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Abstract
Introduction Several studies have shown that emotional competence (EC) impacts cancer adjustment via anxiety and depres-
sion symptoms. The objective was to test this model for the quality of life (QoL) of partners: first, the direct effect of partners’ 
EC on their QoL, anxiety and depression symptoms after cancer diagnosis (T1), after chemotherapy (T2) and after radio-
therapy (T3); Second, the indirect effects of partners’ EC at T1 on their QoL at T2 and T3 through anxiety and depression 
symptoms.
Methods 192 partners of women with breast cancer completed a questionnaire at T1, T2 and T3 to assess their EC (PEC), 
anxiety and depression symptoms (HADS) and QoL (Partner-YW-BCI). Partial correlations and regression analyses were 
performed to test direct and indirect effects of EC on issues.
Results EC at T1 predicted fewer anxiety and depression symptoms at each time and all dimensions of QoL, except for 
career management and financial difficulties. EC showed different significant indirect effects (i.e. via anxiety or depression 
symptoms) on all sub-dimensions of QoL, except for financial difficulties, according to the step of care pathway (T2 and 
T3). Anxiety and depression played a different role in the psychological processes that influence QoL.
Conclusion Findings confirm the importance of taking emotional processes into account in the adjustment of partners, espe-
cially regarding their QoL and the support they may provide to patients. It, thus, seems important to integrate EC in future 
health models and psychosocial interventions focused on partners or caregivers.
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Introduction

Cancer is a critical and stressful life event that can chal-
lenge people's views and shatter their core beliefs, which 
can in turn lead to traumatic psychological consequences 
for both patients and their caregivers (e.g. mental disorders, 
emotional distress) [1–4]. Emotional and cognitive processes 
are mobilized to assimilate this negative life event, reduce 
emotional distress, preserve quality of life (QoL), find mean-
ing in such a situation and modify pre-diagnosis cognitive 
schemes in order to adjust to the disease and even report 

post-traumatic growth (i.e. overcoming a challenging life 
crisis and experiencing positive changes such as an increased 
appreciation for life and sense of personal strength, having 
more meaningful interpersonal relationships). The personal 
and social resources of people facing cancer are essential to 
develop these emotional and cognitive processes necessary 
to a better adjustment and a less impaired QoL.

Personal resources such as intrapersonal emotional com-
petence (EC) seem to be essential, as they promote better 
health and well-being or QoL among the general and clinical 
population [5, 6]. Intrapersonal EC is associated with impor-
tant variables in cancer adjustment such as fewer anxiety and 
depression symptoms, worries and intrusive thoughts related 
to cancer [7–11], better life satisfaction and QoL [9, 11, 12], 
stronger internal locus of control [13, 14] and resilience or 
post-traumatic growth [3, 15].
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EC is part of the concept of emotional intelligence, which 
concerns inter-individual differences in the way to experi-
ence, attend to, identify, understand, regulate and use emo-
tions. Emotional intelligence refers to a form of intelligence 
or ability (ability models) as well as a personality trait (trait 
models) [5, 16, 17]. Based on trait models, EC includes 
the tendency to identify, understand, express in an adapted 
manner, regulate and use emotions in daily life to maintain 
well-being and promote emotional and cognitive growth. 
Intrapersonal EC designates how individuals perceive their 
own emotion-related behaviours and abilities in daily life. 
Thanks to intrapersonal EC, individuals identify, under-
stand and regulate their emotions for better health, adjust-
ment to their environment and better QoL. Psychological 
interventions can improve EC and its beneficial effect on 
health, social relationships, resilience, QoL, or life satisfac-
tion [18–21]. Indeed, several systematic reviews and meta-
analyses have concluded that interventions can improve EC 
and its associated factors (e.g. related to work, health, social 
relationships), with an effect that persists over time [19–21]. 
The emphasis should be on personalized training with an 
active and experiential approach, focused on specific EC 
with interactive groups [19, 21].

