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Abstract This study examined the relationship between
communication avoidance of cancer-related topics with
psychological distress, and the mediating role of coping
strategies, in women with breast cancer. Women diagnosed
with breast cancer (N = 338) completed an online survey
including measures of self- and perceived-partner com-
munication avoidance, psychological distress (depression,
anxiety and stress), and coping strategies. Linear regression
analyses indicated that women’s and perceived-partner’s
communication avoidance was associated with anxiety,
depression, and stress in the cancer-affected women.
Bootstrapping analyses showed significant mediation ef-
fects of self- and perceived-partner communication avoid-
ance on all distress outcomes through greater
disengagement coping, and on anxiety through lower en-
gagement coping. Emotionally valenced topics (i.e., dis-
ease progression and sexuality) were most avoided and
practical issues were least avoided. Enhancing couple
communication about cancer and women’s adaptive coping
skills (i.e., discourage use of disengagement coping
strategies and promote use of engagement coping strate-
gies) may be important targets for psychosocial interven-
tion.
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Introduction

Breast cancer is a heterogeneous disease with a highly
variable clinical course (Stanton & Revenson, 2011) pre-
senting affected women with myriad physical and psy-
chosocial stressors (Goldsmith et al., 2008; Manne & Badr,
2008). Surgery interventions are often invasive and painful
and can result in bodily changes that compromise a
woman’s self-esteem and identity and interfere with her
sexual functioning (Bartula & Sherman, 2013; Przezd-
ziecki et al., 2013). Established adjuvant treatments such as
radiotherapy, chemotherapy, and hormone therapy are
often accompanied by long-lasting side effects, such as
fatigue, pain, and nausea (Gho et al., 2013). These treat-
ments can significantly impair functioning and disrupt a
woman’s social and family roles, challenging her au-
tonomy (Hilton et al., 2000). Intrusive thoughts about
disease recurrence or progression are also common, given
the considerable uncertainty regarding treatment efficacy
and cancer prognosis (Stanton & Revenson, 2011). Not
surprisingly, a substantial proportion of women diagnosed
with breast cancer experience elevated psychological dis-
tress in the form of anxiety, depression, and stress many
years after diagnosis and treatment (Bower, 2008). A re-
cent meta-analysis of 43 cohort studies involving over
11,000 breast cancer patients, found the prevalence of
clinical depression was 11 % on the basis of diagnostic
interviews, and 20 % as measured by self-report interviews
(Krebber et al., 2014). Similarly, the prevalence of anxiety
disorders among long-term cancer survivors generally has
been estimated at 17.9 % (Mitchell et al., 2013).
Research focused on interpersonal dynamics points to
the importance of couple communication in women’s
psychological adjustment to breast cancer (for review, see
Goldsmith et al., 2008). Women dealing with this serious
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illness often need to talk about their cancer-related
thoughts, feelings, and concerns with close others to
navigate their illness experience (Lepore & Revenson,
2007; Stanton & Revenson, 2011). Given that spouses are
often identified by women with breast cancer as the most
important source of social support (Manne et al., 2003), it
is not surprising that many women desire to talk with their
partners about different aspects of their illness (Mallinger
et al., 2006; Manne et al., 2005).

Sparse but emerging literature in this area (Donovan-
Kicken & Caughlin, 2011; Goldsmith & Miller, 2013;
Goldsmith et al., 2008; Manne & Badr, 2008; Manne et al.,
2006) has identified key communication factors associated
with women’s psychological distress. Mutually construc-
tive communication (i.e., open discussion of cancer-related
topics and expression of feelings) has been associated with
greater relationship satisfaction and less anxiety and de-
pression symptoms for both the woman and her partner
(Manne et al., 2006), whereas avoidant communication
between spouses has been associated with higher levels of
anxiety and depression (e.g., Donovan-Kicken & Caughlin,
2011; Figueiredo et al., 2004; Lepore & Revenson, 2007,
Manne & Badr, 2008; Manne et al., 2006) and lower re-
lationship satisfaction (Donovan-Kicken & Caughlin,
2010) in women with breast cancer. Research, however,
suggests some couples find it difficult to communicate
openly and sensitively about breast cancer-related concerns
(Goldsmith & Miller, 2013; Goldsmith et al., 2008) for
various reasons, such as to protect oneself or one’s partner
from the discomfort of discussing difficult cancer-related
topics, prevent futile or unproductive discussions, and to
maintain normality and optimism (Goldsmith et al., 2008).
Some women also avoid cancer-related discussions with
their spouses due to experiencing unsupportive partner
responses (Manne et al., 2005) that may be overt and co-
ercive (e.g., spouses criticising how a woman is coping
with her breast cancer or directly undermining the severity
of her illness), or diffused and subtle in nature, such as
changing the topic when a woman starts talking about a
cancer-related concern (Lepore & Revenson, 2007).

Prior research (e.g., Lewis et al., 2008; Weihs et al,,
2008) has tended to use global abstract evaluative ques-
tions, such as “have you been able to talk about your
feelings and problems with your partner in the last
2 weeks?” or “do you frequently discuss your illness with
your spouse?”, to assess communication between couples.
These questions lack specificity and sensitivity and have
the disadvantage of eliciting responses more reflective of a
woman’s general relationship satisfaction with her partner
than actual enacted communication behaviours (Goldsmith
& Miller, 2013). Some studies have found conflicting re-
sponses from participants who report using open commu-
nication with their partners in response to global evaluative
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questions, but then report engaging in high unsupportive
and avoidant responses when discussing specific cancer-
related topics (e.g., Caughlin et al., 2011; Goldsmith et al.,
2008). Furthermore, most previous research has not con-
sidered that communication may vary across cancer topics
and between partners (Goldsmith & Miller, 2013).

