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ABSTRACT 

Protective buffering (PB; Coyne & Smith, 1991), which involves hiding worries 

and concerns from one's partner, was examined in a sample of 60 congestive-heart-failure 

(CHF) patients and their spouses. Earlier studies suggest that PB is ironically associated 

with increased distress for the person who protects (actor effect) and perhaps also for the 

"protected" spouse (partner effect), though evidence for the latter is mixed (Suls, Green, 

Rose, Lounsbury, & Gorden, 1997). This study reexamined the PB-distress link, taking 

into account methodological variations and ambiguities in previous research, including 

(a) the source of PB ratings (self vs. other), (b) ratings of PB in general vs. a specific 

stressful situation, and (c) the actor's intentions to protect self vs. partner. In separate 

interviews, patients and spouses described their own and their partner's PB using Suls et 

al.'s revision of Coyne and Smith's PB scale; participants also completed the same 25-

item HSCL distress measure used in those studies and, for the specific stressful situation, 

the PANAS negative affect scale. Although PB scores showed rank-order consistency 

across the general and specific measurement contexts, participants reported higher mean 

levels of spouse-directed PB in general then in the specific stressful situation. Strikingly, 

perceptions of one's partner's PB correlated more highly with the respondent's own PB 

than with PB reported by the partner (suggesting a possible projective process). As in 

previous studies, data from both patients and spouses revealed intrapersonal associations 

between PB and distress (actor effects) when these constructs were assessed in general. 

A somewhat different picture emerged, however, for the recalled specific situation, where 

partner effects of both PB behavior and protective intentions were implicated more 
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clearly in participant distress. Exploratory analyses also identified marital quality as a 

potential moderator of links between spouse PB and patient distress: Among couples 

reporting lower marital quality, for example, patient distress was ironically elevated when 

spouses intended to protect the patient more than themselves. Overall, the results 

highlighted the importance of measurement specificity in studying PB and its association 

with psychological distress. 
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INTRODUCTION 

A diagnosis of illness reverberates well beyond the patient. For many married 

patients, their spouses will also need to adjust to the news of diagnosis and cope with the 

demands of the illness and its treatment (Coyne, Ellard, & Smith, 1990; Revenson, 1994; 

Kramer, 1993). How a spouse, and importantly, how a couple copes with illness can play 

a consequential role in health outcomes. Consistent findings link patient well-being to 

spousal and marital functioning and suggest that the manner in which a couple responds 

to disease can influence its course (Burman & Margolin, 1992; Manne & Zautra, 1989; 

O'Brien & DeLongis, 1997; Coyne et al., 2001; Kimmel et al., 2000; Schwartz, Slater, & 

Birchler, 1994; Zautra et al., 1998). 

In recent years, conceptualizations of coping have expanded to include the social 

context in which coping occurs. In contrast to more individually-oriented coping 

strategies involving a person's management of tasks and distress (problem-focused and 

emotion-focused coping; see Lazarus & Folkman, 1984), relationship-focused coping 

concerns the interpersonal processes involved in coping and the efforts made to manage 

and maintain relationships during stressful periods (O'Brien & DeLongis, 1997; Coyne & 

Smith, 1991; DeLongis & O'Brien, 1990). Within the context of serious illness, 

relationship-focused coping includes a couple's attempts to preserve the marital 

relationship and deal with each other's opinions, influence, and emotional needs (Coyne 

& Smith, 1991). The current study investigates relationship-focused coping by 

examining the construct of protective buffering, a strategy involving hiding worries and 

concerns from a partner, and its role in the course of congestive heart failure (CHF). 
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Research methodologies focused on the dyad are especially relevant to concepts 

such as relationship-focused coping. Kenny and Cook (1999) assert that measures 

involving couples reflect not only the attributes involving the person who provides the 

report, but also the attributes of the person's partner. For example, an ill husband's 

assessment of his functioning likely will be influenced not only by his own ability to 

cope, but also by how well his wife has coped. In this way. couples are conceived of as 

interpersonal systems rather than two independent individuals. To ope rationalize these 

concepts. Kenny and Cook utilize the distinction between "actor" and "partner" effects 

(referring to statistical - not necessarily causal - effects). In the context of coping, an 

actor effect refers to within-person or intrapersonal associations between two variables, 

such as the association between one's coping and one's own distress (independent of a 

partner's coping). In the same vane, a partner effect represents the between-person or 

interpersonal associations between a partner's coping and one's own distress 

(independent of one's own coping). By examining actor as well as partner effects, 

researchers can statistically bring to life the interpersonal processes involved in 

relationships, an essential part of investigating couple-based concepts such as 

relationship-focused coping. 

Research on relationship-focused coping has examined protective buffering (PB), 

a construct that involves yielding to avoid disagreements, acting more positively than one 

feels, denying worries, and hiding concerns from a partner in order to lessen a partner's 

distress and help the partner better manage a health problem (Coyne & Smith, 1991; Suls. 

Green, Rose, Lounsbury, & Gorden, 1997). Such partner-focused protection may be 
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helpful; Coyne & Smith (1994) found that among patients recovering from a myocardial 

infarction (MI), their self-efficacy to recover is related to their wives reporting more PB. 

Yet, while PB may be driven by wanting to help one's partner, several studies 

have linked this coping style with psychological distress. Among a sample of recovering 

MI male patients and their spouses. Coyne and Smith (1991, 1994) posed 16-items to 

each participant to assess their general use of PB and administered a questionnaire 

measuring psychological distress (Hopkins Symptom Checklist [HSCL-25]; Heshbacher, 

Downing & Stephansky, 1978). Spouses also completed a retrospective assessment of 

marital adjustment as it was before the Ml. Although the distinction was not explicitly 

invoked in the research, Coyne and Smith found evidence of both actor and partner 

effects among PB and distress (Kenny & Cook, 1999). Specifically, an actor effect 

showed that spouses' self-reported PB was significantly correlated with spouses' distress. 

Coyne and Smith also found evidence of partner effects, with spouses' distress highly 

correlated not only with their own PB, but also with their husbands' (the patients' ) use of 

PB. In addition, the measure of marital adjustment correlated significantly and 

negatively with patient and spouse PB, suggesting that PB tended to occur more often for 

couples who recalled their pre-MI marriages as less satisfying. Although results were 

correlational, Coyne and Smith's work nevertheless raises the intriguing possibility that 

attempts at protection may in fact not protect one's partner nor oneself. 

In a replication and extension of Coyne and Smith's research, Suls et al. (1997) 

asked recovering MI patients and their wives to complete measures of PB and 

psychological distress both one month and six months after the patients were discharged 
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from the hospital. Given that Coyne and Smith's work (1991, 1994) was cross-sectional. 

Suls and his colleagues were particularly interested in examining patient adjustment over 

time and strove to uncover whether PB led to increases in distress. Suls et al. also 

modified Coyne and Smith's PB scale and employed a more conceptually coherent, 6-

item scale that demonstrated higher internal consistency than the original 16-item 

version. Suls et al. questioned the relevancy of some of the items included in Coyne and 

Smith's original PB scale (e.g., "give up some decisions," "yell or raise my voice") and 

shortened the scale to include only items that referred explicitly to protective behaviors. 

Distress was measured with the HSCL-25. 

Suls and his colleagues found evidence of actor effects, with more PB by a spouse 

associated with her reporting more psychological distress. Yet, while Coyne and Smith 

found PB to be related to distress only among spouses, Suls et al. found that when 

patients reported more PB, they, too, exhibited higher levels of distress. Thus, for both 

partners, PB correlated with concurrent distress. In addition, Suls et al. showed that for 

patients, their PB at one month post-discharge predicted increased patient distress five 

months later, suggesting that when patients conceal worries and concerns from their 

spouses, they adjust more poorly over time. Suls et al. also controlled for cardiac 

symptoms in their analyses, demonstrating that PB predicts increased distress regardless 

of the severity of the heart condition. Because of their use of a panel design, these 

findings suggest a causal influence of PB on distress, although the investigators did not 

reverse the panel design to test for the prospective effects of distress on changes in PB. 
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While Suls et al. replicated actor effects among PB and distress, extending it to 

patients and assessing it longitudinally, they did not find any indications of partner 

effects. In other words, while one's use of PB was related to one's own distress, PB by 

one partner was not associated with the level of distress in the other partner. 

Nonetheless, as in Coyne and Smith's (1991) study, PB and distress were related, with 

Suls et al.'s longitudinal results providing support not only for the negative correlates of 

PB, but also for PB's negative consequences over time. 

The Suls et al. (1997) study also provided an explanation for why PB contributes 

to increased distress. While it makes intuitive sense that hiding concerns and avoiding 

worries from a partner is emotionally taxing, Suls et al. stretched this idea, suggesting 

that not disclosing worries or concerns may create a paradoxical preoccupation with such 

thoughts (Wegner, Shortt, Blake, & Page, 1990). Thus, suppressing worries and concerns 

in an attempt to protect a partner may ironically amplify one's own worries and concerns. 

Accordingly, the more a patient or spouse tries to protect, the more likely he or she may 

be to experience further distress, with PB ultimately failing to protect the one who 

utilizes it. 

Complex relationships among PB, distress, and marital quality have continued to 

be examined by a group of Dutch investigators. In a study of PB among patients and 

healthy spouses coping with cancer, Hagedoorn et al. (2000) postulated that highly 

distressed patients reporting less marital satisfaction would also report that their spouses 

used more PB. Patients diagnosed with various forms of cancer and their partners 
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completed measures of distress and marital satisfaction, as well as a PB scale using eight 

items from Coyne and Smith's (1991,1994) 16-item measure. 

In contrast to Coyne and Smith (1991) and Suls et al. (1997), where patients and 

spouses evaluated their own PB behaviors, Hagedoorn et al. introduced a PB scale that 

assessed patients' perceptions of their spouses' PB; Patients were asked to judge the 

extent to which their spouse had adopted PB to give support during the course of the 

cancer. Spouses also evaluated their own PB, with these ratings moderately correlating 

with patient perceptions of spouse PB. The main findings revealed that spouse PB (as 

perceived by patients) and patient distress were not significantly correlated as might be 

predicted by Coyne and Smith's (1991) research. Yet, in accordance with their 

hypothesis, Hagedoorn et al. demonstrated that distress functioned as a moderator, with 

highly distressed patients reporting lower levels of marital satisfaction and more spouse 

PB. 

