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aBsTracT

objective

The aim of this study was to examine longitudinal effects of communication styles on 
marital satisfaction and distress of parents of children treated for cancer.

methods

Marital dissatisfaction (Maudsley Marital Questionnaire), intimacy, avoidance, destruc-
tive and incongruent communication (Communication Skills Inventory) and psycho-
logical distress (General Health Questionnaire) were assessed in 115 parents of pediatric 
cancer patients shortly after diagnosis (T1) and five years later (T2).

results

Only mothers’ marital dissatisfaction increased significantly over time. No gender differ-
ences in dissatisfaction were found. Mothers had a significantly higher lack of intimacy 
score than fathers. All T1 communication styles were significantly univariately related 
to fathers’ and mothers’ T2 marital dissatisfaction, while not to T2 distress. Mothers’ T1 
marital dissatisfaction accounted for 67% and fathers’ for 12% in the explained variance 
of T2 dissatisfaction. T1 destructive communication uniquely affected fathers’ T2 marital 
dissatisfaction and T1 avoidant communication that of mothers.

conclusions

Five years after cancer diagnosis in their children, the quality of parents’ marital rela-
tionships seemed largely unchanged. Parents’ use of communication skills at diagnosis 
appeared to have limited effect on their marital dissatisfaction and no effect on their 
distress five years later. While avoidant communication seemed indicative of mothers’ 
marital distress, fathers’ seemed affected by destructive communication. 
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InTroducTIon

The impact of cancer in children on parents’ functioning has been explored on many lev-
els. Studies have shown that parents’ experience of psychological problems decreases 
over time during and after treatment of their child1-3. Recent literature has shown that 
studies on parents of children with cancer focus mainly on parent and family stress 
models, caregiver burden models or coping models that target assessment of caregiver 
burden, caregiver quality of life or family functioning1,3-7. However, several relevant areas 
of parental functioning that may be affected by cancer in their children remain relatively 
undisclosed. One such area is marital relations between parents who are or have been 
caring for their ill children. 

The issue of the negative effect of cancer on the quality of marriage has been re-
ported in the literature on adult cancer patients and their partners8-11. In the literature 
on parents of children with cancer, quality of the marriage between the parents is 
often only summarily mentioned. Two reviews found seven quantitative studies, five 
cross-sectional and two longitudinal, that reported only briefly on marital adjustment 
in relation to psychological distress or caregiver strain6,12. The two longitudinal stud-
ies reported an increase in marital dissatisfaction up to 2 years after diagnosis and no 
gender differences13,14. Only one of the cross-sectional studies in the reviews reported a 
gender difference, namely less marital satisfaction in mothers than in fathers15. 

The above-mentioned lack of focus on marital relations is certainly remarkable as the 
diagnosis of cancer in children gives rise to situations that may place a marriage under 
considerable strain. For example, strains on marital relations can arise when one parent 
is intensively involved with daily care of an ill child in hospital during a long period of 
time while the other parent may need to care for other children in the family at home, 
or return to work. Added strains may arise when the distance from home to hospital is 
large making face to face contact on a daily basis more difficult to achieve5,15,16. In the 
broader literature on families dealing with chronic disease several studies have shown 
that couples who have children suffering from chronic illnesses experience more marital 
dissatisfaction than other parents and that this is associated with a higher incidence 
of depression16. Especially mothers of chronically ill children report more marital dis-
satisfaction and psychological distress than mothers of healthy children16. One study 
has shown that greater involvement of fathers in the management of a child’s disease is 
associated with healthier marital functioning17. Another study has shown fathers’ mari-
tal dissatisfaction to be more strongly associated with his own coping behavior while 
mothers’ marital dissatisfaction was more strongly associated with her partner’s coping 
behavior14. 