Baudry et al proposed a model revealing the significant 
effect of EC on anxiety and depression symptoms in can-
cer adjustment, especially in terms of QoL and supportive 
care needs [8, 9, 22, 23]. In daily life, EC helps reduce the 
psychological impact of disease diagnosis and treatments, 
thus, leading to better adjustment. As it reduces anxiety and 
depression symptoms, EC may help patients report a better 
QoL after surgery [9] or chemotherapy [22], as well as fewer 
unmet supportive care needs [8]. Interestingly, the effects 
of EC seem to be different according to the care pathway 
[22, 24]. Results showed that anxiety and depression evolve 
differently along the cancer care pathway and play a differ-
ent role in the psychological processes that influence both 
QoL and supportive care needs [8, 22, 24]. Depression may 
be more present in the psychological processes influencing 
everyday life difficulties (i.e. management of children and 
everyday life), social relationships (e.g. support from close 
relatives or professionals) and couple relationships (e.g. cou-
ple cohesion, sexuality), while anxiety may be more present 
in the psychological processes influencing information and 
psychological needs or negative affectivity and apprehension 
about the future.

Emotional processes are essential for patients to cope 
with cancer-related difficulties. However, to our knowl-
edge, no study has tested this model on caregivers, espe-
cially patients’ partners who often are the main caregivers 
in daily life. Indeed, partners also report a negative impact 
of cancer on their own health and QoL [25, 26]. Partners of 
young women with breast cancer report an impaired QoL 
[26] in terms of specific subjective experience related to 

their perception of the impact of the disease and treatments 
on their life context [27]. They report specific difficulties 
related to the support from or relationships with close rela-
tives, financial strain, the daily management of children 
or negative affectivity and apprehension about the future 
[27–29]. As anxiety and depression symptoms may exac-
erbate their difficulties and reduce their QoL [26, 29–31], 
EC may protect partners from emotional distress and reduce 
these coping difficulties, thus, improving their QoL and the 
support they provide. It is important to better understand 
how cognitive-emotional processes can influence the QoL 
of partners at the various steps of the care pathway in order 
to promote better adjustment to these different stages.

The main objective of this study was to assess the involve-
ment of emotional processes (i.e. impact of EC via anxiety 
and depression symptoms) in the QoL of partners of women 
with breast cancer. To our knowledge, this is the first study 
to address this specific issue in a longitudinal approach and 
for partners. The first objective was to assess the direct effect 
of partners’ EC at T1 on their QoL and on their anxiety 
and depression symptoms after cancer diagnosis (T1), after 
chemotherapy (T2) and after radiotherapy (T3). The second 
objective was to assess the indirect effects of partners’ EC at 
T1 on their QoL at T2 and T3 through anxiety and depres-
sion symptoms.

Methods

The present study is a first step in the analysis of partners’ 
data in the KALICOU-3 project and publication of findings. 
KALICOU-3 is a longitudinal, non-randomized, descriptive 
study carried out in collaboration with 30 cancer centres 
in France by the regional cancer centre of Lille. The main 
objective was to assess the effect of EC of young women 
with breast cancer and their partners on their QoL through 
their individual subjective experience of the disease through-
out their care pathway, from chemotherapy to follow-up.

Participants and procedure

The sample was composed of 192 partners of women with 
breast cancer, who completed the self-reported questionnaire 
after diagnosis and within 3 weeks before chemotherapy 
(T1), and within 3 weeks after chemotherapy (i.e. after the 
6th or 8th cycle of chemotherapy) ± targeted therapies (T2) 
and/or within 3 weeks after radiotherapy (T3). This phase 
took place between 2016 and 2020. All participants were 
male and living as a couple with a woman with breast can-
cer. Sample description is provided in Table 1.