Another limitation of past work is the lack of empirical
research examining potential mechanisms that may explain
the association between avoidant spousal communication
and women’s psychological distress (Donovan-Kicken &
Caughlin, 2011; Manne et al., 2005, 2010). A useful the-
oretical framework for understanding this relationship is
the transactional stress and coping paradigm which pro-
poses that an individual’s adaptation to a stressor will vary
according to how one cognitively and behaviourally man-
ages the demands posed by the stressor (Folkman &
Moskowitz, 2004). Coping strategies can be organised into
two broad categories: engagement or disengagement cop-
ing strategies (Kvillemo & Branstrom, 2014). Engagement
coping strategies are defined as active, direct, goal-oriented
responses to either reduce the impact of a stressor itself or
influence one’s emotional responses or efforts to adapt to
the stressor (Tobin et al., 1989). Engagement coping
strategies include problem solving, acceptance, seeking
support, planning, and positive reframing. Disengagement
coping strategies, in contrast, are coping efforts that focus
attention away from the stressor or one’s thoughts and
feelings about the stressor, and includes emotional, cog-
nitive, and behavioural avoidance strategies such as denial,
substance use, and self-blame. Use of engagement coping
strategies by women with breast cancer has been associated
with lower psychological distress, whereas use of disen-
gagement coping strategies has been associated with higher
levels of psychological distress (Donovan-Kicken &
Caughlin, 2011; Kim et al., 2010).

Avoiding talk about cancer between spouses may increase
a woman’s psychological distress by impeding her coping
efforts (Donovan-Kicken & Caughlin, 2011). A woman who
avoids sharing cancer-related thoughts, feelings, and con-
cerns with her partner may have fewer opportunities to re-
ceive validation and gain helpful perspectives to help her
navigate her illness experience (Lepore & Revenson, 2007;
Munro et al., 2014; Porter et al., 2005); thereby increasing
her propensity to adopt disengagement coping strategies,
such as denial, self-blame and behavioural disengagement,
exacerbating her psychological distress (Donovan-Kicken &
Caughlin, 2011; Lepore & Revenson, 2007). Commonly
adopted functional coping behaviours, such as problem-
solving, and seeking instrumental and emotional support, are
also fundamentally communicative and may offer little
benefit or may even be detrimental to the woman when they
are enacted without discussion of cancer-related content
(Donovan-Kicken & Caughlin, 2011).
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Most research in this area has treated coping and com-
munication processes as independent predictors of psy-
chological distress (e.g., Scott et al., 2004) without any
consideration for potential mediating effects of coping on
the communication—distress relationship. Only one study to
date (based in the US, N = 140) has explored possible
mediating mechanisms in the breast cancer context, con-
cluding that avoidant communication by cancer-affected
women can have significant indirect effects on their psy-
chological distress through greater use of self-blame and
less use of emotional support (Donovan-Kicken &
Caughlin, 2011). That is, the more a woman avoids talking
about cancer-related matters with her spouse, the more
likely she is to blame herself for her ill health and the less
likely she is to reach out to others for emotional support.
Both self-blame and lower use of emotional support were
associated with greater psychological distress.

The present study aimed to extend this work by exam-
ining in the breast cancer context the association of patient-
reported communication avoidance of specific cancer-re-
lated topics, as well as perceived partner avoidance of these
topics, with women’s coping and psychological distress.
Partner communication is important as couple communi-
cation is a transactional process and both the woman and
her partner’s responses can reciprocally influence each
other’s interactions (Lepore & Revenson, 2007). We hy-
pothesised that communication avoidance by the cancer-
affected woman and her partner would be associated with
her greater depression, anxiety and stress. In addition, it
was predicted that both the woman’s and her perceived
partner’s communication avoidance would be associated
with her psychological outcomes, with effects mediated by
her greater use of disengagement coping strategies and less
use of engagement strategies. A further aim was to evaluate
and characterise the degree of communication avoidance of
specific cancer-related topics by the cancer-affected
women and their spouses.

Methods
Sample and procedures

Individuals eligible for study participation were: (1) fe-
male; (2) over 18 years of age; (3) previously diagnosed
with Ductal Carcinoma in Situ (DCIS), or primary stage I,
II or III breast cancer within the past 5 years; (4) in a
committed relationship with a partner before the breast
cancer diagnosis; (5) currently in a relationship and/or
cohabiting with the same partner; and, (6) fluent in English.
Participants completed the study questionnaire online.
Women previously diagnosed with breast cancer or DCIS
were approached for study participation through an Aus-

tralian community-based breast cancer consumer or-
ganisation, the Breast Cancer Network of Australia
(BCNA). An e-mail invitation was sent by a contact person
within the BCNA to 885 members who had previously
agreed to receive notifications about research studies. It
was the responsibility of the women who received the
e-mail to determine their eligibility for the study. A total of
338 women agreed to participate. Following online con-
sent, participants anonymously completed the question-
naire which took <20 min to complete. The conduct of this
research was approved by the Macquarie University Hu-
man Research Ethics Committee.

