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ABSTRACT

Background: The diagnosis and treatment of cancer is a life-altering experience that signals profound
changes in a person’s life. However, most people do not experience cancer in isolation or cope alone.
Despite the fact that partners (i.e. spouses, significant others) provide emotional support and play a
critical role in caregiving, cancer exacts a heavy toll on them and challenges their relationship with the
patient by altering established communication patterns and roles. In recognition of this, a burgeoning
literature involving couple-based interventions to improve patient and partner quality of life and adap-
tation has emerged. However, questions remain regarding how we can improve these interventions to
exact greater impact on patient and partner outcomes.

Material and methods: A narrative review of the literature on couples’ communication processes in
cancer was conducted in order to describe knowledge gaps and directions for future research.

Results: Most couple-based interventions have included a communication skills training component
because communication is an important process through which couples make sense of cancer, engage
in social support, negotiate role changes and coordinate coping responses. However, scholars still
know very little about what they should instruct couples to talk about, how often they should talk and
when talking (or not talking) is beneficial (and for whom - the patient, partner, or both).

Conclusion: In order push this field forward, we need to develop a more nuanced view of couples’
communication that acknowledges that there are multiple ways to talk, different aspects of the cancer
experience to talk about, and preexisting communication patterns and preferences for different couples
that may influence the utility of talk. Interventions that replace the unilateral and generic prescription
to talk openly about cancer with targeted questions that prompt reflection on couples’ unique
strengths, preexisting communication patterns and support resources may thus help bolster the impact
of couple-based interventions on patient and partner quality of life.
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The diagnosis and treatment of cancer is a life-altering
experience that signals profound changes in a person’s life.
However, most people do not experience cancer in isolation.
For adult cancer patients who are married or in a committed
relationship, their relationship with their partner (spouse or
significant other) is often their primary coping resource [1].
Research has also consistently demonstrated that being mar-
ried or in a partnered relationship confers a substantial
health benefit [2-4]. For example, a recent analysis of
Surveillance, Epidemiology, and End Results (SEER) data for
the 10 most common cancers found that even after adjusting
for demographics, stage and treatment type, married individ-
uals were 17% less likely to be diagnosed with metastatic
disease, 53% more likely to opt for definitive treatment, and
20% less likely to die of cancer than their unmarried counter-
parts [5]. One explanation is that partners often serve in the
role of primary caregiver and provide patients with emotional
and practical support to facilitate treatment decision making,
health and rehabilitation [6,7].

Even though having a partner appears beneficial for patients,
cancer exacts a heavy toll on partners and couple relationships.

Although many partners derive great satisfaction and mean-
ing in their caregiving role [8], they also experience higher
rates of anxiety and depression, weakened immune
responses, a greater likelihood of long-term medical prob-
lems, and higher mortality rates than their non-caregiving
counterparts [9]. Cancer also challenges couples’ established
communication patterns, roles and responsibilities [10,11].
Whereas some individuals report that cancer brought them
closer together, others experience adjustment and communi-
cation challenges that fuel interpersonal conflict and can
even lead to divorce [12-14].

Over the last few decades, researchers have recognized
the need to view cancer in a relationship context and a bur-
geoning literature involving psychosocial interventions to
improve couples’ coping and quality of life (QOL) has
emerged [15-20]. Here, we use the term ‘couple-based’ to
refer to any intervention in which the two partners are seen
together by a therapist, interventionist or health educator. In
a meta-analysis, Badr and Krebs [15] found that couple-based
interventions have had small but beneficial effects in improv-
ing multiple aspects of QOL for both cancer patients
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(g=0.25-0.31) and their partners (g=0.21-0.24). However,
questions remain regarding ways to improve these interven-
tions to exact greater impact on patient and partner out-
comes. Most interventions include a communication skills
training component because communication is an important
process through which couples make sense of cancer,
engage in social support, negotiate role changes and coord-
inate coping responses [1,21]. However, scholars still know
very little about what topics they should instruct couples to
talk about, how often couples should talk to facilitate adapta-
tion, and when talking (or not talking) is beneficial for the
patient and/or the partner [22]. Thus, one way to potentially
strengthen the impact of couple-based interventions in can-
cer is to refine the prescription for communication. This nar-
rative review seeks to advance our understanding of couples’
communication processes in cancer by using a describing the
current state of the literature, identifying key knowledge
gaps, and positing new directions for future research.

