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Abstract 

There is a paucity of observational studies that examine the supportive 

communication patterns of couples coping with early stage breast or gynaecological 

cancer. The aim of this study was to investigate both diagnostic groups within the 

one study in terms of the impact of the cancer, the differences in supportive 

communication patterns, and how these differences relate to couples' psychological 

outcomes and psychosexual adjustment, in regard to body image and sexual 

functioning. Sixty four couples (32 breast and 32 gynaecological) were recorded 

discussing the effects of the cancer on them. The videotaped conversations were 

coded and classified in terms of the presence or absence of process behaviours and 

content. As expected, couples coping with gynaecological cancers were less likely to 

have engaged in a prior supportive discussion about their cancer experience, and 

reported lower communication self-efficacy and communication helpfulness than 

couples coping with breast cancer. Contrary to predictions, couples coping with 

gynaecological cancer did not experience greater psychosexual adjustment 

difficulties or engage in more discussions about sexual issues and body image than 

couples coping with breast cancer. While the Current research was restricted in 

sample size it still provides a springboard for further research into couples coping 

with breast or gynaecological cancers and their supportive communication patterns. 

Implications regarding clinical intervention in the form of couples' therapy and 

psycho-education are discussed. 
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Breast and gynaecological cancers are amongst the most common cancers in 

women worldwide and the disease therefore affects the lives of numerous women 

and the people close to them. Breast cancer is the most prevalent cancer in women 

globally, responsible for 23% of all cancer cases and is the leading cause of death in 

women between the ages of 55 and 65 (Berman, 2007). In 2002, there were 1.15 

million new cases of breast cancer and approximately 4.4 million women, diagnosed 

with the disease in the previous five years, were still alive (Parkin, Bray, Ferlay & 

Pisani, 2005). In Australia, the number of new breast cancer cases among women in 

2015 is projected to be almost 15, 500 women (Australian Institute of Health and 

Welfare & National Breast and Ovarian Cancer Centre [AIHW], 2009). 

Gynaecological cancers encompass cervical, endometrial, ovarian, uterine, 

vaginal, and cancer of the vulva. Collectively, these cancers account for 

approximately 18% of all female cancers (Ferlay, Bray, Pasani, and Parkin, 2002) 

and are the fourth most common cancer in women internationally (AIHW, Australian 

Association of Cancer Registries, 2006). There are approximately 942 OOO new 

cases per year (Sankaranarayanan & Ferlay, 2006). 

Cancers are conventionally divided into classifications, called 'stages', that 

guide treatment selection and provide prognostic estimates of survival (Lenhard & 

Osteen, 2001). The most commonly used nomenclature for categorising cancers is 

the Tumour, Node, Metastasis (TNM) system. The TNM staging system is based on 

the extent or severity of a person's cancer. On the basis ofTNM related prognostic 

markers, most types of malignancies are denoted by the numbers I to IV. Stage I or 

Stage II cancers are considered early stage or localised diseases as the tumours are 

relatively small in size, and there are no apparent signs oflymph node involvement 

or disease metastases (spread). Stage III and IV cancers are regarded as later stage 



diseases as they involve tumours of larger size, and there is evidence of lymph node 

involvement and/or disease metastases. Early stage cancers are associated with 

higher survival rates than later stage cancers. 
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Survivorship from cancer, or prognosis, is conventionally discussed in terms 

of five-year survivorship, that is, the percentage of patients with a particular disease 

stage who are still alive five years post-cancer diagnosis (Garfinkel, 1995). The end 

of the 20th century and the beginning of the 21 st century, saw advances in cancer 

treatment that began to impact on disease survivorship for some forms of cancer. 

Thus, in the 1980s, there was an increase in relative survival for women diagnosed 

with breast cancer, across all stages of the disease. In addition, during the years 

2000 to 2006, five-year relative survival rates increased further, from 72.6% to 

88.3% respectively (AIHW, 2009). A woman's risk of dying from breast cancer 

before the age of 85 declined from a 1 in 29 risk in 1982, to a 1 in 37 risk in 2007 

(AIHW, 2010). With the exception of ovarian cancer (which is often diagnosed at a 

late stage), most gynaecological cancer diagnoses are also associated with good 

survival rates and these rates are generally increasing over time in Australia 

(Youlden, Baade, and Coory, 2002). 

The most common forms of treatments utilised in the management of early 

stage breast and gynaecological cancers are surgery, radiation therapy, and 

chemotherapy: used in isolation, or in a combination (Murphy, Lawrence, & 

Lenhard, 1995). The form of treatment a woman receives depends in part upon the 

stage of the disease and the cancer type. Treatment approaches, or standard regimes, 

can also vary across countries (Murphy, Lawrence, & Lenhard, 1995). Generally 

speaking, in Australia, early stage breast cancer is often treated with conservative 

surgery, which involves removal of the cancerous lump and adjacent lymph node(s). 
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Surgery is often followed by a course of radiation therapy delivered over several 

weeks. Women who are pre-menopausal may also receive a course of chemotherapy 

as a prophylactic, that is, preventive, precautionary measure. Early stage 

gynaecological cancers usually involve surgical removal of the cervix and/or uterus 

and adjacent lymph nodes, and in some cases, chemotherapy. 

All cancer treatments can cause some symptoms or side effects (Iatrogenic 

effects) and these vary across treatments. Surgery and radiation therapy tend to 

produce symptoms such as pain at the site targeted for treatment. Fatigue is a 

common problematic result and can increase as treatments progress. Chemotherapy 

produces more systemic or widespread symptoms due to its diffuse damage to 

normal tissue and the central nervous system, such as vertigo, ataxia, hair loss, 

alterations in renal and reproductive functions, and sometimes impairment to mood, 

cognition and memory (Holland, 1998). 

Treatments for breast and gynaecological cancers may also anatomically 

change reproductive organs (Beemer, Hopkins, & Morley, 1988), or damage a 

woman's physiological functioning. This can produce side effects that may threaten 

a woman's sense of her woman-hood or femininity, including induced early 

menopause, infertility, vaginal dryness, dyspareunia (pain during intercourse), 

reduced sexual desire, and changed orgasmic capacity (Andersen & Jochimsen, 

1985; Glanz & Lerman, 1992; Scott & Kayser, 2009). 

With increase in life expectancy, the issues that women with breast or 

gynaecological cancers now face extend beyond coping with diagnosis and 

treatments, to include the challenges posed by adjustment to life after cancer. People 

close to the women are also affected and are often trying to cope with their own 

reactions whilst simultaneously trying to be supportive. For women in committed 
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relationships, partners often become the primary caregiver, and couples need to 

adapt to lifestyle changes and implement ways to cope. The treatment that a woman 

is required to undergo often causes great change that affects both the woman and her 

partner in terms of their roles and relationship (W eihs, Enright, Simmens, and Reiss, 

2000). 

There is no doubt that a cancer diagnosis is a major life event and some 

people describe it as one of, if not the most challenging event they have faced in 

their lives (Cordova et al., 1995). However, despite the challenges posed by 

couples' cancer experiences, not all women with early stage cancer necessarily 

experience distress. A recent study conducted by Henselmans, et al. (2010) of 171 

women with breast cancer suggested there were four distinct trajectories of 

adjustment post-diagnosis. The researchers found that more than one-third of 

women experience no distress (36.3%), while a further one-third (33.3%) experience 

distress that is confined largely to the active phase of their treatment. A further 

one-third of women experience distress in the survivorship phase, as they return to 

life after cancer (15.2%), or unremitting chronic distress from the time of diagnosis 

(15.2%). This finding concurs with results from other studies of women with breast 

cancer that suggest that whilst over half of women recover or maint~in their pre

morbid levels of mood, a significant subset of women experience long term 

psychological distress (Segrin, Badger, Dorros, Meek, & Lopez, 2007). 

To date there have only been two studies examining trajectories of 

adjustment specifically in patients with gynaecological cancer. This research found 

that patterns of adjustment were similar to women with breast cancer in that many 

women report low levels of initial distress and/or recover their mood over time 

(Andersen, Anderson, & de Prosse, 1989a; Manne & Badr, 2008). However, some 
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aspects of women's quality of life, such as their sexual functioning and body image, 

may be particularly vulnerable to disruption following a breast or gynaecological 

cancer diagnosis and remain impaired despite improvement of women's mental well

being. Treatments can have significant implications for the patient and her partner in 

regard to the couple's intimate relationship, and have been shown to have a notable 

impact on a couple's sexual quality of life with estimates of around half of couples 

affected (Andersen et al., 1989a; Bukovic' et al., 2008). It is likely that these 

problems are caused, in part, by side effects oftreatment(s) such as premature 

menopause. 

Similar problems have been found in women with breast cancer who report 

sexual and/or body image difficulties (Manne et al., 2006; Manne, Ostroff, Winkel, 

Grana, & Fox, 2005; Talley, Molix, Schlegel, & Bettencourt, 2010; Wimberly, 

Carver, Laurenceau, Harris, & Antoni, 2005). Sexual functioning and body image 

are at the core of a person's identity, self-concept and relationships (Sheppard & Ely, 

2008) and these are the very aspects of a woman's well-being that can potentially be 

affected by a cancer diagnosis. Furthermore, emotional distress can interfere with 

women's sexual functioning (Ghizzani, Pirtoli, Bellezza, & Velicogna, 1995) and 

exacerbate concerns related to body image (Petronis, Carver, Antoni, & Weiss, 

2003). Despite sexuality and body image being important aspects of the cancer 

experience, these topics are not often discussed by healthcare professionals with 

patients or dyads. In the absence of psychological intervention, body image and 

sexual functioning can remain impaired for many women (Andersen et al., 1989b; 

Baucom, Porter, Kirby, Gremore, & Keefe, 2005-2006). 

Only a small number of studies have directly compared within the one study 

the psychological or psychosexual outcomes of women diagnosed with breast or 
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gynaecological cancer, or their partners. Andersen & Jochimsen (1985) compared 

16 women with breast cancer to 16 women with gynaecological cancer, and also 

compared both groups to 16 healthy women, to investigate specific sexual 

functioning deficits. Differences were found between the cancer groups compared to 

the healthy group of women in two aspects of sexual functioning; the frequency of 

sexual behaviours and women's level of sexual arousal. Further, women with 

gynaecological cancer reported significantly poorer body image than both women 

with breast cancer and healthy women. The results tentatively suggest that body 

image disruption is perhaps of greater concern for women coping with 

gynaecological cancer than women diagnosed with breast cancer. However, the 

sample size is very small thus reducing the power to detect effects. In addition, the 

study involved women with early stage disease (Stage II breast cancer and Stage I 

and II gynaecological cancer) so there is limited ability to generalise the results to 

women with later stage breast and gynaecological cancers. The only other study to 

directly compare breast and gynaecological cancer patients examined physical well

being and healthy lifestyle changes of 362 breast and 560 cervical cancer survivors 

(Ashing-Giwa, Lim, and Gonzalez, 2010). This study found that exercise was an 

important lifestyle behaviour for women with breast cancer whereas diet was related 

more to physical well-being in gynaecological cancer survivors. The study did not 

examine sexual or body image outcomes. In summary, there has been little 

comparative research that informs knowledge about the areas of commonality or 

difference in adjustment between women with breast and gynaecological cancers and 

no studies have explored ifthere are differences in adjustment between the partners 

of these women. 
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A number of demographic and medical variables predict psychosocial 

adjustment to cancer. Young age predicts great distress compared to older age and 

more invasive, prolonged and intensive multi-modal medical treatments are 

associated with more side effects and predict greater difficulties with recovery than 

single type and/or less invasive treatments. However, psychosocial variables are 

stronger predictors of adjustment than are biomedical or demographic variables. 

Social support has been studied extensively in the psycho-oncology literature and 

predicts cancer patients' adjustment to diagnosis, treatment, and long-term survival 

rates (e.g., Wimberly et al., 2005; Weihs, Enright, & Simmens, 2008; Manne & 

Badr, 2008; Talley, Molix, Schlegel, & Bettencourt, 2010). The exchange of social 

support is a central component of dyadic coping (Berg & Upchurch, 2007) and 

relationship satisfaction and social support within intimate relationships are two 

resources that have been shown to enhance well-being in couples facing cancer 

(Badr, Carmack, Kashy, Cristofanilli, and Revenson, 2010). Gotcher (1993) found 

that the most well-adjusted cancer patients were those who had the most frequent 

communication with, and received the most emotional support from, the people close 

to them. 

For women with breast or gynaecological cancers, who are in committed 

relationships, the strongest predictor of good long-term adjustment to cancer is their 

satisfaction with the quality of support they receive from their partner. Satisfaction 

with partner emotional support is associated with lowered depression and anxiety, 

and better quality oflife among breast cancer survivors (Helgeson & Cohen, 1996; 

Segrin, Badger, Dorros, Meek, & Lopez, 2007; Talley, Molix, Schlegel & 

Bettencourt, 2010). Further, women's perceptions of partners' reactions to them 

across their cancer journey influences their own acceptance of their appearance, 



sense of femininity, esteem, and psychological functioning (Norton et al., 2005; 

Scott, Halford, & Ward, 2004; Scott & Kayser, 2009; Wimberly, Carver, & Antoni, 

2008). 
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Partners' emotional well-being is equally important because their distress can 

hinder effective communication and negatively influence marital adjustment and 

quality oflife of both dyad members (Dorros, 2010). That is, the emotions and 

coping of the woman and her partner are intertwined. For example, a study by 

McClure, Nezu, Nezu, O'Hea, and McMahon (2012) involved 63 couples with 

various types of cancer diagnoses, pancreatic, lung, prostate, colorectal, 

otolaryngology, gynaecology, and hematology. Patients (31 males and 32 females), 

and their heterosexual partners completed self-report measures of depression, social 

problem solving, and relationship satisfaction. Results suggested that in couples 

where the partners without the cancer held positive beliefs about problem solving 

communication, both the healthy partner and the patient were less likely to 

experience depressive symptomatology than couples where the healthy partner held 

more negative attitudes about cancer communication. 

