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ABSTRACT

Perceived availability or receipt of tangible ostumental social support has
generally been associated with favorable outcomé&glney transplant recipients, yet
there has been insufficient attention in the lit@m@to other social relationship processes
beyond support that may contribute to mental angighl health. The overall objective
of the current study was to examine whether spedifnensions of relationship quality,
such as emotional closeness, sexual relationspsiupansactions, respect/acceptance,
and conflict/negative communication, within the o of a close interpersonal
relationship, were associated with psychosocialraadical outcomes in kidney
transplant recipients when accounting for the é$fe global social support.
Participants had received a living or deceased dkidaey transplant and were 6 months
— 5 years post-surgery at the time of enrolimernhestudy. A total of 93 participants
completed self-report measures and a semi-struttlird@cal interview via telephone that
assessed each of the aforementioned dimensionsegisind to a specified relationship.
A subsample of 67 participants were married or Ived in a committed dating
relationship and responded to interview questioitis their partner in mind; the
remaining participants selected the person to wtiwan felt closest over the preceding 6
months (e.g., friend, sibling, parent).

Structural equation modeling and linear regressiere used to analyze the data.
Results suggested that the distinct yet highlyetated dimensions reflected an
underlying ‘relationship quality’ construct. Poorelationship quality was associated
with increased symptoms of depression, decreasdidds of well-being, and worse

mental health-related quality of life for both #hél sample and the subsample of



participants in a romantic relationship. The pgaghween relationship quality and
depression remained significant for romantic relahip participants when global social
support was included in the model, but global dastgport was more strongly
associated with depression, well-being, and healdted quality of life for all
participants. Relationship quality was not asdedavith adherence or graft function in
this sample. However, interesting interaction @Bevere found, such that high conflict
and lack of emotional intimacy were more strongigariated with poorer self-reported
adherence in women. In addition, women who repdntgher conflict in their
relationship also endorsed increased depressicreased well-being, and worse mental
health-related functioning compared to men. THiegkngs are consistent with previous
research that has cited the importance of glob@abksupport for patients who have
received a kidney transplant. The present stusly @lovides novel evidence that other
dimensions of relationship quality contribute tdammes in this population. A
comprehensive assessment of recipients’ closeaes$hips throughout the transplant
process, particularly of conflict and emotionalnmcy in women, would allow clinicians

to recommend psychosocial interventions that coufgrove patient outcomes.
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depression remained significant for romantic relaghip participants when global social
support was included in the model, but global dastaport was more strongly
associated with depression, well-being, and healdted quality of life for all
participants. Relationship quality was not asgedavith adherence or graft function in
this sample. However, interesting interaction @Bevere found, such that high conflict
and lack of emotional intimacy were more strongigaciated with poorer self-reported
adherence in women. In addition, women who repdntgher conflict in their
relationship also endorsed increased depressicreased well-being, and worse mental
health-related functioning compared to men. Thiggkngs are consistent with previous
research that has cited the importance of globabksupport for patients who have
received a kidney transplant. The present stusly @lovides novel evidence that other
dimensions of relationship quality contribute tda@mes in this population. A
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CHAPTER 1
INTRODUCTION

The field of transplantation is rapidly advancinglaffers a promising treatment
for many individuals with end-stage organ disea3ased on data from the United
Network for Organ Sharing (UNOS, 2012), over 128,p@tients in the U.S. have been
recipients of kidney, liver, heart, or lung traresghk within the last five years, and this
number is expected to increase exponentially gigehnological developments and the
use of living donors. Considering that the demfamargans continues to exceed the
supply, however, just allocation of scarce orgars lnighly relevant issue within the
transplant community and, in part, influences tinergy emphasis on inclusion of a
psychological evaluation during the pre-transpisgessment of potential candidates that
is required prior to listing. Similar to the pugmoof the medical guidelines developed by
the American Society of Transplantation (Kasiskalgt2001), the goal of the pre-
transplant psychological evaluation is to idengétients who are at high risk for
unfavorable outcomes post-transplant (e.g., nomadbe with the post-operative
immunosuppressant regimen, relapse to substanse)adw that appropriate
interventions and clinical management of theseep&dican be implemented (Olbrisch,
Benedict, Ashe, & Levenson, 2002).

One aspect of the psychosocial evaluation for esplant patients is an
assessment of availability of social support. Bgiee empirical evidence demonstrates
that social relations are immensely important tgcphelogical and physical health
outcomes across healthy individuals and chroniatlpatients (Cohen, 2004; Cohen,

Gottlieb, & Underwood, 2000; Reblin & Uchino, 200;hwarzer & Leppin, 1989;



Uchino, Cacioppo, & Kiecolt-Glaser, 1996). Prewaasearch specific to transplant
populations suggests that perceived availabilityeceipt of tangible or instrumental
support is generally associated with favorable autes, including abstinence from
substance use, adherence to medical treatment neeodations, reduced psychological
distress, and improvements in social functionikipwever, several authors have noted
that our understanding of this link is limited Imgonsistent results, flawed methodology,
and insufficient attention to other social relasbip processes beyond support that may
also have important implications for health (BohekhTaylor, Sereika, Reeder, &
Anton, 2002; Frazier, Tix, Klein, & Arikian, 2008loward, Williams, & Fahy, 1994). In
the broader relationship literature, additionalezsp of close relationships (e.g., conflict,
negative communication, respect, acceptance, anti@ml closeness) have
demonstrated meaningful associations with physiealth (e.g., cardiovascular and
immune functioning, mortality; Kiecolt-Glaser, GéaisCacioppo, & Malarkey, 1998;
Kiecolt-Glaser & Newton, 2001; Kimmel et al., 200@hd psychological health (e.g.,
depression, emotional distress; Cranford, 2004|eyristephens, & Coyne, 1997;
Fincham, 2003) outcomes as well, yet these qualiteee received scant attention in the
transplant literature. While perceived availalibir receipt of support is clearly an
important area of study, developing our understagndi how these other relationship
gualities impact transplant patients has the piatktat address the gaps in our knowledge
and to enable us to identify previously unexamifaators that may increase patients’
risk for unfavorable outcomes. Thus, thesrall objective of the present studyto test
whether conflict, negative communication, emotiatiekeness, respect, and acceptance,

within the context of a close interpersonal relagioip, contribute uniquely to and/or



enhance the effects of general perceived avaitalofisocial support on psychosocial
and medical outcomes in kidney transplant patients.