What we know about couples’ communication in
cancer

Theoretical perspectives

Manne and Badr reviewed several theoretical explanations
for how talking about cancer might benefit patients and their
partners [1]. In social cognitive models, emotional disclosures
facilitate the cognitive processing and help to minimize intru-
sive thoughts. Going a step further, intimacy models posit
that supportive responses to emotional disclosures are critical
to enhancing perceptions of closeness or intimacy, which in
turn facilitates both partner’s cancer adaptation. Social sup-
port models emphasize communicating to identify and
respond to one another’s needs. Finally, in equity theories,
spousal communication facilitates the coordination of roles
and responsibilities and is used to express appreciation to
restore balance in the relationship. Viewed together, these
models suggest that the way in which couples talk about
cancer as well as what they talk about is important.

Adaptive and maladaptive communication strategies

Among non-medically ill couples, research has identified a
number of constructive and destructive communication
methods that couples use to deal with stressors that are
associated with psychological adjustment and marital satis-
faction. Couples who deal with their problems with mutual
discussion, expression of feelings, understanding of one
another’s views, negotiating solutions and resolving problems
as a team report higher marital satisfaction [23]. A communi-
cation pattern where one partner pressures the other to talk
about the issue whereas the other partner withdraws and
becomes passive or defensive (a pattern they refer to as
‘demand withdrawal’) has also been associated with lower
marital satisfaction [24]. Finally, couples who deal with their
problems by avoiding discussion also report lower marital
satisfaction [25].

In a longitudinal study of women with early stage breast
cancer and their partners, Manne and colleagues [26] found

that mutual constructive communication predicted lower psy-
chological distress, and demand-withdraw communication
and mutual avoidance predicted higher psychological distress
for both patients and partners. The association between
mutual constructive communication and patient psycho-
logical distress was stronger among patients reporting more
physical impairment, suggesting communication may play a
stronger role among patients dealing with more physical
stress. In a cross-sectional study, researchers evaluated the
effects of spousal communication patterns on patient and
partner adjustment in the face of sexual dysfunction follow-
ing treatment for prostate cancer [27]. They found that when
patients had poor erectile function, their partners were more
likely to report that the couple avoided open spousal discus-
sions; this in turn was associated with partners’ marital dis-
tress. They also found that patients and partners who
reported high levels of mutual constructive communication
reported greater marital adjustment - regardless of their own
sexual satisfaction — and that greater sexual dissatisfaction
was associated with poorer marital adjustment in patients
and partners who reported low levels of mutual constructive
communication. Thus, even though couples may be reluctant
to engage in discussions about sexual problems, such discus-
sions may help alleviate the negative impact that sexual
problems have on prostate cancer patients’ and their
partners’ marital adjustment.

Relationship maintenance strategies are another commu-
nication strategy that has received attention in cancer.
Stafford and Canary [28] identified five relationship mainten-
ance strategies: (1) positivity, or interacting with one’s part-
ner in a cheerful and optimistic manner; (2) openness, which
refers to discussing and disclosing information about the
relationship with one’s partner; (3) assurances, which are
messages of commitment and love; (4) social networks,
which entails relying on or interacting with common rela-
tives/friends; and (5) shared tasks, which involves engaging
in everyday activities such as housework together. Badr and
Carmack Taylor [29] applied this framework to how couples
cope with lung cancer and found that, regardless of gender
or social role (whether one was a patient or a spouse), indi-
viduals who engaged in the strategies of positivity, networks
and shared tasks reported less distress within one month of
treatment initiation (baseline). Six months later, the effects of
providing more assurances to one’s partner and experiencing
a partners’ increased reliance on social network members for
support differed. Patients who provided more assurances to
their partners reported slightly more distress over time.
Conversely, partners who provided more assurances repotted
slightly less distress over time. Patients reported more dis-
tress when their spouses relied more on common social net-
works. Spouses reported less distress when patients relied
more on common social networks. Couples where both part-
ners engaged in more frequent maintenance behaviors
reported greater marital adjustment at baseline and over
time. Together, these findings suggest that engaging in rela-
tionship maintenance strategies during the initial treatment
period may help mold more resilient relationships and facili-
tate adjustment as lung cancer progresses. However, they



also highlight the idea that patients and their partners may
have different relationship maintenance needs.