One of the factors known to impact marital relations is the quality of communica-
tion. Studies on the impact of communication on marital relationships have found that 
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partners who engage in open communication expressing personal thoughts and feel-
ings show more relationship satisfaction and run less risk of experiencing relationship 
problems even in the face of dealing with a cancer diagnosis8-11,18,19. In general, men and 
women have been found to experience the effects of negative communication on their 
relationship differently. Women seem to attribute less marital satisfaction more strongly 
to negative communication. A study on communication in cancer patients and their 
partners has shown destructive and incongruent communication to be associated with 
less marital satisfaction while more intimacy in communication was associated with 
more satisfaction11.

The association between psychological distress and marital satisfaction in parents car-
ing for a child diagnosed with cancer across time remains relatively undisclosed12. A few 
qualitative studies have reported that parents’ marital functioning has been negatively 
affected by pediatric cancer and the accompanying distress12. However, we do not know 
whether the distress causes the dissatisfaction or the dissatisfaction the distress. One 
longitudinal study found that only fathers’ distress was significantly associated with 
marital dissatisfaction14.

The present quantitative and longitudinal literature only provides information on the 
first two years after diagnosis13,14. We lack information on how the quality of the marriage 
is affected in the long term, regardless of the child’s long-term health status. Therefore, 
the first aim of this study is to examine long-term marital satisfaction by comparing 
parent reported satisfaction. Second, considering the role communication between 
spouses plays as described in the above-mentioned literature we expect less healthy 
communication patterns between partners to be associated with marital dissatisfaction 
as well as with higher overall distress. Third, differences between fathers and mothers in 
marital dissatisfaction and use of communication styles, and in the effect of communica-
tion on marital dissatisfaction and distress may be found. 

meThod

Participants

Both parents of all children newly diagnosed with cancer in the University Medical Cen-
ter Groningen (UMCG), the Netherlands, during 27 consecutive months were eligible for 
participation (T1). Parents speaking insufficient Dutch were excluded. At five-years after 
diagnosis (T2), all parents who participated at T1 were eligible. 

Procedure

Parents were recruited by the paediatric oncologist. Initial assessment took place in the 
hospital within 14 days after diagnosis, because the children were hospitalized. At T2 
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questionnaires were sent by mail and completed at home. Parents were instructed to 
complete each questionnaire individually without consulting others and return them 
within 14 days. The study was performed according to the study protocol as approved 
by the Medical Ethics Committee (UMCG). During the first year of the study information 
was gathered at two more measurement points (6 and 12 months after diagnosis). This 
paper reports on the initial and final assessment points. 

measures

The marital quality subscale of the Maudsley Marital Questionnaire (MMQ-M) was used 
to measure marital satisfaction at T1 and T2. The MMQ is a widely used self-report 
measure with good reliability and validity20,21. The marital quality subscale consists of 
ten items. Answers are scored on a 9 point Likert type scale (varying from 0-8) and are 
accompanied by different anchors for the score such as: 0=very satisfied or 8=we never 
reach an agreement. Examples of questions are: How satisfied are you with living with 
your partner? Or: When you have an argument, can you reach an agreement? Higher 
scores indicate increased dissatisfaction. The alpha’s in this study were .90 and .92 for T1 
and T2, respectively.

The Communication Skills Inventory (CSI)22 was used to measure communication 
styles within the relationship at T1 and one year later (test-retest). The CSI consists of 30 
questions in four subscales: intimacy (indicating mutual understanding and sharing), 
avoidance (withdrawal, avoiding conflict, silence), incongruent (dishonesty or prefer-
ence for talking to others) and destructive (insulting, irritated or abusive) communica-
tion. Answers are scored on a 5 point Likert type scale (1=very often, 2=often, 3=once 
in a while, 4=seldom and 5=never). High scores on the intimacy scale indicate less 
intimacy while high scores on the other scales represent more avoidant, incongruent 
or destructive communication. Test-retest correlations (T1 and one year later) were all 
significant (p< .001 level): .57 for avoidance, .68 for intimacy, .75 for destructive and .78 
for incongruent communication. Strong correlation coefficients (>0.70) indicate consis-
tency between measurement points and suggest stable responses for incongruent and 
destructive communication and intimacy while avoidant communication shows less 
stability across measurement points. 