Measures
Communication avoidance

Communication avoidance was assessed using a seven-
subscale measure reflecting different cancer-related topics
(Donovan-Kicken & Caughlin, 2010) that have been
identified as important concerns for women with breast
cancer (Figueiredo et al., 2004; Goldsmith et al., 2008).
The measure was validated on a sample of breast cancer
patients for clarity and completeness (Donovan-Kicken,
2008; Donovan-Kicken & Caughlin, 2011). The Death
subscale focuses on end of life matters, such as possibility
of disease recurrence and future plans (eight items; e.g.,
“the possibility of the cancer coming back after treat-
ment”; oo = .93 for women and o = .94 for partners).
Treatment includes items about aspects of medical treat-
ments (five items; e.g., “side effects from medical treat-
ments”; o = .91 for women and o = .93 for partners).
Sexuality addresses intimacy and body image concerns
(four items; e.g., “physical intimacy”; oo = .93 for women
and o = .95 for partners). Being a burden includes items
about added stressors related to finances, household con-
tribution, and care-taking responsibilities (eight items, e.g.,
“ability to do household chores”; oo = .90 for women and
o = .93 for partners). Feeling includes items about ex-
pression of concerns and fears related to breast cancer (ten
items; e.g., “aspects of cancer and treatment that makes me
nervous”; oo = .94 for women and o = .96 for partners).
Relating includes questions about relationship satisfaction
and communication (five items, e.g., “how well we are
getting along”; oo = .91 for women and o = .95 for part-
ners) and Healthcare addresses experiences with health
care providers (four items, e.g., “interactions with my
physicians”; o = .96 for women and o = .98 for partners).
The women rated on a five-point Likert-type scale
(1 = “strongly disagree” to 5 = “strongly agree”) the
extent to which they generally avoided discussing various
cancer-related topics with their spouse (e.g., “I avoid
talking to my partner about plans for the future”), and the

@ Springer



568

J Behav Med (2015) 38:565-577

extent to which they perceived their partners avoided dis-
cussing cancer-related topics with them (e.g., “my partner
avoids talking to me about plans for the future”). Item
scores were aggregated and averaged to create topic sub-
scale scores. Composite measures of general self- and
perceived-partner communication avoidance were created
by averaging the respective subscale scores (Goldsmith &
Miller, 2013). Scores for the composite measure can range
from 1 to 5, with higher scores reflecting greater commu-
nication avoidance about cancer. Prior research indicates
sufficient evidence for the reliability of this measure be-
tween parent and child, romantic and friendship dyads
(Caughlin & Afifi, 2004; Donovan-Kicken & Caughlin,
2010, 2011). In the present study, internal consistency for
these scales was .98 (self) and .98 (partner), respectively.

Psychological distress

The 21-item short form of the Depression, Anxiety and
Stress Scale self-report questionnaire (DASS-21; Lovibond
& Lovibond, 1996) was used to assess psychological dis-
tress over the previous week. Each scale was measured
with items using a four-point Likert-type scale, ranging
from O (“did not apply to me at all”’) to 3 (“applied to me
very much, or most of the time”). The DASS has
demonstrated good psychometric properties among cancer
(o0 = .98; Beatty et al., 2010) and community populations
(Crawford & Henry, 2003). In the present study, internal
consistency was high for all subscales («x = .88 Depres-
sion; « = .81 Anxiety; oo = .89 Stress).

Coping

The Brief COPE (Carver, 1997) was used to assess wom-
en’s engagement in coping styles to manage their breast
cancer. Cognitive and behavioural coping style was
assessed by 28 items reflecting coping styles of: self-dis-
traction, active coping, denial, substance use, emotional
support, instrumental support, behavioural disengagement,
venting, positive reframing, planning, humor, acceptance,
religion, and self-blame. Each coping response was asses-
sed with two items. Respondents were instructed to rate the
general frequency of their engagement of these 14 coping
styles in relation to their breast cancer diagnosis, using a
four-point Likert-type scale, ranging from “I haven’t been
doing this at all” (1) to “I’ve been doing this a lot” (4).
Subscale scores were created from mean scores of the
items contained within each subscale. There is evidence
that the factor structure of coping measures, such as the
Brief COPE, differs somewhat by the population under
investigation (Kvillemo & Brinstrom, 2014). Moreover,
consensus on the higher-order categorisation of coping
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subscales has not yet been achieved due to the heteroge-
neous nature of the existing breast cancer-related research
(e.g., Silva et al., 2012; Yang et al., 2008). To address these
difficulties as well as the large number of related, but
distinct, subscales of the Brief COPE (Kvillemo & Brin-
strom, 2014), exploratory factor analysis (EFA) was con-
ducted to identify the underlying constructs of the 14
coping strategies using the maximum likelihood method.
The EFA resulted in a Kaiser—Meyer—Olkin measure of
sample adequacy of .76 and a Bartlett’s test of sphericity
being significant at .001. EFA using oblimin rotation was
then conducted to achieve a simpler structure with greater
interpretability. Consistent with previous studies (Kershaw
et al., 2004; Yang et al., 2008), a two-factor structure was
supported when examined for interpretability, parsimony,
magnitude of loadings and an adequate model of fit (root
mean square error of approximation = .06). One factor,
labelled “Engagement coping” included 14 items
(o0 = .84) assessing seven coping strategies: seeking emo-
tional support, instrumental support, planning, active cop-
ing, positive reframing, acceptance, and use of religion.
The second factor, labelled “Disengagement coping”
(o = .77) included four strategies: self-blame, substance
use, behavioural disengagement, and denial. Factor scores
were created by averaging the respective subscale scores.
Two coping strategies (humor and venting) did not load
adequately (<.30) into either of the factors and were sub-
sequently analysed as separate coping strategy subscales.
One coping strategy, self-distraction had high cross-load-
ings on both factors and was subsequently removed from
further analyses.