Numerous authors in the psycho-oncology literature have found that one of 

the most important factors for adjustment for women with breast cancer who are in a 

committed relationship is effective communication with their partner. Undeniably, 

effective communication is needed to address disease-related issues in the 

relationship, as well as issues unrelated to the disease, but in addition, social and 

emotional support are critical components of adapting when a couple is experiencing 

a stressor. Thus, helping both members of the dyad to learn how to support each 

other in facing a medical problem is vital. Furthermore, emotional support (that is, 



sharing thoughts and feelings) has been found to be of most benefit to women with 

breast cancer. 
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Shands, Lewis, Sinsheimer, and Cochrane (2006) explored the concerns that 

couples chose to discuss with a professional in order to better manage the impact of a 

breast cancer diagnosis. Four areas of major worry emerged, with the key area of 

distress for both the patient and her partner being identified as having to deal with 

the stress and tension in the relationship, particularly during the first year of 

diagnosis. The dyads also acknowledged a need to be together as a couple, separate 

to their experience as a couple with breast cancer, in order to gain some relief from 

being a couple with breast cancer. There was obvious concern about the couples' 

children in regard to the impact of the disease on them and their needs, both explicit 

and covert behaviours that might indicate upset or poor coping, and the couple 

wanting to respond appropriately. Couples' fourth area of concern was about how to 

manage the threat of breast cancer effectively in terms of dealing with the emotions 

associated with possible cancer recurrence. 

In couples coping with breast cancer it has been shown that the quality of the 

communication among couples is a strong predictor of their marital adjustment (e.g., 

Gotcher, 1992). Both members of couples coping with cancer report that avoiding or 

disengaging in communication about the illness and ineffective communication is a 

common problem (e.g., Manne, Ostroff, Winkel, Grana, & Fox, 2005; Northouse & 

Northouse, 1987). Mood (1996) suggests that it is a couple's inability to 

acknowledge their negative emotions during the cancer journey that leads to 

problems in their relationship. Hilton (1994) studied 41 couples coping with early 

stage breast cancer and investigated the congruence of each partner's perceptions 

about the importance of talking about fears, doubts and emotional issues. It was 
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found that the less similar the couples' views about the importance of talking, the 

less physically affectionate they were and the greater marital discord they reported. 

Studies suggest that negative communication, such as criticism and withdrawal, and 

also avoidance of discussion is associated with distress in women coping with breast 

cancer. Hodgson, Shields, and Rousseau (2003) found in their study of20 couples 

coping with breast cancer and 22 couples not coping with breast cancer that 

disengaging statements were negatively correlated with marital satisfaction, but were 

not significantly correlated with depressive symptoms or perceived health status. 

The authors reported similar findings for both the cancer and non-cancer groups. 

Results from a study by Manne et al., (2004) where support exchanges 

between couples were investigated, found that the way the partner responds to the 

partner with breast cancer, plays an integral role in her psychological adaptation to 

the disease. Findings associated with patients' self-disclosures and distress were 

three-fold. Firstly, reciprocal self-disclosure was related to patient reports oflower 

cancer-specific intrusions, lower levels of general distress and avoidance. This result 

may suggest that open communication of emotions and thoughts between a couple 

coping with breast cancer might aid the woman's adjustment to the illness. 

Secondly, partners who responded to patient self-disclosures by talking about the 

problem or attempting to generate solutions in fact lead the cancer patient to report 

more general distress. Finally, women reported less distress when their partners 

responded to their self-disclosures with humour. 

Wimberly, Carver, and Antoni (2008) investigated 136 women with Stage 0, 

I, and II breast cancer and examined associations between optimism, distress, and 

their perceptions of social support availability, as they relate to psychosexual well

being. Findings indicated an association between optimism and active use of social 
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support in that patients with early stage breast cancer who are sufficiently optimistic 

feel more feminine and attractive partly because they view themselves as having 

more social support available, and because they are experiencing lower levels of 

emotional distress related to the disease. 

Thus, partners' perceived expression of affection and empathy predicts 

women's better long-term sexual and psychological adjustment to breast cancer 

(Carver, et al., 1998). However, most of what is known about couples' 

communication comes from studies involving breast cancer patients (e.g., Komblith 

et al., 2006) and there has been little research looking at the communication of 

couples coping with other cancer or even chronic illness diagnoses (Badr, Acitelli, & 

Taylor, 2007; Badr & Taylor, 2006; Badr & Taylor, 2009; Manne, Badr, Zaider, 

Nelson, & Kissane, 2010; Manne, Rubin, Edelson, Rosenblum, Bergman, 

Hernandez, Carlson, Rocereto, & Winkel, 2007; Manne, Winkel, Rubin, Edelson, 

Rosenblum, Bergman, Hernandez, Carlson, & Rocereto, 2008; Porter, Keefe, 

Baucom, Hurwitz, Moser, Patterson, Kim, 2009). In addition, only a small number 

of studies have explored beyond global satisfaction with partner support to examine 

how emotional support about body image or sexual concerns is conveyed, and what 

types of emotional support are most helpful for these concerns. 

Furthermore, most studies of partner support and adjustment to cancer rely 

upon women's self-report of their partners' perceived behaviours. Use of only self

report assessments to assess spousal dynamics has serious limitations. First, many 

variables can influence accuracy of perceptions of one's own or another's behaviours 

including, psychological state and coping, level of self-esteem and relationship 

satisfaction (Aymanns, Filipp, & Klauer, 1995; Lakey, Moineau, & Drew, 1992; 



Roberts, Cox, Shannon, & Wells, 1994; Wortman, 1984). Further, traditional self

report methods may be vulnerable to social desirability bias. 
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Observational studies, that involve audio-taped and/or videotaped data about 

couples' communication, provide more accurate information about couples' 

communication patterns and in addition provide insights into the richness of 

language use and word choice and therefore may be a better indicator of 

psychological distress than individual's self-reports. 

A systematic review of observational studies of couples' communication 

about cancer, or other similar serious illnesses, in the female partner, was conducted 

to determine if results from these studies concur with findings from self-report 

studies about couples' communication and women's cancer adjustment. 

Relevant publications were identified by searching computerised databases 

including Web of Science, PsycINFO, Scopus, ProQuest, and PubMED for key 

terms such as 'couples coping with cancer', 'couple communication', 'partner talk', 

'marital communication,' 'chronic illness', 'communal coping', 'social support', and 

'cancer adjustment' and articles central to the themes of the current study were 

identified. 

To inform knowledge about interactive processes between partners and the 

association between supportive communication and adjustment to major health 

stressors, studies needed to include observations of direct, synchronous 

communication, or discussion, between partners in a dyad about a significant health 

stressor in the female partner. Studies where partners directed their answers to a 

third person were excluded. Five studies were excluded on this basis. Shands, 

Lewis, Sinsheimer, & Cochrane (2006) conducted thematic coding on couples' 

reports of their breast cancer experience, whereby each partner expressed their 
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concerns about their own, or their spouse's coping to a therapist not to each other. In 

a study with 12 African American couples (Morgan et al., 2005), partners expressed 

their perceptions of their cancer adjustment to a researcher during a structured 

interview. Similarly, a study into cardiac disease and its impact on 24 couples' 

relationships involved transcripts of couples' interviews not direct communication 

between partners in the dyad (Mahrer-Imhof, Hoffmann, and Froelicher, 2007). An 

unpublished doctoral dissertation by Dorros (2010) examined the audio recordings of 

228 telephone counselling sessions from 43 couples coping with either breast or 

prostate cancer. Patients and their partners received separate therapy phone calls and 

the observational analyses were based upon participants' comments to their therapist, 

as opposed to observations of partners' communication with each other. Langer, 

Rudd, & Syrjala (2007) observed the facial expressions of 42 caregivers as they 

talked to a researcher about their experiences of looking after a partner who had 

received a stem cell transplant. The observational coding in this study was based 

exclusively on caregivers' reactions, not the interactions between patients and their 

partners. Though patients were present in the room when caregivers spoke, they 

were instructed to listen and not respond. 

Studies that focussed solely on observed marital communication skills 

associated with a relationship problem, as opposed to communication specifically 

about the disease experience, were also excluded. There is some correlation between 

couples' communication skills for a marital problem and their supportive skills for a 

specific stressor they face that is external to their marriage. However, compared to 

marital conflict discussions, partner support related topics, such as helping a partner 

with a personal problem, have been shown to elicit responses that are more positive 

and associated with intimacy building skills, such as acceptance and empathy 
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(Sullivan, Pasch, Johnson, Bradbury, 2010). Thus, studies that focus on general 

marital communication versus cancer-specific discussion provide information about 

couples' generic communication skills but do not indicate likely communication 

skills to target in interventions to support couples coping with cancer (Milette, 

Ghassan, El-Baalbaki, & Thombs, 2010). For this reason, Coyne, et al's (2001) 

study of couples coping with congestive heart failure was excluded as the researchers 

asked couples to talk about an area of disagreement in their relationship, not support 

for their experience with heart disease. 

Finally, a cohort comparison study (Hodgson, Shields & Rousseau, 2003) 

that compared communication patterns between couples coping with breast cancer 

(N=20) and couples with no life-threatening illnesses (N=22) was also excluded. 

Even though the researchers examined dyadic communication patterns, the 

observational data was derived from couples' discussions as they worked on 

reaching consensus about interpretation of a Rorschach (i.e. an abstract ink blot) 

interpretation task. The activity was purposefully devised to be unrelated to cancer 

or any other presenting problem the couples may have been facing; as such, the 

findings may inform a picture of couples' general collaborative communication skills 

but does not provide insight into supportive communication associated with cancer 

adjustment. 

Three studies were located that met the inclusion criteria: Heinrichs, 

Zimmerman, Huber, Herschbach, Russell, & Baucom, 2011; Manne, Ostroff, 

Sherman, Heyman, Ross, & Fox, 2004; and Scott, Halford, & Ward, 2004. In regard 

to disease stage and the time in the disease experience at which the observational 

communication data was collected, one study included patients who were recently 

diagnosed with stages I, II, or III breast or gynaecological cancer and had no history 
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of other cancers (Heinrichs et al., 2011); one study recruited patients with a primary 

diagnosis of Stage 0, I, II, or IHA breast cancer who were undergoing treatment for 

the disease (Manne et al., 2004); and the third study involved couples where the 

women were recently diagnosed with early stage breast or gynaecological cancers 

and had not commenced cancer treatments (Scott et al., 2004). 

The purpose of the communication task in the Manne et al., (2004) study 

which involved 148 breast cancer patients and their partners was to explore couples' 

support exchanges and how these related to women's cancer adjustment. The task 

utilised a videotaped discussion related to a cancer issue and a general issue. The 

tapes were coded with the Rapid Marital Interaction Coding System (R. E. Heyman 

& D. Vivian, 1997). It was found that partner disclosure predicted women's feelings 

of intimacy and was associated with women feeling a greater sense of acceptance, 

understanding, and caring by their partners. Couples' communication behaviours 

differed between cancer discussions compared to discussions of a general issue. 

During cancer-related discussions, women reported less distress iftheir partners 

responded to their self-disclosures with reciprocal self-disclosure or humour, as 

opposed to when their partners sort to problem solve in response to their disclosures. 

It was found that couples communicated differently depending on whether they were 

discussing the cancer issue or the general issue. Whilst engaged in discussions about 

cancer-related concerns, partners displayed more positive behaviours (e.g., self

disclosure, humour, problem discussion) and less hostility, and patients employed 

greater self-disclosure, expressions of sad affect, and less hostility. Fewer 

associations were found in the general-issue discussions between partner responses 

to patient self-disclosures and distress. Overall, the results suggest that the way a 
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partner communicates and responds to the female partner plays an important role in 

her psychological adaptation to breast cancer. 

Heinrichs et al., 2011 conducted an intervention study to ascertain how 72 

couples, newly diagnosed with breast or gynaecological cancer, fared over time in 

terms of their ability to cope with the distress of the disease. Participants were 

randomly allocated to either a couple-skills training group which explicitly taught 

dyadic skills or a cancer education group which provided written educational 

materials. The couples were assessed at four time points and it was found that the 

females receiving the couple-skills training demonstrated effective reductions in fear 

of progression of the disease. In addition, the couples reported less avoidant coping 

in dealing with the cancer, greater posttraumatic growth, and better dyadic coping 

compared to the couples who participated in the cancer education. By 16 months 

post-cancer diagnosis, all differences favouring the couple-skills intervention were 

non- significant. Results indicated that enhancing couples' skills as a unit during the 

acute medical treatment phase of the cancer journey would be the time of most 

benefit to the couple overall. 

Scott and colleagues (2004) conducted a randomised control trial comparing 

a couples' coping training intervention, a minimal psycho-educational intervention, 

or patient only intervention, for assisting couples coping with breast or 

gynaecological cancers. Outcome measures included observational coding of 

couples' supportive communication, prior to, and three times after receiving 

intervention. The observational task involved partners talking for 10 minutes about 

their own and theif partner's adjustment and coping and how they might support 

each other. Coding of the videotapes used an adapted version of the Rapid Couple 

Interaction Coding System which is a sampling procedure conducted by coders who 
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were narve to the intervention condition. The coding unit was the presence or 

absence of six communication behaviours in each 30-second interval: criticism., 

disagreement, withdrawal, couple coping, validation and warmth. Couples who 

received the couples based intervention improved significantly in their level of 

couple coping discussion and reduced in their withdrawal during cancer discussion 

compared to couples in the other groups. The results also suggest that an 

intervention that aimed to enhance couples mutual support communication was 

associated with enhanced long-term psychological and sexual adjustment to cancer. 

However, this study did not compare communication patterns or concerns between 

couples with breast and gynaecological cancers or examine whether there were 

differential effects of intervention for the types of cancer diagnoses on these 

variables. 

The three observational studies of communication conducted with couples 

coping with a major health problem in the female have all been focused on either 

breast cancer patients only or, if they included gynaecological cancer patients, did 

not report the results for this group separately. Overall, the findings from these 

studies generally support results from self-report in that positive, supportive couple 

communication is associated with better psychological adjustment to cancer in 

women, and in one study (Scott et al, 2004), it was also associated with better 

adjustment in their partners as well. 