The Goldberg General Health Questionnaire 12-item version (GHQ-12)23,24 was used 
as an overall index of psychological distress at T1 and T2. The scoring scale ranges from 
0-12. Higher scores indicate more distress. The alpha’s in this study were .86 and.91 for 
the two measurement points.

statistics

Chi square analysis and unpaired t-tests were used to compare T2 participants with non-
participants. Paired t-tests were calculated to compare the MMQ and communication 
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subscale scores of mothers and fathers at T1 with those of T2. ANOVA and the Kruskal-
Wallis were used to calculate the effects of child’s health status on marital dissatisfac-
tion. Unpaired t-tests were used to compare fathers’ and mothers’ MMQ scores at both 
measurement times with those of the comparison group25. Effect sizes (ES) were calcu-
lated to indicate clinical significance. ES between 0.2-0.49 are considered small, those 
between 0.5-0.79 moderate, and those ≥0.8 large26. Univariate correlations were calcu-
lated between T1 MMQ, communication styles, distress, and T2 marital dissatisfaction 
and distress. Correlation coefficients <.30 indicate weak relationships, those between 
.30-.50 moderately strong and those >.50 strong26. Two separate multiple regression 
analyses were conducted to investigate the predictive effects of communication styles 
at T1 on prospective (T2) marital dissatisfaction and psychological distress respectively. 
The multiple regression analyses were performed hierarchically to investigate increment 
in variance accounted for in each step. In order to control for marital dissatisfaction at 
diagnosis, initial marital dissatisfaction (T1) was first entered into the equation predict-
ing T2 marital dissatisfaction. The four T1 communication skills indices and T1 distress 
were then introduced into the equation. A second analysis predicting T2 distress was 
conducted. Initial distress (T1) was entered in the first step, T1 marital dissatisfaction and 
the communication variables were entered in the second step. Analyses were performed 
for fathers and mothers separately.

resulTs

Participants

Twenty-eight (15%) of the 192 parents of 98 children approached at T1 refused par-
ticipation. At T2, of the 164 participants at T1, six parents could not be traced and three 
were deceased. Of the 155 remaining parents, 115 of 61 children participated (74%). 

Details about demographics and illness related variables have been previously pub-
lished2,3,14. Relevant to the present study are the details shown in Table 1. The mean level 
of education in the participating parents was higher than in the non-participants at T2 
(t-test 2.47, p<0.05). Fewer parents of older children who participated at T1 participated 
at T2 (t-test=-2.50, p<0.05). Significantly more parents of surviving than of deceased 
children participated at T2 (chi-square=6.16, p<0.05). No significant differences were 
found between the two groups on: gender (parents or children); parents’ age; or marital 
status. Two of the T1 married couples had divorced at T2, one of these participated at T2.

A significant difference between participants and non-participants at T2 was found in 
T1 distress (t=2.715; p=0.0039; es=.23) but not in marital dissatisfaction or scores on any 
of the communication variables. Mean T1 distress was lower for the T2 non-participants.
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marital dissatisfaction

Paired t-tests showed a significant increase in marital dissatisfaction from diagnosis 
(T1) to 5 years later (T2) in mothers (T1 M=9,8, SD= 8,5; T2 M=14.9, SD= 11.2, t=5.77, 
p<.001, small effect size: r=.23). However, change in fathers was not significant (T1 
M=9.8, SD=10,8; T2 M=12.2, SD=8.1, t=1.57). No significant differences were found 
between mothers and fathers at T1 or T2. Furthermore, mothers’ marital dissatisfaction 
at T1 correlated strongly with her marital dissatisfaction at T2, while the correlation of 
fathers’ dissatisfaction was moderate (Table 2). ANOVA (F=1.61) and a Kruskal-Wallis 

Table 1. Demographic characteristics of the sample at T1 and T2

Variable 

T1 T2

n(%) n(%) 

Gender Parent

Male 79(48.2) 57(49.6) 

Female 85(51.8) 58(50.4) 

age Parent (m=35.9+5.6)