The Dutch researchers also examined PB and its relationship with self-efficacy 

(Kuijer et al. 2000). Utilizing a different sample of cancer patients and their spouses, 

patients completed a measure of distress, while spouses evaluated their own self-efficacy 

to provide support to the patient. Participants also completed the same PB measures as in 

the Hagedoorn et al. (2000) study, with patients evaluating their spouses' PB behaviors 

and spouses evaluating their own PB. Results again showed that PB and distress were 

unrelated. However, spouses lower in self-efficacy demonstrated more PB (as perceived 

by patients), suggesting that spouses with less confidence in their support-giving relied 

on PB as a coping strategy. Taken together, Hagedoorn et al. (2000) and Kuijer et al.'s 



15 

(2000) research showed PB to be linked once again with negative indices, called attention 

to the importance of moderation effects, and expanded the measurement of PB to include 

perceptions of a partner's PB. 

While PB studies have shown a pattern of relationships linking PB with poor 

coping, a study by Trost, Rohrbaugh, Shoham, and Coyne (2004) showed that 

associations involving PB may depend on how PB is measured. Examining PB among 

CHF patients and their spouses, Trost et al. employed an observational measure of PB to 

supplement traditional self-reports of this construct. Male and female CHF patients and 

their spouses completed self-report measures of distress and PB. A subsample of couples 

was assessed for PB observationally, based on observers' ratings of a 10-minute sample 

of a marital interaction in which the partners discussed a specific, stressful situation, as 

well as interview excerpts in which each partner discussed the same specific situation. 

A different pattern of results emerged based on whether PB was assessed by self-

report or observational measures. Results based on self-report replicated previous 

findings of links between PB and distress. Not only was there evidence of actor effects, 

with one's own PB related to one's own distress, but partner effects emerged, with spouse 

PB related to patient distress. However, when PB was assessed observationally by raters 

trained to identify protective behaviors directly parallel to those on the self-report 

measure, observational PB was unrelated to distress. 

It is unclear why self-report and observational PB had such different associations 

with distress. One possibility is that the conflicting findings may reflect differences in 

the specificity of the measures. Self-reports of PB asked participants to report their 
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general use of PB to deal with the patient's heart condition, while observational PB was 

based on behaviors occurring during a specific enactment of a marital disagreement. 

These two measures were only moderately correlated for spouses and unrelated for 

patients, suggesting that how one copes generally may not be the same as how one copes 

in a specific situation. Another possibility is that findings were muddied due to the 

varying specificity of the measures. The "outcome" measure used to assess distress in 

the specific situation reflected participants' general level of distress. Given tliat PB was 

measured in a specific context, perhaps a truer marker of distress would be a more 

"state"-focused measure - one that queried about negative affect experienced in response 

to the situation at hand. Although the cross-sectional nature of Trost et al.'s findings 

preclude firm conclusions, they leave open the possibility that the relationship between 

PB and distress is affected by the context in which constructs are measured (general vs. 

specific). The results also provoke the question of what PB is if it can only be captured 

in vague, abstract, general terms. 

In an attempt to understand whether PB is a coping style that has costs, the 

aforementioned studies each addressed the relationship of PB with indices of wellbeing. 

Several studies showed actor or partner effects among PB and distress, such that PB was 

related to one's own distress or the distress of one's partner. Suls et al. (1997) built upon 

Coyne and Smith's (1991,1994) findings of concurrent links between PB and distress by 

demonstrating the negative consequences of PB for patients and offering a rationale for 

why PB may cause distress. Both Hagedoorn et al. (2000) and Kuijer et al. (2000) added 

the innovation of PB perceptions by measuring spouse PB through the eyes of patients. 
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and Trost et al. (2004) highlighted the distinction between PB used generally and in 

specific situations. 

Many unanswered questions remain about this construct. For example, what are 

the implications of assessing PB in different contexts? A general assessment of PB may 

be more prone to response bias, as opposed to PB's assessment in a specific stressful 

situation, where the need for coping may be more immediate and palpable. To date, it is 

unclear whether PB reports are consistent across general and specific measurement 

contexts and whether the measurement context influences the likelihood of finding both 

actor and partner effects among PB and distress. 

Another question relates to perceptions of PB; Do patients and spouses agree in 

their perceptions of how much they each engage in PB? While Hagedoorn et al. (2000) 

and Kuijer et al. (2000) found significant correlations between spouse PB and patient 

perceptions of spouse PB, other investigators have not systematically examined 

perspective in this way. Furthermore, spouse perceptions of patient PB have yet to be 

examined. 

An additional question relates to whether role differences help to explain how 

much PB patients and spouses report. The Coyne and Smith (1991, 1994) and Suls et al. 

(1997) results appeared to show more PB by spouses than by patients, but role was 

confounded with sex in these studies, with no female patients included in their samples. 

One might expect that because patients are ill, spouses may be more concerned with 

protecting them than vice-versa. On the other hand, theory and research suggests that 

women tend to be more oriented to relationship maintenance than men, and on that basis 
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a respondent's gender could be a dominant contributing factor to the level of PB behavior 

(Christensen & Heavey. 1990, 1993; Kiecolt-Glaser & Newton, 2001; Ross & Romberg, 

1990). 

A more conceptual question relates to coping intentions: What motivates PB 

behavior? Although most investigators seem to assume that PB is driven by concern for 

protecting one's partner, it is also plausible that avoiding conflict, not expressing worries, 

and hiding concerns is a way of protecting oneself, especially if the protector prefers to 

avoid instigating or exacerbating unpleasant interpersonal exchanges with the partner. 

No research has yet assessed the protector's intentions to protect self or partner when 

engaging in PB, or evaluated whether the intent to protect oneself (rather than one's 

partner) is related to the participants' distress. The increased specificity provided by 

measuring protective intentions (whether protection is directed at a partner vs. oneself) 

may yield a clearer understanding of relationships between PB and distress. 

There are also unanswered questions concerning the relationship of marital 

quality to PB and distress. These variables have been associated in previous research 

(Coyne & Smith, 1991; Hagedoorn, 2000), with couples reporting lower marital quality 

also reporting more PB. This finding may reflect the possibility that the meaning 

attributed to protective behaviors changes according to the quality of the relationship in 

which the behavior is exercised. For example, protection directed at a partner within the 

context of a happy relationship may do what it is intended to do - ease distress - while 

protecting a spouse from whom one is somewhat estranged may be costly, not only to the 

person doing the protecting, but also to the spouse if he or she reacts with increased 
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mistrust and distress. This reasoning assumes that protection is directed at one's partner, 

which only queries about protective intentions can confirm. 

A final question is whether links between PB and distress are intrapersonal as 

well as interpersonal. In other words, do the repercussions of PB affect primarily the 

person who attempts to protect or are there consequences for the person protected? The 

evidence for partner effects is mixed on this question, as some investigators have found 

apparent interpersonal associations (Coyne & Smith, 1994, Trost et al., 2004), while 

others have not (Suls et al., 1997; Hagedoorn et al., 2000). As mentioned earlier, Kenny 

and Cook's (1999) distinction between statistical actor and partner effects in research on 

couples provides a useful framework for addressing this question. By examining the 

"effect" of PB on one's own distress (actor effect) as well as the effect of one's self-

reported PB on a partner's distress (partner effect), questions regarding the intra- and 

interpersonal consequences of PB can begin to be addressed. 

Building upon previous research, the current study addresses the aforementioned 

questions among a sample of CHF patients and their spouses. CHF is conceptualized as 

an important arena wherein to study PB. This severe condition affects over 5 million 

Americans, with nearly 550,000 new cases reported each year (American Heart 

Association, 2004). It is a life-threatening illness in which the body is incapable of 

maintaining normal blood circulation (McCall, 1995), with symptoms including shortness 

of breath and swelling caused by the accumulation of blood in the organs and extremities. 

Recovery is limited. Despite complex treatments involving multidrug administration, 

dietary constraints, and exercise guidelines, approximately 40% of women and 60% of 
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men will die from CHF within five years (Domanski, Garg, and Yusuf, 1994; Moser, 

1997). Given the life-threatening nature of CHF diagnosis, PB may be especially 

relevant to this population. The seriousness and irreversibility of this heart condition may 

encourage patients and their spouses to avoid disagreement and upset, to focus on the 

positive, and to hide worries and concerns for the future. 

The current study's aims were to investigate the consistency of PB across 

contexts, roles, and perspectives, and to replicate concurrent associations between PB 

behavior and distress while also examining the contribution of protective intentions to 

patient and spouse distress. These aims were addressed within the framework of a larger 

study, the Arizona Family Heart Project (AFHP; Rohrbaugh, Shoham & Ewy, 2000), a 

longitudinal investigation of couples in which one partner has CHF. Patient and spouse 

PB behavior, protective intentions, and each partner's distress (or negative affect) were 

examined during a home interview with reference to three different contexts: (1) when 

dealing generally with the patient's heart condition, (2) when managing a specific 

stressful situation, and (3) in a marital interaction task in which both partners enacted a 

discussion of the stressful situation. 

Against this backdrop, the current study strove to answer questions stimulated by 

previous research on PB while also contributing new information to the body of 

knowledge on PB. It is as yet unknown whether PB reports are concordant across 

measurement contexts, whether and how one's role as patient or spouse relates to reports 

of PB, and to what extent couples agree in their perceptions of PB in each other. 

Moreover, there is no research systematically examining motivation for PB, with 
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researchers tacitly assuming that protection is driven by wanting to help one's partner. 

How protective intentions relate to distress is also unknown. In addition, investigation 

and replication of actor and partner effects involving PB and distress is needed to further 

understand whether and for whom this coping strategy may have costs. 

The current study's first research aim is to examine the consistency (or lack 

thereof) of PB reports across varying contexts, roles, and perspectives. By assessing PB 

in general and specific contexts, by patients and spouses, and through queries about one's 

own PB as well as one's perceptions of PB in a partner, the current study attempts to 

more comprehensively understand the construct of PB. Our purpose is to determine 

whether and how PB reports correlate across contexts, roles, and perspectives as well as 

whether context, role, and perspective relate to the amount of PB reported by participants. 

Furthermore, a systematic examination of perspective will demonstrate how attempts to 

protect are perceived by one's partner and whether the partners agree in their perceptions 

of each other's PB. 