However, the findings to date have not explored if couples coping with breast 

or gynaecological cancer engage in and derive benefit from the same types of 

supportive communication about their cancer experiences. The current study 

examines if there are differences in supportive communication between couples 

coping with breast or gynaecological cancers at the time of diagnosis in terms of 
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their (a) support satisfaction, coping, psychological and sexual adjustment and (b) 

process and content (themes) of couples' discussions about their cancer experience. 

Even though there is limited research that directly compares breast and 

gynaecological cancer patients in terms of their psychological and sexual adjustment, 

it is still reasonable to expect that, given the direct impact of pelvic cancer on female 

sexual organs, women with gynaecological cancers may report greater levels of 

sexual difficulties at the time of diagnosis than women with breast cancer. Thus it is 

predicted that, compared to women and their partners coping with breast cancer, 

couples coping with gynaecological cancer will 1) experience greater psychosexual 

adjustment difficulties; and 2) engage in more discussions about the physical impact 

of the illness, including impact on sexual adjustment. In the absence of prior research 

exploring differences between the groups, no other predictions in relation to 

differences in communication, coping and adjustment are made. 

Method 

Participants 

The study involves secondary data analyses with data drawn from a larger 

randomised control trial of a couple coping intervention (CanCOPE) for couples 

where the female was diagnosed with early stage breast or gynaecological cancers 

(Scott, et al., 2004). The results pertaining to the current study have not been 

published elsewhere. 

Couples were recruited from three hospital oncology clinics in metropolitan 

Brisbane, Australia. Eligibility criteria for inclusion in the study were as follows: (a) 

The woman was about to commence treatment for a primary (localised) breast or 

gynaecological cancer and had no history of other cancers, (b) the couple was 

currently married or had been living in a committed relationship for at least a year, 



(c) the couple lived within 200km of the city centre to make intervention delivery 

feasible, ( d) neither partner reported treatment for a psychological disorder in the 

past year, and ( e) both partners were able to read and speak English. 
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There are a number of factors to control for in the current study. It is well 

established in the literature (e.g., Burwell, Templeton, Kennedy, & Zak-Hunter, 

2008) that younger people with cancer show greater distress, and have poorer 

functioning on a range of outcomes, than older people with cancer. Further, younger 

couples show marked differences in some communication codes compared to older 

couples. For example, older couples exhibit less negativity and more affection 

during martial interactions than younger couples (Carstensen, Gottman, & Levenson, 

1995). In addition, couples who are maritally distressed display greater negativity in 

their communication than maritally happy couples, while couples who have been 

together longer may be better able to reach agreement during arguments than couples 

with shorter relationship length (Canary, Weger, & Stafford, 1991; Gottman & 

Notarius, 2000). Thus, to control for the potential influence of couples' age, 

relationship length and satisfaction on communication patterns, a subsample of 

couples coping with breast and gynaecological cancer were selected from the larger 

sample and were matched on these variables (see Table 1 below). This procedure 

gave thirty-two couples per diagnostic group (64 couples in total) and analyses 

revealed no significant differences between the groups on any of the assessed 

demographic or relationship variables. The mean age for females was 49.77 and for 

males was 51.17. Couples had been married for an average of 23. 5 9 years and 

according to the Dyadic Adjustment Scale (DAS; Spanier, 1976), the average marital 

satisfaction level for females was 115.06 (SD = 18.21) and for males was 118.12 (SD 

= 13.77). 
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Table 1. 
Comparison of Breast and Gynaecological Cancer Couples on Categorical and 
Demograp_hic Variables 

Breast Gynaecological 

N=32 couples N= 32 couples 

Mean (sd) Mean (sd) 

Proportions Proportions 

Number Number 

Variable 

Age F 49.5 (9.04) F 50.0 (9.39) 

M 51.3 (9.61) M 51.0 (10.55) 

SES 3% high income 3% high income 

13% band2 9% band2 

22% band 3 13% band 3 

22% band4 19% band 4 

13% band 5 22% band 5 

25% band6 22% band 6 

0% low income 13 % low income 

Education Level 13% <Year? 16% <Year 7 

Attained (Female) 
47% Year 8-10 50% Year 8-10 

16% Year 11-12 25% Year 11-12 

16% TAFE 6%TAFE 

9% University 3% University 

Education Level 13% <Year? 22% <Year? 

Attained (Male) 
34% Year 8-10 44% Year 8-10 

22% Year 11-12 25% Year 11-12 

22%TAFE 3%TAFE 

9% University 6% University 
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Number of years 22.59 (12.36) 24.59 (12.55) 
married 

Dependent 41 % (13 couples) 38% (12 couples) 
Children 

Previous 23 % no conversation 32% no conversation 
Conversation 

3 3 % dissimilar 16% dissimilar previous 
Experience previous conversation conversation 

43% similar previous 52% similar previous 
conversation conversation 

Video Effect 71 % no effect 61 % no effect 

29% minimal change 27% minimal change 

0% large change 13% large change 

Previous Sexual 38% 28% 
Problems 

Other F28% F 16% 
Illness/Disability 

M34% M25% 

Premorbid Sexual 75% active 75% active 
Activity 

Currently Sexually 59%yes 59%yes 

Active 
16% no (<12 months) 16% no (<12 months) 

25% no (>12 months) 25% no (> 12 months) 

Measures 

Couple communication 

Couple communication was assessed during a 10-minute discussion on the 

topic of "the effect of [patient's name] cancer on you as a couple, how you are both 

coping, and how you might support each other in the future." When this task was 

used to assess support communication in families in which someone has a severe 

psychiatric disorder, observed communication predicted future adjustment (Halford, 
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Steindl, Varghese, & Schweitzer, 1999). Couples' discussions were videotaped 

using a portable camera on a tripod; the research assistant left the room while the 

discussion took place. Prior to the discussion, couples were asked to indicate on a 10 

point Likert scale their degree of confidence that they and their partner could engage 

in a discussion about their cancer experience that was helpful and supportive from 0 

(not at all confident through to 10 (extremely confident). After the discussion, 

couples were asked to indicate on a 10 point Likert scale how helpful they found the 

discussion about their cancer experience from 0 (not at all helpful) through to 10 

(extremely helpful). Couples were also asked to rate how similar their recorded 

communication was to their usual communication from 0 (exactly the same) through 

1 (some slight differences) to 2 (marked difference). Couples also were asked 

whether, since the cancer diagnosis, they had had a similar discussion about the 

effects of the cancer on them. 

The videotapes were coded using a 30-second interval sampling procedure. 

Coders who were naive to the intervention condition classified the presence or 

absence in each 3 0-second interval by both the male and the female of nine process 

behaviours: describe, self-disclose, humour with response, acceptance, negate, 

criticise, withdrawal, positive understanding, negative affect and seven content (or 

theme) codes: psychological responses, body image or sexual concerns, physical 

impact of proposed treatments, prognosis, couple coping, social support external to 

the marriage, and off topic coping in both members of the dyad. The derived scores 

are the percentage of intervals that contain each defined behaviour. The modified 

Rapid Katorgoriensystem fur Partnerschatliche Interaktion (Rapid Couple Interaction 

Coding System), was used to code communication as reported in Scott et al., (2004). 
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The process codes are defined in Scott et al, 2004. The themes codes are described 

in Table 2 below. 

Table 2. 
Definition of Theme Codes 

Theme Code 

1. Psychological responses 

2. Body image or sexual 
concerns 

3. Physical impact of 
proposed treatments 

4. Prognosis 

5. Couple Coping 

Definition 

Perceived personality changes or appraisal of ones' own 
psychological adjustment or reactions to aspects of diagnosis or 
treatments. These themes generally start with "I" (e.g., "I'm a lot 
less patient these days of people complaining over trivial things"). 

Physical and/or psychological aspects of the cancer experience on 

body image, femininity, sexual image or the couple's sexual 
functioning. It includes the way the woman sees herself as a 
female. It can include comments about the emotional significance 
placed upon parts of the body associated with sex, sexuality or 
femininity (e.g., "How will you feel when you see me after 
surgery, you know ... when you look at me?"). 

References made about the effect of the cancer and/or cancer 
treatment(s), on the woman physically (e.g., "I wish I could drive 
the car but I can't turn my head properly yet"; "They don't start 
you on the radiotherapy 'till the wound heals and then you go 
every week day for six weeks". 

Issues about the patient's prognosis for survival or cure. It can 
include comments about the likely success of surgery or other 
treatments in removing a cancer, or in preventing the recurrences; 
comments about the impact of the diagnosis on a person's life 
expectancy, or views about the perceived severity of cancer as a 
disease in general (e.g., "I don't care what they do I just want them 
to get it all". 

Comments about the couples' thoughts, views or opinion about 
their relationship as a couple and how they see themselves as a 
couple or how they define their marriage/relationship. Statements 
about coping, partner support or the cancer experience in the 
context of the couple relationship (e.g., "We make a good team"; 
"Our cancer scare has brought us closer"; "We can get through this 
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if we take it a step at a time"; "We faced a steep learning curve 
trying to understand all the medical facts in a short time, but we 
did it"). 

6. Social Support (external Social Support can be general or professional. 
to the marriage) 

7. Off Topic Coping 

General Social Support includes appraisal or comments about the 
quality of broader general social support provided by people other 
than the partner, (e.g., "I know people want to help but the phone 
just drove us crazy that first week"; "Everyone has been so good, 
you really feel loved".) 

Professional Social Support includes all reference to social support 
provided or not provided by professionals such as doctors, nurses, 
allied health professionals, or cancer organisation personnel, (e.g., 

"The doctor explained it all really well"; "I didn't like the video 
ve1y much as it made you realise how serious it all is".) 

Talking about topics not related in any way to cancer themes or the 
couple's experience of cancer. 

A second observer independently rated a random sample of one third of the 

tapes. Interrater agreement on both process and theme coding was satisfactory to 

high, with the lowest kappas of .69 for positive understanding, and the highest of .82 

for withdrawal. 

Coping, psychological distress, sexual functioning, and body image 

Self-report measures assessed psychological distress and sexual functioning, 

and perceived partner and self-coping. Only females completed a measure of body 

image satisfaction. Both females and males completed two subscales from the 

Psychosocial Adjustment to Illness Scale-Self Report (PAIS-SR; Derogatis, 1986; 

Derogatis & Derogatis, 1990). The Psychological Distress subscale (seven items) is 

used to assess symptoms of anxiety and depression, and the Sexual Difficulties 

subscale (six items) is used to assess the occurrence of sexual difficulties attributed 

to diagnosis and treatments during the last week. Raw scores on both the PAIS-SR 

subscale were converted to T scores on the basis of normative data from a mixed 
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cancer sample (Derogatis). Both partners also rated on two separate 7 point scales 

how well they thought (a) they were coping overall with the cancer and, (b) how well 

they thought their spouse or partner was coping overall with the cancer; ranging 

from 1 (extremely poorly) to 7 (extremely well). 

Females also completed the Impact of Event Scale (JES; Horowitz, Wimer, & 

Alvarez, 1979), which assesses intrusive negative thoughts (seven items) and 

avoidance of negative thoughts and behaviours (eight items) experienced in the past 

week. The JES has been used extensively to assess traumatic reactions to major 

stressful events, including cancer (Cordova et al., 1995). The internal consistency of 

both the subscales in the present study was high across the four administrations, with 

alphas ranging from .87 to .90 for Intrusion and from .80 to .91 for Avoidance. 

Procedure 

The full procedure is reported elsewhere (Scott et al., 2004). A psychologist 

attended the cancer treatment clinics to provide eligible females with a brief 

explanation of the study and an information sheet. The next day, the psychologist 

called the women to arrange informed consent. There was 94% agreement to 

participate in the study. These assessments took approximately two hours and 

involved the couple completing a semi-structured interview, separately completing 

the self-report measures, and doing the communication task. The data reported in 

this study relates to couples' communication and adjustment at the time of diagnosis, 

and prior to commencement of medical treatment or randomisation to the 

intervention arm. 
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Results 

Design and analyses 

Data was analysed in SPSS. All analyses used an alpha of .05 (a= .05). To 

test the equivalence of breast and gynaecological cancer couples on variables that 

might account for any significant findings, couples in the two diagnostic groups 

(breast cancer, gynaecological cancer) were compared on the following variables 

using independent samples t-tests (breast cancer vs gynaecological cancer) and chi

square analyses: whether being videoed effected their communication, age, 

education level attained, presence and number of children, number of years married, 

other chronic illnesses or disability in either partner, history of previous cancer, 

menopausal status, hormone replacement therapy, current sexual activity, previous 

sexual problems, sexual activity prior to diagnosis, previous personal experience 

with cancer, view of cancer prognosis, nodal status, chemotherapy dosage, prior 

cancer conversation, and previous conversation experience. This was undertaken to 

ensure the two groups were as closely matched as possible and therefore suitably 

comparable for comparison. Analysis revealed that couples where the woman had 

gynaecological cancer, were more likely to be currently abstaining from sexual 

activity (within the last 12 months), though this is likely to be wholly attributable to 

the type of cancer. All other chi-square and t-tests revealed no differences on any of 

the variables and thus the two groups were considered to be equivalent. Results for 

these analyses are shown in Table 3. 

To test differences between diagnostic groups in terms of their psychological 

functioning, coping appraisals and theme and observational codes for the recorded 

interviews, a 2(cancer group: breast, gynaecological) by 2(sex: male, female) mixed 

design was employed. 



Table 3. 