What couples talk about when they talk about cancer:
feelings

The disclosure of feelings and concerns is a topic that has
received considerable research attention and is commonly
advocated in couple-based interventions [30-33]. The idea
that couples should talk about feelings is grounded in social
cognitive models of stress and coping which posit that
stressful events such as cancer are a threat because they
challenge individuals’ existing schemas about themselves and
their relationships [33,34]. Successful adaptation involves
actively assimilating or accommodating the illness into these
schemas through cognitive processing, which involves efforts
to perceive the illness as less harmful or threatening (e.g.
acceptance, reappraisal), and social processing, which
involves disclosing fears and concerns as a means of solicit-
ing partner support and facilitating engagement in active
coping strategies [35,36]. However, disclosing feelings to a
partner can be challenging. Individuals often report ‘holding
back’ or avoiding discussions about cancer-related thoughts
and feelings [37-39] and this has been consistently associ-
ated with negative outcomes including lower QOL, dimin-
ished wellbeing, and relationship distress [40-43]. In contrast,
findings on the benefits of emotional disclosure have been
mixed. Some studies have found that it reduces distress and
improves marital satisfaction; others have either found no
effects or that effects are contingent on factors like cultural
background, role (patient or partner), age or cancer type
[37,44]. Thus, holding back appears to be damaging, but dis-
closing concerns may not necessarily be beneficial.

Research also suggests that in some cases emotional dis-
closure to a partner is not sufficient to alleviate distress and
may even exacerbate it. For example, Porter and colleagues
[31] found that training couples coping with gastrointestinal
cancer to talk about feelings improved marital quality but
not significantly more than an attention-control group.
Manne and colleagues [32] also found that partners of pros-
tate cancer patients evidenced significant increases in distress
following an intervention that sought to improve the
couple’s ability to openly share cancer-related feelings and
concerns. The authors postulated that the open discussion of
feelings may have made partners more attuned or aware of
stressors/problems, which could have exacerbated their dis-
tress. Another possibility is that a mismatch occurred
between the patient’s need/desire to talk and the partner’s
ability to listen and process what was being said. In fact,
studies have found that similarity in relational partners’ pref-
erences and patterns of talk, their perceptions of mutuality,
and their ability to respond with reciprocal disclosures may
be more important for alleviating distress than what is actu-
ally disclosed or how often disclosures occur [37,45,46].
Problems can also occur if both partners do not agree about
how to feel or are not prepared to validate each other’s feel-
ings [47,48]. Given the state of the literature, unilaterally pre-
scribing the open discussion of feelings without first
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addressing gaps in our understanding of the circumstances
under which those disclosures can be harmful or beneficial,
appears somewhat premature [49].

What we need to know about couples’
communication in cancer

Motives for disclosing/holding back cancer-related
concerns and factors that may influence disclosure

Even though talking about cancer can confer a variety of
benefits including improving perceptions of closeness,
enhancing the coordination of care, and strengthening
patients’ and partners’ commitment to each other and their
relationship [50], talking about cancer can be difficult. For
example, one study found that almost 35% of breast cancer
patients did not disclose to anyone their primary cancer-
related concern [51]. Another study found that one-third of
couples coping with lung cancer experienced difficulties talk-
ing about cancer [52]. Without outlets for expressing or shar-
ing thoughts and feelings, patients may engage in avoidance
coping instead of engaging in adaptive coping [53,54], so it
is important to understand people’s motivations and explana-
tions for not talking.

A variety of explanations have been offered for why cou-
ples do not talk about cancer [22,52]. Foremost among these
is the desire to protect or shield one’s partner from distress,
also known as protective buffering [55]. Protective buffering
is usually done with the best of intentions; however, research
has shown that it increases burden, decreases relationship
satisfaction, and contributes to poor mental health in the
person who is buffering, as well as the person whom the
buffering was intended to protect [39]. Another reason why
individuals may refrain from discussing cancer with their
partners is that they perceive them as critical, unreceptive or
uncomfortable with the topic. The objective social conditions
and individuals’ construal of those conditions that lead them
to refrain from or modify their disclosure of cancer-related
thoughts, feelings or concerns are known as social con-
straints; and research has shown that social constraints place
individuals at higher risk for psychological and relationship
distress [36].

