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Abstract
Purpose: The aim of this study was to evaluate the psychometric properties of complementary and
novel measures of partner interfering and partner supportive behaviors in cancer care (PIB-C and
PSB-C).

Methods: Structured telephone interviews were conducted with 378 women (aged 18–79) in
partnered relationships and recruited from the Kentucky Cancer Registry. Psychometric analyses
of PIB-C and PSB-C were used to determine scale reliability, and scale construct and predictive valid-
ity (correlations with indicators of partner abuse, symptoms of depression, anxiety, and stress after
cancer).

Results: Cronbach’s alpha and split-half calculations indicated excellent internal consistency of the
20-item PIB-C (0.936 and 0.87, respectively) and 12-item PSB-C (0.930 and 0.89). Three thematic clus-
ters for the PIB-C and two for the PSB-C were identified through factor analyses. Regarding construct
validity, higher PIB-C and lower PSB-C scores were associated with a measure of psychological im-
pacts from abuse. Predictive validity was suggested through (1) lower PSB-C associated with depres-
sion, (2) higher PIB-C associated with anxiety, and (3) higher perceived stress associated with higher
PIB-C/lower PSB-C scores.

Conclusion: Both PIB-C and PSB-C have strong psychometric properties and distinguish partner
behaviors more likely to negatively impact women’s depression, anxiety, and stress during cancer
care/recovery. Use of these measures may assist clinical teams in comprehensively assessing women
patients’ home environment to best ensure cancer care/recovery.
Copyright © 2015 John Wiley & Sons, Ltd.

Introduction

Social network members can play a significant role in
supporting women as they are diagnosed and treated and
recovering from cancer [1,2]. Studies have indicated that
support from acquaintances, however, cannot make up
for lack of support by a spouse [3], and cancer patients’
perceptions of their adjustment to treatment and recovery
are influenced by intimate partners [4]. Thus, partners
are considered more important providers of social support
(SS) for cancer patients than other sources [5].
While research has focused on defining SS, identifying

sources, and measuring the benefits of SS on cancer out-
comes [6], identification of partner behaviors that may
negatively influence cancer outcomes irrespective of
supportive behaviors appears to be warranted. Manne
and colleagues [7–10] recognized that partner behaviors
may interfere with patients’ treatment/recovery; thus, they
included adverse actions when assessing partner impact.
There is also evidence that major forms of negative
partner behaviors (i.e., intimate partner violence) impact

women’s cancer-related quality of life [11]. Therefore,
we can expect that more subtle, yet negative, partner be-
haviors are likely to impact women’s ability to receive
recommended treatment or recover following treatment.
Identifying the role and range of partner behavior that
may influence patients’ ability to be effectively treated
and recover from cancer may be significant for assisting
patients and their healthcare providers. Partner behaviors
may range across a continuum from providing uncondi-
tional support, to unconsciously or consciously withhold-
ing support, to controlling or directly interfering with
treatment choices and the ability to recuperate. Thus,
interfering/problematic partner behaviors may have direct
effects impacting treatment (e.g., interfering with doctor
appointments, forgetting prescriptions, and creating prob-
lems with treating doctors), as well as indirect effects
affecting recovery that are physical (e.g., interference with
sleep, eating, and getting rest; not taking over physical
tasks previously the responsibility of the cancer patient;
and not allowing the patients to relax from tasks) or that
are psychological (e.g., increasing guilt feelings, making
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the patient feel they are a burden or a financial problem;
increasing arguments; and demanding a focus on partner’s
needs rather than the patient’s needs). The explanatory
models that suggest social networks can prevent stress,
thereby impacting a person’s physiological systems and
enhancing immune system functioning [12,13], have also
demonstrated that chronic stress and depression are linked
to cancer progression [14]. Thus, investigating a range of
partner interfering and supportive behaviors appears
warranted.
Including negative partner behaviors in research more