Comparison of the Equivalence of Variables Affecting Breast and Gynaecological 
Cancer Couples 

Variable ta p 

Female -0.231 .818 
Age 

Male 0.112 .912 

Number of Children -1.078 .285 

Years Married -0.642 .532 

x df p 

Female 3.12 4 .538 
Education Level 

Male 5.95 4 .203 

Children (yes/no) 0.07 1 .798 

Other chronic illnesses or 
Female 1.46 1 .226 

disability (yes, no) Male 0.67 1 .412 

Female 3.02 2 .221 
History of previous cancer 

Male 2.02 2 .365 

Menopausal status 0.06 1 .802 

hormone replacement therapy 0.49 2 .784 

Sexual activity prior to identical counts 
diagnosis 

current sexual activity 10.24 2 .006* 

previous sexual problems 0 .. 64 1 .424 

previous personal experience 
Female 0.16 1 .689 

with cancer Male 0.16 1 .689 

view of cancer prognosis 
Female 0.70 2 .704 

(positive/negative/no opinion) Male 3.00 2 .391 

nodal status identical counts 

chemotherapy dosage 3.00 1 .083 

had prior cancer conversation 0.44 1 .509 

previous conversation 2.49 2 .288 

experience 

a t-test conducted with 62 degrees of freedom 

* significant at the .05 level 
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Cancer type was a between-subjects factor, and sex was a within-subjects 

factor. Sex was included as a within-subjects factor as per previous research in the 

field (e.g., Scott et al, 2003), to address the dependency between women's and men's 

sores (Kraemer & Jacklin, 1979). 

Psychological functioning and coping 

To test differences between diagnostic groups in terms of their psychological 

functioning, and coping appraisals, a series of separate two-way ANOV As on self

report measures of psychological distress, and perceived partner and self-coping. 

The two-way ANOV A analysis conducted for Sex x Cancer Type on coping effort or 

burden felt indicated that there was a significant main effect of sex (see Figure 1 ), 

with females reporting greater coping effort or burden associated with their cancer 

experience (M=l00.86, SD=18.20) than males (M=84.58, SD=l 7.38), irrespective of 

cancer type F(l, 62)=34.29, MSE=394.34, p<.001, g=0.91 and this effect was large. 

There was no main effect of cancer type F(l, 56)=0.18,p=.68, or sex by cancer 

interaction F(l, 56)=0. l l,p=.74 for this process code. 



Females Males 

Sex 

Figure I. Coping effort or burden felt for females and males coping with breast or 
gynaecological cancer. 

The two-way ANOVA (Sex x Cancer Type) conducted on self-reported 

sexual functioning revealed a trend to significance for a main effect of sex (see 
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Figure 2), with females experiencing greater difficulty in terms of their self-reported 

sexual functioning (M=52.47, SD=l0.37) than males (M=50.37, SD=8.43), F(l, 

62)=3.72, MSE=l 14.23, p=.058, g=0.22 and this effect was small. In addition, there 

was also a significant main effect of cancer type (see Figure 3), with couples coping 

with gynaecological cancer reporting greater difficulty in terms of their sexual 

functioning (M=55.20, SEM=I.34) than couples coping with breast cancer 

(M=47.64, SEM=l.34), F(l, 62)=16.02, MSE=l830.12, p<.001, g=l.00 and this 

effect was large. There was no significant sex by cancer interaction for self-reported 



sexual functioning F(l, 56)=0.003,p=.95. 
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Figure 2. Sexual functioning for females and males coping with breast or 
gynaecological cancer. 
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Figure 3. Self-report of sexual functioning of couples coping with breast or 
gynaecological cancer. 

For ratings of female self-coping, there was no significant main effect of 

cancer type F(l, 56)=0.77,p=.38, or sex, F(l, 56)=1.09,p=.30, or sex by cancer 
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interaction F(l, 56)=0.0l, p=.91. For ratings of male self-coping, there was no 

significant main effect of cancer type F(l, 56)=2.16,p=.15, or sex F(l, 56)=0.43, 

p=.52, or sex by cancer interaction F(l, 56)=1.72, p=.20. For ratings of 

psychological distress, there was no significant main effect of cancer type F(l, 

56)=1.33,p=.25, or sex, F(l, 56)=2.70,p=.11, or sex by cancer interaction F(l, 

56)=2.40, p=.13. 

Observed and self-reported communication 
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To test the association of communication codes with each of the measures of 

prior communication, communication self-efficacy and communication helpfulness a 

series of two-way ANOVAs were conducted. For communication self-efficacy, 

there was no significant main effect of cancer type F(l, 56)=0.30,p=.59, or sex F(l, 

56)=0.07,p=.79, or sex by cancer interaction F(l, 56)=2.71,p=.l 1. For ratings of 

how helpful each person found the communication task, there was no significant 

main effect of cancer type F(l, 56)=0.62, p=.44, or sex F(l, 56)=0.02, p=.90, or sex 

by cancer interaction F(l, 56)=0.07,p=.80. 

Process Codes 

Criticism occurred at extremely low rates (mean of 60 seconds for the entire 

sample) and was therefore excluded from further analyses. The two-way ANOV A 

(Sex x Cancer Type) conducted on use of self-disclosure (see Figure 4) indicated a 

significant main effect of sex, with females using self-disclosure more (M=47.67, 

SD=20.22) than males (M=27.33, SD=21.88), irrespective of cancer type F(l, 

56)=28.74, MSE=485.56, p<.001, g=0.96 and this effect was large. There was no 



main effect of cancer type F(l, 56)=0.004,p=.95, or sex by cancer interaction F(l, 

56)=0.04,p=.84 for this process code. 
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Figure 4. Use of self-disclosure for females and males coping with breast or 
gynaecological cancer. 

The two-way ANOV A (Sex x Cancer Type) conducted on humour with 

response revealed a significant main effect of sex (see Figure 5), indicating that 

males use humour more (M=7.93, SD=l 1.11) than females (M=4.62, SD=7.66), 

irrespective of cancer type F(l, 56)=7.87, MSE=l44.43, p=.007, g=0.3 and this 
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effect was small. There was no main effect of cancer type F(l, 56)=0.003,p=.96, or 

sex by cancer interaction F(l, 56)=0.65,p=.42 for this process code. 



Males Females 

Sex 

Figu,re 5. Humour with response for females and males coping with breast or 
gynaecological cancer. 

The two-way ANOVA (Sex x Cancer Type) conducted on negative affect 

revealed a significant main effect of sex (see Figure 6), indicating that females use 

negative affect more (M=40.95, SD=40.08) than males (M=24.42, SD=35.35) 

irrespective of cancer type F(l, 56)=9.58, MSE=2035.60, p=.003, g=0.44 and this 
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effect was small to medium. There was no main effect of cancer type F(l, 56)=1.l 1, 

p=.30, or sex by cancer interactionF(l, 56)=0.25,p=.62 for this process code. 
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Figure 6. Negative affect displayed by females and males coping with breast or 
gynaecological cancer. 

For the process code of describe, there was no significant main effect of 

cancer type F(l, 56)=0.38,p=.54, or sex F(l, 56)=3.08,p=.09, or sex by cancer 

interaction F(l, 56)=0.0l, p=.93. For the process code of acceptance, there was no 

significant main effect of cancer type F(l, 56)=0.20,p=.66, or sex F(l, 56)=0.05, 

p=.82, or sex by cancer interaction F(l, 56)=1.00,p=.32. For the process code of 
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negate, there was no significant main effect of cancer type F(I, 56)=0.24,p=.62, or 

sex F(l, 56)=1.15,p=.29, or sex by cancer interaction F(l, 56)=0.03,p=.86. For the 

process code of positive understanding, there was no significant main effect of 

cancer type F(l, 56)=0.21,p=.65, or sex F(l, 56)=0.1 l,p=.74, or sex by cancer 

interaction F(l, 56)=0.15,p=.70. 

Theme Codes 

The two-way ANOVA (Sex x Cancer Type) of theme codes revealed a 

significant main effect of sex on the extent that couples talk about the male's 
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psychological reactions to the cancer diagnosis (see Figure 7). When couples talk 

about the male's psychological reactions to the cancer diagnosis, males talk more 

about their own reactions (M=l 7.97, SD=l 7.04) relative to their partner's (M=8.66, 

SD=l0.45) discussion about the male's reactions F(l, 56)=14.44, MSE=226.02, 

p<.001, g=0.66 and this effect was medium. There was no main effect of cancer 

type F(l, 56)=0.23,p=.63, or sex by cancer interaction F(l, 56)=1.78,p=.19 for this 

theme code. 

Males Females 

Sex 

Figure 7. Talk about male psychological reactions by females and males coping 
with breast or gynaecological cancer. 

The two-way ANOVA (Sex x Cancer Type) conducted on talk about female 

psychological reactions also indicated a significant main effect of sex (see Figure 8). 

When couples are discussing the female's reactions to the diagnosis, the woman 

spends more time talking about her own reactions (M=28.74, SD=20.71) relative to 

her partner's comments upon her reactions (M=9.70, SD=12.43), relative to her 

spouse's F(l, 56)=32.47, MSE=260.68, p<.001, g=l.11 and this effect was large. 



There was no main effect of cancer type F(l, 56)=0.05,p=.82, or sex by cancer 

interaction F(l, 56)=1.55, p=.22 for this theme code. 

Males Females 

Sex 

Figure 8. Talk about female psychological reactions by females and males coping 
with breast or gynaecological cancer. 

The two-way ANOV A (Sex x Cancer Type) conducted on body 

image/sexual functioning discussions showed a trend to significance for a main 
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effect of sex (see Figure 9). Males talk marginally more about body image (M=4.45, 

SD=9.99) than females (M=2.86, SD=5.98), F(l, 56)=3.59, MSE=lOl.69, p=.063, 

g=0.19 though this effect was negligible. Furthermore, there was a significant main 

effect of cancer type (Figure 10), with couples coping with breast cancer discussing 

the topic of body image/sexuality (M=6.35, SEM=l.32) more than couples coping 

with gynaecological cancer (M=.97, SEM=l.32), F(l, 56)=8.27, MSE=840.62, 

p=.006, g=0.75 and this effect was medium to large. There was no sex by cancer 

type interaction for this theme code F(l, 56)=2. 70, p=.11. 
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GENDER 

Figure 9. Body image/sexuality discussions of females and males coping with breast 
or gynaecological cancer. 
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Figure 10. Body image/sexuality discussions of couples coping with breast or 

gynaecological cancer. 

The two-way ANOV A (Sex x Cancer Type) conducted on physical impact 

indicated a trend to a significant main effect of cancer type (see Figure 11), with 



couples coping with breast cancer talking significantly more about the overall 

physical impact (M=30.71, SEM=2.79) or concerns associated with diagnosis and 

treatments than couples coping with gynaecological cancer (M=23.23, SEM=2.79), 

F(l, 56)=3.59, MSE=1622.26, p=.063, g=0.50 and this effect was medium. There 

was no main effect of sex F(l, 56)=0.29,p=.59, or sex by cancer interaction F(l, 

56)=0.002, p=.963 for this theme code. 
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Figure 11. The overall physical impact for couples being diagnosed and treated for 
breast or gynaecological cancer. 

The two-way ANOV A (Sex x Cancer Type) conducted on general social 

support revealed a significant main effect of sex (see Figure 12), with females 

talking more about general social support (M=12.99, SD=12.42) than males 

(M=l0.22, SD=l 1.60) irrespective of cancer type, F(l, 56)=5.74, MSE=251.98, 

p=.020, g=0.23 though this effect was small. There was no main effect of cancer 

type F(l, 56)=0.69, p=.41, or sex by cancer interaction F(l .56)=0.03, p=.862 for this 

theme code. 
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Figure 12. General social support of females and males coping with breast or 
gynaecological cancer. 

The two-way ANOVA (Sex x Cancer Type) conducted on being o:fftopic 

40 

showed a significant main effect of cancer type (see Figure 13), with discussion by 

gynaecological couples being off topic significantly more (M=21.27, SEM=2.76) 

than breast cancer couples (M=l2.69, SEM=2.76), F(l, 56)=4.84, MSE=2136.85, 

p=.032, g=0.58 and this effect was medium. There was no main effect of sex F(l, 

56)=3.03,p=.09, or sex by cancer interaction F(l,56)=0.002,p=.963 for this theme 

code. 
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Figure 13. Extent to which discussion was off topic for couples coping with breast 
or gynaecological cancer. 

For the theme code of prognosis, there was no significant main effect of 

cancer type F(I, 56)=0.03,p=.89, or sex F(l, 56)=0.76,p=.39, or sex by cancer 

interaction F(I, 56)=0.89,p=.35. For the theme code of couple coping, there was no 

significant main effect of cancer type F(l, 56)=0.02,p=.89, or sex F(l, 56)=0.96, 

p=.33, or sex by cancer interaction F(l, 56)=0.22, p=.64. For the theme code of 

social support external to the relationship, there was no significant main effect of 

cancer type F(l, 56)=0.02,p=.97, or sex F(l, 56)=0.03,p=.87, or sex by cancer 

interaction F(l, 56)=1.76,p=.19. For the theme code of discussions about overall 

social support, there was no significant main effect of cancer type F(l, 56)=2.07, 

p=.16, or sex F(l, 56)=1.200,p=.28, or sex by cancer interaction F(l, 56)=1.52, 

p=.22. 
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Discussion 

Despite almost a decade ofresearch that involves self-report measures to 

explore the impact of cancer on a couple, there have been few observational studies 

of couples' cancer related supportive communication patterns and none that have 

examined both breast and gynaecological cancer couples within the one study. The 

main aim of the present study was to investigate couples coping with breast or 

gynaecological cancer and to determine ifthere are differences in their supportive 

communication patterns. In addition, if differences were identified, a subsequent 

aim was to investigate how these differences relate to couples' psychosexual 

adjustment, in terms of body image and sexual functioning. Indeed, when matched 

for age, there are very few significant differences according to cancer type on any 

study outcomes other than sexual functioning, body image, physical impact or 

concerns associated with diagnosis and treatment and being off topic. 