A review and critique of the relevant literaturgresented in the following
sections. First, a general overview of influentzdtors in end-stage kidney disease and
transplantation is provided. Second, a reviewhefdgeneral social support and health
literature as well as the existing data specificansplant populations is presented.
Third, a review of how other important aspectslofe interpersonal relationships have
been associated with health outcomes is providedirth, a conceptual overview of how
relationship quality domains were operationalizethie present study is presented.
Finally, objectives and study hypotheses are desdri

Overview of End-Stage Organ Diseases and Transiant

End-stage disease occurs when the functional dgpzfcn organ system
declines, ultimately requiring the affected indivad to begin a treatment regimen. The
most commonly affected organs are the kidneyst,liveart, and lungs. Throughout the
United States, kidney transplants are performet fait greater frequency compared to
liver, heart, and lung transplants (UNOS, 2012% a&esult, issues of feasibility,
insufficient numbers of potential participants, ahificulty comparing across type of
transplant precluded the use of liver, heart, ang kransplant patients in the present
study. The following review therefore focuses amlkey transplantation, with inclusion
of some studies related to liver, heart, bone mgrow lung recipients where relevant.

End-stage kidney diseaséien manifests as a secondary condition resuftom
poorly managed diabetes or hypertension, but nsyls caused by an autoimmune

disease known as glumerulonephritis or genetic mbalities such as polycystic kidney



disease. For many individuals, kidney diseasegiadual progression that, in the early
stages, does not necessitate treatment. Howewe,end-stage disease is reached,
treatment initiation in the form of dialysis ortisplantation is required in order to sustain
life. While dialysis is a viable option for mangtpents, kidney transplantation offers
many advantages over dialysis including increased\sal and significant improvements
in quality of life (Cameron, Whiteside, Katz, & Dasg, 2000; Dew et al., 1997,
Pesavento, 2009; Szeifert et al., 2010).

According to the Organ Procurement and Transpliam&etwork (OPTN,

2010), an average of 16,700 kidney transplants baen performed annually over the
last five years, with approximately 65% from de@ebdonors and 35% from living
donors. Graft survival rates across donor typeeaegively high for kidney transplant
recipients (i.e., 1-year = 92%, 3-year = 82%, aty@& = 71%), and living donor grafts
tend to fare better than deceased donor graftste@ily, there are approximately 85,000
patients listed and awaiting either a living ore#sed donor kidney transplant in the
United States (OPTN, 2010).

Although transplantation is a successful treatni@nénd-stage disease in many
cases, there remain a significant percentage adrgatwho experience unfavorable
outcomes, including death, graft failure, nonadheego the immunosuppressant
medication regimen, and depression, following trecedure. Virzi et al. (2007) found
that 32% of kidney transplant recipients continteeceport symptoms of depression
post- transplant. Many of the same behavioralfaskors that contribute to the
development of end-stage organ disease have beethegized to negatively influence

patient outcomes post-transplant, including histdfrgonadherence to medical treatment,



and active psychopathology (e.g., substance use)sgy, Taylor, Schneekloth, & Clark,
2001). Although further exploration of these riaktors and their effects on transplant
outcomes is clearly an important area of resedihehinfluence of social support in this
patient population has emerged as one of the pyic@icerns within the transplant
community (e.g., Jowsey et al., 2001; Olbrischl 2802). Social support is arguably
one of the most frequently examined psychosociaalikes in the health-related
literature, and research suggests that this faeteimportant implications for patient
outcomes across illness populations, includingsipiantation.

Some researchers have begun to speculate abowgdual support exerts its
influence on transplant outcomes. For examplepasaproviders may encourage
patients to follow post-operative requirements hsag adherence to immunosuppressant
medications (i.e., poor support is associated mathadherence; Bunzel & Laederach-
Hofmann, 2000), and/or are able to assist in mimimgi complications that could result
from a pre-existing psychiatric or neurological diion (Carrasco et al., 2009).
Although we know that social support is generatypfful to transplant patients,
considerable gaps remain in our knowledge of atblationship factors that might
meaningfully contribute to outcomes. Thus, exarmmeof social support is necessary
but not sufficient to fully understand the effecfsclose interpersonal relationships on
these patients. More detailed analyses of thefspeomponents of close relationships
in this population are needed in order to progoessability to intervene appropriately
and enhance patient outcomes. Given that the iyagdrthe work has focused on social
support, however, the following review begins watihoverview of the relevant literature

in this area before an examination of more speodiationship components is provided.



Social Support, General Health Outcomes, and TtansPopulations

Extensive empirical attention has been devotedutdysng the role of social
support in physical health (e.g., Cohen, Gottl&kJnderwood, 2000; Uchino,

Cacioppo, & Kiecolt-Glaser, 1996) and psychologedjustment to life-threatening and
chronic ilinesses (e.g., Dohrenwend & Dohrenwe®¥81 Reblin & Uchino, 2008;
Schwarzer & Leppin, 1989). In the health-relatéstdture, social support has been
conceptualized as an overarching, broad constnatieincompasses integration into a
larger social network (i.e., involvement with a #daange of activities or relationships
and identifying with social roles; Brissette, Coh&Seeman 2000), marital status, and
qualities of specific dyadic relationships incluglispouses, parents, children, and friends
(refer to Figure 1).