< 30 22(13.4) 15(13.0) 

30-35 48(29.3) 33(28.7) 

35-40 58(35.4) 43(37.4) 

>40 36(22.0) 24(20.9) 

marital status

married/cohabitation 158(96.3) 109(94.8) 

widowed 1(0.6) 1(0.9) 

divorced 5(3.0) 5(4.3) 

education

lower  61(37.5) 37(32.2) 

middle 79(48.2) 58(50.4) 

higher 24(14.6) 20(17.4) 

Gender child

male 57(65.5) 41(67.2) 

female 30(34.5) 20(32.8) 

age child (m=6.3+sd=4.6)

<4 35(40.2) 29(47.5) 

4-8 16(18.4) 7(11.5) 

8-12 20(23.0) 16(26.2) 

>12 16(18.4) 9(14.8) 

child’s health status

deceased 11(18.0) 

relapsed 5(8.2) 

long term survival  45(73.8) 
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non-parametric test showed no significant differences in marital dissatisfaction between 
the parents of whom the children had survived (86 parents), relapsed (8 parents) or were 
deceased (21 parents).

We compared our respondents’ marital dissatisfaction with the responses from a 
random sample (sampling method: snowballing) of 787 Flemish men (n=391; M=12.24; 
SD=9.54) and women (n=396; M=14.91, SD=11.76) who were respondents in a recent 
validation study on the Dutch version of the MMQ-M in Belgium25. Unpaired t-tests 
showed no significant differences in MMQ means between the fathers and mothers at 
T1 or T2 and the comparison group of men and women.

Table 2. univariate correlations between T1 variables and T2 marital dissatisfaction and distress

T1 variable
T2 mmq
fathers

T2 mmq 
mothers

T2 distress 
fathers 

T2 distress
mothers

Marital dissatisfaction .34* .81** .14 .34**

Distress .33* .19 .33* .19

Intimacy .25 .48** -.01 .25

Avoidant communication -.30* -.50** -.11 .18

Destructive communication -.47** -.56** -.19 -.19

Incongruent communication -.36** -.57** -.16 -.19

*   p≤0.05
** p≤0.01

communIcaTIon

No significant differences were found in T1 mean scores between mothers and fathers 
excepting a significant difference in intimacy. Mothers had a significantly higher inti-
macy mean score than fathers (M mothers = 20.5, SD = 5.3; M fathers = 18.7, SD= 4.4; 
t=1.98, p=0.05) meaning that they experienced less intimacy in the relationship than 
fathers. However, the effect size was negligible (r=0.18).

Psychological distress

Results on the course of parents’ psychological distress over five years have been 
reported earlier2. Psychological distress was highest at diagnosis and diminished signifi-
cantly with time. No gender differences were found in distress over the 5 years. A near 
significant group effect of health status of the children on distress (F=2.91, p=0.059) was 
found. The relationship between mothers’ T1 and T2 distress was weak, while that of 
fathers’ was moderately strong (Table 2).
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effect of T1 communication styles on marital dissatisfaction and distress 
5-years later.

Significant univariate correlations were found between T1 communication styles and 
T2 marital dissatisfaction for both mothers and fathers, with one exception, namely 
that between T1 intimacy and fathers’ T2 marital dissatisfaction (Table 2). T1 intimacy 
was moderately strongly, and T1 avoidant, destructive and incongruent communica-
tion were strongly correlated with mothers’ T2 marital dissatisfaction. For fathers, the 
correlations between T1 avoidant, destructive and incongruent communication with T2 
marital dissatisfaction were moderately strong. None of the T1 communication styles 
were significantly associated with either fathers’ or mothers’ T2 distress.

Hierarchical multiple regression analyses showed that T1 marital dissatisfaction was 
a significant predictor of dissatisfaction at T2 for both fathers and mothers (Table 3). T1 
marital dissatisfaction explained 12% variance in T2 marital dissatisfaction for fathers 
and 67% for mothers. The second step variables accounted for a significant increment 
in explained variance of fathers’ T2 marital dissatisfaction with initial distress showing 
a unique positive effect and destructive communication a unique negative effect. No 
significant contribution to explained variance was found for variables entered in the 
second step on mothers’ T2 marital dissatisfaction. A significant negative unique effect 
of avoidance in communication was found for mothers’ T2 marital dissatisfaction.