realistically assesses cancer patients’ relationship milieus,
but a determination of which behavioral dimensions to as-
sess and how specifically to assess them should provide a
better understanding of the impact of these actions. Some
approaches to assessment have only used global ratings or
a very limited range of a partner’s negative impact
[15,16]; for example, Pollack only asked how frequently
partners argued with pregnant patients about smoking
and how much pressure partners applied to get patients
to stop smoking [17]. Abbey and colleagues only queried
whether patients felt judged or disapproved of by their
partners [18]. Although Manne and colleagues have con-
ducted more extensive research of partner impact [7–10],
their concept of negative actions was limited more to
behaviors indicative of withdrawal/avoidance or overtly
critical actions. Understanding the role of specific prob-
lematic partner behaviors may be necessary to clarify prior
inconsistent results in SS research [6]. Uchino and
Birmingham stated that clarifying the variability of out-
comes from significant others’ SS likely requires under-
standing the actual exchanges that take place regarding
health-related functions [19]. Therefore, the purpose of
this research was to establish the usefulness of measures
of supportive and interfering/controlling behaviors likely
required of partners at the time their significant others
are diagnosed with, treated for, and spend time recovering
from cancer.
This manuscript describes psychometric properties of

two scales measuring specific partner supportive and
interfering behaviors in cancer care and recovery (PSB-C
and PIB-C, respectively) reported by women diagnosed
with cancer. As basic elements of construct and predictive
validity for the two scales, their association with mental
health and abuse impact indicators were assessed.

Materials and methods

Participant recruitment

Women included in the Kentucky Cancer Registry (KCR)
and diagnosed with an incident, biopsy-confirmed primary
cancer were eligible for participation. Exclusion criteria
for participants at recruitment were (1) younger than 18
or older than 79 and (2) if a patient’s physician determined

they should not be approached to participate. An additional
exclusion criterion was present for this subset of analyses
establishing psychometric properties of the PIB-C and the
PSB-C – no intimate partner either currently or at time of
cancer diagnosis – because partner behaviors could only
be asked of women with partners.
The KCR contacted patients’ physicians to determine

whether a patient should not be approached for participa-
tion. If no reason was provided within 2 weeks, women
were sent a letter describing the study. A postcard was
provided for their contact information if they wished to
participate or to indicate that they did not wish further
contact. Women not returning the cards were called sev-
eral times to ensure all potential participants received the
opportunity.
Contact information was used by the staff at the

University’s Survey Research Center to call them to con-
duct interviews. Phone interviews took place within
12 months of women’s primary diagnosis of cancer. Inter-
viewers followed a scripted introduction explaining in-
formed consent to which participants were required to
give verbal consent. Interviews took approximately
45 min. to complete, and those completing the interviews
received a check for $10. This study was approved by the
Institutional Review Board at the University of Kentucky
(#09-0685-F1V), and a National Institutes of Health
Certificate of Confidentiality was granted (MD-09-007).
Among the 1430 women identified by the KCR as

Kentucky residents diagnosed with a cancer in the past
12 months, 1099 agreed to be contacted (76.8%), and
511 completed the survey. The overall response rate was
36.0% of the original sample or 46.5% of those agreeing
to be contacted. Women were excluded if they did not
have a current partner or a partner at diagnosis (N=133),
leaving 378 for analyses. The mean age of participants
was 54.7 (SD=10.4); range 22–69. The average number
of children was 2.0 (SD=1.35); range 0–10. Table 1
provides all additional participant demographics with per-
centages provided for categories.

Measures

Demographics

Demographics were obtained from participants during in-
terviews or from KCR files (Table 1).