The second aim is to unpack associations between PB. protective intentions, and 

distress. The current study attempts to replicate previous findings of actor and partner 

effects among PB and distress, and the additional dimension of context will allow for 

examination of whether the PB-distress link holds in increasingly specific measurement 

contexts. Utilizing a measure of negative affect, PB in specific contexts will be 

correlated with a state-dependent measure of distress. The contribution of protective 

intentions to distress also will be examined by testing whether a measure focused on 

intentions to protect yields a cleaner pattern of associations with distress. 
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Specifically, the current study hypothesizes that each partner's reported PB will 

be associated with their own distress (actor effects) as well as with the distress of their 

partner (partner effects). We further hypothesize that respondents' (patients or spouses) 

intentions to protect each other will contribute additional variance to patient and spouse 

distress. Last, we expect actor and partner effects to be more pronounced under specific 

situations in which coping is more immediately demanded. In addition to testing the 

above hypotheses, an exploratory aim is to examine whether the relationship between PB 

and distress is more pronounced among couples reporting lower marital quality. 
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METHOD 

Overview 

During a home interview, measures of each partner's PB, protective intentions, 

and psychological distress (or negative affect) were taken with respect to: (a) general 

experiences during the past month; (b) a recent, specific stressful situation related to a 

marital disagreement; and (c) immediate reactions following a 10-minute, videotaped 

marital interaction task. In each of these three measurement contexts, patients and 

spouses rated their own PB behavior as well as their partner's PB, and provided self-

reports of distress and protective intentions. Via mailback questionnaire, participants 

completed measures of marital quality as well as an additional measure of psychological 

distress used in previous research on PB. 

Participants 

Sixty CHF patients and their spouses were recruited from three area hospitals in 

southern Arizona, with the majority referred from a university medical center. Forty-

three patients were male and 17 patients were female. All patients had a left ventricular 

ejection fraction less than or equal to 40 percent within the past six months and a 

diagnosis of CHF confirmed via medical chart review. On average, patients' heart 

problems began approximately 11 years prior to the home interview (M = 11.45, SD = 

9.91. range = 1-35). 

The mean ages of patients and spouses were 67 years (SD = 11.7, range = 36-83) 

and 65.6 years (SD = 10.7. range = 37-83), respectively. Couples had been married an 

average of 34.8 years (SD = 16.7. range = 4-62) and 48% had family members living 
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nearby. The sample was predominantly Caucasian (88%), with 4% of participants 

identifying themselves as Hispanic, 3% as African-American, and 5% with other 

minority groups. The sample was highly educated: 92% were high school graduates, 

40% had graduated from college, and 23% held advanced degrees (i.e., M.A./M.S., 

Ph.D., M.D.). As most participants were retired (85% of patients and 72% of spouses), 

we did not query about annual household income. However, interviewers estimated that 

approximately 80% of the sample lived in homes with five or more rooms (not including 

storage or bathrooms; M = 5.53, SD = 1.45, range = 2-12). All participants were 

sufficiently fluent in English to understand interview questions and complete 

questionnaires. 

Procedure 
After referral from local hospital cardiology clinics, eligible patients and their 

spouses participated in a brief telephone screening interview to provide demographic 

information and confirm CHF diagnosis. A home interview was scheduled if qualified 

patients and their spouses both agreed to participate in the AFHP. Couples received $120 

for their participation in the study. 

Home interview. The home interview, conducted by two members of the research 

team, lasted on average just over two and a half hours (M = 169.1 minutes, SD = 32.7, 

range = 120-240). The interviewers first met together with the couple and reviewed the 

purpose and procedures of the study, asked both partners to read and sign consent forms, 

and obtained a narrative about the development and course of the patient's heart 

condition. Also in this initial conjoint phase, the couple identified a stressful topic - an 
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area about which they did not "see eye-to-eye." For those couples that had difficulty 

identifying a stressful topic, the interviewers prompted the couple to identify a topic with 

the help of an "issue menu" (including sample topics or areas the couple might like each 

other to handle differently; see Appendix C). After choosing the stressful topic, the 

couple was asked to identify a recent, specific stressful situation in which the 

disagreement was manifest. The couple was told they would be asked to discuss the 

stressful situation separately in the individual interviews and with each other during a 

marital interaction task. After identifying the specific stressful situation, the individual 

interviews commenced, with the lead interviewer remaining with the patient and the 

second interviewer going with the spouse to another room out of earshot. 

The concurrent individual interviews covered a variety of topics such as perceived 

health, compliance with medical regimen, psychological distress, marital functioning, 

social support, and styles of coping. As part of this, each partner verbally completed a 

PB scale (Suls et al., 1997; both about oneself and one's partner), with reference to 

general coping with the patient's heart condition in the past month. In addition, to 

explore motivations to use PB, each partner answered two scaled questions addressing 

intentions to protect oneself and one's partner. To document general levels of 

psychological distress during the past month, the patient and spouse completed the 

Positive and Negative Affect Schedule (PANAS; Watson. Clark, & Telle gen, 1988). 

Later in the individual interviews, participants again used the same PB, protective 

intention, and PANAS items to describe their own reactions (and for PB, their perception 

of their partner's PB behaviors) to the specific stressful situation identified earlier. 
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After their separate interviews, the patient and spouse were brought together to 

participate in a 10-minute videotaped marital interaction task (MIT). Here the partners 

discussed with each other the specific situation they chose at the beginning of the home 

interview and had discussed during their separate interviews. Immediately afterwards, 

the couple independently reflected on the MIT by completing a brief questionnaire with 

the same PB, protective intention, and PANAS items used before. (As detailed below, 

this MIT data was not used in analyses.) 

Mailback questionnaire. At the end of the home interview, the interviewers left 

each partner with a mailback questionnaire to be returned to AFHP staff. This 

questionnaire included measures of marital satisfaction (Relationship Assessment Scale; 

Hendrick, 1988; Constructive Communication Subscale; Heavey, Larson, Zumtobel, & 

Christensen, 1996) and general psychological distress (HSCL-25; Heshbacher, Downing, 

& Stephansky, 1978). Mailback questionnaires were received from all but one 

participant. 

Constructs and Measures 

As described above, during a home interview patients and spouses reported on 

PB, protective intentions, and negative affect (distress) with reference to three 

measurement contexts. Participants reported not only about their own PB, but also about 

perceptions of PB in their partner. Protective intentions were examined by asking 

participants to what extent they intended to protect their partner as well as themselves 

when engaging in PB. At the conclusion of the interview, participants were given a 

mailback questionnaire containing measures of marital quality and an additional measure 



27 

of general distress used in previous research on PB. All measures are included in 

Appendix C. 

Protective buffering behavior. Each participant's perceptions of PB behavior by 

self and partner were measured using a seven-item scale based on Suls et al. (1997). 

With a five-point Likert scale ranging from "not at all" to "very much," respondents rated 

the extent to which they and their partners used the following items: "deny or hide my 

anger" ("denied or hid his/her anger"), "deny or hide my worries" ("denied or hid his/her 

worries"), "avoid disagreeing with my partner" ("avoided disagreeing with me"), "give in 

more in arguments with my partner" ("gave in more in arguments with me"), "act more 

positive than I feel" ("acted more positive than he/she felt"), "avoid talking about things" 

("avoided talking about things"), and "withhold potentially upsetting information" 

("withheld potentially upsetting information"). The seventh item was added to the Suls 

scale by the author based upon conceptual relevancy. The addition of this item bolstered 

scale reliabilities in each measurement context for ratings of both self and partner PB 

(brackets indicate scale reliabilities without the seventh item; own PB in general context; 

alpha=.85 [.81] for patients and .83 [.79] for spouses; own PB in specific situation: 

alpha=.82 [.76] for patients and .83 [.82] for spouses; own PB in MIT: alpha=.69 [.651 for 

patients and .69 [.63] for spouses; partner PB in general context; alpha=.82 [.79] for 

patients and .84 [.82] for spouses; partner PB in specific situation: alpha=.83 [.79] for 

patients and .82 [.79] for spouses; partner PB in MIT: alpha=.89 [.87] for patients and .81 

1.811 for spouses). 
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In the general context, patient and spouse reports of their own PB averaged 2.84 

(range= 1-4.57: SD=.88) and 2.95 frang&= 1-4.57: SD=.92), respectively. In the specific 

situation, patient and spouse ratings of their own PB averaged 2.41 ("range=l-4.29: 

SD=.91) and 2.25 (range= 1-4.43: SD=.96), while in the MIT, patient and spouse own PB 

averaged 1.66 (range= 1-4.71; SD=.74) and 1.46 (range=l-2.86: SD=.54). 

Patients' ratings of their partners' PB referencing the general context averaged 

2.61 (range= 1-4.71: SD=.82) while spouses' ratings of partner PB averaged 2.78 

(range=l-4.64; SD=.84). In the specific situation, patient and spouse ratings of partner 

PB averaged 2.20 (range= 1-4.43: SD=.83) and 2.41 (range= 1-4.43: SD=.91), while in the 

MIT, patient and spouse partner PB ratings averaged 1.67 (range= 1 -4.57; SD=.76) and 

1.58 (range= 1-3.29: SD=.68). 

The above means indicate that very little PB was reported in the MIT for ratings 

of both self and partner. Furthermore, 16 participants returned their MIT questionnaires 

without turning to the second page, where the PB scales referencing the MIT were 

presented. This was compared to two missing cases for PB in the general and specific 

contexts. Given the minimal presence of PB in the MIT, and given that the majority of 

missing PB data came from the MIT, the MIT PB scales were excluded from subsequent 

analyses and discussions. 

Protective intentions. In addition to providing reports about their own and their 

partners' PB behaviors, participants also answered two questions in each measurement 

context designed to clarify their motivations for using PB. The first question asked the 

extent to which the respondent used PB in order to protect his or her partner from feeling 



29 

bad or distressed, while the second question asked the extent to which the respondent 

used PB to protect himself or herself from feeling bad or distressed. As with the other PB 

scales, respondents answered using a Likert format ranging from "not at all" to "very 

much'". 

In the general context, patient and spouse reports of PB intended to protect partner 

averaged 3.74 (range=l-5; SD=I.18) and 3.99 (range=l-5: SD=1.01), respectively, while 

patient and spouse intentions to protect self averaged 2.91 (range=l-5; SD=1.24) and 

3.11 (range=l-5: SD=1.32). In the specific situation, patient and spouse intentions to 

protect partner averaged 2.85 (range=l-7; SD=1.57) and 2.92 (range=l-7: SD=1.56), 

while intentions to protect self were 2.77 (range= 1 -7; SD= 1.52) for patients and 2.54 

(range=l-5: SD=1.26) for spouses. 

When participants reported using PB to protect a partner, they also tended to 

report using PB to protect themselves, with partner- and self-focused intentions 

intercorrelated across measurement contexts (general intentions to protect partner and 

self: r=.04, n.s. for patients and r=.48, p<.001 for spouses; specific situation intentions 

to protect partner and self: r=.51, p<.001 for patients and r=.38, gc.Ol for spouses). As 

both motivations were generally present, a "partner-focused protection" difference score 

was created by subtracting a participant's self-focused intentions from his or her partner-

focused intentions. As such, a positive difference score reflected more intentions to 

protect partner than self, whereas a negative difference score indicated more intentions to 

' For these intention items, the response scales [unintentionally - due to clerical error] 
varied by context: Respondents answered on a 1-5 scale referencing the general context 
but used a 1-7 scale when reporting about the specific situation. 
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protect self than partner. This partner-focused protection difference score was used in 

subsequent analyses as a marker of whom participants thought they were trying to protect 

more - partner or self - when using PB. 