Table 3. Hierarchical multiple regression analyses (fathers n=54;  mothers  n=55 ); effect of T1 predictor 
variables (MMQ, GHQ and CSI) on T2 marital dissatisfaction  (MMQ)  

T1Variables

fathers mothers

beta R2 R2ch Fch p beta R2 R2ch Fch p

Step 1 .12 .12 6.78 .012 .67 .67 105.48 .000 

MMQ .34 .82

Step 2 .32 .21 2.83 .026 .71 .05 1.52 .201

Initial distress .27* .08

Avoidance -.20 -.18*

Intimacy .02 -.14

Incongruent communication -.25 -.13

Destructive communication -.40* -.10

 *p<.05

Hierarchical multiple regression analysis showed a significant 11% of variance in 
fathers’ distress at T2 could be explained by T1 distress. For mothers, the contribution 
of T1 distress on T2 distress was only 3%, and not significant. Marital dissatisfaction and 
communication skills at T1 did not contribute significantly to the variance explained in 
fathers’ or mothers’ T2 distress. (Table 4). In fathers, none of the variables included in 
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the second step had an independent effect on his T2 distress. In mothers, T1 MMQ and 
intimacy in communication had unique positive effects on her T2 distress. 

dIscussIon

The present study explores changes in parents’ marital dissatisfaction over a 5-year pe-
riod following the diagnosis of cancer in a child. Also, the effects of communication skills 
as used by fathers and mothers shortly after diagnosis on the marital dissatisfaction and 
distress they experienced 5 years later were examined. 

As described in the introduction and supported by the literature13,14, one might expect 
the presence of cancer in children to have a lasting negative impact on their parents’ 
marriage. This could not be confirmed. Similar to the results over the first year14 we did 
find a significant increase of marital dissatisfaction over time. However, after 5 years, the 
increase was only found in mothers and the effect size was negligible. Additionally, no 
significant differences on the MMQ were found between mothers’ and fathers’ scores at 
either measurement point when compared with the scores of a group of heterosexually 
married men and women from a Belgian validation study25. During the 5-year period, 
only two marriages in our sample actually ended in divorce, which is not comparable 
to percentages found in the general population (=37%)28. Could this small number of 
divorces reflect the notion that the experience with childhood cancer leads to cohesion 
between parents instead of separation?12 Another explanation could also be that daily 
life events may be more important to determining the status of parents’ marital rela-
tions than the diagnosis and consequent treatment of cancer in their children 5 years 
earlier. After all it may well be, for most families, that life has either returned to normal 
or they have made a long term adjustment to the effects of a child’s cancer on their daily 

Table 4. Hierarchical multiple regression analyses (fathers n=57; mothers  n=58); effect of  T1 predictor 
variables (GHQ, CSI and MMQ) on distress at T2 (GHQ)

T1 Variables

fathers mothers

beta R2 R2ch Fch p beta R2 R2ch Fch   p

Step 1 .11 .11 6.72 .012 .03 .03 1.83 .182

GHQ .34 .18

Step 2 .20 .09 1.06 .396 .16 .12 1.47 .216

MMQ .08 .34*

Avoidance -.04 -.15

Intimacy -.03 .29*

Incongruent communication .12 -.19

Destructive communication -.19 -.16

*p<.05
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lives1,2. In addition, contrary to what was expected, even the children’s health status at 
5 years following diagnosis did not seem to affect the quality of the marriage once the 
family has reached a relatively ‘stable’ (meaning either survivorship or death of the child) 
situation. This finding contrasts with a cross-sectional retrospective study that reported 
on the patterns of change in marital relationships among parents of children who un-
derwent cancer treatment for a longer period of time27. The authors found that parents 
who reported continuing treatment related stress perceived a greater deterioration of 
marital relations.