Cancer Type Differences 

The hypothesis that couples coping with gynaecological cancer would 

experience greater psychosexual adjustment difficulties than couples with breast 

cancer was not supported. Findings from this study suggest that couples coping with 

breast cancer experienced greater body image concerns, and greater overall physical 

impact than couples coping with gynaecological cancer. It is important to note 

however, that this result is not universal. For example, couples with gynaecological 

cancer self-reported greater sexual difficulties than couples with breast cancer. It is 

known from the psycho-oncology literature (e.g., Andersen and Jochimsen, 1985) 

that couples coping with gynaecological cancer may experience greater difficulty in 

terms of their sexual functioning than couples coping with breast cancer and the 

current study supports this finding. However, the observational data revealed that 
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couples coping with breast cancer discussed more body image and sexual concerns 

than gynaecological cancer couples. The fact that the hypothesis that couples coping 

with gynaecological cancers would engage in more discussions about sexual issues 

and body image and less discussion of their support and coping needs than couples 

coping with breast cancer was not supported, suggests that the observational data 

maybe more sensitive to these types of concerns or perhaps couples coping with 

gynaecological cancer are not as comfortable discussing such concerns. The finding 

that the gynaecological cancer couples were more off topic than couples facing 

breast cancer lends some support to this second conclusion. In society, breast cancer 

has arguably received greater media attention than gynaecological cancers and this 

may reduce communication barriers associated with cancer discussion. Alternatively 

discussing sexual concerns might be more difficult for couples with a gynaecological 

site for cancer and this may account for the couples with gynaecological cancer 

displaying avoidance towards cancer communication (Sandford, 2003). 

Sandford investigated the extent to which communication behaviour is 

influenced by the difficulty of the topic being discussed at two levels of analysis, 

proximal and distal. At the proximal level, topic difficulty is defined as the difficulty 

of a topic being discussed in a single, specific conversation whereas at the distal 

level, topic difficulty is a person's maximum topic difficulty across several areas of 

conflict. Results suggest that the relationship between topic difficulty and 

communication behaviour is not direct, but instead is mediated by marital 

satisfaction. 

Clinically it is important to assist couples coping with gynaecological cancers 

who report sexual difficulties to overcome their communication avoidance, 

especially if sexual problems are a source of conflict. The marital literature suggests 
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that a highly difficult, unresolved area of conflict in a relationship leads to low levels 

of marital satisfaction. Sandford argues that in general, the relationship between 

topic difficulty and communication behaviour appears to depend on the level of 

analysis that is being considered. 

No differences were found between the two diagnostic groups on discussion 

of their social support (general, professional, and overall) and coping needs as a 

couple. When the correlations of communication codes for each cancer group and 

for each sex were tested with each of the measures of prior communication, 

communication self-efficacy, and how helpful each couple found the communication 

task, there were no significant effects. To investigate why the various hypotheses 

involving communication were not supported, power analyses were conducted. 

These analyses revealed power below .35, and as such, these statistically non

significant results may well have been due to insufficient sample size. Further to 

this, high variability on these measures may also have meant that the sample was 

simply insufficient in size to detect differences that may in fact exist. Future studies 

may need to take this into account when investigating communication helpfulness. 

Sex Differences 

In the present investigation, regardless of cancer type, females put greater 

effort into coping with their cancer experience and felt a greater burden about their 

illness than males. In addition, females experienced greater difficulty in terms of 

their sexual functioning than males. Overall this indicated that females experience a 

heavier load in terms of their illness relative to their partners, which is not surprising, 

given that the females have the cancer. Although this fact is well noted, studies that 

have investigated the sexual functioning of couples with breast or gynaecological 

cancers within the one study are scarce. Scott and Kayser (2009) conducted a review 
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of interventions for couples coping with breast and gynaecological cancers to help 

address the issues surrounding female sexual adjustment and body image. Only one 

study has exclusively explored these two diagnostic groups within the one research 

paper (Andersen & Jochimsen, 1985) and supports the finding that couples with 

gynaecological cancer encounter more challenges regarding sexual functioning and 

body image evaluations than couples with breast cancer. 

In contrast, males used more humour in conversations, as well as tending to 

engage in more discussions about body image than females. Cancer affects both the 

partner and the patient, and in striving to contribute positive coping efforts during 

this stressful time, males may sometimes adopt humour as a buffering strategy to 

protect their partner from the distress of the illness. Moreover, the partner can play 

an important role in assisting the patient to come to terms with changes in her body 

image. For at least two decades the oncology literature has strongly held that women 

with cancer report that emotional support from their partners in addressing issues 

such as body image is one of the most important factors in their adaptation to the 

cancer (e.g., Ell, Nishimoto, Mediansky, Mantell and Hamovitch, 1992). Through 

education and increased awareness, it appears that this crucial message has made its 

way to males and they are cognisant of the fact that one of the numerous ways they 

can support their partner during their cancer journey is to talk with her about body 

image and the changes she is undergoing. 

The analyses conducted on process codes revealed that irrespective of cancer 

type, females used more self-disclosure than males and this finding is consistent with 

the general marital literature that suggests that females engage in more self

disclosure compared with males in relationships and during times of distress 



46 

(Heinrichs et al., 2011). Furthermore, this result would again reflect the fundamental 

fact that it is the females who have the cancer. 

Females were also found to be more demonstrative in couple communication 

compared to males and this echoes the conclusions that Markman and Hahlweg 

(1993) made in their work regarding invalidation summary codes. The aforesaid 

authors found that couples who went on to become distressed, or even divorced, had 

higher levels of invalidation during their premarital interaction than couples who 

were destined to remain non-distressed. Markman and colleagues posit that the 

Pursuit/Withdrawal cycle (i.e., a tendency by females to pursue their male partner 

and for males to withdraw) is a way to deal with marital distress. Research 

conducted on the Pursuit/Withdrawal cycle concluded that gender differences are a 

function of gender roles and marital distress (Markman, Silvern, Clements, & Kraft

Hanak, 1993). 

It was also revealed that irrespective of cancer type, females use negative 

affect more than males, indicating that females may have lower overall affect than 

males. It is understandable that females would show greater distress in comparison 

to their partners as the females have the disease. Results also indicated that males 

used humour more when responding than females. It is likely that males do this in 

an attempt to decrease tension and emotional distress around the difficult and 

challenging aspects of cancer discussion (Manne et al., 2004). These results are also 

consistent with marital observation studies showing differences between males and 

females in distressed relationships (Hagedoorn, Sanderman, Bolks, Tuinstra, and 

Coyne, 2008). 

When all thirteen theme codes were analysed, it was found that when couples 

talk about the male's psychological reactions to the cancer diagnosis, males talk 
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more about their own reactions in comparison to their partners' discussion about the 

male's reactions. Conversely, when couples are discussing the female's reactions to 

the cancer diagnosis, the female spends more time talking about her own reactions 

relative to her partner's comments about her reactions. This finding is consistent 

with the marital literature that suggests that females contribute more of the emotional 

work in relationships than do males (Brackett, Warner, and Bosco, 2005; Kayser and 

Scott, 2008). 

For most females, communication is highly related to marital adjustment and 

women tend to monitor their intimate relationships more closely than men do 

(Gordon, Baucom, Epstein, Burnett, & Rankin, 1999). Further, it appears that 

females have greater sensitivity to, and awareness of, relationship behaviours and 

cognitions. Thus, females behave in ways that correspond to their relationship 

standards, which in turn increases the likelihood that they will be more attuned to 

any discrepancies in the relationship. Gordon et al., (1999) propose that the 

relationship between good communication, marital adjustment, and marital distress 

appears to be particularly strong for wives with relationship focussed standards. The 

oncology literature suggests that female partners of men with prostate cancer report 

more distress than patients, yet believe that patients are the more distressed (Couper, 

Bloch, Love, Macvean, Duchesne, & Kissane, 2006). 

Implications 

A review of the relevant literature suggests that breast cancer and 

gynaecological cancer can have marked psychosocial, psychological, and 

psychosexual repercussions for a couple and adjustment can often hinge on how 

effectively a couple can communicate through their cancer journey. The 
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implications of this study suggest that a clinical intervention focusing on couples' 

therapy may be advantageous. In light of the results, couples coping with 

gynaecological cancers who report sexual difficulties may benefit from overcoming 

communication avoidance. Providing couples with psycho-education around the sex 

differences that exist within a dyad may also be beneficial. This could include a 

focus on coping mechanisms for women given that females feel a greater burden 

about their illness than males, and that they thus put greater effort into coping with 

their cancer experience. Another aspect of therapy might involve affect regulation 

for women as females display negative affect more than males, indicating that 

females show greater distress in comparison to their partners. It may be useful to 

include training for males in effective communication so they can utilise new 

approaches when responding to their partner, in addition to their humour. As 

previously noted, it is likely that males use humour in an attempt to decrease tension 

and emotional distress around the difficult and challenging aspects of cancer 

discussion, but such techniques may not be advantageous on their own during a 

cancer experience. 

Limitations 

There are several limitations to the study in terms of the methodology. 

Firstly, the small sample may not be entirely representative of the population as 

couples were drawn from three hospital oncology clinics in metropolitan Brisbane, 

Australia and this is not a widely distributed catchment. However, the participants 

do form a reasonable cross section of the community in terms of age, socio

economic status, and educational level attained. In addition, the sample size 

provided limited power to detect significant effects. Finally, the participants in the 
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study were not relationally distressed. The couples had been married for over 23 

years and according to the DAS were maritally satisfied. Had the couples been in 

less satisfying relationships the results may have presented quite differently. 

A key area of interest for future research could involve the further 

investigation of the challenges facing breast and gynaecological couples regarding 

sexual functioning during the cancer journey. Results seem to suggest that couples 

coping with gynaecological cancer may require clinical interventions that are 

particularly tailored to their needs as opposed to breast and gynaecological couples 

being grouped together as a whole. 

In conclusion, the current findings begin to deal with the complex issue of 

what needs to be done to articulate the role that supportive communication factors 

play in psychosexual adjustment to breast cancer or gynaecological cancer. Results 

highlight the need for quality clinical assessment, intervention and treatment by 

psychologists to ensure supportive cancer care that encompasses long-term recovery 

for patients and their partners. Sexual functioning and behaviours need to be 

identified as a significant aspect of relationships that contributes to the quality of life 

for the population under study. Discussion around evidence-based support and 

communication strategies with couples may assist them in addressing issues around 

body image and sexual functioning. The results of the present study may help to 

inform clinical intervention and furthermore lead to enhanced psychosexual 

adjustment for cancer survivors. 
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Appendix 1 

Analysis Output for Psychological Functioning and Coping 



General Linear Model - SELF-REPORTED SEXUAL FUNCTIONING 
Within-Subjects Factors 

Measure·MEASURE 1 

Dependent 

gender Variable 

1 fpasr.1 

2 mpasr.1 

Between-Subjects Factors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 32 

2.00 avnae 32 

Descriptive Statistics 

1 'breast' 2 'avnae' Mean Std. Deviation N 

female pre - Sex.Relations - breast 48.66 9.671 32 

PAIS gynae 56.28 9.746 32 

Total 52.47 10 369 64 

male pre - SR - PAIS breast 46.63 8.019 32 

gynae 54.13 7.152 32 

Total 50 37 8.432 64 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Sio. 

gender Sphericity Assumed 140.281 1 140.281 3.716 058 

Greenhouse- 140.281 1.000 140.281 3.716 .058 

Geisser 

Huynh-Feldt 140.281 1.000 140.281 3.716 .058 

Lower-bound 140.281 1.000 140.281 3.716 .058 

gender* Spheric1ty Assumed .125 1 .125 .003 .954 

canctype Greenhouse- .125 1.000 .125 .003 .954 

Geisser 

Huynh-Feldt .125 1.000 .125 .003 .954 

Lower-bound .125 1.000 .125 .003 .954 

Error(gender) Sphericity Assumed 2340.594 62 37.752 

Greenhouse- 2340.594 62.000 37.752 

Geisser 

Huynh-Feldt 2340.594 62.000 37.752 

Lower-bound 2340.594 62.000 37 752 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 338458.781 1 338458.781 2963.028 

canctype 1830.125 1 1830.125 16.022 

Error 7082.094 62 114.227 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 -

Siq. 

.OOO 

.OOO 

95% Confidence Interval 

1 'breast' 2 'qvnae' qender Mean Std. Error Lower Bound Uooer Bound 

breast 1 48.656 1.716 45.226 52.087 

2 46.625 1.343 43.940 49 310 

gynae 1 56.281 1.716 52.851 59.712 

2 54.125 1.343 51.440 56.810 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'qvnae' qender Mean Std. Error Lower Bound Uooer Bound 

breast 1 48.656 1.716 45.226 52.087 

2 46.625 1.343 43.940 49.310 

gynae 1 56.281 1.716 52.851 59.712 

2 54.125 1.343 51.440 56.810 

3.gender 
Estimates 

Measure: MEASURE 

95% Confidence Interval 

gender Mean Std Error Lower Bound Uooer Bound 

1 52.469 1.214 50.043 54.895 

2 50.375 .950 48.477 52.273 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'qvnae' Mean Std. Error Lower Bound Uooer Bound 

breast 47.641 1.336 44.970 50.311 

ovnae 55.203 1.336 52.533 57.874 



General Linear Model - COPING EFFORT OR BURDEN 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

aender Variable 

1 fwctot.1 

2 mwctot.1 

Between-Subjects Factors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 32 

2.00 avnae 32 

Descriptive Statistics 

1 'breast' 2 'avnae' Mean Std. Deviation N 

f WOC-TOT AL pre breast 99.66 17.945 32 

gynae 102.06 18.651 32 

Total 100.86 18.196 64 

woe TOTAL - MALE PRE breast 84.31 22.464 32 

gynae 84.84 10.439 32 

Total 84.58 17.378 64 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Sauares df Sau are F Sia. 

gender Sphericity Assumed 8482.531 1 8482.531 34.285 .OOO 

Greenhouse- 8482.531 1.000 8482.531 34.285 .OOO 

Geisser 

Huynh-Feldt 8482.531 1 OOO 8482.531 34.285 .OOO 

Lower-bound 8482.531 1.000 8482.531 34.285 .OOO 

gender* Sphericity Assumed 28.125 1 28.125 .114 .737 

canctype Greenhouse- 28.125 1.000 28.125 .114 .737 

Geisser 

Huynh-Feldt 28.125 1.000 28.125 .114 .737 

Lower-bound 28.125 1.000 28.125 .114 .737 

Error(gender) Sphericity Assumed 15339.344 62 247.409 

Greenhouse- 15339.344 62.000 247.409 

Geisser 

Huynh-Feldt 15339.344 62 OOO 247.409 

Lower-bound 15339.344 62.000 247.409 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 1100386.125 1 1100386.125 2790.477 

canctype 69.031 1 69.031 .175 

Error 24448.844 62 394.336 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sia. 