Partner interfering behaviors and partner supportive
behaviors – cancer scales

Two distinct scales had previously been developed from
qualitative interviews with female cancer survivors to
measure specific partner interfering/controlling behaviors
(PIB-C; 20 items) and supportive behaviors (PSB-C; 12
items). Both scales covered instrumental (tangible), ex-
pressive (emotional), and structural aspects of support
similar to those of prior SS scales, but items for these
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scales are highly specific to partner involvement when a
person has cancer. Thus, both scales include potential
behaviors specific to the experience of having one’s partner
diagnosed with, treated for, and recovering from cancer, but
with either supportive or interfering/controlling content.
For example, as can be seen in Table 2, PIB-C interfering
items address instrumental aspects (e.g., interfering with
doctor appointments and deliberately forgetting to pick up
prescriptions), expressive aspects (e.g., making the woman
feel her cancer experience is a burden, a financial problem),
and structural aspects (e.g., preventing the woman from
communicating with others and not taking on responsibili-
ties the patient was typically responsible for). Parallel to
PIB-C constructs, Table 3 lists PSB-C supportive items that
address instrumental aspects (e.g., went with patient to
doctor visits), expressive aspects (e.g., comforted through
words or physical affection if the patient was upset or
feeling down), and structural aspects (took time off to help
the patient when needed or skipped a social activity to be
present).
Participants in this study reported on their partners’

behavior as described by the specific items in the PIB-C
and the PSB-C. Because frequency of specific behaviors
was considered potentially too difficult to recall, response
options for scale items in this study were as follows: not at
all = 1, a little =2, some=3, and a lot = 4. PIB-C scores
ranged from 20 to 80, while PSB-C scores ranged from
12 to 48. Specific items for both scales with their means
and standard deviations and factor analysis results for both
scales are presented in Tables 2 and 3.
Participants who disclosed any occurrence of a behav-

ior by a partner on the PIB were asked four follow-up
items to assess their perception of the impact of
interfering/controlling behaviors on their medical care or
psychological well-being. These included whether they re-
ceived appropriate cancer care and medical treatment; felt
guilty and not deserving of medical care; felt down, sad,
or depressed; and felt their general recovery was affected.

Women’s Experience with Battering Scale [20,21]

The Women’s Experience with Battering Scale (WEB)
has been used as a measure of mental and emotional out-
comes potentially resulting from partner abuse. A short
three-item version [22] was used in this study: (1) ‘your
partner made you feel you had no control over your life’,
(2) ‘you hid the truth about your relationship from others
because you were afraid of what s/he might do’, and
(3) ‘your partner could scare you without laying a hand
on you’. Response options were as follows: 1=strongly
disagree, 2=disagree, 3=agree, and 4=strongly agree.

Perceived Stress Scale [23]

Three of the four items in the shortened Perceived Stress
Scale [24] were administered in this study. The eliminated

Table 1. Demographic profile of women diagnosed with cancer
and interviewed for this study (N= 378)

N %

Racea

White 361 95.5
Black 14 3.7
Other 3 0.8

Current marital statusb

Married 333 88.1
Separated/divorced 27 7.1
Widowed 6 1.6
Never married 12 3.2

Educationb

<High school graduate 27 7.1
High school/GED 123 32.5
Some college/AA 121 32.0
Bachelor’s degree 56 14.8
Post graduate 51 13.5

Income (monthly)b

<$1000 20 5.3
$1000–$1999 45 11.9
$2000–$2999 59 15.6
$3000–$3999 51 13.5
$4000–$4999 42 11.1
$5000+ 98 25.9
Don’t know/refused 63 16.7

Insurance payora

Private insurance 240 63.5
Medicare 93 24.6
Medicaid 34 9.0
Uninsured 11 2.9

Smoking at diagnosisb

Current smoker at diagnosis 55 14.6
Former smoker 112 29.6
Never smoker 211 55.8

Current psychological IPVb 29 8.3
No current psychological IPVb 319 91.7
Kentucky region at diagnosisa

Appalachian county 109 28.8
Non-Appalachian county 269 71.2

Cancer sitea

Breast 167 44.2
Oral 1 0.3
Stomach 2 0.5
Liver 2 0.5
Gallbladder 1 0.3
Pancreas 5 1.3
Colorectal 15 4.0
Nasal/larynx 3 0.8
Lung 36 9.5
Melanoma 11 2.9
Bone 2 0.5
Brain 5 1.3
Cervix 7 1.9
Endometrial 45 11.9
Ovarian 18 4.8
Bladder/kidney 14 3.7
Thyroid 21 5.6
Leukemia/lymphoma 23 6.1