Physical functioning

Physical symptom distress, a documented predictor of
psychological distress among women with breast cancer
(Northouse et al., 2002), was assessed using the seven-item
Physical Well-Being Subscale of Functional Assessment of
Cancer Therapy self-report questionnaire (FACT-B; Cella
et al., 1993). The scale measured physical symptomatology
specific to the breast cancer experience over the previous
week. All items were rated using a 5-point Likert-type
scale, ranging from O (“not at all”) to 4 (“very much”).
Item scores were averaged with higher subscale scores
indicating greater physical functional wellbeing. Internal
consistency for the scale was high (o = .82).

Demographic characteristics
Information was gathered on the women’s demographic

and disease-related characteristics: age, country of birth,
educational level, marital status, relationship length, time
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since her primary breast cancer diagnosis, and information
about cancer treatments that she had received.

Statistical analyses

t Tests, correlation and one-way ANOVA analyses were
performed using SPSS (version 21; IBM Corp., 2012) to
examine the relationships between patient and partner
communication avoidance (overall and topic subscale) and
demographic and disease variables. To understand the role
of engagement and disengagement coping strategies be-
tween topic avoidance and psychological distress, separate
mediation analyses were conducted. Pearson’s correlations
were initially undertaken to identify any socio-demographic,
disease, and treatment variables that were significantly as-
sociated with psychological distress variables. All subse-
quent analyses adjusted for any such covariates. To test the
significance of the indirect effects, bootstrapping was per-
formed using the INDIRECT SPSS macro (Preacher &
Hayes, 2008). This approach is regarded as being more ro-
bust than the more well-known tests of indirect effects in
terms of power and Type I error rates (MacKinnon et al.,
2002; Preacher & Hayes, 2008), particularly for small and
moderate sample sizes (MacKinnon et al., 2004). In this
study, significance of indirect effect was indicated when the
95 % confidence interval (CI) derived from 5000 bootstrap
distributions did not include zero. A paired-samples ¢ test
was also conducted to compare use of engagement coping
and disengagement coping by the cancer-affected women.

Results
Sample description

Participants were 338 Australian women who had previ-
ously been diagnosed with breast cancer. Sample charac-
teristics are displayed in Table 1. The mean age of the
women was 53.5 years (SD = 9.22, range 28 to 81). The
women on average were diagnosed with breast cancer
35.9 months prior to study entry (SD = 24.24,
range = 6-213), and reported having been in a relationship
for 25.9 years (SD = 13.12, range 1.8-63 years). Mean
depression, anxiety, and stress scores for the overall sample
were within the normal ranges.

Communication avoidance

Bivariate associations between the main variables of interest
are displayed in Table 2. Relationship length was negatively
correlated with women’s level of communication avoidance
scores (r= —.13, p <.05). Physical wellbeing was
negatively correlated with both women’s (r = —.20, p < .05)
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Table 1 Sample demographic characteristics (N = 338)
%o N

Country of birth

Australia and New Zealand 79.3 268

Great Britain/Ireland 13.9 47

Asia .6 2

Europe 2.6 9

America (North and South) 1.8 6

Africa 1.8 6
Education

<12 years 16.5 56

12 years 9.8 33

Vocational training 28.4 96

University bachelor’s degree 30.8 104

Masters/doctoral degree 14.5 49
Stage of disease

DCIS 17.5 59

Grade 1 17.2 58

Grade 2 30.2 102

Grade 3 28.7 97

Don’t know 6.6 22
Treatment

Mastectomy 54.8 185

Chemotherapy 74.2 251

Radiation therapy 73.6 249

and perceived partner avoidance communication scores
(r = —.17,p < .05). The correlation coefficient between self-
and perceived-partner communication avoidance was
r = .83. Paired samples ¢ tests were used to examine differ-
ences in levels of self- and perceived-partner communication
avoidance. Results of these analyses indicated that women
reported significantly higher levels of perceived partner
communication avoidance than their own communication
avoidance with their spouses; #(337) = 8.37, p < .0001.

One-way ANOVAs were conducted to examine whether
there were any differences in overall and subscale patient
and partner communication avoidance by disease stage. No
significant differences were found (p’s > .44). Independent
t tests were also used to examine whether cancer treatment
(women who have completed their cancer treatment vs.
women who have yet to commence their treatment) influ-
enced patient and partner communication avoidance
(overall and subscale) scores. None of these analyses were
significant (all p’s > .17).