Psychological distress. Because previous studies of PB have measured distress 

using the HSCL-25, the current study included this as one of two measures assessing 

general levels of psychological distress. The HSCL-25 identifies individuals with high 

levels of anxious and depressive distress (Heshbacher et al., 1978) and correlates highly 

with the standard 58-item version of this measure (Derogatis, Lipman. Rickels, 

Uhlenhuth, & Covi. 1974). Using a four-point scale ranging from 1 ("not at all") to 4 

("extremely"), respondents assessed the degree to which they experienced 25 symptoms 

of stress and strain within the past month. Both patients and spouses separately 

completed the HSCL-25 as part of a mail back questionnaire. The patients' mean score 

was 43.5 (SD=11.5) and the spouses' mean was 39.0 (SD=9.9). As a score of 43 or 

greater warrants a distress-related psychiatric diagnosis (Hough, Landsverk, Stone & 

Jacobson, 1982), 36.7% of patients and 20.0% of spouses presented as markedly 

distressed. Consistent with previous studies, coefficient alphas for the HSCL-25 in our 

sample were .93 for patients and .91 for spouses. 

While the HSCL-25 is a measure of general distress, the present design required a 

measure capable of examining situational distress experienced in response to a specific 

situation. The PANAS (Watson et al., 1988) has been used as both a trait (general) and a 

state (situational) measure of affect. Based on evidence that positivity and negativity are 

separate, orthogonal dimensions, the PANAS is comprised of two 10-item mood scales. 
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with one scale assessing positive affect and the other assessing negative affect. The 

negative affect mood scale has been linked to self-reported stress and poor coping 

(Watson et al., 1988). The PANAS shows good internal consistency as well as 

convergent and discriminant validity and is used widely as a means to measure positive 

and negative mood. Although participants in the current study completed the full 20-item 

PANAS, only responses to the 10-item negative affect scale were used in analyses, as one 

of the research aims was to examine the relationship between PB and measures of 

distress. 

In addition to examining negative affect recalled during the specific stressful 

situation, the PANAS was administered as a trait measure to assess general distress 

experienced over the past month. Prior research has demonstrated high correlations 

between the negative mood scale of the PANAS trait measure and the 58-item version of 

the HSCL (Watson et al., 1988). In the current study, the negative mood scale of the 

PANAS trait measure was highly correlated with the HSCL-25 (r=.65, p<.001 for 

patients; r=.76, p<.001 for spouses) suggesting that both measures provided similar 

indices of general distress. 

Both partners completed the PANAS during the separate interviews referencing 

(1) general affect and (2) affect experienced during the specific situation. Respondents 

rated the extent to which they experienced 10 positive and 10 negative emotions using a 

scale ranging from 1 ("very slightly or not at all") to 5 ("extremely"). Coefficient alphas 

for the PANAS negative affect scale were consistently high in each context for both 

patients and spouses, ranging from .82 to .89. Average negative affect scores in the 
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general context were 2.15 (range= 1-4.30. SD=.76) for patients and 2.16 (range=l-4.30. 

SD=.75) for spouses. In the specific situation, patients' mean negative affect was 2.15 

frange=l-5. SD=.91) while spouses' mean negative affect was 2.34 frange=l-4.10. 

SD=.89). 

Marital quality. As part of a mailback questionnaire, each partner independently 

completed the Relationship Assessment Scale (RAS; Hendrick, 1988) and the 

Constructive Communication Subscale (CCS; Heavey et al., 1996). The RAS provides a 

brief, general measure of relationship satisfaction. It consists of seven items scored with 

a five-point Likert format, and includes such items as "how well do you feel your partner 

meets your needs?", "how often do you wish you hadn't gotten into this relationship?", 

and "how much do you love your partner?'' The RAS correlates highly (r=.80) with the 

longer, oft-used Dyadic Adjustment Scale (Spanier. 1976) and alphas in the current 

sample were .86 for patients and .90 for spouses. Mean RAS scores were 4.40 for 

patients (range=2.43-5. SD=.61) and 4.36 for spouses (range=2.64-5. SD=.68). and 

patient and spouse scores were highly correlated (r=.59, p<.001). 

The CCS is comprised of seven items from the 35-item Communication Patterns 

Questionnaire (CPQ-CC; Christensen & Sullaway, 1984). These seven items assess the 

frequency of both constructive and destructive communication behaviors. A score on the 

CCS consists of the sum of three items assessing constructive communication (e.g.. 

mutual discussion, "both members try to discuss the problem") minus the sum of four 

items assessing destructive communication (e.g., mutual threat, "both members threaten 

each other with negative consequences"). Participants responded to items using a 7-point 
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Likert scale ranging from 1 ("very unlikely") to 7 ("very likely"). Previous research has 

shown the CCS to have high internal consistency, moderately high agreement between 

spouses, high agreement with observer ratings of constructive marital communication, 

and strong associations with participants' self-reported marital adjustment (Heavey et al, 

1996). In the current study, alphas for the patient and spouse CCS scores were .78 and 

.77, respectively, and patient and spouse scores were highly correlated (r=.56, p<.001). 

Mean CCS scores were 3.05 for patients (range=-l-6, SD=1.95) and 2.55 for spouses 

(range=-1.5-6. SD=2.16). 

As both the RAS and CCS were highly correlated within partners (r= .61, pc.OOl 

for patients; r= .64, pK.OOl for spouses), and the range of the RAS was highly restricted, 

a composite marital quality score was created for each partner by averaging standardized 

scores on the RAS and CCS. A couple-level marital quality composite was also created 

by averaging composites between partners. 

CHF severity. The current study employed a measure of illness severity to 

explore whether associations among PB, protective intentions, and distress varied by how-

ill the patient was. Ratings of New York Heart Association class (NYHA) served to 

indicate the severity of the patient's heart condition. These ratings categorize cardiac 

patients based on clinical severity and prognosis, with ratings ranging from I (cardiac 

disease with no limitation of physical activity) to IV (cardiac disease with inability to 

engage in physical activity without discomfort). NYHA class is a known predictor of 

cardiac events and mortality among heart patients (Domanski et al., 1994). 
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During the conjoint phase of the home interview, patients were asked what kinds 

of activities brought on CHF symptoms during the past month. Based on these reports, 

each patient was assigned a current NYHA classification: I (unlimited activity without 

cardiac symptoms), II (fatigue, shortness of breath, or other symptoms with ordinary 

activity, like climbing stairs). III (symptoms with minimal activity, like getting up from a 

chair or walking from room to room), or IV (symptoms at rest). NYHA ratings were 

distributed as follows: class I, n = 8 (13.3%); class II, n = 33 (55.0%); class 111, n= 12 

(20.0%); class IV, n = 7 (11.7%). The mean NYHA rating was 2.23 (SD = .82). 



35 

RESULTS 

A preliminary analysis first addressed correlations between participant 

characteristics (NYHA class, duration of heart problems, respondent sex, age, education, 

and marital quality) and the main study variables - PB behavior, protective intentions, 

and psychological distress. This was done to identify participant characteristics needing 

to be controlled in subsequent analyses of the PB variables and distress. 

The main analyses addressed the current study's research aims by examining (1) 

the consistency (or lack thereof) of PB reports across different contexts of measurement, 

roles (patient and spouse), and perspectives (self or partner); and (2) the associations 

between PB behavior, protective intentions, and psychological distress. 

Preliminary Analysis: Correlates of PB Behavior. Protective Intentions, and Distress. 

Table 1 shows correlates of PB behavior, protective intentions, and psychological 

distress. As can be seen, NYHA class was significantly positively correlated with patient 

PB in both the general and specific situation contexts, suggesting that sicker patients 

engaged in more protective behaviors. Yet. sicker patients appeared not to attract more 

PB from their spouses, as indicated by a nonsignificant correlation between NYHA class 

and spouse PB. Sicker patients were more distressed, with NYHA class significantly 

positively correlated with all measures of concurrent distress. Illness duration did not 

share any significant associations with the main study variables. 

Insert Table 1 About Here 
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Patients and spouses showed a similar pattern of correlations between marital 

quality, PB, and distress. Patients' assessment of marital quality was negatively 

correlated with all indices of distress, as well as with patient PB in the general context. A 

positive association was found between marital quality and protective intentions that 

favored partner over self. Thus, patients reporting lower marital quality also tended to 

report more distress, more PB, and more self-focused protective intentions compared to 

patients reporting higher marital quality. For spouses, those reporting lower marital 

quality also tended to report more general distress and more PB in the general context. 

Table 1 also shows that older patients tended to report less distress in the stressful 

situation, and female patients tended to reported more intentions to protect self than 

partner in the general context. In addition, spouse education was significantly negatively 

correlated with spouse PB in the general context, indicating that less educated spouses 

tended to engage in more PB. 

Because the preliminary analysis showed that sicker patients were more 

distressed, NYHA class was controlled in subsequent regression analyses involving PB 

and distress. Marital quality was explored as a potential moderator in these analyses. 

NYHA class, marital quality, and patient sex were also examined in analyses of mean-

level differences in PB, to determine whether the consistency of PB varied by these 

participant characteristics. 
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Aim 1: Consistency for lack thereof) of PB Measures across Contexts. Roles, and 

Perspectives 

Intercorrelations among PB measures. To investigate the consistency of PB, the 

rank-order stability of the PB measures was first examined. Table 2 contains correlations 

among measures of PB behavior and presents associations among patient and spouse PB 

reports in the general and specific situation contexts. Participants provided reports of 

their own PB as well as reports of PB by their partner. Correlations in the upper left and 

lower right quadrants show within-person (i.e., within respondent) associations, while the 

upper right quadrant presents between-partner associations. 

Insert Table 2 About Here 

Overall, reports of PB by self and partner were consistent across contexts, with 

PB in the general context and PB in the specific situation highly correlated. This was 

true for both patients and spouses. Thus, when participants reported engaging in PB in 

the general context, they also tended to report engaging in PB in the specific situation. 

When participants reported that their partner engaged in PB in the general context, they 

also tended to report their partner engaged in PB in the specific situation. 

The correlations reveal little PB reciprocity between partners, such that no 

significant associations emerged between patient and spouse reports of their own PB. In 
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other words, when one partner reported engaging in PB, the other did not necessarily 

report engaging in PB as well. 

