals. 

14. Helps calm me down when I am upset. 

15. Makes me feel like I can trust him. 

16. Puts me at ease when I am sharing my feelings. 

17. Makes me feel optimistic about the future. 

18. Makes me feel accepted, shortcomings and all. 

19. Makes me feel like I am not alone when confronting 
problems. 

20. Makes me feel wanted. 

21. Makes me feel insecure or fearful. 

22. Makes me feel rejected. 

23. Helps me to put things in perspective. 

24. Makes me feel isolated. 

25. Makes it easy for me understand his perspective. 



1 = never 
2 = rarely 
3 = sometimes 
4 = usually 
5 = alv^ays 
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26. Makes me feel attractive. 

27. Makes me feel like I have the support I need. 

28. Makes me feel responsible for our problems. 

29. Makes me feel like 1 am completely alone. 

30. Makes me feel like I am imposing on him. 

31. Helps me feel desirable. 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 
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APPENDIX J: VERIFICATION OF PERMISSION TO USE COPYRIGHTED SCALE 

Clinical Psychometric Research, Inc. 
1228 Wine Spring Lane 

Towson, MD 21204 
USA 

Invoice Terms Net 15 

TO; Mike Peters 

Invoice Date - March 18, 2004 Invoice No. 041035 

Quantity 
Ordered Descriptioa Unit Price Extended Price 

I ea PAIS-SR Manual 

1 pkg(60) PAIS-SR Booklets 

$ 29.00 $ 29.00 

$' 78.00 S 78.00 

Sales Amount $ 108.00 

Shipping and Handling $ 12.96 

Total $ 120.96 

Date Shipped- March 19,2004 

Purchase Order Number - none 

Date Paid - March 18,2004 — visa 

Federal ID # for Clinical Psychometric Research, Inc. - 52-1569541 

Note: Sample Printout from www.derogatis-tests.com scoring program enclosed. Please 
note: Website Scoring now available - with Cable or DSI internet connections. 

If interested in setting up account, please call 800-245-0277, 



168 

APPENDIX K: TABLE 1 

Preliminary Statistical Analyses 

Husbands Wives 
Relationship Communication Psycho- Relationship Communication 
satisfaction satisfaction social satisfaction satisfaction 

adjustment 
Predictor Variables 
Adjuvant therapy type 
Age 
Annual income 
Disease stage ~ ~ ~ f 
Education level 
Reconstructive surgery 
Surgery type 
Time since diagnosis % -- | --

Note. Dashes indicate the finding was not significant, f < 05. J /> < .01. Predictor 
variables with significant associations included as covariates in subsequent analyses. 
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