Communication avoidance about specific cancer-
related topics

Bivariate associations between communication avoidance
of specific cancer topic and coping and distress outcomes

@ Springer



570

J Behav Med (2015) 38:565-577

Table 2 Means, SDs, Cronbach’s alphas and correlations between main study variables

Variables 1 2 3 4 5 6 7

1. Age (years) -

2. Education (years) —.12%* -

3. Time since diagnosis (months) 22%% —.12% -

4. Relationship length (years) .58* —.16%* 2% -

5. Physical wellbeing .10 —.04 .07 3% -

6. Communication avoidance by women —.02 .02 .01 —.13* —.20%* -

7. Partner communication avoidance .04 .04 .03 —.09 —.17%* .83%* -

8. Engagement coping —.09 A1* —.03 —-.02 —.04 —.23%* —. 17%*
9. Disengagement coping —.09 —.08 —.03 —.18%* —.17%* 31%* 31E*
10. Humor —.24%* —.04 .01 —.15%* .01 —.03 .05
11. Self-distraction —.04 —.01 —.01 —.03 —.12% 22%% 27%*
12. Venting —.11 .07 —.01 —.14% —.13* —-.07 —.04
13. Depression —.01 —.07 —.03 —.13% —.33%* 33 31F*
14. Anxiety —.01 —.06 .03 —.09 —.42%* 25%* 23%*
15. Stress —-.07 —.04 .01 —.15%* —.31%* 31 29%*
M 53.50 15.17 35.90 25.90 3.25 2.31 2.55
SD 9.20 4.02 2424 13.12 .67 .84 .95
Variables 8 9 10 11 12 13 14 15
1. Age (years)

2. Education (years)

3. Time since diagnosis (months)

4. Relationship length (years)

5. Physical wellbeing

6. Communication avoidance by women

7. Partner communication avoidance

8. Engagement coping -

9. Disengagement coping —.05 -

10. Humor A7HE 18k -

11. Self-distraction 26%* 20%* A7 -

12. Venting A1 5% 5% 18 -

13. Depression —.19%* AT .02 14%* .09 -

14. Anxiety —.05 S —.02 18 .10 ST -

15. Stress -.07 A4 .07 25%* 16%* 65%* 0% -
M 2.69 1.38 2.10 2.54 2.03 6.58 4.71 9.91
SD .56 43 97 .90 .70 3.57 3.02 4.01
N = 338

* Correlation is significant at the .05 level (two-tailed)
*## Correlation is significant at the .01 level (two-tailed)

are shown in Table 3. Overall, cancer-affected women re-
ported moderately low levels of communication avoidance
with their spouses (M = 2.31, SD = .84, range 1-5).
Average ratings on each topic subscale for the women
ranged from 1.84 to 2.65. The highest rated subscales were
“expression of cancer-related feelings” which had an av-
erage rating of 2.65, followed by “concerns about sexu-
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ality” (M = 2.62) and “concerns about disease progression
and death” (M = 2.50). The lowest rated subscale was
“experiences with health care providers” which had an
average rating of 1.84, followed by “cancer treatment”
(M = 1.95). The average score for overall partner com-
munication avoidance was 2.55 (SD = .95, range 1-5).
Average ratings on each subscale ranged from 2.05 to 3.10.
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Table 3 Correlations between communication avoidance of specific cancer topics with coping and distress variables

Breast cancer concerns M SD Engagement  Disengagement Humour Self- Venting Depression Anxiety Stress
coping coping distraction
Communication avoidance by women
Disease progression/death 2.50 1.02 —.21** 24%%* —.09 19%* —-.07 27F* 18%* 2%
Cancer treatment 1.95 .89 —.17%* 24 —.04 2% —.08 27 21%%  26%*
Sexuality 262 1.18 —.21%* 28 —.03 18 —.08 30%* 21%%  20%*
Being a burden 227 .87 —.18%* 27 -.03 23%% -.07 33k 26%F Q9%
Cancer-related feelings 2.65 .99 —.18** 31 -.01 23%% —-.04  28%* 22%%F 6%
Communication and 2.38 1.02 —.22%* 22%* .02 23k —.04 33%* 2%k QTFk*
relationship concerns
Experiences with health care 1.84 .88 —.21%* 29%* .01 2% —.05 22%* 22k D4k
providers
Partner communication avoidance
Disease progression/death 3.10 1.06 —.15%* 27F* .05 209%% .01 20%%* 20%* 26%*
Cancer treatment 227 1.02 —.14* 27 .04 22%% —.03 23%* 20%%  25%*
Sexuality 273 1.22 —.14%* 22 .06 215 —.05 24 A8 20%*
Being a burden 244 98 —.14%* 20%% .03 26%% —.06 32%%* 25%%  32%*
Cancer-related feelings 2.67 1.07 —.18** 32%%* .05 27H% —.01 20%%* 201#F 2T**
Communication and 2.61 1.17 —.14%* 25%* .04 22%* —.02 31%* 22%%  DREE
relationship concerns
Experiences with health care ~ 2.05 1.03 —.15%* 31k .02 6% —.06 20%* A8 23
providers
Ratings on a five-point scale, from 1 = “strongly disagree” to 5 = “strongly agree”
* Correlation is significant at the .05 level (two-tailed)
** Correlation is significant at the .01 level (two-tailed)
Fig. 1 Graphic representation
of the mediation model Engagement
Coping (M)
a’ b’
c’
Communication > Psychological
Avoidance (IV) - > Distress (DV)
ay by
Disengagement
Coping (Mz)
Communication ¢ N Psychological
Avoidance (IV) " Distress (DV)