The data also show limited agreement between the partners' perceptions of their 

PB. In both measurement contexts, participants who reported engaging in PB tended to 

report that their partners also engaged in PB (r=.50, r=.46 for patients in general and 

specific contexts, respectively; r=.63, r=.45 and spouses in general and specific contexts, 

respectively ). Yet, for patients, perceptions of spouse PB were not significantly 

correlated with spouses' own reports of PB in either the general or specific measurement 

contexts. Stated another way, patients who perceived their spouses engaging in more PB 

did not tend to be married to spouses reporting more PB. In contrast, spouses' 

perceptions of patient PB were significantly correlated with patients' own self-reports 

(r=.48, general context). This pattern of correlations suggests that perceptions of PB by 

one's partner may be to some extent "projective," at least for patients. 

To examine patterns of association among PB reports comprehensively, a 

principal-components factor analysis was performed. Two factors accounted for 59% of 

the common variance, and varimax-rotated factor loadings from this analysis appear in 

Table 3. One factor consisted of PB measures reported by spouses, while the second 

factor consisted of PB measures reported by patients. It is clear from the factor structure 

that the data are organized by respondent: Who responded (patient or spouse) explained 

more variance than the context of the report or whether reports were about self or partner. 

As noted above, a respondent's perception of PB by his or her partner appears highly 

related to the respondent's own PB. This could mean that ratings of a partner's PB say 
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less about the partner's actual behavior than about the respondent's own inclinations to 

protect. 

Insert Table 3 About Here 

Examined next were the focus of protective intentions and the extent to which 

intentions correlated with reports of PB behavior. As shown in Table 4, intentions to 

protect oneself as well as intentions to protect one's partner correlated significantly with 

patient and spouse reported PB. In other words, when participants reported engaging in 

PB, they also reported utilizing PB to protect not only their partner, but also themselves. 

On the other hand, patient and spouse intentions to protect their partners more than 

themselves were not significantly related to their overall levels of PB behavior. These 

findings underscore the importance of treating protective intentions and PB behavior as 

separate variables. 

Insert Table 4 About Here 
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Mean-level differences in PB across contexts, roles, and perspectives. Another 

approach to examining the consistency of PB reports was to identify factors that 

contribute to how much PB respondents report. To this end, differences in the average 

level of PB measures were examined in a mixed-model analysis of variance (ANOVA) 

with Context (general versus specific), Role (patient versus spouse), and Perspective 

(whether one's PB reports are about self or partner) as within-subject sources of variance, 

and Patient Sex as a between-subject factor. There was a significant main effect for 

Context (F(l,55)=37.18, gK.OOl), indicating that reports of PB behavior decreased as the 

context became more specific. A marginally significant main effect for Perspective also 

emerged from the data (F(l,55)=3.75, g=.06), suggesting that participants tended to 

report more PB by themselves than by their partners. The ANOVA also showed a 

significant Context X Role X Perspective interaction (F(l,55)=5.11, p<.05). As shown in 

Figure 1, participants reported higher levels of their own PB than PB by their partner 

except in the specific situation, where spouses reported more PB by partner than by self. 

The context effect is also apparent in Figure 1, with more PB reported for the general 

context than in the specific situation. Means and standard deviations for this analysis are 

provided in Appendix D (see Table Dl). 

Insert Figure 1 About Here 
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To examine whether levels of PB behavior varied due to illness severity, the 

ANOVA was repeated with the additional variable of NYHA group, dichotomized into 

"high" severity (NYHA classes III and IV) and "low" severity (NYHA classes I and II). 

As before, Context (general versus specific), Role (patient versus spouse), and 

Perspective (whether one's PB reports are about self or partner) served as within-subject 

sources of variance, with Patient Sex and NYHA group as between-subject factors. A 

significant NYHA Group X Role interaction emerged (F(l, 53)=6.27, p<.05), indicating 

that sicker patients engaged in more PB than patients who were less ill (M=2.89, SD=.64 

and M=2.35, SD=.60. respectively). In addition, there was a significant Context X 

Patient Sex X NYHA Group interaction (F(l,53)=4.97, p<.05). Figure 2 shows that 

when heart failure was relatively severe, female patient couples engaged in more PB than 

male patient couples (as rated by both partners) in the general context. 

Insert Figure 2 About Here 

To examine whether levels of PB behavior varied due to the quality of the 

relationship in which PB is embedded, the ANOVA was again repeated with the 

additional variable of marital quality (dichotomized into "high" and "low" via median 

split of the marital quality couple composite). Context (general versus specific). Role 

(patient versus spouse), and Perspective (whether one's PB reports are about self or 
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partner) served as within-subject sources of variance, with Patient Sex and Marital 

Quality as between-subject factors. No main effects nor interactions emerged. 

Next, mean-level differences in protective intentions (as measured by the partner-

focused protection difference score) were examined. A mixed-model analysis of variance 

(ANOVA) was employed, with Context (general versus specific) and Role (patient versus 

spouse) as within-subject sources of variance, and Patient Sex as a between-subject 

factor. There was a significant main effect for Context (F(l, 54)=6.23, p<.05), indicating 

that respondents reported higher levels of intentions to protect partner (relative to self) in 

the general context than in the specific situation (M=.83, SD=1.47; M=-20, SD=1.57. 

respectively). The ANOVA also revealed a significant main effect for Role 

(F(l,54)=4.09, p<.05), showing that spouses reported more intentions to protect partner 

than did patients (M=.60. SD=1.41 spouse partner-focused protection; M=-44, SD= 1.63 

patient partner-focused protection). Means and standard deviations for protective 

intentions are provided in Appendix D (see Table D2). A significant Patient Sex X Role 

interaction also emerged (F(l, 54)=9.42, p<.01): As illustrated in Figure 3, female 

patients reported more intentions to protect self rather than partner in both the general and 

specific measurement contexts compared to male patients. 

Insert Figure 3 About Here 
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When the data were examined for the potential relationships of NYHA group and 

marital quality with protective intentions, there were no main effects or interactions. 

Thus, there were no mean-level differences in intentions to protect partner over self based 

on low vs. high levels of illness severity, just as there were no differences in intentions to 

protect partner over self for couples with low vs. high levels of marital quality. 

Aim 2: Associations between PB Behavior. Protective Intentions, and Distress 

We tested the hypotheses that higher levels of reported PB would be associated 

with higher levels of psychological distress, not only within respondents (actor effect) but 

also between partners (partner effect). While attempting to replicate the PB-distress link 

in the general context, the current study also explored whether such associations would 

hold when measures pertained to a specific stressful situation. In addition, while past 

research has employed the HSCL-25 to measure distress, the current study used the 

HSCL-25 as well as the PANAS, which allowed for the measurement of negative affect 

in both general and specific situation contexts. Protective intentions were examined to 

determine whether the participants' reported motivation to protect partner over self 

related in systematic ways to distress. 

Three hierarchical regressions were conducted separately for patients and spouses 

to examine the contributions of PB behavior and protective intentions to patient and 

spouse distress. The dependent variables in these regressions were (a) the HSCL-25. 

general context, (b) PANAS. negative affect in the general context, and (c) PANAS, 

negative affect in the specific, stressful situation. Respondents' reports of their own PB 

behavior and protective intentions served as independent variables. NYHA class was 
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also included as an independent variable given its significant associations with all 

measures of concurrent distress. Both patient and spouse PB behavior were entered into 

the first step of each model to allow for examination of actor and partner effects. In this 

way, the contribution of both partners' PB to patient and spouse distress could be 

determined. Partner-focused protection difference scores for both partners were entered 

into the second step of each model, with illness severity entered into the final step. Given 

that sicker patients were more distressed and engaged in more PB, illness severity was 

entered last as opposed to first in order to allow PB measures to account for maximum 

variance. Regression tables present the change in R-squared with each step, highlighting 

the amount of variance accounted for by the addition of each step. 

The analyses presented in Table 5 examined patient and spouse distress (general 

context) as measured by the HSCL-25. Here, the two partners' general PB scores were 

entered in the first step of the model, followed by patient and spouse partner-focused 

protection (general context) in the second step. NYHA class was then added in a third 

step to account for severity of the heart condition. As shown in Table 5, patient distress 

was significantly predicted by patient self-reported PB and patient intentions that favored 

self over partner (B=.28, p<.05 and 6=-.29, p<.01, respectively), even when including 

NYHA class. (Not surprisingly, there was a main effect for NYHA class [6=.42, 

p<.001], showing that sicker patients reported greater distress.) For spouses, distress was 

significantly predicted by spouse self-reported PB (B=.32, p<.05), also when including 

NYHA class. Thus, for both patients and spouses, there was evidence of actor effects, 

with distress as measured by the HSCL-25 related to one's own use of PB. For patients. 
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distress was also associated with patients' intentions to protect self more than partner, 

which could mean that more distressed patients tended to favor protecting themselves 

over their partners. There were no partner effects for either patient or spouse. 

Insert Table 5 About Here 

When the negative affect scale of the PANAS (general context) was used as the 

dependent variable, actor effects were again apparent. As shown in Table 6, patient PB 

was a significant predictor of patient distress (6=.43, p<.01), with a main effect for 

NYHA class (6=.33, p<.01), while for spouses, spouse PB was a significant predictor of 

spouse distress (6=.32, p<.05). Using the PANAS as an indicator of distress yielded 

some evidence of partner effects for spouses: A significant interaction between patient 

PB and patient partner-focus (6=-.26, p<.05) suggested that spouse distress was amplified 

when patients reported more PB with less intentions to protect their spouse than 

themselves. 

Insert Table 6 About Here 
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Last, we examined whether the addition of a specific context would yield partner 

as well as actor effects. The relationships among PB, protective intentions, and distress 

in the specific situation were analyzed again via hierarchical regression. Patient and 

spouse PB, patient and spouse partner-focused protection, and NYHA class were entered 

sequentially into an equation predicting patient and spouse negative affect (PANAS, 

specific situation). As shown in Table 7, patient PB in the specific context was a 

significant predictor of patient distress until NYHA class was entered into the regression 

equation. However, an interaction between patient and spouse PB remained significant 

after accounting for illness severity (B=.41, p<.01). Examination of this interaction 

indicated that spouse PB in the specific situation was positively associated with patient 

distress, only when patients' own reported PB was high. In other words, higher levels of 

patient distress were found when both partners reported that they engaged in PB 

behavior. For spouses, there was evidence of partner effects, with patient reports of less 

partner-focused protection significantly contributing to spouse distress in the specific 

situation (6=-.38, p<.01). Stated another way, our findings indicate that spouses were 

more distressed when patients intended to protect themselves more than their spouse. 