The study complied with authorizations from the Eth-
ics Committee (N° ID RCB: 2015-A01808-41; CPP: 
03/005/2016) and the French regulation on clinical trials, 



1087Quality of Life Research (2023) 32:1085–1094 

1 3

and with the Declaration of Helsinki. Oncologists proposed 
the study to newly diagnosed women with non-metastatic 
breast cancer during a medical consultation. All partici-
pants (i.e. patients and partners) provided written informed 
consent.

Measures

Quality of life related to subjective experience of partners 
of young women with breast cancer: The French version 
of the Partners of Young Women Breast Cancer Inventory 
(Partner-YW-BCI) assesses the subjective experience of 
partners, i.e. their perception of the impact of cancer on 
their QoL in terms of daily difficulties and perceived reper-
cussions of the disease and its treatments on different areas 
of life [27]. This scale is composed of 36 items on a five-
point scale (1 “strongly disagree” to 5 “strongly agree”) and 
assesses eight sub-dimensions of the partners’ QoL (“at this 
moment, currently”) related to: (1) negative affectivity and 
apprehension about the future (α = 0.79 at T1 for the present 
study, six items, e.g. “I’m concerned about the future”, “I 

think about the disease every day”), (2) support from close 
relatives (α = 0.80, four items, e.g. “I talk about the disease 
with those around me”, “I can confide in some people”), (3) 
deterioration of relationships with close relatives (α = 0.74, 
five items, e.g. “I feel neglected by some of my close rela-
tives”, “I can count on those around me”), (4) feeling of 
couple cohesion (α = 0.70, five items, e.g. “I feel that I sup-
port my partner”, “My couple is strong”), (5) body image 
and sexuality (α = 0.72, four items, e.g. “I no longer dare 
touch my partner physically”, “I feel less sexual desire”), (6) 
management of child(ren) and everyday life (α = 0.84, five 
items, e.g. “I have problems doing some domestic tasks”, “I 
have problems managing daily life with my child(ren)”), (7) 
career management (α = 0.73, three items, e.g. “I feel that 
I’m effective at work”, “I have problems doing my job”), and 
(8) financial difficulties (α = 0.71, four items, e.g. “I have 
problems dealing with the costs incurred by the disease”, 
“I have to reduce my lifestyle”). This scale helps identify 
daily problems coping with the partner’s disease (e.g. couple 
cohesion, social support). The scores were calculated from 
the mean of responses to the corresponding items. Higher 
scores indicate a poorer QoL or subjective experience (i.e. 
greater difficulties and repercussions of the disease and its 
treatments on life).

Emotional competence: The French version of the Profile 
of Emotional Competence (PEC) assesses the participants’ 
perception of their intrapersonal EC (i.e. about ones’ own 
emotions) used in daily life [16]. This scale provides a score 
of intrapersonal EC with 25 items (α = 0.73, e.g. “I find it 
difficult to handle my emotions”, “When I am touched by 
something, I immediately know what I feel”) and a five-
point scale (1 “strongly disagree” to 5 “strongly agree”). 
The score was calculated from the mean of responses to the 
corresponding items. A higher score indicates a higher use 
of EC in daily life.

Anxiety and depression: The French version of the Hospi-
tal Anxiety and Depression Scale (HADS) assesses anxiety 
and depression symptoms [32], based on 14 items on a four-
point scale. This scale provides a score of anxiety symptoms 
(α = 0.74, seven items) and one of depression symptoms 
(α = 0.76, seven items). The scores were calculated from the 
sum of responses to the corresponding items. Higher scores 
indicate stronger anxiety or depression symptoms.

Statistical analyses

Analyses were carried out using IBM SPSS Statistics 24.0. 
Partial correlations were used to test the first objective of the 
study: the direct effect of intrapersonal EC at T1 (i.e. after 
diagnosis and before chemotherapy) on the sub-dimensions 
of QoL, anxiety and depression symptoms of partners at T1, 
T2 (i.e. after chemotherapy ± targeted therapies), and T3 (i.e. 
after radiotherapy).