The highest rated subscales were “concerns about disease
progress/death” which had an average rating of 3.10, fol-
lowed by “concerns about sexuality” (M = 2.73), and
“expression of cancer-related feelings” (M = 2.67). The
lowest rated subscale was “experiences with health care
providers”, which was rated 2.05, followed by “cancer

treatment” (M = 2.27). Correlations of communication
avoidance subscales with the coping and distress outcomes
indicated that all topic subscales showed similar patterns of
strength and direction with each of the indices of coping
and psychological distress outcomes, and were generally
small to moderate in size (see Table 3).
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Table 4 Tests of the potential mediating variables

Effect of IV on MV (a path)

Effect of MV on DV (b path)

Direct effect (¢’ path)

Total effect (¢ path)

B P B P B p B P

Women—depression

Engagement coping —.17 <.0001 —-1.72 .01 2.37 <.0001 2.66 <.0001

Disengagement coping 15 <.0001 6.80 <.0001 1.66 <.0001 2.66 <.0001
Women—anxiety

Engagement coping —.17 <.0001 -.70 48 21 .01 22 .0006

Disengagement coping 15 <.0001 .80 <.0001 .10 .10 22 .0006
Women—stress

Engagement coping —.17 <.0001 —.16 .67 1.20 <.0001 1.22 <.0001

Disengagement coping 15 <.0001 3.27 <.0001 74 .01 1.22 <.0001
Partner—depression

Engagement coping —.11 .001 —-1.99 <.01 1.95 <.0001 2.16 <.0001

Disengagement coping 13 <.0001 6.92 <.0001 1.25 <.001 2.16 <.0001
Partner—anxiety

Engagement coping —.11 .001 —.09 34 .18 .001 .19 <.001

Disengagement coping 13 <.0001 .81 <.0001 .08 .14 .19 <.001
Partner—stress

Engagement coping —.11 .001 —.28 44 1.02 <.0001 1.05 <.0001

Disengagement coping 13 <.0001 3.29 <.0001 .62 <.01 1.05 <.0001

Indirect effect (a x b) Indirect effect (a x b) Physical wellbeing R?
B SE BC* 95% CI” B SE p
Lower Upper

Women—depression

Engagement coping .283¢ 12 .092 577 —2.73 .53 <.0001 .20

Disengagement coping .997¢ 25 .586 1.580 —-2.09 49 <.0001 34
Women—anxiety

Engagement coping 011 .02 —.020 .047 —.61 .08 <.0001 .20

Disengagement coping .118°¢ .03 .071 184 —-.54 .08 <.0001 .29
Women—stress

Engagement coping .026 .07 —.099 .160 —1.54 31 <.0001 .16

Disengagement coping 480° 12 287 766 —1.28 .29 <.0001 27
Partner—depression

Engagement coping 213¢ .09 .066 449 —2.86 .53 <.0001 .20

Disengagement coping 910° 22 .556 1.428 —2.19 49 <.0001 .33
Partner—anxiety

Engagement coping .010 .01 —.009 .038 —.62 .08 <.0001 .20

Disengagement coping .106° .02 .064 158 —.55 .07 <.0001 .29
Partner—stress

Engagement coping .030 .04 —.041 128 —1.59 31 <.0001 .16

Disengagement coping 433° .10 271 .664 —1.31 .29 <.0001 .26

IV communication avoidance, MV mediating variable, DV psychological distress; covariate, physical wellbeing

? Total and direct effects were for the single IV in each model

® Bias-corrected and accelerated confidence intervals based on 5000 bootstrap samples

¢ Confidence intervals that do not contain zero are deemed to be significant

@ Springer



J Behav Med (2015) 38:565-577

573

Mediation analyses of coping

Women’s communication avoidance and perceived partner
communication avoidance were positively correlated with
all measures of psychological distress and disengagement
coping, and negatively correlated with engagement coping.
Disengagement coping was positively correlated with all
three distress measures while engagement coping was
negatively correlated with only depression (Table 2). Of
the potential covariates examined (age, education, time
since diagnosis, stage of breast cancer, level of physical
wellbeing and current receipt of chemotherapy or radiation
therapy), only physical wellbeing significantly correlated
with all three distress outcomes and was included in sub-
sequent mediation analyses. Women reported using en-
gagement coping (M = 2.69, SD = .56) significantly more
than disengagement coping (M = 1.38, SD = .43);
#(337) = 33.62, p < .001.

The model for the regression analysis is illustrated in
Fig. 1. Table 4 provides results of the bootstrapping ana-
lyses. Disengagement coping was a significant mediator of
self- and perceived-partner communication avoidance on
all psychological distress variables, as the bias-corrected
bootstrap confidence interval (BCI) for the indirect effects
of disengagement coping based on 5000 bootstrap samples
were all above zero and positive. Engagement coping, on
the other hand, met criteria as a mediator between self- and
partner-communication avoidance on depression only
(95 % BCI .092-.577; 95 % BCI .066-.449, respectively).
In view of the significant associations between physical
symptoms and the communication, distress and coping
variables, we tested whether the magnitude and direction of
any of these indirect effects were moderated by women’s
level of physical wellbeing, using a moderated mediation
SPSS macro developed by Preacher et al. (2007). Physical
symptoms were not found to moderate any of the rela-
tionships between communication avoidance and distress
outcomes.