Cutrona (1996), among others, has argued thatahgtruict of social support is
multidimensional, including both qualities of irgetions (e.g., expression of love and
empathy, respect for others) and overt behaviogs, (grovision of information or
resources, assistance with tasks). Researchegsalsagssed both thgucture/formof
one’s social network (i.e., presence or absengedofiduals that one can contact to have
needs met) as well as thenctionof social support (i.e., perceived availabilityreceipt
of particular supportive behaviors from others).his review of the literature, Cohen
(2004) concluded that social support may influemealth through the direct effects of
social integration (independent of the individuddgel of stress), through the buffering
or protective effects of supportive relationshipsimes of stress, or via the negative

qualities of relationships that have physiologaatl psychological consequences.



A meta-analysis and qualitative review of the atere by Uchino, Cacioppo, and
Kiecolt-Glaser (1996) found that social support ahgisiological processes are linked in
important ways, with the primary beneficial effeofssupport relating to cardiovascular,
endocrine, and immune functioning. As previousijed, a major limitation of this early
work, as well as more recent work in the fieldates to the inconsistent
conceptualization and measurement of the socigd@tigonstruct (Sarason & Sarason,
2006; Sarason, Sarason, & Gurung, 2001). In aatepgdeview by Reblin and Uchino
(2008), the significant protective effects thatiabsupport has over individuals’ physical
health was again demonstrated, yet it was notédhbanechanisms by which social
support exerts its influence on health outcomesiicoa to require further delineation.

In addition to linking social support to physiologl outcomes, the influence of
support on adaptation following major surgery amvisal in patients with heart disease
and breast cancer has also been reviewed and ismaridindings were reported
(Reifmann, 1995). One example included in Reifm&(h995) review was an early
study that attempted to explicate the link betwggousal support behaviors and patient’
post-operative recovery following coronary bypasgyery was conducted by Kulik and
Mahler (1989). Their measure of social support armsdex of the number of times the
spouse visited the patient while he was hospitdltaging the recovery period.
Outcomes included amount of pain medication neealaitity to ambulate and engage in
physical activity, and time to discharge from thegscal intensive care unit following
bypass surgery. As expected, greater social stp@srassociated with more favorable
post-operative outcomes. Contrary to Kulik and Meh (1989) predictions, however,

was the lack of a significant interaction betweess patients’ report of their marital



relationship quality and the beneficial effectsotial support. A possible explanation
for this null finding is the inadequate assessneéneélationship quality. Patients were
instructed to provide a general rating, rangingnff@xcellent” to “poor” on how they
perceived their marriage. This measure likelyrthtl capture the breadth or depth of
quality components that exist in a relationship aray have been subject to different
interpretations by each individual due to its la€klefinition and specificity. Similar
limitations across studies in this review may hewetributed to the lack of robust,
consistent findings.

Although previous research has documented impopiasitive associations
between social integration and support and heealtited outcomes such as reduced
emotional distress, improvements in quality of,|ded increased life expectancy (e.g.,
Antonucci, Fuhrer, & Dartigues, 1997; Cohen, 200dhino, 2004), several studies have
also reported no association or unexpected invetagons between social support and
health outcomes (Antonucci, Birditt, & Webster, BD1 For example, Dalgard and
Haheim (1998) failed to find an association betweemtional support and mortality,
and other researchers have reported that positpmeost from others can actually
increaserisk of mortality in older adults (Walter-Ginzbymlumstein, Chetrit, &
Modan, 2002). In addition, Bolger, Foster, Vinokand Ng (1996) found that social
support from significant othedid notreduce distress or facilitate recovery of physical
functioning in women with breast cancer.

Review of Existing Literature on Social Supporfliransplant Populations

Similar to the broader health literature, socigdmart has been conceptualized

and measured in a variety of different ways inttaasplant literature as well. The



transplant populations are typically examined ssjedy, with a few notable exceptions
that have examined multiple solid organ types smgle sample (Cetingok, Hathaway, &
Winsett, 2007; Goetzmann, et al., 2007; Perez-Sagdio, Martin-Rodriguez, Galan-
Rodriguez, & Borda-Mas, 2009; Wilks, Spivey, & Omdm-Burns, 2010). Given that
the present study focuses on kidney transplantatiiater attention is paid to studies
examining social support in kidney patients in tlieigiew. However, it is important to
note that there has been some work on the valtreecfocial support network in
managing distress among lung transplant patientgl{8 Craven, & Kelly, 1990) and
the experience of stress among well spouses adrgatawaiting a lung transplant
(McCausland, Kurz, & Cavanaugh, 2001). There lese been several relevant studies
conducted with heart transplant recipients. Jalowerady, and White-Williams (2007)
found that heart transplant patients who reportgddn satisfaction with support
resources exhibited more effective coping durirgggre-transplant period. In addition,
greater number of social resources defined asabibty of tangible assistance, network
size and helpfulness, has been associated witletauyvival (Harper, Chacko, Kotik-
Harper, Young, & Gotto, 1998), less depression @8pza et al., 2009), and improved
functioning (Bohachick et al., 2002) following hetansplant. Similarly, a lack of pre-
transplant social support has been identified @atential risk factor for earlier mortality
in liver transplant recipients (e.g., Kober et 4890).

In addition to general network support, social supfrom primary caregivers has
also been an important predictor of outcomes imsppéant patients. Dew et al. (1994)
found that lower levels of pre-transplant suppootrf primary caregivers predicted

unremitting high levels of anxiety and depressigardhe course of the post-transplant
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period in heart recipients. In a longitudinal stwd liver transplant patients, family
support was related to psychological functioningd Hre caregiver-specific relationship
was associated with improvements in clinical masketevant to liver graft function
(Stilley et al., 2010).

Finally, although inclusion of research relateddcial support in hematopoietic
stem cell transplantation is beyond the scope®ptiesent study, it is important to
acknowledge that relevant work has also been caedun this area. Enduring
psychological distress (e.g., symptoms of anxiety @epression) is prevalent in as many
as 40% of survivors even years following stem walsplant (see Mosher, Redd, Rini,
Burkhalter, & DuHamel, 2009, for a review), andrithes recent evidence to suggest that
the quality of support from an intimate partner hesaningful associations with distress
(Rini et al, 2011). Specifically, survivors who reel-3 years post-transplant and
received higher quality/effective support from thgartner endorsed fewer symptoms of
distress. Interestingly, when partner support eféective, the quantity of support
received was not associated with distress; howeween participants indicated that their
partner’s support was of lower quality/ineffectiaegreater amount of this support was
related to significantly higher levels of distr¢Bsni et al., 2011). These results point to
the importance of assessing whether there existateh between the type of support
individuals desire from their partners and the tgpsupport that is received.