Table 1  Sample characteristics at baseline (N = 192)

a Mean (SD), range

Variables N %

Age (years)a: 41.19 (6.90), 25–60
Duration of couple relationship (years)a: 13.40 7.15), 50–30
Number of children
 0 19 9.9
 1 45 23.4
 2 75 39.1
 3 and more 43 22.2
 Missing data 10 5.2

Education level
 No qualification or below baccalaureate 53 27.6
 Baccalaureate or equivalent diploma 41 21.4
 > Baccalaureate 93 47.4
 Missing data 7 3.6

Professional status
 Active 173 90
 Non-active 14 7.3
 Missing data 5 2.6

Supportive care
 Consultation with psychologist 8 4.2
 Consultation with social worker 5 2.7

Drugs
 For depressive mood 4 2.3
 For stress 6 3.5
 For insomnia 5 3.0

Time between diagnosis and questionnaire at T1 (days)a: 58.39 
(30.08), 0–166
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Regressions were used to test the second objective of the 
study: to test the indirect effect of EC at T1 on sub-dimen-
sions of QoL at T2 and T3 through anxiety and depression 
symptoms, using the Macro PROCESS [33]. It assesses 
whether a variable X (i.e. EC at T1) influences variables 
M (i.e. anxiety and depression at T2 and T3) that, in turn, 
influence a variable Y (i.e. QoL at T2 and T3), without nec-
essarily having a direct effect of X on Y [34, 35]. PROCESS 
serves to quantify indirect effects using a bootstrapping pro-
cedure with a 95% confidence interval (CI). Eight models 
(i.e. for the eight sub-dimensions of QoL) at T2 and eight 
models at T3 were, thus, tested (see, Fig. 1).

All models at T1 were adjusted for age, education level, 
and the delay between diagnosis and T1. All models at T2 
were adjusted for age, education level, and the delay between 
diagnosis and T2. Finally, all models at T3 were adjusted 
for age, education level, and the delay between diagnosis 
and T3.

Results

Sample description

Analyses were based on 192 male partners of women with 
non-metastatic breast cancer without antecedents. They were 
25 to 60 years old and most of them were active at inclusion 
(Table 1). The scores for sub-dimensions of QoL, EC and 
anxiety and depression symptoms are described and pre-
sented in the supplemental material (Table S1).

Direct effects of EC (Objective 1)

Overall, partners who use their EC after diagnosis more 
showed fewer anxiety and depression symptoms and better 
QoL (i.e. significant effect for all sub-dimensions of QoL, 
except for career management at T1 and T2, body image and 
sexuality at T2, and financial difficulties) at all stages of the 
care pathway (Table 2).

Indirect effects of EC (Objective 2)

After controlling for age, education level and the delay 
between diagnosis and questionnaire completion, EC 
showed a significant indirect effect via anxiety and/or 
depression symptoms on all sub-dimensions of QoL at T2 
and T3, except for support from close relatives and financial 
difficulties only at T3 (Table 3).

Results revealed that the mediational role of anxiety and 
depression varied according to the dimensions and times. 
Anxiety was a better mediational variable for psychologi-
cal and individual dimensions (i.e. negative affectivity and 
apprehension about the future) at T2 and T3, while depres-
sion was a better mediational variable for personal difficul-
ties involving relatives (e.g. deterioration of relationships, 

Fig. 1  Model used to test indirect effect of intrapersonal EC at T1 
(after diagnosis) on quality of life related to subjective experience of 
partners at T2 (after chemotherapy) and T3 (after radiotherapy) via 
anxiety and depression symptoms at T2 or T3. Note. c’ = total indi-
rect effect of intrapersonal EC on subjective experience through anxi-
ety and depression symptoms;  c1’ = specific indirect effect of intrap-
ersonal EC on subjective experience through anxiety;  c2’ = specific 
indirect effect of intrapersonal EC on subjective experience through 
depression