Discussion

Current understanding of how communication between
spouses may influence the psychological distress of indi-
viduals with chronic illness is limited. The present study
assessed the associations of patient-reported avoidance of
specific cancer-related topics, reports of partner avoidance
of these topics, and coping and psychological distress
among breast cancer survivors.

Utilising a multi-topic measure of communication
avoidance (Goldsmith & Miller, 2013), the results indi-
cated moderately low levels of communication avoidance
between spouses about cancer overall, but considerable

variability in how much women with breast cancer and
their spouses avoided discussing cancer-related topics with
one another. The women reported significantly higher
levels of perceived partner communication avoidance than
their own communication avoidance across all cancer
topics, raising the possibility that spouses may be less
comfortable sharing their cancer-related concerns than the
women themselves. The topics most avoided by the cancer-
affected women with their partners related to their feelings
about their breast cancer, sexuality concerns, and fears
about disease progression and death. The topics least
avoided by the women pertained to their experiences with
health care professionals and concerns about cancer treat-
ment. This pattern of results is not surprising given the
considerable taboo attached to topics of death and sex in
Western society (Goldsmith et al., 2008). These findings
are consistent with previous studies of women with breast
cancer (Donovan-Kicken & Caughlin, 2010), gynaeco-
logical cancer (Manne et al., 2014), and men with localized
prostate cancer (Manne et al., 2011) that have found greater
sharing of concerns related to more practical issues such as
the patient’s cancer treatment and relationship with health
professionals, than for emotionally valenced topics. The
topics the spouses were reported to avoid the most fol-
lowed the same trend to the communication avoidance of
cancer-related topics endorsed by the cancer-affected
women with their partners. Previous research has found
that oncology health professionals also tend to avoid dis-
cussing end-of-life and sexuality concerns with cancer-af-
fected women for reasons such as discomfort with the
topics and general concerns of boundary crossing (Hordern
& Street, 2007). Given the findings of the present study, a
greater awareness by oncology health professionals of the
various cancer concerns that couples coping with breast
cancer commonly avoid may assist these professionals to
more sensitively recognise and address couples’ commu-
nication needs in clinical practice.

Consistent with previous research of community-based
breast cancer populations (Przezdziecki et al., 2013; Soo &
Sherman, 2015), the present study confirmed the presence
of depression, anxiety, and stress in some breast cancer
patients, with at least moderate levels of depressive
symptoms reported in 16.1 % of participants, anxiety
symptoms in 14.2 % and stress symptoms in 11.5 %. A
diversity of factors can contribute to distress among
women with breast cancer (Stanton & Revenson, 2011);
however, in the present study, greater self- and perceived-
partner communication avoidance about cancer topics were
associated with poorer mental health outcomes (anxiety,
depression, and stress) in the cancer-affected women,
consistent with similar results observed in prior research
(Donovan-Kicken & Caughlin, 2011; Goldsmith et al.,
2008; Lepore & Revenson, 2007; Manne et al., 2006). The
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study findings are also consistent with the transactional
stress and coping paradigm (Folkman & Moskowitz, 2004)
and provide support for the view (Donovan-Kicken &
Caughlin, 2011) that avoiding talk about cancer may in-
fluence the woman’s emotional distress by impeding her
coping ability. The woman’s and her perceived partner’s
communication avoidance were both associated with her
greater maladaptive disengagement coping and lower
adaptive engagement coping. Lower engagement coping
and higher disengagement coping were also both associ-
ated with the woman’s poorer psychological outcomes.

The more a couple avoids talking about cancer-related
topics, the less opportunities a woman will have to receive
validation and gain helpful perspectives to help her navi-
gate her illness experience (Lepore & Revenson, 2007;
Munro et al., 2014; Porter et al., 2005); thereby increasing
her propensity to adopt disengagement coping strategies,
such as denial and behavioural disengagement, to deal with
her cancer (Lepore & Revenson, 2007). Moreover, many
coping behaviours, such as problem-solving, and seeking
instrumental or emotional support, are fundamentally
communicative and may offer little functional benefit or
even be detrimental when enacted without disclosure and
discussion of cancer-related content (Donovan-Kicken &
Caughlin, 2011). Consistent with this interpretation, our
mediation results showed significant indirect effects of
self- and perceived-partner communication avoidance on
all distress outcomes (depression, anxiety and stress)
through greater disengagement coping and a significant
indirect effect on anxiety through lower engagement cop-
ing.

Overall, the present study findings have implications for
clinical practice and care of women with breast cancer, as
they suggest that minimising communication avoidance of
cancer-related matters between spouses and enhancing a
woman’s coping capacity may be important targets for
psychosocial intervention. Raising the woman’s awareness
of how her, and her partner’s communication styles may be
contributing to her emotional distress and maladaptive
coping may be an important first step. Tailored psycho-
education about each woman’s personal vicious cycle of
maladaptive communication and coping processes may be
more effective than provision of generic psycho-educa-
tional information. Oncology nurses, psychologists, social
workers, and other professionals who have the requisite
competencies to address complex couples’ communication
and coping processes would be suited to offer such care.