.OOO 

.677 

95% Confidence Interval 

1 'breast' 2 'Qynae' Qender Mean Std. Error Lower Bound Upper Bound 

breast 1 99.656 3.235 93.189 106.124 

2 84.313 3.096 78.123 90.502 

gynae 1 102.063 3.235 95.595 108.530 

2 84.844 3.096 78.654 91.033 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'avnae' Qender Mean Std. Error Lower Bound UooerBound 

breast 1 99.656 3.235 93.189 106.124 

2 84.313 3.096 78.123 90.502 

gynae 1 102.063 3.235 95.595 108.530 

2 84.844 3.096 78.654 91.033 

3.gender 
Estimates 

Measure:MEASURE 

95% Confidence Interval 

Qender Mean Std. Error Lower Bound Uooer Bound 

1 100.859 2.288 96.286 105.432 

2 84.578 2.189 80.202 88.955 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Mean Std. Error Lower Bound Uooer Bound 

breast 91.984 2.482 87.022 96.946 

avnae 93.453 2.482 88.491 98.415 



General Linear Model- FEMALE SELF COPING 
W"th" S b" t F I m- u 11ec s actors 

i:iender Dependent Variable 

1 fwc53.1 

2 fwc54.1 

e een- u >Jec s ac ors 8 tw S b" t F t 

Value 

Label N 

1 'breast' 2 1.00 breas 32 

'gynae' t 

2.00 gyna 32 

e 

Descriptive Statistics 

1 'breast' 2 

'gynae' Mean Std. Deviation N 

Ways of Coping - Own Coping - breast 5.09 .856 32 

female PRE- gynae 5.28 .958 32 

Total 5.19 .906 64 

Ways of Coping- Husband coping- breast 4.97 .695 32 

female PRE gynae 5.13 1.212 32 

Total 5.05 .983 64 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Siq. 

gender Sphericity Assumed .633 1 .633 1.094 .300 

Greenhouse-Geisser .633 1 OOO .633 1.094 .300 

Huynh-Feldt .633 1.000 .633 1.094 .300 

Lower-bound .633 1.000 .633 1.094 .300 

gender* Sphericity Assumed .008 1 .008 .014 .908 

canctype Greenhouse-Geisser .008 1.000 008 .014 .908 

Huynh-Feldt .008 1.000 .008 .014 .908 

Lower-bound .008 1 OOO .008 .014 .908 

Error(gender) Sphericity Assumed 35.859 62 .578 

Greenhouse-Geisser 35.859 62.000 .578 

Huynh-Feldt 35.859 62.000 .578 

Lower-bound 35.859 62.000 .578 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept - 3351.758 1 3351.758 2741.656 

canctype .945 1 .945 .773 

Error 75.797 62 1.223 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure.MEASURE 1 

Sia. 

.OOO 

.383 

95% Confidence Interval 

1 'breast' 2 '1::ivnae' gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 5.094 .161 4.773 5.415 

2 4.969 .175 4.620 5.318 

gynae 1 5.281 .161 4.960 5.602 

2 5.125 .175 4 776 5.474 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'i:ivnae' gender Mean Std. Error Lower Bound Upper Bound 

breast 1 5.094 161 4.773 5.415 

2 4.969 .175 4.620 5.318 

gynae 1 5.281 .161 4.960 5.602 

2 5.125 .175 4.776 5.474 

3.gender 
Estimates 

Measure-MEASURE 

95% Confidence Interval 

i:iender Mean Std. Error Lower Bound Upper Bound 

1 5.188 .114 4.960 5.415 

2 5.047 .123 4.800 5294 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'avnae' Mean Std. Error Lower Bound Upper Bound 

breast 5.031 .138 4.755 5.308 

gynae 5.203 .138 4.927 5.479 



General Linear Model- MALE SELF COPING 
Within-Subjects Factors 

Measure·MEASURE 1 

Dependent 

qender Variable 

1 mwc53.1 

2 mwc54.1 

e een- U IJ ec s ac ors B tw S b' t F t 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 32 

2.00 ovnae 32 

Descriptive Statistics 

1 'breast' 2 'qynae' Mean Std. Deviation N 

woe Male Pre - SELF Breast 4.91 1.228 32 

COPING Gynae 5.09 .856 32 

Total 5.00 1.054 64 

woe Male PRE- PARTNER Breast 4.81 1.424 32 

COPING gynae 5.37 1.100 32 

Total 5.09 1 294 64 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Sig. 

gender Sphencity Assumed .281 1 .281 .430 .515 

Greenhouse- .281 1.000 .281 .430 .515 

Geisser 

Huynh-Feldt .281 1.000 .281 .430 .515 

Lower-bound .281 1.000 .281 .430 .515 

gender* Sphericity Assumed 1.125 1 1.125 1.718 .195 

canctype Greenhouse- 1.125 1.000 1.125 1.718 .195 

Geisser 

Huynh-Feldt 1.125 1.000 1.125 1.718 .195 

Lower-bound 1.125 1.000 1.125 1.718 .195 

Error(gender) Sphericity Assumed 40.594 62 .655 

Greenhouse- 40.594 62.000 .655 

Geisser 

Huynh-Feldt 40.594 62.000 .655 

Lower-bound 40.594 62.000 .655 



Tests of Between-Subjects Effects 

Type 111 Sum of 

Source Squares df Mean Square F 

Intercept 3260.281 1 3260.281 1564 304 

canctype 4.500 1 4.500 2.159 

Error 129.219 62 2084 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

SiQ. 

.OOO 

.147 

95% Confidence Interval 

1 'breast' 2 'i:ivnae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 4.906 .187 4.532 5.280 

2 4.813 225 4.363 5.262 

gynae 1 5.094 .187 4.720 5.468 

2 5.375 .225 4.925 5.825 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'i:ivnae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 4.906 187 4.532 5 280 

2 4.813 225 4.363 5.262 

gynae 1 5.094 .187 4.720 5.468 

2 5.375 .225 4.925 5.825 

3.gender 
Estimates 

Measure·MEASURE 

95% Confidence Interval 

Qender Mean Std. Error Lower Bound Unner Bound 

1 5.000 .132 4.736 5.264 

2 5.094 .159 4.776 5.412 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'avnae' Mean Std. Error Lower Bound Unoer Bound 

breast 4.859 .180 4.499 5.220 

gynae 5.234 .180 4.874 5.595 



General Linear Model - PSYCHOLOGICAL DISTRESS 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

Qender Variable 

1 fpapd.1 

2 mpapd 1 

Between-Subjects Factors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 32 

2.00 QYnae 32 

Descriptive Statistics 

1 'breast' 2 'avnae' Mean Std. Deviation N 

female pre - Psych. Distress breast 58.31 10.778 32 

-PAIS gynae 54.09 9.616 32 

Total 56.20 10.353 64 

male pre - PD - PAIS breast 54.03 7.769 32 

gynae 53.97 8.197 32 

Total 54.00 7.922 64 

Tests of Within-Subjects Effects 

Measure.MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F S1q. 

gender Sphericity Assumed 155.320 1 155.320 2.701 .105 

Greenhouse- 155.320 1.000 155.320 2.701 .105 

Geisser 

Huynh-Feldt 155.320 1.000 155.320 2.701 .105 

Lower-bound 155.320 1.000 155.320 2.701 .105 

gender* Sphericity Assumed 138.195 1 138.195 2.403 .126 

canctype Greenhouse- 138.195 1.000 138.195 2.403 .126 

Geisser 

Huynh-Feldt 138.195 1.000 138.195 2.403 .126 

Lower-bound 138.195 1.000 138.195 2.403 .126 

Error(gender) Spheric1ty Assumed 3564.984 62 57.500 

Greenhouse- 3564.984 62.000 57.500 

Geisser 

Huynh-Feldt 3564.984 62.000 57.500 

Lower-bound 3564.984 62.000 57 500 



T t fBtw es so e S b" t Eff t een- u 11ec s ec s 

Type Ill Sum of 

Source Squares df Mean Sauare F 

Intercept 388631.320 1 388631.320 3514.180 

canctype 146.633 1 146.633 1.326 

Error 6856.547 62 110 589 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sia. 

.OOO 

254 

95% Confidence Interval 

1 'breast' 2 'avnae' gender Mean Std. Error Lower Bound Upper Bound 

breast 1 58.313 1.806 54.703 61.922 

2 54.031 1.412 51.209 56.853 

gynae 1 54.094 1.806 50.485 57.703 

2 53.969 1.412 51.147 56.791 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 '!wnae' gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 58.313 1.806 54.703 61.922 

2 54.031 1 412 51.209 56.853 

gynae 1 54.094 1.806 50.485 57.703 

2 53.969 1.412 51.147 56.791 

3.gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

a ender Mean Std. Error Lower Bound Upper Bound 

1 56.203 1.277 53.651 58.755 

2 54.000 .998 52.005 55.995 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure-MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Mean Std. Error Lower Bound Uooer Bound 

breast 56.172 1.315 53.544 58.800 

avnae 54.031 1.315 51.404 56.659 



Appendix2 

Analysis Output for Observed and Self-Reported Communication 



General Linear Model - COMMUNICATION SELF-EFFICACY 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

gender Variable 

1 fcommse1 

2 mcommse1 

Between-Subjects Factors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 31 

2.00 avnae 31 

Descriptive Statistics 

1 'breast' 2 'avnae' Mean Std. Deviation N 

communication self-efficacy breast 6.61 2.578 31 

rating - female pre gynae 7.42 2.693 31 

Total 7.02 2 646 62 

communication self-efficacy breast 7.03 2.183 31 

rating - male pre gynae 6.84 2.570 31 

Total 6.94 2.367 62 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Sauares df Sau are F Sia. 

gender Sphericity Assumed .202 1 .202 .071 .791 

Greenhouse- .202 1.000 .202 .071 .791 

Geisser 

Huynh-Feldt .202 1.000 .202 .071 .791 

Lower-bound .202 1.000 .202 .071 .791 

gender* Sphericity Assumed 7.750 1 7.750 2.711 .105 

canctype Greenhouse- 7.750 1.000 7.750 2.711 .105 

Geisser 

Huynh-Feldt 7.750 1.000 7.750 2 711 .105 

Lower-bound 7.750 1.000 7.750 2.711 .105 

Error(gender) Sphericity Assumed 171.548 60 2 859 

Greenhouse- 171.548 60.000 2.859 

Geisser 

Huynh-Feldt 171.548 60.000 2.859 

Lower-bound 171.548 60.000 2.859 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 6034.073 1 6034.073 617.279 

canctype 2.911 1 2.911 .298 

Error 586.516 60 9.775 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

S1q. 

.OOO 

.587 

95% Confidence Interval 

1 'breast' 2 ·~:ivnae' gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 6.613 .473 5 666 7.560 

2 7.032 .428 6.176 7.889 

gynae 1 7.419 .473 6.472 8.366 

2 6.839 428 5.982 7.695 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' aender Mean Std. Error Lower Bound Unner Bound 

breast 1 6.613 .473 5.666 7.560 

2 7.032 .428 6.176 7.889 

gynae 1 7.419 .473 6.472 8.366 

2 6.839 .428 5.982 7.695 

3.gender 
Estimates 

Measure:MEASURE 

95% Confidence Interval 

qender Mean Std. Error Lower Bound Upper Bound 

1 7.016 .335 6.346 7.686 

2 6.935 .303 6.330 7.541 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'qvnae' Mean Std. Error Lower Bound Unner Bound 

breast 6.823 .397 6.028 7.617 

gynae 7.129 .397 6 335 7.923 



General Linear Model - HELPFULNESS OF COMMUNICATION 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

i:iender Variable 

1 fhelpco1 

2 mheloco1 

8 S b" t F t etween- U IJ ec s ac ors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 25 

2.00 gynae 25 

Descriptive Statistics 

1 'breast' 2 'ovnae' Mean 

helpfulness of conversation breast 7.28 

-female pre gynae 6.72 

Total 7.00 

helpfulness of conversation breast 7.16 

- male pre gynae 6.76 

Total 6.96 

Std. Deviation N 

2.052 

2.894 

2.499 

2.192 

2.488 

2.330 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square 

gender Sphericity Assumed .040 1 .040 

Greenhouse- .040 1.000 .040 

Geisser 

Huynh-Feldt .040 1.000 .040 

Lower-bound .040 1.000 .040 

gender* Sphericity Assumed .160 1 .160 

canctype Greenhouse- .160 1.000 .160 

Geisser 

Huynh-Feldt .160 1.000 .160 

Lower-bound .160 1.000 .160 

Error(gender) Sphericity Assumed 116.800 48 2.433 

Greenhouse- 116.800 48.000 2.433 

Geisser 

Huynh-Feldt 116.800 48.000 2.433 

Lower-bound 116.800 48.000 2.433 

25 

25 

50 

25 

25 

50 

F 

.016 

.016 

.016 

.016 

.066 

.066 

.066 

.066 

Sig. 

.899 

.899 

.899 

.899 

.799 

.799 

.799 

.799 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 4872.040 1 4872.040 520 610 

canctype 5.760 1 5.760 .615 

Error 449.200 48 9.358 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure·MEASURE 1 

Siq. 