In a similar vein, couples may have difficulty talking about
topics that are more sensitive or upsetting. Supporting this
idea, some cancer-related topics (e.g. symptom management)
come up regularly and are discussed frequently by couples,
whereas others (e.g. diagnosis, death, sexual problems),
which are potentially more emotionally laden or stress pro-
ducing are discussed less frequently, or avoided entirely
[22,56,57]. Dispositional factors such as openness and con-
textual factors such as gender of the patient/partner, type
and severity of illness, and treatment type may also impact
disclosure [58]. Indeed, individuals who are more distressed,
have more advanced disease and have poorer functioning
report a greater need to talk and appear more likely to bene-
fit from talking [33,37]. However, even though gender differ-
ences in distress have been documented in cancer [59,60]
and it is possible that such differences may be due to gen-
dered tendencies to solicit/provide support [61,62], research
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examining the effects of gender on disclosures in two-gender
cancers (where the effects of gender and role can be disen-
tangled) has not demonstrated substantial gender differences
[37]. Studies in non-cancer samples have also shown that
most partners respond to their loved one’s distress with
reassurance/problem solving regardless of gender [63], and
that men and women are equally able to recognize their
partner’s stress and provide support when properly trained
to do so [64,65]. Moreover, men are more likely to display
more stress-related self-disclosure when they perceive the
stress that they are experiencing is shared by their partner
[66]. Thus, interventions that emphasize taking a shared or
dyadic approach to cancer may be critical not only in facili-
tating both partners’ adjustment but also for addressing
potential gender differences in communication and their
effects on the couple’s coping and adjustment.

Finally, there are a number of other plausible reasons why
couples may avoid or hold back from discussing cancer-
related discussions that deserve greater research attention.
These include the desire to maintain hope, optimism and a
sense of normalcy, and the desire to preserve valued identi-
ties and patterns of relating. For example, if a couple has a
long established problem-focused pattern of addressing
shared stressors, deviating from that pattern may in itself
cause distress [49]. It is also important to keep in mind that
even though talking with a partner can serve as a direct
means of soliciting social support, the need to ask for sup-
port in close, long-term relationships may be the exception
rather than the rule and actually indicate a breakdown of the
unspoken and shared routines through which couples usually
cope [67]. More research is therefore needed to understand
how patients’ and partners’ appraisals of the cancer experi-
ence, their relationships, and each other’s capacity to provide
helpful information or support influence their desire to talk
[68]. Research is also needed to clarify the circumstances
under which disclosure and avoidance can either be harmful
or beneficial.

Other topics of discussion besides feelings

Great variability exists in the topics couples can discuss when
they talk about cancer. Couples can talk about health-related
issues (e.g. symptoms/functional problems, treatment deci-
sions, coordination of care, prognosis), psychological/behav-
ioral processes (e.g. thoughts/feelings, wants/needs, plans,
behaviors), and social/interpersonal processes (e.g. role
changes, sexual problems, social/family relationships and sup-
port) [69]. However, most research on couples’ communica-
tion in cancer has centered on emotional disclosures. Linking
different topics to outcomes is important for the develop-
ment of targeted couple-based interventions. However, this
currently presents a challenge because the measures used in
cancer to assess couples’ communication primarily tap global
perceptions of how the couple is communicating (e.g. ‘We
say anything we want to’, ‘I take time to express my
emotions’) or abstract perceptions of how the couple talks
about cancer (e.g. 'l seldom discuss cancer with my spouse’
or ‘My partner and | had difficulty talking about the cancer

and what might happen’) [1,22]. When measures ask general
questions about how well a couple communicates they are
likely to be tapping into cultural and relational schemas (e.g.
marital satisfaction) rather than actual communication pat-
terns [70], resulting in an undesirable overlap between pre-
dictor variables and outcomes. Similarly, asking people to
make global generalizations about their cancer-related dis-
cussions is likely to yield an inaccurate portrait of those dis-
cussions. In fact, research shows that individuals who say
they are open in response to global or evaluative questions
will go on to reveal withholding or communicating with cau-
tion when asked about particular cancer-related topics
[71,72]. Thus, more work is needed to refine the measures
used to assess couples’ communication in cancer.