Kidney Transplant

In the transplant work reviewed thus far, socigdmurt has been conceptualized
as a relatively broad construct. Several studiéls kidney transplant patients, however,

have examined more specific aspects of social stuppuding expressiveness,
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cohesion, and conflict in the family environmefr example, Moran, Christensen,
Ehlers, and Bertolatus (1999) recognized that atjhdhe association between social and
family support variables and psychological adjusttme patients with medical

conditions has been well documented in the liteeatine mechanisms by which support
influences favorable outcomes require further @gltron. These investigators used the
Family Relationship Index, a composite of itemsrirthe Family Environment Scale
(FES; Moos & Moos 1986) as a measure of family suipip a sample of pre-transplant
patients with kidney disease. Specifically, thigdy examined how intrusive thoughts
about patients’ impending transplant might contighio the link between expressiveness
within the family and patients’ symptoms of anxiatyd depression. Results indicated
that intrusive thoughts partially mediated thisoasation.

The association between family relationships aedoibst-transplant patient’s
quality of life in both living and deceased dondadriey recipients has also been
considered (Christensen, Raichle, Ehlers, & Beiigla2002). In this prospective study,
family support was conceptualized as the degremloésion, expressiveness, and conflict
within the home environment and was measured \wghFamily Relationship Index of
the FES (Moos & Moos, 1986) as described abovee fifldings indicated that patients
who reported a higher degree of pre-transplantlfesaipport evidenced fewer
depressive symptoms, as well as improvements inlityodind social functioning post-
transplant. Interestingly, these results were sidyificant for patients whose transplant
was from a living donor source; family support vinas$ a relevant predictor of quality of

life outcomes in recipients of deceased donor piamss.
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Most of the work on social support with kidney (astter transplant patients) has
focused on the patient’s perception of receiveavailability of support from
interpersonal relationships and patient outcomég dWith the exception of Frazier et
al. (1995; 2000; 2003), studies in general havedirettly assessed the support
provider’'s perception of the relationship. Onehd studies that did assess the other
member of the relationship dyad found a significgtress-by-support interaction, such
that kidney transplant patients who reported hidgnegls of transplant-related stress
experienced greater benefit from support receivesh their spouses, providing evidence
for Cohen & Wills’ (1985) buffering hypothesis (Erar, Davis-Ali, & Dahl, 1995). In
other words, highly stressed patients who receinedgful spousal support reported
greater marital satisfaction and less depressiam tihose patients who perceived their
spouses’ support behaviors to be unhelpful. Fumbee, spouses’ level of reported
stress was negatively correlated with their pranf helpful (versus unhelpful) support
behaviors to patients.

Later work by Frazier, Tix, Klein and Arikian (200fdcused on the relations
among social support and coping strategies, consglboth the patient’s (received
support) and significant others’ (enacted suppuetspectives. In addition, Frazier, Tix,
and Barnett (2003) examined relationship satisfactis a potential moderator of the link
between enacted support behaviors and patienesisiin two studies with kidney
transplant patients. The first study focused enrttarital relationship, whereas
instructions in the second study allowed post-{péarg patients to select any individual

who was closest to them during the transplant eepee. Results indicated that there
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was a significant association between patienteistand relationship dissatisfaction, yet
supportive behaviors were not related to eithecamue.

While the majority of research in transplant potiales has focused exclusively
on the study of social support, neglecting to exenather close interpersonal
relationship qualities, the following study is aalale exception. Einollahi et al. (2009)
measured marital relationship domains with the BeliDyadic Adjustment Scale
(RDAS; Busby, Christensen, Crane, & Larson, 1995hay related to patients’
adjustment following kidney transplantation. Bdtle total RDAS score (where lower
scores represented a more distressed relationgip)ell as scores for each of the scale
components: dyadic consensus, affective expressatisfaction, and cohesion were
included. Regarding the specific quality domaths, findings suggested that greater
marital satisfaction and cohesion were associatdtdimcreased health-related quality of
life, and lower dyadic consensus was related teeased symptoms of anxiety post-
transplant. Of note, marital adjustment scoresewet significantly associated with
several important demographic and clinical varigpiecluding gender, age, source of
donor graft, etiology and duration of kidney dissamnd depression.

Summary and Critique

In sum, the presence of a supportive person apefaeived availability of social
support in transplant patients’ lives have beeon@ated with survival, adherence,
reduced psychological distress, and improvementeatth-related quality of life
including social functioning. Although some authbave investigated other relationship
domains such as conflict and expressive commubpitatithin the larger family

environment, and some specific aspects of the alaelkationship, the majority of the
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work in transplant populations has focused on ptigerceptions of general social
support availability.

While general social support (i.e., not specifiatparticular dyadic relationship)
is important to examine and often demonstratesflalesffects, there is growing
evidence to suggest that support does not fullyagxphe variability in individual
outcomes. For example, Cranford (2004) found ti@inegative aspects of relationships,
including expressions of anger, dislike, criticahkiations, and deterring one’s spouse
from reaching his or her goals (i.e., social undemg; Vinokur, Price, & Caplan, 1996),
moderated the association between perceived stnesdepressive symptoms in healthy
adults, while social support had no significaneet§. Thus, while previous research in
transplant populations has highlighted the berafmi protective aspects of social
support, insufficient attention has been devoteother negative or detrimental
components of close interpersonal relationshipsithae been associated with health
outcomes (Birditt & Antonucci, 2008; Birminghamadt, 2009). Furthermore,
interventions that have aimed to enhance socigl@tin various populations in order to
facilitate health-promoting effects have yieldedansistent findings and limited support
for such efforts (Cohen, 2004; Hogan, Linden, &a&dan, 2002). Although results of
earlier studies appeared promising, more recaistwith increased methodological rigor
have reported that social support interventionaatchave an effect on morbidity or
mortality in cardiovascular disease (e.g., ENRICHI{Zestigators; 2003; Frasure-Smith
et al., 1997) or metastatic breast cancer (e.ginfdgham et al., 1998; Goodwin et al.,
2001). Cohen (2004) suggested several reasomisisoincluding an emphasis on