Table 2  Partial correlations 
between EC at T1 and issues 
(quality-of-life sub-dimensions 
and anxiety and depression 
symptoms) at T1, T2 and T3

*p < 0.05; **p < 0.005; ***p < 0.001

Issues Partial correlations with EC at T1

(T1)
n = 192

(T2)
n = 141

(T3)
n = 106

Negative affectivity, apprehension about future − 0.36*** − 0.25** − 0.24*
Support from close relatives − 0.26*** − 0.28** − 0.31**
Deterioration of relationships with close relatives − 0.28*** − 0.26** − 0.21*
Feeling of couple cohesion − 0.34*** − 0.27** − 0.39***
Body image and sexuality − 0.31*** − 0.13 − 0.29***
Management of child(ren) and everyday life − 0.30*** − 0.27** − 0.27*
Career management − 0.06 − 0.13 − 0.21*
Financial difficulties − 0.11 − 0.16 − 0.12
Anxiety − 0.45*** − 0.37*** − 0.35***
Depression − 0.41*** − 0.36*** − 0.42***
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couple cohesion, body image and sexuality) and financial/
professional domain (i.e. career management, finances at 
T2). Anxiety and depression were together significant medi-
ators for practical tasks related to the adaptation of family 
roles at home (i.e. management of children and everyday 
life) at T2 and T3. Results revealed a particular result for 
support from close relatives at T2: the indirect effect of EC 
was positive via anxiety but negative via depression. Thus, 
the less partners reported using EC in everyday life after 
diagnosis, the more they reported anxiety at T2 and, in con-
sequence, the less they reported difficulties related to support 
from close relatives.

The significant indirect effects varied according to the 
stage of the care pathway. For instance, the effect of EC 
on the deterioration of relationships showed mainly via 
depression at T2 and via anxiety and depression at T3, and 
inversely for body image and sexuality. Significant indi-
rect effects were found for support from close relatives and 
finances only at T2.

Discussion

The main objective of this study was to assess the indirect 
effects of EC of partners of women with breast cancer after 
diagnosis (T1) on their QoL after chemotherapy (T2) and 
radiotherapy (T3) through anxiety and depression symp-
toms. Overall, EC predicted better QoL (i.e. fewer difficul-
ties in daily life) and fewer anxiety and depression symptoms 
at T1, T2 and T3. However, no significant effect was found 
for difficulties related to finances at all times and for career 
management at T1 and T2. The present study, thus, high-
lights the involvement of emotional processes in the QoL 
of partners and various significant indirect effects (i.e. via 

Table 3  Indirect effects of intrapersonal EC (T1) on quality of life 
(T2 and T3) via anxiety and depression symptoms (T2 and T3)

Estimate SE BCa 95% CI

Lower Upper

Negative affectivity and apprehension 
about future

 Total indirect effect at T2 − 0.36* 0.09 − 0.53 − 0.19
  Via anxiety − 0.29* 0.08 − 0.46 − 0.14
  Via depression − 0.07 0.04 − 0.16 0.00

 Total indirect effect at T3 − 0.36* 0.10 − 0.55 − 0.17
  Via anxiety − 0.30* 0.10 − 0.49 − 0.12
  Via depression − 0.06 0.06 − 0.20 0.05

Support from close relatives
 Total indirect effect at T2 − 0.09 0.07 − 0.22 0.05
  Via anxiety 0.10* 0.06 0.00 0.23
  Via depression − 0.19* 0.06 − 0.32 − 0.08

 Total indirect effect at T3 0.01 0.06 − 0.11 0.13
  Via anxiety 0.04 0.06 − 0.09 0.17
  Via depression − 0.003 0.06 − 0.18 0.12

Deterioration of relationships
 Total indirect effect at T2 − 0.20* 0.07 − 0.36 − 0.09
  Via anxiety − 0.06 0.04 − 0.15 0.02
  Via depression − 0.14* 0.06 − 0.27 − 0.05