Our second hypothesis, that less healthy communication patterns between partners 
will be predictive of marital dissatisfaction, could only partially be supported. All com-
munication styles appeared to be significantly univariately associated with marital dis-
satisfaction at 5 years, with the exception of that between intimacy and fathers’ marital 
dissatisfaction. However, only a higher level of destructive communication for fathers 
and a higher level of avoidance for mothers at time of diagnosis showed any contribu-
tion to marital dissatisfaction 5 years later in multiple regression analyses. Thus, commu-
nication patterns seem to only have a limited long-term effect on marital dissatisfaction. 
This could be explained for the most part by the remarkably large significant effect (67% 
explained variance) of initial marital dissatisfaction in mothers on their dissatisfaction 
5 years later. For fathers, initial marital dissatisfaction provides less of an explanation. 
Although significant, the effect was much smaller. Consequently, his T1 distress was 
associated with his marital dissatisfaction at 5 years to some extent. Summarily, other 
factors than initial marital dissatisfaction and communication styles are important in 
determining the quality of fathers’ marriage. This underscores the relevance of including 
both parents in studies on children with cancer and analyzing them separately. 

Also, contrary to our expectations, the use of different communication styles at diag-
nosis was only slightly associated with parents’ distress 5 years later. The only effect of 
communication styles was found in multivariate analyses, namely mothers’ distress was 
affected by their perception of less intimacy in the communication with their partner at 
diagnosis. So it seems that other factors such as the individual coping strategies of the 
parents in dealing with cancer or satisfaction with social support may be more relevant 
to the level of their distress 5 years after diagnosis than the quality of the communica-
tion between spouses at diagnosis as we measured it2-4,14. 

Third, considering our expectations of differences between mothers and fathers, 
no significant differences between mothers and fathers have emerged at any time on 
marital dissatisfaction and distress. Additionally, no significant differences emerge be-
tween mothers and fathers on their perception of avoidant, incongruent or destructive 
communication within the marriage at diagnosis. The only two differences found to be 
significant were: first that mothers do experience less, clinically irrelevant, intimacy in 
communication with their partners than fathers do; and second, avoidant communica-
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tion seems to be uniquely indicative of mothers’ marital dissatisfaction and intimacy 
of mothers’ distress, while destructive communication is indicative of fathers’ marital 
dissatisfaction. Thus, on the whole, our hypothesis concerning differences between 
fathers and mothers in marital dissatisfaction and the use of communication styles as 
well as the effect of communication styles on marital dissatisfaction and distress could 
only partially be supported.

One intriguing finding related to gender differences remains to be discussed. We find 
it remarkable that mothers’ marital dissatisfaction after diagnosis has such a large impact 
on her dissatisfaction 5 years later while in fathers the effect was so small. Why mothers 
report their marital dissatisfaction to remain stable across time cannot be explained in 
our study. Such individual stability in mothers and not in fathers has not been reported 
in the literature before and needs further research.

This study has the following limitations. One is the lack of information on communi-
cation styles at the final measurement point. Even though the test-retest showed that 
communication styles were relatively stable during the first year with the exception of 
avoidance, it would have been useful to see the immediate effect of communication 
on marital satisfaction and distress. A second limitation is that this study represents an 
analysis of older data. It could be the case that new treatment methods for cancer which 
have shortened the necessity for long stays in hospital could reduce adverse effects on 
parental stress and therefore have less effect on parents’ marital quality. A third limita-
tion is that although we were fortunate to retain a large number of participants from 
diagnosis to 5 years later (74%), dropout may have affected our results. However, apart 
from a higher distress level in participants at the beginning of the study, we did not 
find other relevant differences between those who continued their participation and 
those who withdrew from the study in the outcome or predictor variables included in 
the present study.

The present study has shown that quality of marriage as measured by self-report 
hardly seems affected by childhood cancer on the long term. The quality of communica-
tion has a limited effect on marital satisfaction and distress. Longitudinal prospective 
research is needed to validate our findings.
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