increasing general peer support versus improviagjthality of existing close
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relationships. However, an additional limitatidrtleese interventions is their focus on
one relationship domain (i.e., support) to the esicn of other important domains.
Given the success of couple therapy focusing oerattationship domains (e.g.,
acceptance; Christensen & Jacobsen, 2000), itssilple that targeting domains that are
distinct from yet related to social support maydigromising results within transplant
populations.

Drawing from existing theoretical models of relattip dysfunction (e.g., social
learning or behavioral models, vulnerability-straslaptation models of marriage) in the
marital and relationship literature, various donsaan components of dyadic behaviors
have been identified as important contributorsetatronship quality. For example,
emotional closeness/intimacy and conflict/negatiemunication have received
considerable attention in the relationship literat{Barnes & Sternberg, 1997; Karney &
Bradbury, 1995; Lawrence et al., 2008; LaurencBaurett, & Rovine, 2005). It is likely
that these other relationship components are retemdransplant populations and may
enhance the explanatory power of social suppadearonstrate unique effects in the
prediction of outcomes. Examining specific dimensiof relationship quality in
transplant populations may not only contribute wo understanding of the broader
construct of social support, but may also enhaneceéoowledge regarding how qualities
directly influence relationship outcomes (e.g.isfattion, adjustment, and functioning),
as well as individual outcomes (e.g., physical psychological health outcomes).
Therefore, a comprehensive understanding of thiéms celationship dimensions is

necessary in order to progress our ability to enbgratient outcomes.
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Other Relationship Domains and Health

Lawrence et al. (2008) conducted a comprehensiweweof the relationship
literature across multiple disciplines (e.g., dadiand social psychology, family studies,
sociology, communication studies) and identifiegfprimary relationship quality
dimensions that have demonstrated significant @ssaes with marital satisfaction,
adjustment, and other important outcomes. ThesemBions comprise their recently
published assessment tool, the Relationship Qualigyview (RQI; Lawrence et al.,
2009; 2011) and include: support transactions,lmproblem-solving, emotional
intimacy/closeness, respect/acceptance/controlsaxual relations. Each of these
dimensions has been examined to some extent imethlén-related literature, yet it is
notable that the conflict domain has received thesierably greater attention than other
areas. The relevant literature for each domaiaveewed in the next sections.

While the majority of the work has focused on naritr dating relationships and
has failed to assess all of these dimensions irstuty, there are a few notable
exceptions. For example, Schramm, Marshall, Haaing Lee (2005) found that displays
of respect, appreciation, commitment, trust, aftegtand effective communication in the
marital relationship was predictive of greater&atition and adjustment, even when
problems existed in other domains of the relatignsfhese findings underscore the
importance of taking a nuanced, comprehensive agprm our examinations of close
interpersonal relationships and their associatwitis important outcomes such as health.
As mentioned previously, this approach has raregnimplemented; rather, the majority
of the work on how social relationships influen@alh has focused on the broader

construct of social support or on one specifictieteship dimension. Although most of
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the research described below has emphasized thelmelationship, it is important to
note that these processes (excluding the sexuandiion) are also relevant for other
types of close interpersonal relationships and awenribute meaningfully to health
outcomes.
Conflict/Negative Communication

Interpersonal conflict and negative communicatiomprise one quality
dimension that has been associated with a coupdgisfaction and adjustment over the
course of their relationship. Conflict interactsan an intimate relationship have been
defined based on the duration and frequency ofraegiis, characteristic behaviors
during disagreements such as patterns of aggressisithdrawal, and how the couple
recovers following an argument (Lawrence et al1,130 Negative communication that
occurs during conflict is often characterized bpressions of hostility or criticism.
Christensen (1987) described the demand/withdraeraimunication pattern in couples
which involves one partner communicating via cistic, blame, and threats while the
other partner responds with avoidance or withdrdvealaviors. This type of
communication pattern during conflicts has beekdato poor relationship outcomes
including marital dissatisfaction and divorce (Clalug& Huston, 2002; Heavey,
Christensen, & Malamuth, 1995)

In general, conflict and negative interactions preploor outcomes, although
these results vary as a function of individual .(eggnder, personality; Fincham, 2003)
and relationship (e.g., degree of couple distr8bsy & Baucom, 1993) characteristics.
In the health-related literature, conflict and negacommunication have been directly

linked to cardiovascular, endocrine, and immunefioning, as well as indirectly
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associated with health outcomes through depressidrhealth behaviors such as
adherence (Kiecolt-Glaser & Newton, 2001). Feetinticized in an intimate
relationship has been linked to increased physicébgtress and lower self-rated health
(Antonucci, 2001; Bolger, DelLongis, Kessler, & 8hi, 1989; Kiecolt-Glaser et al.,
1997; Newsom, Nishishiba, Morgan, & Rook, 2003)ed¢lt-Glaser, Glaser, Cacioppo,
and Malarkey (1998) found that marital conflict @iving an exchange of hostile
behaviors or other negative interactions was catedlwith increased production of
stress hormones and changes in immune functioniagtbe course of the following day
for both newlywed and older married couples. Niytaiere were significant gender
differences in this finding, such that wives’ plolsgical response to conflict was greater
than husbands.