Beyond the issue of measurement, there are several topics
of discussion that are worthy of greater attention and investi-
gation in the cancer literature. Indeed, even though the
experience of cancer may fuel a desire to talk with one’s
partner, the emotional, functional and relationship changes
that occur as a result of that experience may make patients
and partners unsure about how to effectively communicate.
Under such circumstances, shifting the focus away from can-
cer and onto the couples’ relationship by talking together
about it (e.g. how good it is, relationship memories and how
the couple addressed challenges together in the past, and
future plans) may help to remind couples of the strengths
and resources that they have to deal with the disease
[73,74]. Likewise, the use of humor may help couples to
maintain a sense of normalcy, alleviate tensions, provide a
needed distraction from emotionally laden issues, and even
facilitate the discussion of difficult or sensitive topics [75].
Under conditions where disclosure to a partner becomes
challenging or problematic, individuals may reap some bene-
fits from disclosing to a neutral third-party or through prac-
ticing expressive writing [76,77]. Likewise, talking about
medical facts and negotiating symptom management/treat-
ment issues can be important ways that couples reassert a
sense of control over an otherwise uncontrollable situation
and accommodate illness into their everyday routines.
Indirect methods of communicating such as showing affec-
tion through physical touch, having everyday conversations
that are not about cancer (e.g. ‘How was your day?’), and
spending time together engaging in shared activities may
also provide a more comfortable context for illness-related
issues to spontaneously arise. They may also help to normal-
ize new illness routines and their implications for the couple.
More research is thus needed to refine the measurement of
communication, identify alternative topics of communication
besides the disclosure of feelings, and to clarify the associa-
tions between these different topics and patient and partner
outcomes.

How couples communicate dyadic coping

On a related note, it is well established that the way that
couples view cancer and coordinate their coping responses
plays an important role in their adaptation [1]. Communal
coping involves appraising a stressor as ‘our’ issue (shared



appraisal) rather than ‘yours’ or ‘mine’ (individual appraisal)
and taking collaborative, ‘we’-based actions to address it
[66,78]. Although studies suggest that having a communal
coping orientation promotes psychological and marital
adjustment [79,80], very little is known about how communal
coping is actually communicated or unfolds during couples’
discussions about cancer. A growing body of research sug-
gests that, unlike self-reports of coping which are vulnerable
to social desirability and other cognitive biases, speech par-
ticles like pronouns are more impervious to conscious choice
[81] and may serve as an ‘implicit’ measure of coping focus
[82]. For example, some studies have demonstrated associa-
tions between the use of first-person plural pronouns (e.g.
we, ours), known as ‘we-talk’ and marital satisfaction, positive
emotional behavior and effective problem solving [83-85].

In a recent observational study in cancer, Badr and col-
leagues [69] examined how emotional disclosure and coping
focus conveyed through natural language use affected the
psychological and marital adjustment of 125 head and neck
cancer patients and their partners. They found that patients
who disclosed more negative emotion during a discussion
about cancer in the laboratory reported more positive mood
following the discussion (p < 0.05); however, no significant
associations between emotion word use and patient/partner
psychological and marital adjustment were found at a four-
month follow-up. Rather, patients and partners reported
more positive mood following the discussion when they
used more we-talk, and less distress over time when their
partners used more we-talk (p < 0.01). Findings suggest that
the manner in which couples’ discuss cancer, conceptualizing
it as either a shared or individual problem has implications
for both partners’ adjustment. They also suggest that it
might not be as important for a person to disclose emotions
as it is to have a partner whom they see as instrumental to
their coping process. Thus, rather than unilaterally encourag-
ing patients and partners to talk about feelings as the best
way to cope with cancer as a couple, it may be useful to
explore how discussing other topics and engaging in indirect
or implicit forms of communication can change appraisals,
facilitate processing and provide comfort.

Conclusion and future directions

It is hoped that this brief review will facilitate a greater
appreciation of the complexities of couples’ communication
in the context of cancer and stimulate both descriptive and
intervention research. Currently, the standard prescription to
talk openly does not specify how, when, how much, how
often, or how long couples should talk, despite research
showing that these are important considerations for whether
cancer discussions provide comfort, create relationship prob-
lems or exacerbate distress. In order push this field forward,
assessment measures need to be refined so we can clarify
linkages between communication, coping and outcomes
across the disease trajectory. We also need to develop a
more nuanced view of couples’ communication that acknowl-
edges that there are multiple ways to talk, aspects of the
cancer experience to talk about, and preexisting
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communication patterns and preferences that may influence
the utility of talk for different couples. Indeed, successful
adaptation may hinge on the ability of patients and partners
to discern when to engage in or suppress disclosures and to
develop flexibility regarding the discussion of certain topics
in response to situational demands [86]. From this perspec-
tive, interventions that replace the generic prescription to
talk openly with targeted questions that prompt reflection
on individual couples’ strengths, communication patterns
and resources may help bolster the impact of couple-based
interventions on patient and partner QOL.
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