This could also mean that when spouses are more distressed, patients tend to hide their 

worries and concerns in order to protect themselves. 

Insert Table 7 About Here 
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In sum, an examination of the variance in distress accounted for by self-reported 

PB behavior, protective intentions, and NYHA class showed that for patients, their PB 

behavior and the severity of their illness accounted for significant variance in all three 

measures of distress. In addition, when distress was measured by the HSCL-25, 

protective intentions that favored self over partner also accounted for significant variance 

in patient distress (AR^=.12, p<.05). Similarly, for spouses, variance in their general-

context distress (as measured by the HSCL-25 as well as the PANAS) was accounted for 

by PB behavior measures. However, in the specific situation, only the protective 

intentions measures accounted for significant variance in spouse distress. Partner effects 

involving spouse distress reported in both Tables 6 and 7 show that patients' intentions to 

protect themselves rather than their spouses were associated with spouse distress. 

Exploratory Aim: Associations among Marital Quality. PB Measures and Distress 

Given preliminary data on the potential role of marital quality as an important 

context for PB behavior, we explored whether marital quality may serve as a moderator 

for the relationships between PB measures and distress. After dichotomizing participants 

by level of marital quality (high and low, based on the couple-level composite measure of 

marital quality), regression equations were re-run, again entering PB behavior, partner-

focused protection, and NYHA class in sequential steps. 

Marital quality appeared to moderate associations between the PB measures and 

patient distress, but only in the specific situation. An examination of patient distress 

among couples reporting lower marital quality revealed a significant interaction between 

patient and spouse PB behavior (B=.57, p<.01). This suggests that within the context of a 
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less satisfactory marriage, patients reported more distress when both patients and spouses 

reported engaging in more PB. This relationship did not hold for couples reporting 

higher marital quality (6=-. 19, n.s.). 

More important, among couples reporting lower marital quality, spouse partner-

focused intentions were strongly related to higher levels of patient distress (6=.67, 

g<.01). This relationship did not hold for couples reporting higher marital quality (B=-

.15, n.s.). In other words, a statistical partner effect on patient distress emerged among 

couples lower on marital quality: Spouses' partner-focused intentions (rather than their 

overall level of reported PB) predicted patient distress when measured in the specific 

situation. No such results were found involving spouse distress. 

Insert Table 8 About Here 
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DISCUSSION 

In a study of PB among CHF patients and their spouses, participants assessed 

their own PB as well as that of their partner in general and specific contexts. Participants 

were also queried about whom they were intending to protect when engaging in PB -

their partners versus themselves. The consistency of the PB measures was examined 

across measurement contexts, roles, and perspectives, as were associations of the PB 

measures with distress. While PB was correlated across contexts, participants reported 

more PB when asked about PB in general than when recalling PB as it pertained to a 

specific stressful situation. Furthermore, PB in both general and specific contexts 

appeared to be strongly influenced by who provided the PB report; Perception of PB in 

one's partner was highly related to the respondent's own PB. In addition, results also 

showed that participants engaged in PB with the intent to protect not only their partners, 

but also themselves. While the current study replicated associations between PB 

behavior and distress, it demonstrated that protective intentions that favored self over 

partner also contributed to distress. 

The current study's first research aim was to examine the consistency of the PB 

measures. Results showed reports of PB dramatically decreased as the context of 

measurement became more specific, with minimal PB reported in a marital interaction 

task in which a stressful topic was discussed. While it is unclear why PB was more easily 

captured in the general context, it is possible that the attempt to highlight PB through 

discussion of a specific situation was unsuccessful. The home interviewers observed that 

couples were challenged to pinpoint an area of disagreement to discuss. While one 
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would imagine that all couples have recurring disagreements, perhaps the couples in this 

sample - married an average of 35 years and reporting high levels of marital satisfaction -

had less charged disagreements in which PB could occur, compared to a sample reporting 

more variable marital quality. Another possibility is that PB is engaged in without 

conscious, intentional awareness, that it is more of a general attitude of coping than a 

strategy that is employed deliberately and mindfully. If PB does increase distress, 

elevating patient and spouse awareness of their usage of PB may be an important 

component of cardiac rehabilitation services. 

While PB was measured in different contexts, so was it assessed through different 

eyes. Strikingly, there was little PB concordance within couples, with husbands' and 

wives' ratings of their own PB behavior not significantly correlated. This dissimilarity 

occurred against a backdrop of perceived similarity: Patients who engaged in PB 

behavior reported that their spouses did. too. Such findings have potential import, as 

previous research (Hagedoom et al, 2000; Kuijer et al, 2000) has utilized patient 

perceptions to operationalize spouse PB behavior. It is possible that such reports reflect 

less of an accurate picture of the spouse's protection and more a projection of the 

patient's own PB behavior. These findings also highlight the implicit nature of PB: As it 

is a construct that involves concealing worries and acting positive, perhaps it is not 

surprising that partners are challenged to "correctly" perceive PB in one another. 

Although results showed that spouses were more "accurate" judges of PB in the patient 

than were patients, ultimately the best judge of PB behavior may be the person who 

engages in it, as opposed to the partner who observes it. 
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There was varying consistency in measures of PB behavior based on one's role as 

patient or spouse. While patients and spouses were similar in their overall levels of PB 

behavior, sicker patients in our sample engaged in more PB. At the same time, sicker 

patients also reported more distress. This is not surprising. Patients with more severe 

symptoms may have a greater need for PB: Sicker patients likely have more concerns 

about prognosis, more worries about the future, and a greater hesitancy to share 

distressing information. Should future research identify PB as a causal contributor to 

distress, sicker patients may be a critical group in which to target information about the 

consequences of "protection." 

A contribution of the current study was its assessment of intentions to protect. To 

date, it has been implicitly understood that PB is engaged in with the motivation to 

protect one's partner. Participants in the current study confirmed this assumption, but 

also stated they engaged in PB to protect themselves. Interestingly, observations from 

the home interviews revealed that participants endorsed protective intentions to protect 

themselves with some shame, as if protecting oneself from feeling bad or distressed is an 

unworthy motivation. 

Noteworthy was that spouses reported more intentions to protect their partners 

than did patients. Given that the patient is the ill member of the couple, it makes 

conceptual sense that a healthy spouse would do more protecting of the patient than of 

themselves. While overall, patients reported lower levels of partner-focused protection 

than did spouses, female patients in particular reported greater intentions to protect 

themselves. While this finding is robust given the small number of female patients 



52 

involved in the current study, it warrants replication and triggers questions for future 

research as to why female patients reported more self-focused intentions to protect. 

The current study's second research aim was to examine associations between PB 

behavior, protective intentions, and distress. Our findings replicated actor effects in 

concurrent associations between PB behavior and distress. One's own PB behavior was 

associated with one's own distress, for both patients and spouses in the general context. 

In addition, for patients, intentions to protect that favored self over partner related to 

greater patient distress. Although this relationship held only when distress was measured 

by the HSCL-25, it supports the hypothesis that protective intentions may be as important 

a contributor to distress as PB behavior. Furthermore, this finding fosters speculation as 

to why self-focused intentions relate to greater distress. Given the observation that 

participants revealed intentions to protect themselves somewhat reluctantly, perhaps PB 

directed at protecting oneself over one's partner engenders a sense of guilt that, in turn, 

amplifies distress. If self-focused protective intentions contribute to one's own distress, 

as was found in the current study, then - ironically - efforts to protect oneself are 

ineffectual. This finding may lend credence to Suls' et al. (1997) speculation of PB 

engendering an ironic intrapersonal process; The more one intends to protect oneself, the 

more one's concerns and guilt about self-focused protection are amplified, and 

preoccupation with PB and resultant guilt ultimately become entwined in a vicious cycle. 

While the current study hypothesized both actor and partner effects among the PB 

measures and distress, partner effects were more elusive than actor effects. Yet. they 

nonetheless emerged, with one partner's PB associated with the other partner's distress. 
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In the general context, a significant interaction among patient PB measures suggested that 

spouse distress was amplified when patients reported more PB with more intentions to 

protect themselves. Although occurring only with one of the general distress measures, 

this finding suggests that spouses (who were more "accurately" attuned to their partner's 

PB in the current study) become distressed when their partners withdraw and avoid 

conflict in a self-protective manner. Yet, this finding could also suggest that when 

patients are married to more distressed spouses, they respond by engaging in more self-

protective PB. The causal effects of PB and distress can be disentangled by future studies 

with a longitudinal component. 

Further support for partner effects was found when PB was measured in a specific 

stressful situation. For spouses, there was again evidence that patient seif-focused 

protection contributed to spouse distress. For patients, they reported higher levels of 

distress when both partners reported they engaged in PB behavior. Although the average 

level of PB in the specific situation was relatively low, partner effects nonetheless 

emerged, partially supporting the hypothesis that actor and partner effects would be more 

pronounced under specific situations in which the need for coping is more tangible and 

immediate. 

An exploratory aim was to investigate the relationships among marital quality, 

PB, and distress. While the current study found marital quality to be correlated with 

distress and PB as in previous research, it also found support for the hypothesis that 

associations between PB behavior and distress would be different based on high versus 

low marital quality. Among couples reporting lower marital quality, patient distress was 
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amplified when both partners reported engaging in PB. Significant findings also emerged 

when protective intentions were examined. Again among couples reporting lower marital 

quality, patient distress was significantly predicted by spouses' reports of partner-focused 

protection. This suggests that a spouse's intention to protect the patient may ironically 

have led to increased patient distress, but only in the context of a less satisfied marriage. 

Given that the current study's sample reported a high degree of marital satisfaction, one 

wonders what the relationships among these variables might look like with a less 

truncated range of reported marital quality. Further research should examine the 

potential ironic effects of PB with a longitudinal design and utilizing a sample with more 

variable marital quality. 

It is intriguing that interpersonal associations emerged under increasingly specific 

conditions. For example, partner effects involving PB and distress were more 

pronounced in the specific situation, when distress was assessed with a state-dependent 

measure tied to the specific situation, and when PB was further specified into protective 

intentions. Findings involving marital quality as a potential moderator of PB and distress 

also occurred only in the specific situation, with patients' distress linked to patient and 

spouse PB as well as to spouses' partner-focused protection among couples reporting 

lower marital quality. Given that these findings occurred only under specific conditions, 

one wonders if the drive to simplify constructs by measuring them in broad, global terms 

may obscure a more comprehensive understanding not only of what defines a construct, 

but how the construct relates to other variables. 
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There are several limitations of the current study that warrant a cautious 

interpretation of results. First, the sample of participants may not have been 

representative of the larger population of CHF patients and their spouses. As noted, 

participants in the current study were particularly well-educated and reported high levels 

of marital satisfaction. This may limit the generalizability of the current study's findings, 

such that relationships among PB behavior, protective intentions, and distress may work 

differently for couples of varying educational background and marital quality. A second 

caution involves the measure of protective intentions. While the addition of intentions 

yielded informative findings, the protective intention measure consisted of only two items 

- one's intention to protect oneself and one's intention to protect one's partner. Although 

the partner-focused protection difference score helped to determine which motivation was 

primary, it is possible participants felt pulled to endorse both intentions. 