 Total indirect effect at T3 − 0.28* 0.08 − 0.45 − 0.14
  Via anxiety − 0.12* 0.06 − 0.24 − 0.02
  Via depression − 0.17* 0.07 − 0.32 − 0.04

Couple cohesion
 Total indirect effect at T2 − 0.16* 0.06 − 0.29 − 0.06
  Via anxiety 0.02 0.04 − 0.04 0.11
  Via depression − 0.19* 0.06 − 0.32 − 0.08

 Total indirect effect at T3 − 0.18* 0.09 − 0.38 − 0.03
  Via anxiety 0.01 0.06 − 0.12 0.11
  Via depression − 0.19* 0.07 − 0.35 − 0.06

Body image and sexuality
 Total indirect effect at T2 − 0.29* 0.09 − 0.50 − 0.14
  Via anxiety − 0.11* 0.06 − 0.26 − 0.00
  Via depression − 0.18* 0.07 − 0.35 − 0.06

 Total indirect effect at T3 − 0.42* 0.11 − 0.65 − 0.22
  Via anxiety − 0.06 0.07 − 0.22 0.06
  Via depression − 0.35* 0.10 − 0.59 − 0.17

Children and everyday life
 Total indirect effect at T2 − 0.24* 0.07 − 0.39 − 0.13
  Via anxiety − 0.11* 0.06 − 0.25 − 0.01
  Via depression − 0.13* 0.06 − 0.25 − 0.03

 Total indirect effect at T3 − 0.25* 0.08 − 0.41 − 0.10
  Via anxiety − 0.12 0.06 − 0.26 0.00
  Via depression − 0.13 0.08 − 0.29 0.03

Career management
 Total indirect effect at T2 − 0.17* 0.07 − 0.33 − 0.05
  Via anxiety − 0.02 0.05 − 0.12 0.07
  Via depression − 0.15* 0.06 − 0.27 − 0.05

 Total indirect effect at T3 − 0.22* 0.09 − 0.41 − 0.07

BCa bias corrected and accelerated, C, confidence intervals
5000 bootstrap samples as recommended [34]
*Significant effects (i.e. zero not included in confidence intervals)

Table 3  (continued)

Estimate SE BCa 95% CI

Lower Upper

  Via anxiety 0.02 0.06 − 0.09 0.15
  Via depression − 0.24* 0.10 − 0.45 − 0.07

Finances
 Total indirect effect at T2 − 0.13* 0.07 − 0.30 − 0.00
  Via anxiety − 0.01 0.06 − 0.14 0.11
  Via depression − 0.12* 0.06 − 0.26 − 0.01

 Total indirect effect at T3 − 0.06 0.08 − 0.22 0.12
  Via anxiety − 0.09 0.07 − 0.23 0.06
  Via depression 0.03 0.09 − 0.13 0.22
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anxiety or depression symptoms) of EC according to the 
different stages of the care pathway (T2 and T3).

Overall, results showed a significant direct impact of EC 
on all dimensions of QoL of partners, except for career man-
agement and financial difficulties. These results are in line 
with those observed on women with breast cancer [22]: EC 
appears as a more significant resource for partners’ than for 
women’s QoL, except for the career and financial domains 
that were little or not influenced by EC for both patients 
and partners. Career management and financial difficulties 
may be more related to variables other than emotional and 
psychological resources such as EC. More material vari-
ables require other adjustments on which emotional vari-
ables seem to have little influence. Caregivers experience 
impacts on their work (e.g. withdrawal from the labour mar-
ket, work modifications, absenteeism, loss of productivity at 
work) due to the difficulty of balancing work and caregiving 
responsibilities [36]. This difficulty can be exacerbated by 
partner status (e.g. primary caregiver, level of burden) and 
employment-related factors (e.g. flexibility in work hours, 
workplace accommodations, employment sector, communi-
cation with employer).