.OOO 

.437 

95% Confidence Interval 

1 'breast' 2 'qvnae' qender Mean Std. Error Lower Bound Uooer Bound 

breast 1 7.280 .502 6.271 8.289 

2 7.160 .469 6.217 8.103 

gynae 1 6.720 .502 5.711 7.729 

2 6.760 .469 5.817 7.703 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' qender Mean Std. Error Lower Bound Uooer Bound 

breast 1 7.280 .502 6.271 8 289 

2 7.160 .469 6.217 8.103 

gynae 1 6.720 .502 5.711 7.729 

2 6.760 .469 5.817 7.703 

3.gender 
Estimates 

Measure:MEASURE 

95% Confidence Interval 

gender Mean Std. Error Lower Bound Uooer Bound 

1 7000 .355 6.287 7 713 

2 6.960 .332 6.293 7.627 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'qvnae' Mean Std. Error Lower Bound Uooer Bound 

breast 7.220 .433 6.350 8.090 

qvnae 6.740 .433 5.870 7.610 



Appendix 3 

Analysis Output for Process Codes 



General Linear Model - SELF DISCLOSURE 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

gender Variable 

1 msdper.1 

2 fsdper.1 

B tw S b" ts F e een- u 'J ec actors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 ovnae 29 

Descriptive Statistics 

1 'breast' 2 'ovnae' Mean 

Male SELF DISCLOSE breast 27.0655 

Process Code Percentage gynae 27.5897 

Score, pre Total 27.3276 

PROCESS - female SELF breast 48.1966 

DISCLOSE % PRE gynae 47.1483 

Total 47.6724 

Std. Deviation 

23.48018 

20.57962 

21.88466 

22.79835 

17.66052 

20.21914 

Tests of Within-Subjects Effects 

Measure·MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square 

gender Sphericity Assumed 12003.448 1 12003.448 

Greenhouse- 12003.448 1.000 12003.448 

Geisser 

Huynh-Feldt 12003.448 1.000 12003.448 

Lower-bound 12003.448 1.000 12003.448 

gender* Sphericity Assumed 17.926 1 17.926 

canctype Greenhouse- 17.926 1.000 17.926 

Geisser 

Huynh-Feldt 17.926 1.000 17.926 

Lower-bound 17.926 1.000 17.926 

Error(gender) Sphericity Assumed 23390.546 56 417.688 

Greenhouse- 23390.546 56.000 417.688 

Geisser 

Huynh-Feldt 23390.546 56.000 417.688 

Lower-bound 23390.546 56.000 417.688 

N 

29 

29 

58 

29 

29 

58 

F Siq. 

28.738 .OOO 

28.738 .OOO 

28.738 .OOO 

28.738 .OOO 

.043 .837 

.043 .837 

.043 .837 

.043 .837 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 163125.000 1 163125.000 335.952 

canctype 1.992 1 1.992 .004 

Error 27191.408 56 485.561 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sig. 

.OOO 

.949 

95% Confidence Interval 

1 'breast' 2 'gynae' gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 27.066 4.100 18.853 35.278 

2 48.197 3.787 40.611 55.782 

gynae 1 27.590 4.100 19.377 35.802 

2 47.148 3.787 39 563 54.734 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'avnae' gender Mean Std. Error Lower Bound Upper Bound 

breast 1 27.066 4.100 18.853 35.278 

2 48.197 3.787 40.611 55 782 

gynae 1 27.590 4.100 19.377 35.802 

2 47.148 3.787 39.563 54.734 

3.gender 
Estimates 

Measure·MEASURE 

95% Confidence Interval 

a ender Mean Std. Error Lower Bound Uooer Bound 

1 27.328 2.899 21.520 33.135 

2 47.672 2.678 42.309 53.036 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Mean Std. Error Lower Bound Upper Bound 

breast 37.631 2.893 31.835 43.427 

gynae 37.369 2.893 31.573 43.165 



General Linear Model - USE OF HUMOUR 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

qender Variable 

1 mhrper.1 

2 fhrper.1 

B tw S b" F e een- u 11ects actors 

Value Label 

1 'breast' 2 'gynae' 1.00 breast 

2.00 gynae 

N 

29 

29 

Descriptive Statistics 

1 'breast' 2 'qvnae' Mean 

Male HUMOUR WITH breast 8.4655 

RESPONSE Process code, gynae 7.4034 

percentage score, pre Total 7.9345 

Female HUMOUR WITH breast 4.2034 

RESPONSE Process code, gynae 5.0414 

precentage score, pre Total 4.6224 

Std. Deviation 

11 84038 

10.50916 

11.10886 

7.92223 

7 50298 

7.65914 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 -

Type Ill Sum Mean 

Source of Squares df Square 

gender Sphericity Assumed 318.124 1 318.124 

Greenhouse- 318.124 1.000 318.124 

Geisser 

Huynh-Feldt 318.124 1.000 318.124 

Lower-bound 318.124 1.000 318.124 

gender* Sphericity Assumed 26.172 1 26.172 

canctype Greenhouse- 26.172 1.000 26.172 

Geisser 

Huynh-Feldt 26.172 1.000 26.172 

Lower-bound 26.172 1.000 26.172 

Error(gender) Sphencity Assumed 2263.478 56 40.419 

Greenhouse- 2263.478 56.000 40.419 

Geisser 

Huynh-Feldt 2263.478 56.000 40.419 

Lower-bound 2263.478 56.000 40.419 

N 

29 

29 

58 

29 

29 

58 

F Siq. 

7.871 .007 

7 871 .007 

7.871 .007 

7.871 .007 

.648 .424 

.648 .424 

.648 .424 

.648 .424 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 4572.594 1 4572.594 31.660 

canctype .364 1 .364 003 

Error 8087.937 56 144.427 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sia. 

.OOO 

.960 

95% Confidence lnteival 

1 'breast' 2 'avnae' gender Mean Std. Error Lower Bound Upper Bound 

breast 1 8.466 2.079 4.301 12.630 

2 4.203 1.433 1.333 7.074 

gynae 1 7.403 2.079 3.239 11.568 

2 5.041 1.433 2.171 7.911 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence lnteival 

1 'breast' 2 'avnae' a ender Mean Std. Error Lower Bound Upper Bound 

breast 1 8.466 2.079 4.301 12.630 

2 4.203 1.433 1.333 7.074 

gynae 1 7.403 2.079 3.239 11.568 

2 5.041 1.433 2.171 7.911 

3.gender 
Estimates 

Measure:MEASURE 

95% Confidence lnteival 

gender Mean Std. Error Lower Bound Unner Bound 

1 7.934 1.470 4.990 10.879 

2 4.622 1.013 2.593 6.652 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence lnteival 

1 'breast' 2 'avnae' Mean Std. Error Lower Bound UnnerBound 

breast 6.334 1.578 3.173 9.496 

avnae 6.222 1.578 3.061 9.384 



General Linear Model - NEGATIVE AFFECT 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

!'.lender Variable 

1 mnaper.1 

2 fnaper.1 

B tw S b" t F t e een- u 11ec s ac ors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 !:ivnae 29 

Descriptive Statistics 

1 'breast' 2 'avnae' Mean Std. Deviation N 

Male NEGATIVE AFFECT breast 18.6690 30.29667 29 

Process Code, percentage gynae 30.1690 39.46213 29 

score, pre Total 24.4190 35.34833 58 

Female NEGATIVE breast 37.8724 38.48158 29 

AFFECT Process Code, gynae 44.0345 42.06830 29 

Percentage score, pre Total 40.9534 40.08032 58 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type 111 Sum Mean 

Source of Squares df Square F Sig. 

gender Sphericity Assumed 7928.284 1 7928.284 9.584 .003 

Greenhouse- 7928'.284 1.000 7928.284 9.584 .003 

Geisser 

Huynh-Feldt 7928.284 1.000 7928.284 9.584 .003 

Lower-bound 7928.284 1.000 7928.284 9.584 .003 

gender* Sphericity Assumed 206.578 1 206.578 .250 .619 

canctype Greenhouse- 206.578 1.000 206.578 .250 .619 

Geisser 

Huynh-Feldt 206.578 1.000 206.578 .250 .619 

Lower-bound 206 578 1.000 206.578 .250 .619 

Error(gender) Sphericity Assumed 46326.438 56 827.258 

Greenhouse- 46326.438 56.000 827.258 

Geisser 

Huynh-Feldt 46326.438 56.000 827.258 

Lower-bound 46326.438 56.000 827.258 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 123933.022 1 123933.022 60.883 

canctype 2261.628 1 2261.628 1.111 

Error 113993.770 56 2035.603 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sig. 

.OOO 

.296 

95% Confidence Interval 

1 'breast' 2 'avnae' r:iender Mean Std. Error Lower Bound Uooer Bound 

breast 1 18.669 6.533 5.583 31.755 

2 37.872 7.486 22.876 52.869 

gynae 1 30.169 6.533 17.083 43.255 

2 44.034 7.486 29.038 59.031 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'ovnae' r:iender Mean Std. Error Lower Bound Upper Bound 

breast 1 18.669 6.533 5.583 31.755 

2 37.872 7.486 22.876 52.869 

gynae 1 30.169 6.533 17.083 43.255 

2 44.034 7.486 29.038 59.031 

3.gender 
Estimates 

Measure·MEASURE 

95% Confidence Interval 

qender Mean Std. Error Lower Bound Upper Bound 

1 24.419 4.619 15.165 33.672 

2 40.953 5.294 30.349 51.558 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Mean Std. Error Lower Bound Uooer Bound 

breast 28.271 5.924 16.403 40.138 

gynae 37.102 5.924 25.234 48.969 



General Linear Model - DESCRIBE 
Within-Subjects Factors 

Measure·MEASURE 1 

Dependent 

oender Variable 

1 mdeper.1 

2 fdeper.1 

B tw S b" t F t e een- u 11ec s ac ors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 ovnae 29 

Descriptive Statistics 

1 'breast' 2 'gynae' Mean Std. Deviation N 

Male DESCRIBE Process breast 72.2207 18.10770 29 

Code Percentage Score, pre gynae 69.8172 24.03692 29 

Total 71.0190 21.12715 58 

Female DESCRIBE Process breast 66.8448 21.27813 29 

Code, Precentage Score, gynae 63.8793 18.61035 29 

pre Total 65.3621 19.86906 58 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Siq. 

gender Sphericity Assumed 928.014 1 928.014 3.084 .085 

Greenhouse- 928.014 1.000 928.014 3.084 .085 

Geisser 

Huynh-Feldt 928.014 1.000 928.014 3.084 .085 

Lower-bound 928.014 1.000 928.014 3.084 .085 

gender* Sphericity Assumed 2.290 1 2.290 .008 .931 

canctype Greenhouse- 2.290 1.000 2.290 .008 .931 

Geisser 

Huynh-Feldt 2.290 1.000 2.290 .008 .931 

Lower-bound 2.290 1.000 2.290 .008 .931 

Error(gender) Sphericity Assumed 16852.501 56 300.938 

Greenhouse- 16852.501 56.000 300.938 

Geisser 

Huynh-Feldt 16852.501 56.000 300.938 

Lower-bound 16852.501 56.000 300.938 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Sauares df Mean Square F 

Intercept 539393.810 1 539393.810 978.145 

canctype 208.987 1 208.987 .379 

Error 30880.968 56 551.446 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 -

Sia. 

.OOO 

.541 

95% Confidence Interval 

1 'breast' 2 'gynae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 72.221 3.952 64.305 80.137 

2 66.845 3.712 59.409 74.281 

gynae 1 69.817 3.952 61.901 77.733 

2 63.879 3.712 56.444 71.315 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'avnae' Gender Mean Std. Error Lower Bound Unoer Bound 

breast 1 72.221 3.952 64.305 80.137 

2 66.845 3.712 59.409 74.281 

gynae 1 69.817 3.952 61.901 77.733 

2 63.879 3.712 56.444 71.315 

3.gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

aender Mean Std. Error Lower Bound Uooer Bound 

1 71.019 2.794 65.422 76.616 

2 65.362 2.625 60.104 70.620 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Mean Std. Error Lower Bound Uooer Bound 

breast 69.533 3.083 63.356 75.710 

gynae 66.848 3.083 60.671 73.025 



General Linear Model - ACCEPTANCE 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

gender Variable 

1 macper.1 

2 facper.1 

Between-Subtects F actors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 gynae 29 

Descriptive Statistics 

1 'breast' 2 'ovnae' Mean Std. Deviation N 

Male ACCEPTANCE breast 53.3448 26.46103 29 

Process Code, Precentage gynae 47.0172 23.06287 29 

Score, pre Total 50.1810 24.80763 58 

Female ACCEPTACNE breast 50.1138 21.66219 29 

Process Code, precentage gynae 52.1276 25.44901 29 

score, pre Total 51.1207 23.44537 58 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F SiQ. 

gender Sphericity Assumed 25.606 1 25.606 .051 .822 

Greenhouse- 25.606 1.000 25.606 .051 .822 

Geisser 

Huynh-Feldt 25.606 1.000 25.606 .051 .822 

Lower-bound 25.606 1.000 25.606 .051 .822 

gender* Sphericity Assumed 504.445 1 504.445 1.001 .321 

canctype Greenhouse- 504.445 1.000 504.445 1.001 .321 

Geiss er 

Huynh-Feldt 504.445 1.000 504.445 1.001 .321 

Lower-bound 504.445 1.000 504.445 1.001 .321 

Error(gender) Spheric1ty Assumed 28222.554 56 503.974 

Greenhouse- 28222.554 56.000 503.974 

Geisser 

Huynh-Feldt 28222.554 56.000 503.974 

Lower-bound 28222.554 56.000 503.974 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Sauares df Mean Sauare F 

Intercept 297599.140 1 297599.140 443.835 

canctype 134.914 1 134.914 .201 

Error 37549.011 56 670.518 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

SiQ. 