Significant gender differences have also been dsirated in other studies
examining physiological responses to a conflic¢rattion. Heffner, Kiecolt-Glaser,
Loving, Glaser, and Malarkey (2004) reported tlaisgaction with spousal support
served as a protective factor for women, suchdbdtisol changes resulting from conflict
were smaller when support satisfaction was higthekl\satisfaction with support was
low, increases in cortisol production were prevatarly for men. High satisfaction was
associated with decreased blood pressure followamdlict for both men and women
(Heffner, Kiecolt-Glaser, Loving, Glaser & Malarke3004). Results of a later study that
did not examine satisfaction with spousal suppmuhfl that cortisol responses to
perceptions of negative communication behaviorsnduwonflict (i.e., demands made by
the wife that resulted in withdraw patterns frora thusband over the course of marriage)

was significant for women only (Heffner et al., B)O
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Similarly, findings of work by Kimmel et al. (200@)so suggested that the role of
relationship satisfaction and conflict in predigtinealth outcomes differs based on
gender. In this study, relationship quality wasessed in a sample of urban, African
American patients being treated with hemodialysishd-stage renal disease. Results
indicated that women who endorsed a higher dedresdationship satisfaction and lower
levels of conflict within their marriage evidencadignificant reduction in mortality risk,
whereas these factors were unrelated to survivalen. Notably, these psychosocial
variables held the same degree of power in predjcurvival as known medical risk
factors.

The role of relationship conflict in predicting m$ywlogical and medical
outcomes in transplant populations has receivedt stgention in the literature. Despite
its potential contribution to important outcomésstdimension of relationship quality
has been largely ignored. The work by Kiecolt-@faand colleagues relating martial
conflict to immunological functioning may have ditemplications for transplant
patients when considering their post-operativetneat context. In other words,
recipients are required to adhere to a life-lorggmen of medications including those
that suppress the immune system in order to pretierttody from rejecting the foreign
(transplanted) organ. Thus, patients are congtaniceptible to the sequelae of a
weakened immune system (e.g., infection), providirapntext in which individuals may
be more vulnerable to the effects of interpersoslationship conflict on immune
functioning compared to other patient populatio@ven that evidence exists to suggest
that relational conflict exacerbates maladaptiva@theoractices such as nonadherence

(e.g., Kiecolt-Glaser & Newton, 2001), the immurgtal effects would be particularly
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salient if conflict affected immunosuppressant megyn adherence. This underscores the
importance of explicitly assessing interpersonktrenship conflict and negative
communication in transplant patients so that appapinterventions to reduce risk for
unfavorable health outcomes can be implemented.

Emotional Closeness/Intimacy

The quality of emotional closeness or intimacy melationship is another
dimension that has been associated with both oelsttiip and individual outcomes in the
literature (e.g., Barnes & Sternberg, 1997; Cord@&ee, & Warren, 2005; Laurenceau,
Barrett, & Rovine, 2005). This construct has beenceptualized as the degree to which
members of a dyad feel connected to one anothefeelings of trust, demonstrations of
warmth and affection, comfort in expressing ematlonulnerability and disclosing about
oneself to the other, and displays of love anchétia toward each other (Kreilkamp,
1984; Lawrence et al., 2011; Timmerman, 1991).

In the health-related literature, the construatmbtional closeness has been used
to develop intimacy models of interaction that nfeagilitate our understanding of chronic
pain behavior in the context of the marital relasbip. Cano and Williams (2010) draw
on Reis and Shaver’s (1988) interpersonal procestehof intimacy to describe how a
chronic pain patient’s emotional self-disclosura verbal communications of pain-
related distress may elicit either validating oralidating responses (as expressed by the
degree of empathy and concern) from the partnbesd responses, in turn, have effects
on relationship closeness and psychological outsorv@r instance, if a patient’s
disclosure about pain-related emotions is met wnhlidation by the spouse — including

hostility, ignoring, disregarding, or rejecting laefors — this will have negative effects
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on the patient’s psychological well-being. Dyaiiteractions characterized by sadness
and anger have been correlated with increased sl#preand indicators of pain severity
in patients with chronic pain (Johansen & Cano,7200

The degree to which emotional closeness in marcagéibutes to long-term
survival as well as to recurrence of illness has &leen examined. Tower, Kasl, and
Darefsky (2002) investigated the link between thlationship dimension and 6-year
survival in a community sample of older adults.eHuthors’ operationalized closeness
as whether or not the spouse was identified asiccs®f emotional support and/or
someone that provides a comfortable environmengdtrdisclosure to occur. Results of
this study indicated that being identified as cltwsgour spouse, but not naming your
spouse as a primary source of support, was assdciath increased survival for both
men and women.

In addition, a lack of emotional intimacy in a @da®lationship, as measured by
perceived inability to disclose or discuss impotrtauatters with one’s spouse, has been
associated with increased rehospitalization ratkswing myocardial infarction among
cardiac patients (Hegleson, 1991). It would bedrtgnt to examine whether emotional
closeness is related to outcomes in patients fatigwansplantation, given that
rehospitalization due to post-operative compligaics common in this population (e.g.,
Nemati, et al., 2007). Moreover, Druley, Stephemsl Coyne (1997) found that women
with lupus who avoided physical intimacy and se#fetbsure about symptoms with their
partner experienced high levels of negative aff&hotional intimacy in the marital
relationship has also been associated with diabet@sien adherence (i.e., following

physician recommendations for diet and exercisif, TlPloutz-Snyder, Britton, &
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Weinstock, 2004). Based on the existing litergtaree might expect that similar
relations would emerge when testing this link ansplant patients, yet this assertion
remains to be explicitly examined. Future studie®motional intimacy in transplant
populations are needed to enhance our understaatithg variables that contribute to
successful outcomes.

Respect/Acceptance

In recent years, there has been a surge of researttte process of acceptance
within the context of interpersonal relationshipegs & Christensen, 2006). This
construct has been conceptualized as a stancedewae’s partner that reflects
unconditional regard and a willingness to respa@npldsitive and negative events or
interactions in an adaptive manner. In other woitdavolves being okay with one’s
partner as they are, without engaging in effortshiange the person. Increasing
acceptance in relationships has become an impddeuns in clinical interventions for
couples experiencing marital distress. To this eondples learn skills that facilitate a
change in their experience of unpleasant, unddsirahd/or problematic partner
behavior that allow them to respond in more progecind valued ways that, in turn,
improves their relationship.