Stage at diagnosisa

Localized 230 60.8
Regional 99 26.2
Distant metastasis 49 13.0

GED, General Educational Development; AA, associate degree; IPV, intimate partner
violence.
aFrom Kentucky Cancer Registry data.
bInterview data.
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itemwas a reverse-worded item focusing on ‘things generally
going your way’ and was removed to keep the shortened
scale more relevant to patients being diagnosed with cancer.
The respondents chose a Likert response (never=1 to very
often=5) to indicate their stress level (1) in the prior month
and (2) in the first 2–3 months after their cancer diagnosis
for items that tapped (a) feeling unable to control the impor-
tant things in your life, (b) feeling confident about handling
your problems, and (c) feeling that difficulties were piling
up so high that you could not overcome them. Scores for each
time period were summed across the three items.

Depression and anxiety markers

To provide an objective indicator of depression and
anxiety symptoms experienced since the woman’s cancer
diagnosis, the following items were used: Since your
cancer diagnosis, were you ever told by a medical doctor
or mental health professional that you (1) were depressed
or (2) had anxiety or panic disorder? Response options
were yes=1 or no=0.

Statistical analyses

Internal consistency (i.e., reliability) for the PIB-C and
PSB-C scales was calculated using Cronbach’s alpha and
split-half correlation coefficients. To determine thematic
subscales, factor analyses were conducted using varimax
rotation. Eigenvalues and scree plots determined the
optimal number of factors, and the associated amount of
variance explained by the total and subscales was calcu-
lated. Instances where an item had high loadings on more
than one factor were resolved by placing the item on the
factor for which it received the highest loading. Subse-
quent assessment to determine whether the content of an
item matched the thematic content of other items on that
factor suggested this decision rule was appropriate.
A multivariate analysis of covariance was used to assess

potential construct validity of both scales with the WEB as
a proxy for emotional outcomes from maltreatment by an
intimate partner. The predictive validity of both scales was
independently analyzed for their association with per-
ceived stress using multivariate analysis of covariance.
Log linear modeling was used to determine the degree to

Table 2. Psychometric properties of partner interfering/controlling behaviors potentially impacting cancer treatment/recovery (PIB-C)

Since learning of your cancer diagnosis, how much has your partner:
Item meana

(SD)

Factors/loading scoresb

1. Interfere
with cancer
treatment

2. Undermining
cancer as serious

condition

3. Focus on
partner not

patient

1. Interfered with getting to doctors’ appointments or treatment sessions, e.g., refusing to
let you go or take you, canceling without you knowing, confusing you about times?

1.01 (0.16) 0.954 0.049 0.056

2. Implied you were not deserving of medical treatment you were receiving? 1.01 (0.15) 0.260 0.770 0.032
3. Made you feel as though your medical needs (e.g., appointments, treatments,
and prescriptions) were a burden on the family?

1.07 (0.40) 0.429 0.555 0.591

4. Made you feel guilty because of the extra care you needed? 1.10 (0.46) 0.379 0.514 0.635
5. Refused to handle/take over responsibilities that you were not able to handle

because of your physical condition?
1.13 (0.49) 0.266 0.416 0.599

6. Created an embarrassing scene in the medical office so you did not want to return
or accused you of having a relationship with your doctor?

1.02 (0.22) 0.913 0.199 0.075

7. Criticized your doctor’s care in front of you or your doctor? 1.05 (0.29) 0.683 0.525 0.010
8. Suggested your doctor is not capable of handling your case or made you think your
doctor was incompetent when there was no reason to question that?