Regardless of the stage of the care pathway, the more 
partners reported using EC in everyday life after diagnosis, 
the less they reported anxiety and depression symptoms, as 
well as everyday difficulties (i.e. related to negative affectiv-
ity and apprehension about the future, support from close 
relatives, deterioration of relationships with close relatives, 
feeling of couple cohesion, body image and sexuality, man-
agement of children and everyday life). These results show 
the importance of identifying partners who may have limited 
use of their EC in daily life, from the very beginning of 
the cancer care pathway. A consultation with a psychologist 
could be offered to reinforce these EC in order to limit the 
development of emotional, social and practical difficulties 
during treatment.

EC did not predict difficulties related to body image and 
sexuality after chemotherapy phase (T2). This suggests that 
variables other than personal resources, such as treatments 
and their negative repercussions as well as associated patient 
experience, may further influence this variable. Women's 
physical appearance, self-esteem and communication within 
the couple may have a significant influence regarding the 
impact of cancer on relationships [37]. Caregiving burden, 
marital satisfaction and lower threat appraisals may be also 
crucial in the sexual QoL of partners [38]. A systematic 
review of the literature shows the importance of focusing on 
relationship dynamics, dyadic coping and supporting cou-
ple cohesion [37]. Including the couple as a unit in clinical 
consultations may help preserve its functioning and facili-
tate both patients’ and partners’ adjustment. Finally, dyadic 
analyses should, thus, be helpful to better understand the 
determinants of partners’ QoL and couples’ well-being. In 

fact, the experience of patients and that of partners seem to 
be interdependent [30, 31, 39].

One of the major results is the significant effect of EC 
on anxiety and depression symptoms at all three stages of 
the care pathway. This supports previous findings showing 
a significant effect of EC on emotional distress in both gen-
eral and clinical populations [5, 6] and in cancer patients 
[7–9, 22, 40–42]. As patients and partners tend to better 
identify, understand and regulate their emotions, they are 
able to better manage the emotional impact of diagnosis and 
treatments, thus, protecting them from anxiety and depres-
sive symptoms throughout the care pathway. These findings 
also support previous research showing a central/indirect 
effect of EC on emotional distress in cancer adjustment and 
QoL [8, 9, 22, 23] at various stages of the care pathway. It 
is, therefore, crucial to understand how psychological pro-
cesses can impact difficulties related to the disease in eve-
ryday life. These results support the predictive role of emo-
tional distress in partners' QoL [26, 29–31], with the idea 
that EC could be a resource reducing anxiety and depression 
symptoms at various stages of the care pathway to ultimately 
promote a less impaired QoL. This appears to be particularly 
important in light of the increased difficulties and deterio-
ration of the QoL of partners over time (see supplemental 
material).

The psychological processes involved in the dimensions of 
QoL related to the specific subjective experience of partners 
seem different according to the stage of the care pathway and 
the anxiety or depression symptoms, as previously highlighted 
in cancer patients [8, 9, 22, 24]. It appears that anxiety plays 
a more important mediational role than depression in psycho-
logical and individual dimensions (i.e. negative affectivity and 
apprehension about the future) as well as a significant involve-
ment in practical tasks related to the adaptation of family roles 
at home (i.e. management of children and everyday life). The 
overall anxiety of partners may, thus, be partly responsible for 
the burden they feel when managing their new roles in daily 
life. When using their EC, they report fewer anxiety symp-
toms and feel more confident managing their personal life and 
future. Surprisingly, the indirect effect of EC via anxiety on 
support from close relatives was positive at T2. Thus, the more 
partners reported using EC in everyday life after diagnosis, 
the less they reported anxiety at T2 and, in consequence, the 
more they reported difficulties related to support from close 
relatives. Partners’ anxiety may draw attention to themselves 
and help them get more support from relatives, unlike depres-
sion. More anxious partners may report different expectations 
and support needs than more depressed partners. In contrast, 
depression plays a more important role in dimensions involv-
ing interpersonal relationships (i.e. support from close rela-
tives, couple cohesion, body image and sexuality) and career/
financial management. Depressive symptoms can generate 
more difficulties in seeking the help of others and opening up 
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to others, with self-withdrawal and a loss of vital energy. These 
processes have also been identified in women with breast can-
cer (regarding negative affectivity and apprehension about 
the future, support from close relatives and couple cohesion) 
[22], showing that they may be common to both patients and 
partners. Exploring emotional processes (involving EC, anx-
ious and depressive symptoms) may, therefore, provide insight 
into the emotional, social and practical difficulties reported by 
patients and partners.