The largest limitation of the current study is the concurrent nature of the results. 

Although this study provides further evidence that PB and distress are related, researchers 

are still unable to determine whether PB is a cause, a consequence, or simply a correlate 

of distress. Therefore, it will be critical for future research to examine PB prospectively. 

To date, only one study has examined PB over time (Suls et al., 1997). Given the current 

study's findings of protective intentions as contributing to distress, examining how PB 

behavior as well as PB intentions relate to distress prospectively will be essential for 

understanding the effects of PB as a coping strategy. 

Future research on PB can also expand knowledge on PB by moving beyond 

distress as a marker of "outcome." Measures important to patient groups such as self-
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efficacy or reported health are perhaps equally relevant. Future research might also 

consider whether attempts to protect and buffer a partner relate to positive partner 

functioning. Only one study has shown partner effects in this regard (Coyne & Smith, 

1994), with spouse PB related to patient self-efficacy. Other analyses involving 

positivity, optimism, or health functioning would do much to examine whether PB is a 

coping style that works. To date, research has intimated that PB behavior as well as PB 

intentions do not protect. 
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APPENDIX A: TABLES 

Table 1 
Correlates of PB Behavior, Protective Intentions, and Psychological Distress 

PB Behavior Protective Intentions Distress 

General Specific Partner-Focused Partner-Focused HSCL-25 PANAS PANAS 

Context Situation Protection Protection (General) (General) (Specific) 

Patient (General) (Specific) 

Pt. NY HA class .32* .29* .06 .17 .52** 4.5** .38** 

Illness Duration .08 .07 -.02 -.00 .01 -.09 -.15 

Female Patient -.11 -.08 -.32* -.19 .05 -.01 -.05 

Age -.10 .13 -.15 -.12 -.25 -.25 -.38** 

Education -.14 .03 -.08 -.08 -.12 -.02 -.08 

Marital Quality -.36** -.20 .27* .08 -.39** -.38** -.40** 

Spouse 

R. NYHA class .19 .22 -.04 -.02 .24 .18 .14 

Illness Duration .05 -.02 -.15 -.08 .12 .10 .14 

Female Spouse -.14 -.12 -.16 -.23 .12 .11 -.05 

Age -.07 .09 .10 .16 -.10 -.13 .03 

Education - 40** -.09 .01 .18 -.25 -.19 -.10 

Marital Quality -.28* -.02 .11 .19 -.27* -.33* -.25 

Note. PB Behavior reflected participants' ratings of their own PB. Partner-focused protection derived from the 
difference score of intentions to protect partner versus self. The PANAS distress measure consisted of the negative 
affect scale of the PANAS, administered in both general and specific contexts. Respondent sex was dummy coded; 
correlation coefficients for male patients and male spouses are of the opposite sign from those listed in the table. 
Education was based on ordinal values, where 0 = no high school, 1 = some high school, 2 = graduated high school, 3 = 
some college/technical school, 4 = B.A./B.S., 5 = M.A./M.S., 6 = Ph.D./M.D. Marital quality consisted of patient 
composite and spouse composite scores from the RAS and CCS. 
*=p<.05; **=p<.OL 



Table 2 
Correlations among Measures of PB Behavior 

1 2 3 4 5 6 7 8 M SD 
Patient 
Perspective 
l.PBby Self — .24 .23 43*** .12 .30* 2.86 .89 
(general context) 
2. PB by Partner .25 45*** .08 .17 .00 .00 2.63 .81 
(general context) 
3. PB by Self — 4g*** .20 .27* .13 .16 2.45 .90 
(specific situation) 
4. PB by Partner — .31* .07 .21 .06 2.22 .82 
(specific situation) 
Spouse 
Perspective 
5. PB by Self 
(general context) 
6. PB by Partner 
(general context) 
7. PB by Self 
(specific situation) 
8. PB by Partner 
(specific situation) 

— 63*** 4g*** 

.26* 

40** 

61*** 

.45*** 

2.99 

2.82 

2.29 

2.42 

.91 

.85 

.96 

.92 

Note. *=p<05; **=p<.01; ***=p<.001. 
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Table 3 
Principal-Components Analysis of PB Measures with Varimax Rotation 

Factor 
PB Measures 1 2 

Spouse rating of partner PB (specific situation) .81 .03 
Spouse rating of partner PB (general context) .79 .25 
Spouse rating of own PB (general context) .77 .20 
Spouse rating of own PB (specific situation) .68 -.04 

Patient rating of partner PB (general context) -.07 .75 
Patient rating of own PB (general context) .30 .74 
Patient rating of own PB (specific situation) .16 .73 
Patient rating of partner PB (specific situation) .05 .70 

% common variance 37.8% 21.0% 
Note. Primary factor loadings are in boldface. 
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Table 4 
Correlations between PB Behavior and Protective Intentions 

Protective Intentions 
Protect Partner Protect Self Partner-Focused 

Protection 
PB Behavior (Partiier>Self) 
Patient PB 

General Context .26* .32* -.05 
Specific Situation .30* .31* .00 

Spouse PB 
General Context .53** .60** -.21 
Specific Situation .53** 37** .23 

Note. *=p<.05; **=p<.01. 
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Table 5 
Patient and Spouse Distress (HSCL-25) in General Context 

Patient Distress (DV) 

Step 1 
(fi) 

Step 2 
(6) 

Step 3 
(6) 

AR' 

Patient PB 39** .42** .28* 
Spouse PB .18 .10 .04 14** 
Patient X Spouse PB .14 .15 .19 
Patient Partner-Focus -.25* -.29** 
Spouse Partner-Focus -.08 -.09 
Pt Partner-Focus X Sp -.21 -.17 

.12* 
Partner-Focus 

.12* 

Patient PB X Partner-Focus .01 -.04 
Spouse PB X Partner-Focus .15 .15 
Patient NYHA Class 42*** 

Spouse Distress (DV) 
Patient PB .12 .15 .10 
Spouse PB .36** .34* .32* .11 
Patient X Spouse PB .01 .00 .02 

Patient Partner-Focus .07 .06 
Spouse Partner-Focus -.10 -.11 
Pt Partner-Focus X Sp -.03 -.01 

.03 Partner-Focus .03 

Patient PB X Partner-Focus -.11 -.13 
Spouse PB X Partner-Focus .03 .03 

Patient NYHA Class .16 .02 
Note. *=p<.05; **=p<.01; ***=p<.001. 
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Table 6 
Patient and Spouse Distress (PANAS) in General Context 

Patient Distress (DV) 

Step 1 
(B) 

Step 2 
(6) 

Step 3 
(fi) 

<1 

Patient PB 51*** .53*** .43** 
Spouse PB -.01 -.04 -.08 
Patient X Spouse PB .04 .04 .07 
Patient Partner-Focus -.10 -.12 
Spouse Partner-Focus .03 .03 
Pt Partner-Focus X Sp -.25* -.22 .07 

Partner-Focus 
.07 

Patient PB X Partner-Foe us .01 -.02 
Spouse PB X Partner-Focus -.07 -.07 
Patient NY HA Class .33** 09** 

Spouse Distress (DV) 
Patient PB .15 .18 .15 
Spouse PB .38** .34* .32* .13* 
Patient X Spouse PB .04 .02 .03 

Patient Partner-Focus -.03 -.04 
Spouse Partner-Focus -.09 -.10 
Pt Partner-Focus X Sp .05 .06 

.08 
Partner-Focus 

.08 

Patient PB X Partner-Focus -.25* -.26* 
Spouse PB X Partner-Focus .10 .10 
Patient NY HA Class .10 .01 

Note. *=p<.05; **=p<.01; ***=p<.001. 
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Table 7 
Patient and Spouse Distress (PANAS) in Specific Situation 

Patient Distress (DV) 

Step 1 
(6) 

Step 2 
(B) 

Step 3 
(6) 

AR^ 

Patient PB .26* .31* .24 
Spouse PB -.14 -.19 -.25 .20** 
Patient X Spouse PB .32* _44** .41** 

Patient Partner-Focus -.15 -.22 
Spouse Partner-Focus .26 .27 
Pt Partner-Focus X Sp -.09 -.03 

.09 
Partner-Focus 

.09 

Patient PB X Partner-Focus -.09 -.14 
Spouse PB X Partner-Focus .04 .13 
Patient NY HA Class .11** 

Spouse Distress (DV) 
Patient PB .21 .28* .24 
Spouse PB -.05 -.04 -.07 .08 
Patient X Spouse PB .16 .25 .23 
Patient Partner-Focus -.34* -.38** 
Spouse Partner-Focus -.01 -.00 
Pt Partner-Focus X Sp .21 .25 

.18* 
Partner-Focus 

.18* 

Patient PB X Partner-Focus -.08 -.11 

Spouse PB X Partner-Focus .23 .27 
Patient NYHA Class .21 .03 

Note. *=p<.05; **=p<.01. 
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Table 8 
Marital Quality as a Potential Moderator of PB Measures and Patient Distress (PANAS) 
in Specific Situation 

Step 1 Step 2 Step 3 
Low Marital Quality Couples (6) (6) (B) 

Patient Distress (DV) 

Patient PB .11 .09 .04 
Spouse PB -.14 -.35 -.32 
Patient X Spouse PB .39 .59* .57** 

Patient Partner-Focus -.22 -.38 
Spouse Partner-Focus .61** .67** 
Pt Partner-Focus X Sp -.17 -.08 

Partner-Focus 
Patient PB X Partner-Focus .09 -.04 
Spouse PB X Partner-Focus -.12 -.05 
Patient NYHA Class .45* 

High Marital Quality Couples 
Patient Distress (DV) 

Patient PB .42* .42* .36 
Spouse PB -.18 -.12 -.26 
Patient X Spouse PB .22 .20 .19 

Patient Partner-Focus -.29 -.30 
Spouse Partner-Focus -.15 -.15 
Pt Partner-Focus X Sp .20 .24 

Partner-Focus 
Patient PB X Partner-Focus -.26 -.21 
Spouse PB X Partner-Foe us -.12 .02 
Patient NYHA Class .34 