1.04 (0.32) 0.608 0.686 0.041

9. Tried to make you think you really did not have a serious condition? 1.09 (0.44) 0.309 0.584 0.413
10. Seemed to intentionally forget to pick up your prescriptions? 1.02 (0.22) 0.842 0.121 0.224
11. Suggested that you not receive treatment until you get another opinion when

there was no reason to question your medical care?
1.05 (0.31) 0.150 0.854 0.086

12. Complained that you were not focusing on him or the family? 1.07 (0.39) 0.321 0.491 0.451
13. Discouraged you or kept you from talking with others about your treatment or recovery? 1.03 (0.25) 0.524 0.057 0.315
14. Did not allow you to relax or recover from treatments but insisted you go back

to your usual tasks?
1.06 (0.35) 0.056 0.092 0.836

15. Started more arguments than usual with you? 1.10 (0.45) 0.409 0.357 0.490
16. Wouldn’t do household chores to help with your recovery, e.g., preparing meals, doing laundry? 1.17 (0.64) �0.003 �0.019 0.709
17. Made it difficult for you to get the physical care you needed for recovery,

such as sleep, food, or rest?
1.02 (0.19) 0.275 0.109 0.562

18. Made you feel it was your fault you got cancer? 1.03 (0.29) 0.704 0.258 0.441
19. Reminded you how much your cancer treatment and recovery has cost the family financially? 1.07 (0.37) �0.153 0.669 0.306
20. Let you know how much their [partner’s] life was disrupted by your cancer treatment/recovery? 1.09 (0.43) 0.032 0.558 0.608

PIB-C: 21.34 mean; 20–63 actual range; 67.6% variance explained; 0.936 Cronbach’s α. Factor 1. 6.19 mean; 6–24 actual range; 47% variance explained; 0.90 Cronbach’s α. Factor 2.
8.80 mean; 8–28 actual range; 8% variance explained; 0.89 Cronbach’s α. Factor 3. 6.45 mean; 6–23 actual range; 12% variance explained; 0.86 Cronbach’s α.
aResponse options: 1 = not at all, 2 = a little, 3 = some, and 4 = a lot.
bFactor loadings in italics represent the subscale on which the item received the highest loading.
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which PIB-C and PSB-C (in separate models) were asso-
ciated with risk of being diagnosed with depression
and/or anxiety after a cancer diagnosis. Because age, num-
ber of children, and medical insurance were associated
with PIB-C and PSB-C full scores (Table 1), multivariate
models were adjusted for these demographics. PIB-C and
PSB-C full scores were included as continuous dependent
variables in separate models.

Results

Internal consistency and factor analysis

The 20-item PIB-C had excellent internal consistency
(Cronbach’s α=0.936; split-half reliability=0.873). Vari-
ance explained by each factor, mean scores, and alphas
are provided in Table 2. Factor analyses indicated three
independent factors (items loading at 0.49 or above):
‘interference with treatment’, ‘focus on self (meaning the
partner), not patient’, and ‘Undermining seriousness of
the condition’. Total variance explained was 67.6%.
Of women disclosing any PIB-C behavior occurring at

least ‘a little’ (20.6%; 78/378), 39.7% reported that partner
actions negatively influenced their cancer care/recovery at
least a little (31/78), 2.5% indicated that these behaviors
had a negative impact on their receiving appropriate cancer
care, 5% indicated a negative impact of feeling guilty and
not deserving of medical care, 16.3% indicated an impact
of feeling depressed, and 12.3% indicated a general nega-
tive impact on their recovery phase.
Cronbach’s α (0.930) and the split-half Spearman coef-

ficient (0.89) also indicated excellent internal consistency
for PSB-C. The variance explained by factors, mean

scores, and Cronbach’s alpha are provided in Table 3.
Total variance explained was 66.6%, and the 12-item
mean score was 44.62. Relative to the total possible score
for this scale, this cohort scored relatively high on overall
partner support. A factor analysis indicated two factors
(items loading at 0.57 and above): ‘helpful throughout
recovery’ and ‘involved medically in cancer care’.

Construct validity

In a general linear model, higher PIB-C scores were asso-
ciated with higher WEB scores (F=54.08; p<0.0001),
and lower PSB-C scores were correlated with higher
WEB scores (F=118.60; p<0.0001), even when
adjusting for the opposite scale (PSB-C and PIB-C in the
same model). Thus, higher levels of partner interfering be-
haviors (and lower support) are associated with negative
psychological impacts associated with abuse.