The results of this study suggesting that couples coping
with cancer have more difficulties discussing emotionally
valenced topics related to disease progression and death,
sexuality, and feelings than more practical concerns such as
cancer treatment and relationship with health professionals
also hold important clinical implications for screening
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guidelines and practices. A greater awareness by oncology
health professionals of commonly avoided cancer topics
between spouses may assist these professionals to more
sensitively recognise and address couples’ conversational
needs in clinical practice. More targeted screening of
women’s communication of specific cancer topics and
coping styles may help identify women at risk of devel-
oping psychopathology and facilitate more timely referral
and access to psychosocial services. It may be good clinical
practice for oncology health care providers to routinely
question the basis of a woman’s psychological distress and
normalise the difficulty of talking about particular cancer-
related concerns. The negative correlation between rela-
tionship length and women’s level of communication
avoidance also suggest that women in less established re-
lationships may have more difficulty talking about cancer
with their spouses and require more careful screening by
oncology health professionals.

Another key finding that may inform intervention
practices is the likely differential mediating effect of en-
gagement and disengagement coping on the communica-
tion-distress ~ relationship. ~ Disengagement  coping
demonstrated a mediating effect of self- and perceived-
partner communication avoidance on all psychological
distress variables, whereas engagement coping met criteria
as a mediator on depression only. This pattern of results is
not surprising given the substantial evidence of the detri-
mental effects of disengagement coping on distress out-
comes, as compared to the beneficial effects of engagement
coping in breast cancer patients (Yang et al., 2008). Psy-
chosocial interventions for cancer patients typically rein-
force the importance of engagement coping strategies, such
as seeking social and instrumental support and problem-
solving, and not the adverse effects of using disengagement
coping strategies, such as denial and self-blame (Yang
et al., 2008). Clinically, these findings suggest that deliv-
ering support interventions that explicitly aim to both dis-
courage the use of disengagement coping, and promote
engagement coping, may be most beneficial for women
with breast cancer.

Our finding of the strong association between a wom-
an’s communication avoidance behaviours about cancer
and those of her partner also suggests the importance of
delivering psychosocial interventions at the dyadic level.
While our cross-sectional data do not permit causal inter-
pretation, the high concordance corresponds to communi-
cation theories and prior research that emphasise the bi-
directional and interdependent influence of communication
behaviours between spouses (Lepore & Revenson, 2007).

In the interpretation of these findings, some limitations
need to be considered. First, the study employed a cross-
sectional design, precluding the confirmation of causal
relationships. Clearly, the mediation analyses undertaken
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in this study can only be suggestive of a true mediating
effect. It is well-documented in the clinical research lit-
erature that people who are more anxious, stressed, or
depressed are more withdrawn and avoid social interac-
tions more often (Pruchno et al., 2009). Accordingly, it is
plausible that distress may influence communication, or
even in a bidirectional manner such to create a self-per-
petuating cycle of greater communication avoidance and
reduced adaptive coping efforts that further sustains and
worsens the psychological outcomes in the cancer-affected
women. The possibility that communication avoidance
may mediate coping processes, rather than the reverse, and
that psychological symptoms affect both these processes
should also be evaluated. Future work on communication,
coping processes and distress over time will help clarify the
precise directionality of these processes and their under-
lying mechanisms. Second, couple communication data
were obtained using the woman’s self-report of her and
partner’s communication, without independent verification.
It is possible that some of the women distorted their re-
sponses in social desirable ways, confounding research
findings. Moreover, perceived partner communication
avoidance scores should be interpreted with caution as it
may be confounded by the woman’s relationship satisfac-
tion with her partner. Future work should supplement self-
report methodology with experimental analyses of couple
interactions in laboratory or natural contexts. Third, study
participants were all fluent in English, had access to
computers and were mostly white, and well-educated. The
relative ethnic, educational and socio-demographic homo-
geneity of the participants may have led to sample-specific
patterns in the data, limiting the generalisability of our
findings beyond our sample. Nevertheless, the present
study sample aligns with the general demographic picture
of women diagnosed with breast cancer in Australia
(ATHW, 2012) and previous research of similar commu-
nity-based breast cancer populations (Przezdziecki et al.,
2013; Sheehan et al., 2007). Fourth, the present study
evaluated only one dimension of communication be-
haviour: communication avoidance. Future work should
evaluate other equally important dimensions of communi-
cation behaviour, such as communication openness, con-
straint or frequency of talk related to specific cancer-related
topics, with indices of coping and distress outcomes. Future
research that differentiates cancer-specific and general
compromised communication processes would also help to
clarify the extent to which interventions should focus on
broadly improving the way couples communicate and re-
late to each other or target how they communicate about
cancer specifically.

In summary, this study utilised a multi-topic commu-
nication measure to assess the associations of patient-re-
ported avoidance of specific cancer-related topics, reports

of partner avoidance of these topics, and indices of coping
and psychological distress among breast cancer survivors.
The results indicate that couples coping with cancer have
more difficulties discussing emotionally valenced topics
than more practical concerns, holding important clinical
implications for screening guidelines and clinical practice.
The results also indicate that communication avoidance
about cancer between spouses is not only directly associ-
ated with more negative psychological consequences for
the woman, but may also influence her psychological dis-
tress by impeding her coping ability. Enhancing couple
communication about cancer and women’s adaptive coping
skills (i.e., discourage use of disengagement coping
strategies such as self-blame and denial, and promote use
of engagement coping strategies such as positive reframing
and acceptance) may be important targets for psychosocial
intervention. Further research is needed to ascertain the
directionality of the communication-distress relationship
and the potential mediating role of coping, and to deter-
mine the most appropriate psycho-intervention approaches
for this situation.
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