.OOO 

.655 

95% Confidence Interval 

1 'breast' 2 'Qvnae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 53.345 4.609 44.112 62.578 

2 50.114 4.388 41.323 58.905 

gynae 1 47.017 4.609 37.784 56.250 

2 52.128 4.388 43.337 60.918 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'Qvnae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 53.345 4.609 44.112 62.578 

2 50.114 4.388 41.323 58.905 

gynae 1 47.017 4.609 37.784 56.250 

2 52.128 4.388 43.337 60.918 

3.gender 
Estimates 

Measure· MEASURE 

95% Confidence Interval 

aender Mean Std. Error Lower Bound Upper Bound 

1 50.181 3.259 43.652 56.710 

2 51.121 3.103 44.905 57.337 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'avnae' Mean Std. Error Lower Bound Uooer Bound 

breast 51.729 3.400 44.918 58.541 

Qynae 49.572 3.400 42.761 56.384 



General Linear Model - NEGATE 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

Qender Variable 

1 mngper.1 

2 fnaoer.1 

e een- u 11ec s ac ors B tw S b" t F t 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 QYnae 29 

Descriptive Statistics 

1 'breast' 2 'Qynae' Mean Std. Deviation N 

Male NEGATE Process breast 9.1310 13.20709 29 

Code, precentage score, pre gynae 7.9586 11.88278 29 

Total 8.5448 12.46574 58 

female NEGATE Process breast 7.8707 12.39758 29 

Code, Percentage Score, gynae 6.1931 11.50512 29 

pre Total 7.0319 11.88446 58 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Siq. 

gender Sphericity Assumed 66.380 1 66.380 1.148 .288 

Greenhouse- 66.380 1.000 66.380 1.148 .288 

Geisser 

Huynh-Feldt 66.380 1.000 66.380 1.148 .288 

Lower-bound 66.380 1.000 66.380 1.148 .288 

gender* Sphericity Assumed 1.850 1 1.850 .032 .859 

canctype Greenhouse- 1.850 1.000 1.850 .032 .859 

Geisser 

Huynh-Feldt 1.850 1.000 1.850 .032 .859 

Lower-bound 1.850 1.000 1.850 .032 .859 

Error(gender) Sphericity Assumed 3236.716 56 57.799 

Greenhouse- 3236.716 56.000 57.799 

Geisser 

Huynh-Feldt 3236.716 56.000 57.799 

Lower-bound 3236.716 56.000 57.799 



Tests of Between-Subjects Effects 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 7036.396 1 7036.396 28.951 

canctype 58.888 1 58.888 .242 

Error 13610.752 56 243.049 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sii:i. 

.OOO 

.624 

95% Confidence Interval 

1 'breast' 2 'gynae' Gender Mean Std. Error Lower Bound Upper Bound 

breast 1 9.131 2.333 4.458 13.804 

2 7.871 2.221 3.422 12.320 

gynae 1 7.959 2.333 3.286 12.632 

2 6.193 2.221 1.744 10.642 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure-MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 9.131 2.333 4458 13.804 

2 7.871 2.221 3.422 12.320 

gynae 1 7.959 2.333 3.286 12.632 

2 6.193 2.221 1.744 10.642 

3.gender 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

Qender Mean Std. Error Lower Bound Upper Bound 

1 8.545 1.650 5.240 11.849 

2 7.032 1.570 3.886 10.178 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'i:ivnae' Mean Std. Error Lower Bound Uooer Bound 

breast 8.501 2.047 4.400 12.602 

i:ivnae 7.076 2.047 2.975 11.177 



General Linear Model - POSITIVE UNDERSTANDING 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

gender Variable 

1 mpuper.1 

2 fpuper.1 

e een- u >Jee s ac ors B tw S b" t F t 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 gynae 29 

Descriptive Statistics 

1 'breast' 2 'avnae' Mean Std. Deviation N 

Male POSITIVE breast 28.7931 34.88209 29 

UNDERSTANDING (Affect gynae 26.7621 37.37873 29 

code) Process Code, Total 27.7776 35.84808 58 
percentage score, pre 

Female POSITIVE breast 29.0586 35.78781 29 

UNDERSTANDING (Affect gynae 23.4138 38.21522 29 

Code) Process Code, Total 26.2362 36.80551 58 
percentage score, pre 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Sio. 

gender Sphericity Assumed 68.900 1 68.900 .112 .739 

Greenhouse- 68.900 1.000 68.900 .112 .739 

Geisser 

Huynh-Feldt 68.900 1.000 68.900 .112 .739 

Lower-bound 68.900 1.000 68.900 .112 .739 

gender* Sphericity Assumed 94.681 1 94.681 .154 .696 

canctype Greenhouse- 94.681 1.000 94.681 .154 .696 

Geisser 

Huynh-Feldt 94.681 1.000 94.681 .154 .696 

Lower-bound 94.681 1.000 94.681 .154 .696 

Error(gender) Sphericity Assumed 34380.099 56 613.930 

Greenhouse- 34380.099 56.000 613.930 

Geisser 

Huynh-Feldt 34380.099 56.000 613.930 

Lower-bound 34380.099 56.000 613.930 



es so e T t fB tw een- u 1Jec s ec s S b" t Eff t 

Type 111 Sum of 

Source Squares df Mean Square F 

Intercept 84607.206 1 84607.206 40.999 

canctype 427.162 1 427.162 .207 

Error 115562.713 56 2063.620 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Siq. 

OOO 

.651 

95% Confidence Interval 

1 'breast' 2 'qvnae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 28.793 6.713 15.345 42.241 

2 29.059 6.875 15.287 42.830 

gynae 1 26.762 6.713 13.314 40.210 

2 23.414 6.875 9.642 37.185 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'qvnae' Gender Mean Std. Error Lower Bound Unner Bound 

breast 1 28.793 6.713 15.345 42.241 

2 29.059 6.875 15.287 42.830 

gynae 1 26.762 6.713 13.314 40.210 

2 23.414 6.875 9.642 37.185 

3.gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

qender Mean Std. Error Lower Bound Upper Bound 

1 27.778 4.747 18.268 37.287 

2 26.236 4.861 16.498 35.974 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'gynae' Mean Std. Error Lower Bound Upper Bound 

breast 28.926 5.965 16.977 40.875 

gynae 25.088 5.965 13.139 37.037 



Appendix 4 

Analysis Output for Theme Codes 



General Linear Model - COUPLE COPING 
Within-Subjects Factors 

Measure·MEASURE 1 

Dependent 

Qender Variable 

1 foccpr.1 

2 moccor.1 

8 tw S b" t F t e een- u 11ec s ac ors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 QVnae 29 

Descriptive Statistics 

1 'breast' 2 'qvnae' Mean Std. Deviation N 

female- OVERALL COUPLE Breast 24.1655 19.94448 29 

COPING, theme code,% Gynae 24.8897 21.51545 29 

score, pre Total 24.5276 20.56531 58 

male - OVERALL COUPLE Breast 28.2897 19.97329 29 

COPING, theme code, % Gynae 26.3414 20.00471 29 

score, pre Total 27.3155 19.83724 58 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Square F Sig. 

gender Sphericity Assumed 225.404 1 225.404 .963 .331 

Greenhouse- 225.404 1.000 225.404 .963 .331 

Geisser 

Huynh-Feldt 225.404 1.000 225.404 .963 .331 

Lower-bound 225.404 1.000 225.404 .963 .331 

gender* Sphericity Assumed 51.778 1 51.778 .221 .640 

canctype Greenhouse- 51.778 1.000 51.778 .221 .640 

Geisser 

Huynh-Feldt 51.778 1.000 51.778 .221 .640 

Lower-bound 51.778 1.000 51.778 .221 .640 

Error(gender) Sphericity Assumed 13112.313 56 234.148 

Greenhouse- 13112.313 56.000 234.148 

Geisser 

Huynh-Feldt 13112.313 56.000 234.148 

Lower-bound 13112.313 56.000 234.148 



Tests of Between-Subjects Effects 

T i rans orme dV . bi A aria e: verai:ie 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 77943.514 1 77943.514 130.830 

canctype 10.864 1 10.864 .018 

Error 33362.577 56 595.760 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Measure:MEASURE 1 

Sio. 

.OOO 

.893 

95% Confidence Interval 

1 'breast' 2 'i:ivnae' Gender Mean Std. Error Lower Bound Upper Bound 

breast 1 24.166 3.852 16.449 31.882 

2 28.290 3.712 20.854 35.725 

gynae 1 24.890 3.852 17.173 32.607 

2 26.341 3.712 18.906 33.777 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'i:ivnae' Gender Mean Std. Error Lower Bound UooerBound 

breast 1 24.166 3.852 16.449 31.882 

2 28.290 3.712 20.854 35.725 

gynae 1 24.890 3.852 17.173 32.607 

2 26.341 3.712 18.906 33.777 

3.gender 
Estimates 

Measure·MEASURE 

95% Confidence Interval 

qender Mean Std. Error Lower Bound Upper Bound 

1 24.528 2.724 19.071 29.984 

2 27.316 2.625 22.058 32.573 

4. 1 'breast' 2 'gynae' 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'ovnae' Mean Std. Error Lower Bound Uooer Bound 

breast 26.228 3.205 19.807 32.648 

ovnae 25.616 3.205 19.195 32.036 



General Linear Model - SOCIAL SUPPORT EXTERNAL TO 
RELATIONSHIP 

Within-Subjects Factors 

Measure·MEASURE 1 

Dependent 

a ender Variable 

1 mpsspc.1 

2 fpsspc.1 

Between-s . ubjects Factors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 i:ivnae 29 

Descriptive Statistics 

1 'breast' 2 'gynae' Mean Std. Deviation N 

male-PROFESSIONAL breast 6.1552 9.83749 

SOCIAL SUPPORT- theme gynae 7.8828 11.08693 

code, % score, pre Total 7.0190 10.42498 

female -PROFESSIONAL breast 7.7379 8.04667 

SOCIAL SUPPORT, theme gynae 5.8379 8.53306 

code, % score, pre Total 6.7879 8.27603 

Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Squares df Sau are 

gender Sphericity Assumed 1.548 1 1.548 

Greenhouse- 1.548 1.000 1.548 

Geisser 

Huynh-Feldt 1.548 1.000 1.548 

Lower-bound 1.548 1.000 1.548 

gender* Sphericity Assumed 95.406 1 95.406 

canctype Greenhouse- 95.406 1.000 95.406 

Geisser 

Huynh-Feldt 95.406 1.000 95.406 

Lower-bound 95.406 1.000 95.406 

Error(gender) Sphericity Assumed 3033.817 56 54.175 

Greenhouse- 3033.817 56.000 54.175 

Geisser 

Huynh-Feldt 3033.817 56.000 54.175 

Lower-bound 3033.817 56.000 54.175 

29 

29 

58 

29 

29 

58 

F Siq. 

.029 .866 

.029 .866 

.029 .866 

.029 .866 

1.761 .190 

1.761 .190 

1.761 .190 

1.761 .190 



Tests of Between-Subjects Effects 

T f rans orme dV . bi A aria e: veraae 

Type Ill Sum of 

Source Squares df Mean Square F 

Intercept 5528.281 1 5528.281 44.420 

canctype .216 1 .216 .002 

Error 6969.413 56 124.454 

Estimated Marginal Means 
1. 1 'breast' 2 'gynae' * gender 

Estimates 

Sig. 

.OOO 

.967 

95% Confidence Interval 

1 'breast' 2 'avnae' Gender Mean Std. Error Lower Bound Upper Bound 

breast 1 6.155 1.946 2.256 10.054 

2 7.738 1.540 4.653 10.823 

gynae 1 7.883 1.946 3.984 11.782 

2 5.838 1.540 2.753 8.923 

2. 1 'breast' 2 'gynae' * gender 
Estimates 

95% Confidence Interval 

1 'breast' 2 'avnae' Gender Mean Std. Error Lower Bound Uooer Bound 

breast 1 6.155 1.946 2.256 10.054 

2 7.738 1.540 4.653 10.823 

gynae 1 7.883 1.946 3.984 11.782 

2 5.838 1.540 2.753 8.923 

3. gender 
Estimates 

Measure·MEASURE 1 

95% Confidence Interval 

a ender Mean Std. Error Lower Bound Uooer Bound 

1 7.019 1.376 4.262 9.776 

2 6.788 1.089 4.606 8.969 

4. 1 'breast' 2 'gynae' 



Estimates 

Measure:MEASURE 1 

95% Confidence Interval 

1 'breast' 2 'Qynae' Mean Std. Error Lower Bound Unner Bound 

breast 6.947 1.465 4.012 9.881 

Qynae 6.860 1.465 3.926 9 795 

General Linear Model - PROGNOSIS 
Within-Subjects Factors 

Measure:MEASURE 1 

Dependent 

Qender Variable 

1 mppc.1 

2 fnnc.1 

Between-Subjects Factors 

Value Label N 

1 'breast' 2 'gynae' 1.00 breast 29 

2.00 Qynae 29 

Descriptive Statistics 

1 'breast' 2 'Qvnae' Mean Std. Deviation N 

male - PROGNOSIS, theme breast 18.0103 18.22718 29 

code, % score, pre gynae 15.4241 14.33698 29 

Total 16.7172 16.30563 58 

female - PROGNOSIS, breast 14.0724 14.98063 29 

theme code, % score, pre gynae 15.5793 11.05003 29 

Total 14.8259 13.06901 58 



Tests of Within-Subjects Effects 

Measure:MEASURE 1 

Type Ill Sum Mean 

Source of Sauares df Square F Sig. 

gender Sphericity Assumed 103.742 1 103.742 .761 .387 

Greenhouse- 103.742 1.000 103.742 .761 .387 

Geisser 

Huynh-Feldt 103.742 1.000 103.742 .761 .387 

Lower-bound 103.742 1.000 103.742 .761 .387 

gender* Sphericity Assumed 121.463 1 121.463 .891 .349 

canctype Greenhouse- 121.463 1.000 121.463 .891 .349 

Geisser 

Huynh-Feldt 121.463 1.000 121.463 .891 .349 

Lower-bound 121.463 1.000 121.463 .891 .349 

Error(gender) Sphericity Assumed 7633.640 56 136.315 

Greenhouse- 7633.640 56 OOO 136.315 

Geisser 

Huynh-Feldt 7633.640 56.000 136.315 

Lower-bound 7633.640 56.000 136.315 