Predictive validity

Women diagnosed with depression by a medical pro-
fessional after diagnosis (70/378=18.5%) had signifi-
cantly lower PSB-C scores (mean=42.74; X2 =4.04;
p=0.04) than women not diagnosed with depression
(mean=44.76). PIB-C scores were not significantly dif-
ferent between these two groups (depressed=22.81; not
depressed=21.21) (X2 = 2.58; p=0.11).
Conversely, women identified with clinical levels of

anxiety by professionals following diagnosis (16.7%;
63/378) had higher PIB-C scores (X2 = 5.42; p=0.02) than
women not diagnosed with anxiety. PSB-C scores did not
discriminate between patients with and without clinical
anxiety (X2= 0.61; p=ns).

Table 3. Psychometric properties of partner supportive behaviors potentially impacting cancer treatment or recovery (PSB-C)

Since learning of your cancer diagnosis, how much has your partner:
Item meana

(SD)

Factors/loading scoresb

1. Helpful
through recovery

2. Medically
involved

1. Gone on doctors’ visits or appointments with you? 3.55 (0.87) 0.099 0.900
2. Spent time with you when you were in the hospital? 3.69 (0.82) 0.307 0.726
3. Been involved with your medical care to make it a shared experience, like asking your doctor
questions or trying to learn more of your illness?

3.61 (0.88) 0.379 0.771

4. Done something unexpected that they knew would make you happy or feel better physically? 3.46 (0.86) 0.574 0.358
5. Willingly made small sacrifices, such as taking time off from work to help you when you
needed it or skipped a social activity to be with you?

3.77 (0.66) 0.620 0.511

6. Provided encouragement to do the difficult parts of treatment or recovery? 3.82 (0.54) 0.821 0.232
7. Comforted you through words or physical affection if you were upset or feeling down? 3.78 (0.59) 0.819 0.187
8. During recovery, just spent time with you, if you wanted that? 3.77 (0.60) 0.721 0.418
9. Either provided the resources you needed or made other arrangements to make sure you
were taken care of during treatment/recovery?

3.79 (0.67) 0.560 0.565

10. Checked on you regularly to handle any needs that came up or to prevent any stress for you? 3.81 (0.56) 0.742 0.389
11. Supported your decisions about medical treatment and recovery? 3.90 (0.48) 0.763 0.127
12. Been willing to talk with you when you needed to talk about things regarding your treatment/recovery? 3.80 (0.59) 0.739 0.334

PSB-C: 44.62 mean; 12–48 actual range; 66.6% variance explained; 0.930 Cronbach’s α. Factor 1. 30.09 mean; 8–32 actual range; 57% variance explained; 0.918 Cronbach’s α. Factor
2. 14.53 mean; 4–16 actual range; 10% variance explained; 0.844 Cronbach’s α.
aResponse options: 1 = not at all, 2 = a little, 3 = some, and 4 = a lot.
bFactor loadings in italics represent the subscale on which the item received the highest loading.
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Self-report of perceived stress in the prior month ap-
peared related to partner behaviors in the expected direc-
tions, as demonstrated by a positive relationship with the
PIB-C (F=9.99; p<0.0001) and a negative relationship
with the PSB-C (F=10.94; p<0.0001). This same pattern
held for stress at 2 months following their cancer diagno-
sis (PIB-C: F=10.01; p<0.0001; PSB-C scale F=5.38;
p<0.0003). All statistical relationships remained
significant when scales were adjusted for the opposite
scale.