The importance of acceptance in interpersonalioglships was emphasized in
early work by Sarason, Pierce, and Sarason (19B@@se authors noted that a sense of
acceptance was integral to the perception of ssajgport availability. Upon review of
several measures attempting to assess perceiviadl sgaport, the degree to which an

individual felt unconditionally accepted by othdmyed, valued, and able to
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communicate openly in their intimate relationsrepserged as common thread among
these instruments.

The processes of acceptance, empathy, validatimhemotional intimacy have
also been investigated within the context of cosigleping with chronic physical pain
(Cano & Leonard, 2006). Evidence suggests thatishaals with chronic pain feel as
though their experience of pain and related ematidistress is not understood by others
(Herbette & Rime, 2004) or receives punishing reses such as lack of empathy when
expressed (Morley, Doyle, & Beese, 2000). ThusidCand Leonard (2006) have
recommended use of clinical interventions that emspe behavior change strategies
focused on increasing acceptance and empathy amichpain couples.

Although respect and acceptance within the cordektterpersonal relationships
has not been explicitly examined in the transpligertature, existing data in related fields
provide support for the need to further our un@erding of how acceptance in close
relationships contributes to patient adaptatiotinis population. Specifically, feeling
accepted by a spouse or in a close family relatipnisas been shown to predict
abstinence from substance use (Booth, Russell,ékpécl aughlin, 1992). Given that
the prevalence of substance use in pre-transpéigrs is high (e.g., DiMartini et al.,
2004), an understanding of how acceptance functmmthese patients would have
important implications for relapse prevention aomponent of pre- and post-transplant
care.

Sexual Relations
Similar to the other dimensions, the quality obage’s sexual relationship has

also demonstrated meaningful associations withtalaatisfaction and individual
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outcomes (Sprecher & Cate, 2004). This domairughes the frequency of and
satisfaction with sexual interactions, compriseg@@{ual intercourse as well as intimate,
sensual behaviors such as hugging, touching, asdliog (Lawrence et al., 2011).
Interview measures such as the Relationship Qualigyrview (RQI; Lawrence et al.,
2009; 2011) also inquire about whether the indigidar partner is experiencing sexual
difficulties or a diagnosable sexual dysfunctiomd éhese responses are considered when
making ratings about the quality of the sexualtreteship. The latter point may be of
particular relevance to individuals managing a olwdIness, given that there is a high
prevalence of sexual side effects associated vattrhents for various medical
conditions (Fisher, Graham, Duffecy, & McAnulty,(R).

This dimension of intimate relationships has beamened within the context of
many chronic illness conditions, including canaeg(, Garos, Kluck, & Aronoff, 2007),
HIV (e.g., Rose, Peake, Ennis, Pereira, & AntoAD3), fibromyalgia (e.g., Kool,
Woertman, Prins, van Middendorp, & Geenen, 200&), diabetes (e.g., Harland &
Huws, 1997). In a study examining prostate capaéients and their intimate partners,
couples endorsed higher levels of depression, pgoity of communication regarding
sex, and lower sexual and general relationshigfsation compared to the general
population. Patients’ ratings of communication aatisfaction were largely determined
by the level of general and sex life-specific depren reported by their partners (Garos
et al., 2007).

Examining correlates of the sexual relationshipreasived considerably greater
attention in the transplant literature as compéaoetie aforementioned domains in

patients’ intimate relationships. It is importantote the distinction between reports of
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sexual dysfunction, which are relatively high irttb&idney (e.g., 50%; Muehrer, 2009)
and liver (e.g., (e.g., 32%; Ho et al., 2006) remps, and ratings of the overall quality of
a couple’s sexual relationship. Sexual dysfunctioas not necessarily preclude a high
quality, satisfying sexual relationship (Ho et 2D06; Parolin et al., 2004; Raggi et al.,
2012). The quality of a transplant patient’s séxekationship is important to examine,
considering that higher sexual relationship satisfa has been associated with better
physical health and functioning in male kidney g@ats and greater frequency of sexual
activity has been correlated with general physacel mental health in female patients
(Tavallaii et al., 2007). Further research irsthiea is needed to expand our
understanding of how the quality of the sexualtr@hship influences psychological and
physical health outcomes in transplant recipients.

Conceptualization of Relationship Domains in theseént Study

One of the primary concerns when attempting togiratee findings from the social
support and relationship literatures relates tovdréability in the way constructs have
been operationalized and measured. This suggestsdto explicitly describe the
constructs of interest and provide an overvieway ldimensions will be operationalized
in future research. Thus, the diagram below (reféfigure 2) illustrates how the
relevant dimensions of relationship quality weraaptualized and guided the present
study. It was derived from prior research desctibleove as well as from a
comprehensive measure of relationship quality (R@lyrence et al., 2009; 2011)
discussed earlier. The primary objective of thespnt study was to examine the unique
and/or overlapping effects of the previously ddsdlirelationship quality domains with

social support on psychosocial and medical outcamkglney transplant recipients.
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Each of the domains in this conceptualization lemahstrated effects in
previous health-related research. Based on theweabove, it is evident that social
support has important effects on patient outconf®ecific to transplant populations,
perception of general social support availabilitg/r the presence of a supportive
person in patients’ lives have been significangiated to less psychological distress,
adherence to medications, survival, and improvesientealth-related quality of life
including social functioning. Drawing on work frotime broader relationship literature,
other relationship domains that are distinct ykgtesl to social support also have
emerged as predictors of important outcomes. @b@fhd negative communication
have been directly associated with physiologicatpsses, depression, and maladaptive
health behaviors such as nonadherence, outconmeghoimportance in transplant
populations. A lack of emotional closeness inrdmiate relationship has been shown to
influence depression, pain severity, mortality riskd rehospitalization rates.
Nonacceptance and low respect in couples exens#isant influence on relationship
distress and relapse to substance use. Finalyakdysfunction and the quality of
patients’ sexual relationship with their intimatrimer have demonstrated effects on
physical and psychological well-being.