These results show the importance of distinguishing 
between anxious and depressive symptoms, which could be 
involved in different processes and, therefore, have a different 
impact on both partners' and patients’ experience. This should 
be considered in the psychological management and assess-
ment of emotional distress in clinical routines. Future studies 
should expand on these findings using more precise tools to 
evaluate anxiety and depressive symptoms, as well as potential 
mediators or moderators (e.g. ruminations, caregiver burden, 
hope, couple satisfaction) to better understand the processes 
involved. A qualitative study could help assess how EC is used 
in daily life at each step of the care pathway and how it may 
impact the lives of partners and patients and their dyadic cop-
ing. Further analysis on the deterioration of partners’ QoL at 
various steps of the care pathway could provide an important 
insight into the present findings.

Health professionals should pay more attention to psycho-
logical temporality and involve psychologists into the care 
pathway. Assessing EC, anxiety and depression symptoms in 
women with breast cancer and their partners after diagnosis 
should help identify those who are most at risk of difficul-
ties and may, therefore, require particular psychological sup-
port. These findings provide guidance to psychologists on the 
value of targeting EC and anxiety/depression in psychosocial 
interventions for patients, caregivers and couples. Supporting 
patients and partners elaboration of their emotional experience 
and improving their EC (e.g. identification, understanding, 
expression and regulation) should help reduce their anxious 
and depressive symptoms and improve their QoL. This study 
confirms the importance of developing and offering specific 
supportive care to partners and all natural caregivers. Interven-
tions based on interpersonal counselling (e.g. focused on mood 
and affect management, emotional expression, interpersonal 
communication and relationships, psycho-education) and sup-
portive health education (e.g. to improve the active role of 
partners in cancer adjustment) have shown beneficial effects on 
anxiety, depression and QoL of patient–caregiver dyads [43].

Limitations

The present study has limitations such as a limited gener-
alization to all caregivers of cancer patients, as this sam-
ple was composed exclusively of partners of young women 

with non-metastatic breast cancer. These results will need to 
be supported by further studies and other types of analysis 
(mixed models). Sociodemographic and psychological varia-
bles (e.g. financial status, caregiver tasks, perceived burden, 
psychiatric history) could have improved the understanding 
of the results. Future research could take these variables into 
account in order to evaluate the impact of social, territorial 
or psychological inequalities among these couples.

Conclusion

Findings support the major impact of EC on emotional 
distress at different steps of the care pathway (e.g. diag-
nosis, chemotherapy, radiotherapy) for partners of women 
with breast cancer. It seems essential to consider emotional 
processes (i.e. impact of EC via emotional distress) in the 
experience of partners and patients to offer them optimal 
psychological support based on emotional elaboration and 
the reinforcement of EC for better management of their anxi-
ety and depression symptoms. This should help partners to 
improve their perception of daily life, limit the impact on 
their QoL and probably improve the support they provide to 
patients. Health care policies should develop further means 
to provide specific supportive care to caregivers (e.g. dedi-
cated consultations and professionals, supportive care day 
hospital, specific interventions). Finally, it seems important 
to better integrate EC and emotional distress in future QoL 
and health models, and in psychosocial interventions.
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