Discussion

Psychometric information is provided about two novel
measures assessing partner interfering and supporting ac-
tions specific to a woman’s experience of being diagnosed
with cancer, receiving treatment, and recovering from can-
cer. Preliminary data provide support for the use of these
scales for research and clinical purposes. First, both scales
demonstrate excellent internal consistency. Second, the
data reveal coherent factor structures for the scales. Third,
preliminary convergent validity is evident with the signifi-
cant relationship of the scales with a measure of negative
psychological impact usually found in physically abusive
relationships. And fourth, preliminary predictive validity
is suggested through significant relationships of the scales
with mental health variables. These scales are unique in
their specificity of the assessed behaviors as ones highly
likely to be required of partners when their significant other
has cancer, rather than globally assessing support during
this health crisis.
Factors on the scale of supportive behaviors appear to be

distinguished by a temporal dimension; that is, one factor
included items of a partner’s early involvement in medical
decision-making and treatment, while the other factor in-
cluded supportive behaviors during the subsequent recov-
ery period. It is possible that behaviors aligned along a
temporal dimension because supportive behaviors during
treatment may reflect increased responsiveness by partners
during the initial crisis of a cancer diagnosis, while sup-
portive behaviors during recovery may reflect long-term
actions directed toward easing the woman’s life and taking
on responsibilities that may need to be maintained for
months or years.
Revealed factors of the scale of interfering/controlling

behavior also yielded interpretable themes. The first factor
dealt with interference for receiving recommended
treatment, for example, creating problems with the doctor
and interfering with medical appointments. The second
factor thematically captured the partner’s view that the
woman’s medical crisis created problems for him, for
example, her medical needs were a financial burden and
his life was disrupted by her illness. The third factor
identified a partner’s attempts to undermine the woman’s
health crisis as not particularly serious, for example,

questioning her need for medical care and implying she
did not deserve medical treatment. The distinctiveness of
the three factors suggests that problematic partner
behaviors may manifest through different mechanisms.
The different relationships that the PIB-C and the

PSB-C demonstrated with mental health indicators sug-
gest both scales are needed when assessing partner behav-
iors. Supportive behaviors were implicated in depression,
while interfering behaviors were implicated with anxiety.
Conceptually, an increase in anxiety would be expected
with the introduction of aversive experiences with which
the woman now has to cope. In contrast, low support indi-
cates a lack of positive interactions, which more likely re-
sults in depression rather than anxiety. Thus, supportive
and interfering behaviors both appear to be related to
stress, but in opposite directions and through different
mechanisms.
Some limitations deserve note. This work represents a

first attempt to measure specific partner behaviors using
a population-based approach to identify cancer cases
and conduct phone-based surveys in a state-wide sample
of women recently diagnosed with cancer. Our response
rate (46.5%) was somewhat lower than ideal yet is re-
spectable in light of recent challenges to phone-based
surveying. Study power may have been an issue for psy-
chometric analysis; however, we identified novel measures
with good internal consistency and coherent subscale
structures.
Even though the sample of female cancer patients was

drawn from the entire state of Kentucky, generalizability
from this sample may be limited by region and race. In ad-
dition, because the majority of these cancer patients were
diagnosed with localized disease, they may not represent
the full range of patients. These results are generalizable
only to women and disproportionately to those surviving
at least 12 months after cancer diagnosis. Thus, the data
obtained from this project definitely need to be confirmed
through further research with broader samples including
men, greater racial/ethnic representation, and a greater
range of cancer diagnoses.
Finally, the scales were only administered one time to

participants and during a 6-month window following diag-
nosis and initial treatment. Further research using these
scales may determine an optimal window for collecting
data about partner behaviors that best identifies couples
in need of intervention. In addition, it may be important
to know whether the scales produce different information
over time, such that administration very close to diagnosis
and initial treatment may not be as useful as administra-
tion during the longer phase of recovery.

Conclusion

This study found that both the PIB-C and the PSB-C have
excellent internal consistency and identifiable factors with

1505Novel measure of partner behavior in cancer

Copyright © 2015 John Wiley & Sons, Ltd. Psycho-Oncology 25: 1500–1506 (2016)
DOI: 10.1002/pon



relevant thematic content. Initial efforts at establishing
constructive and predictive validity were encouraging.
Both PIB-C and PSB-C appear to have strong

psychometric properties that distinguish partner behaviors
more likely to negatively impact women’s depression,
anxiety, and stress during cancer care/recovery.
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