Note. *=p<.05; **=p<.01. 
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APPENDIX B: FIGURES 

Figure 1 
Mean-levels of PB Behavior across Contexts, Roles, and Perspectives 

3.2. 
• Own PB 
• Partner PB 

b 
O 
u 

Patient Spouse Patient Spouse 

General Specific situation 
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Figure 2 
Mean-levels of PB Behavior across Contexts, Illness Severity, and Patient Sex 

• General Context 

• Specific Context 

P 2.8-

Male Patient Female Patient 
Couples Couples 

High Severity 

Male Patient Female Patient 
Couples Couples 

Low Severity 
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Figure 3 
Mean-levels of Protective Intentions across Contexts, Roles, and Patient Sex 

•Male Patient Couples 

•Female Patient Couples 

Patient Spouse 

General 

Patient Spouse 

Specific situation 
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APPENDIX C; MEASURES 

Issue menu: Sample topics a couple might like each other to handle differently 

A Sample of Issues 
Couples Sometimes Find Stressful or Difficult to Agree Upon 

a. What to eat 

b. How much to exercise 

c. Taking medications 

d. Keeping good health habits (smoking, drinking, etc.) 

e. Monitoring weight, medical symptoms, etc. 

f. Managing medical crises 

g. Dealing with the doctors and nurses 

h. Dealing with the medical bureaucracy 

i. Managing finances 

j. Relations with children or other family members 

k. Spending time with friends or in activities away from home 

1. How to have fun 

m. How much time to spend together 

n. Taking advice from other people 

o. Household chores and maintenance 

p. Traveling 
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Protective Buffering Scale (from Suls et al., 1997): General context 

Coping with partner 

Next we are interested in things you have done in the past month to deal with your spouse 
or partner concerning issues arising from your heart condition. To what extent have you 
done the following? 

never sometimes very often 

1. Deny or hide my anger 1 2 3 4 5 

2. Deny or hide my worries 1 2 3 4 5 

3. Avoid disagreeing with my partner 1 .2 3 4 5 

4. Give in more in arguments with my partner 1 2.. 3 4 5 

5. Act more positive than I feel 1 2 3 4 5 

6. Avoid talking about things 1 2 3 4 5 

7. Withhold potentially upsetting information I 2 3 4 5 

8. In doing these things, to what extent have you wanted or intended to protect your 
partner from feeling bad or distressed? 

1 2 3 4 5 
not at all somewhat very much 

9. In doing these things, to what extent have you wanted to protect yourself from feelins 
bad or distressed? 

1 2 3 4 5 
not at all somewhat very much 

Now please tell us how often it seemed that your partner did each of the following in 
relation to you during the past month. 

never sometimes very often 

1. Denied or hid his/her anger 1 2 3 4 5 

2. Denied or hid his/her worries... 1 2 3 4 5 

3. Avoided disagreeing with me 1 2 3 4 5 

4. Gave in more during arguments with me 1 2 3 4 5 

5. Acted more positive than he/she felt 1 2 3 4 5 

6. Avoided talking about things 1 2 3 .4 5 

7. Withheld potentially upsetting information 1 2.. 3 4 5 
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Protective Buffering Scale: Specific situation 

Coping with partner 

Now describe how much you did the following in relation to vour partner. 

1 2 3 4 5 
not at all somewhat very much 

I . Denied or hid my anger. 

2. Denied or hid my worries. 

3. Avoided disagreements with my partner. 

4. Gave in during arguments with my partner. 

5. Acted more positive than I felt. 

6. Avoided talking about things. 

7. Withheld potentially upsetting information. 

And how much did your partner do each of these things in relation to you? 

8. Denied or hid his/her anger. 

9. Denied or hid his/her worries. 

10. Avoided disagreements with me. 

11. Gave in during arguments with me. 

12. Acted more positive than he/she felt. 

13. Avoided talking about things. 

14. Withheld potentially upsetting infonnation. 

15. To what extent did you try to protect your partner from feeling bad or distressed in 
this situation? 

1 2 3 4 5 6 7 
not at all somewhat very much 

16. In dealing with your partner, to what extent did you want to protect yourself from 
feeling bad or distressed? 

12 3 4 5 6 7 
not at all somewhat very much 
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Protective Buffering Scale: Marital interaction task 

Now describe how much you did the following during the interaction, in relation to your 
partner. 

1 2 3 4 5 
not at all somewhat very much 

1. Denied or hid my anger. 

2. Denied or hid my worries. 

3. Avoided disagreements with my partner. 

4. Gave in during arguments with my partner. 

5. Acted more positive than I felt. 

6. Avoided talking about things. 

7. Withheld potentially upsetting information. 

And how much did your partner do each of these things in relation to you? 

8. Denied or hid his/her anger. 

9. Denied or hid his/her worries. 

10. Avoided disagreements with me. 

11. Gave in during arguments with me. 

12. Acted more positive than he/she felt. 

13. Avoided talking about things. 

14. Withheld potentially upsetting information. 

15. To what extent did you try to protect your partner from feeling bad or distressed in 
this situation? 

1 2 3 4 5 6 7 
not at all somewhat very much 

16. In dealing with your partner, to what extent did you want to protect yourself from 
feeling bad or distressed? 

1 2 3 4 5 6 7 
not at all somewhat very much 
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PANAS (from Watson et aL, 1988): General context 

Positive and Negative Feelings 

This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then tell me to what extent you have felt this wa\ during the past 
month. 

1 
very slightly 
or not at all 

2 3 4 5 
a little moderately quite a bit extremely 

. interested 

. distressed 

, excited 

. upset 

strong 

. guilty 

. scared 

. hostile 

enthusiastic 

. irritable 

. alert 

. ashamed 

. inspired 

.nervous 

. determined 

. attentive 

Jittery 

active 

proud afraid 
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PANAS: Specific situation 

Positive and Negative Feelings 

This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then tell me to what extent you felt this way during the situation 
we've been discussing. 

1 2 3 4 5 
very slightly a little moderately quite a bit extremely 
or not at all 

interested irritable 

distressed alert 

excited ashamed 

upset inspired 

strong nervous 

guilty determined 

scared attentive 

hostile jittery 

enthusiastic active 

proud afraid 
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PAN AS: Marital interaction task 

Reactions To Couple Interaction Task 

Use numbers from the scale belo w to indicate how you felt during the brief interaction 
you and your partner just had. Please write a number from I to 5 in each of the spaces 
provided. 

12 3 4 5 
very slightly a little moderately quite a bit extremely 
or not at all 

, interested 

, distressed 

. excited 

upset 

strong 

. guilty 

.scared 

. hostile 

enthusiastic 

. irritable 

. alert 

. ashamed 

. inspired 

. nervous 

. determined 

. attentive 

Jittery 

active 

proud afraid 
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Hopkins Symptom Checklist (HSCL-25; from Heshbacher et al., 1978) 

Listed below are some symptoms of stress and strain that people sometimes have. Please 
read each one carefully and circle the number that best reflects how much that symptom 
has bothered you during the past four weeks. 

Not at all 

Suddenly scared for no reason 

Feeling fearful 

Faintness, dizziness, or weakness 

Nervousness or shakiness inside 

Heart pounding or racing 

Trembling 

Feeling tense or keyed up 

Headaches 

Spells of terror or panic 

Feeling restless, can't sit still 

Feeling low in energy, slowed down-

Blaming yourself for things 

Crying easily 

Loss of sexual interest or pleasure 

Poor appetite 

Difficulty falling or staying asleep 

Feeling hopeless about the future 

Feeling blue 

Feeling lonely 

Feeling trapped or caught 

Wonying too much about things 

Feeling no interest in things 

Thoughts of ending your life 

Feeling everything is an effort 

Feeling worthless 

A little 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

Quite a bit Extremely 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

.3. 

A 

..4 

..4 

..4 

..4 

..4 

,.4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 

..4 
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Relationship Satisfaction (from Hendrick, 1988) 

How well do you feel your partner meets your needs? 

Low satisfaction 1 2 3 4 5 High satisfaction 

In general, how satisfied are you with your relationship? 

Low satisfaction 12 3 4 5 High satisfaction 

How good do you feel your relationship is compared to most? 

Low satisfaction 1 2 3 4 5 High satisfaction 

How often do you wish you hadn't gotten into this relationship? 

Never 1 2 3 4 5 Always 

To what extent does your relationship meet your original expectations? 

Low satisfaction 1 2 3 4 5 High satisfaction 

How much do you love your partner? 

Very little 1 2 3 4 5 Very much 

How many problems are in your relationship? 

Very little 1 2 3 4 5 Very many 
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Constructive Communication Scale (from Heavey et al., 1996) 

We are interested in how you and your partner typically deal with problems in your 
relationship. Please rate each item on a scale from 1 = very unlikely to 7 = very likely. 

Very Very 
Unlikely Likely 

WHEN SOME PROBLEM IN THE RELATIONSHIP ARISES; 

Both members avoid discussing the problem 1 2 3 4 5 6 7 

*Both members try to discuss the problem 1 2 3 4 5 6 7 

DURING A DISCUSSION OF A RELATIONSHIP PROBLEM 

**Both members blame, accuse, and criticize each other 1. 

*Both members express their feelings to each other 1, 

*Both members suggest possible solutions and compromises 1 

**Man calls Woman names, swears at her, or 
attacks her character 1 2.... 3. 

**Woman calls Man names, swears at him, or 
attacks his character 1 2.... 3. 

Man expresses feelings while Woman offers reasons 
and solutions 1 2....3. 

Woman expresses feelings while Man offers reasons 
and solutions 1 2.... 3. 

2.. 3 4 6 7 

2.. 3 4 5 6 7 

2.. ..3... ..4... ...5 .. ...6.. ...7 

2.. ..3... 4 5 6 7 

*Constructive communication items 
**Destructive communication items 
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APPENDIX D; ADDITIONAL TABLES 

Table D1 
Mean-levels of PB Behavior across Contexts, Roles, and Perspectives 

Patient Spouse 
Context Own PB Partner's PB Own PB Partner's PB 

General 2.86 (.89) 2.63 (.81) 2.99 (.91) 2.82 (.85) 
Specific Situation 2.45 (.90) 2.22 (.82) 2.29 (.96) 2.42 (.92) 
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Table D2 
Mean-levels of Protective Intentions across Contexts and Roles 

Patient Partner-focused Spouse Partner-focused 
Protection Protection 

General context .82(1.71) .85 (1.22) 
Specific situation .05 (1.54) .35 (1.60) 
Note. A more positive score denotes more partner-focused intentions to protect. A more 
negative score denotes more self-focused intentions to protect. 
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