While there is evidence to support these assoomiimthe existing literature,
what remains unknown is whether the aforementioakdionship domains contribute
meaningfully to outcomes in recipients of orgamggaants. Relationship qualities have
predicted outcomes in other populations that aregodarly relevant to transplant
patients, including depression, mortality risk, edimnce, substance abuse, and

rehospitalization, which underscores the need tterstand how these aspects of close
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relationships affect transplant recipients. Iniadd, it is important to determine whether
these dimensions have independent and/or addifiwet® (while accounting for social
support) in influencing outcomes. It is especiaiportant to elucidate the link between
relationship processes and negative or unfavokalti@mes so that this data can guide
implementation of appropriate clinical interventon

Study Objectives and Hypotheses

Primary Objective (1)
To examine therelative influence of specific closerelationship processes on
psychosocial outcomesin kidney transplant recipients. Objective 1 allowed for an
analysis of how the specifiedlationship quality dimensions relatedo®ychosocial
outcomes in patients who were 6 months — 5 yeasstpansplant. Both the collective
and unique effects of each domain were examined.
Hypothesis 1aHigher levels of conflict/negative communicatidower levels of
emotional closeness/intimacy, less respect/acceptémwer support transactions
within the close relationship, and poorer sexukti@ship quality were
hypothesized to be associated with greater (coeatlyrassessedepr ession
and well-being in post-transplant patients.
Hypothesis 1bHigher levels of conflict/negative communicatidower levels of
emotional closeness/intimacy, less respect/acceptémwer support transactions
within the close relationship, and poorer sexukti@ship quality were
hypothesized to be associated with greater (coantlyrassesseghysical and

mental health-related quality of life (QoL) in post-transplant patients.



28

Hypothesis 1clt was hypothesized that these dimensions woxdbén unique
significant variance in psychosocial outcomes whlebal perceived availability
of social support was included in the model.
Secondary Objective (2)
To examineg, as secondary outcomes, the relative influence of specific close
relationship processes on medical outcomesin kidney transplant recipients.
Objective 2 allowed for an analysis of how the it relationship quality dimensions
related tanedicaloutcomes in patients who were 6 months — 5 yaasttpansplant.
Hypothesis 2aHigher levels of conflict/negative communicatidower levels of
emotional closeness/intimacy, less respect/acceptémwer support transactions
within the close relationship, and poorer sexakdtronship quality were
hypothesized to be associated with self-reportéebamhce to the
immunosuppressant regimen, poor graft function easured by serum creatinine
levels, and biopsy-confirmed acute or chronic tepecepisodes.
Hypothesis 2blt was hypothesized that these dimensions woxgdiaén unique
significant variance in medical outcomes when gl@eaceived availability of
social support was included in the model.
Secondary Objective (3)
To explorewhether gender moder ates the association between specific close
relationship processes and outcomes in transplant recipients. Given that differential
effects based on gender have been demonstratedinmgsearch, Objective 3 allowed

for a secondary/exploratory analysis of whetherdgemoderated the effects of
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conflict/negative communication, emotional intimaapnd sexual relations on
psychosocial and medical outcomes.
Hypothesis 3alt was hypothesized that higher levels of cobffiegative
communication, as well as lower emotional closefmggmacy would be more
strongly associated with poorer psychosocial andicaéoutcomes described
above in female kidney transplant recipients.
Hypothesis 3blt was hypothesized that poorer sexual relatigngbality would
be more strongly associated with worse psychosaaiimedical outcomes

described above in male kidney transplant recipient
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CHAPTER Il
METHODS

Participant Sample

Research participants were recruited from the plans clinic at the University of
lowa Hospitals and Clinics (UIHC). This study waasproved by the University of
lowa’s institutional review board for the protectiof human research subjects and
individuals were compensated $20 for the complediostudy measures. Eligibility
criteria included having received a living or dessmghdonor kidney transplant at UIHC,
being between 6 months and 5 years post-transaidné time of enrollment in the
study, and age over 18 years. Individuals withmfirst 6 months post-transplant were
not included in order to avoid confounding with gexjuelae of the post-operative period.
To ensure that all participants were able to gifermed consent and answer the
interview and self-report questions, patients wiawernon-English speaking or
evidenced severe cognitive impairment (e.g., delmgnsychotic symptoms) as indicated
in the medical record were also excluded. Indigldwho had experienced a graft
failure since the transplant and were currentlgngng treatment with dialysis were
eligible to participate in the study, though no evteo met this criterion was enrolled. In
addition, individuals did not need to be involvada romantic relationship to participate
in the study.

Recruitment Procedure

The principal investigator collaborated with thdrkey transplant coordinator at
UIHC to identify individuals who were eligible tagicipate in the study. Electronic

medical record lists with patient names who megileility criteria were compiled and
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cross-referenced with the United Network for Or&raring (UNOS, 2012)’s publicly
accessible comprehensive data report of patien&viag kidney transplants within the
specified time period. Eligible participants wenailed a packet of materials including a
letter inviting them to participate in a projecincucted by researchers from the
University of lowa, Department of Psychology inlabbration with the transplant
program, two copies of the informed consent docupeerd the self-report questionnaire
measures. As indicated in the recruitment lettee (Appendix), individuals were
encouraged to discuss the study with family anehfis and consider their decision to
participate for as much time as was needed. Iddals were also assured that declining
participation in the study would in no way affeleétmedical care they received from the
transplant team. Interested individuals were utté&d to sign one of the informed
consent documents, fill out the questionnaire packel return the completed materials
to the research office in the enclosed stampedlepeat their earliest convenience.
They were asked to keep the second copy of thenr&d consent document for their
records.

If individuals were not interested in participatimgthe study and did not wish to
be called by the research team, they were prowidtdan opt-out option. In this case,
they were instructed to return the blank packehéoresearch office in the enclosed
stamped envelope and to write “not interested’mendonsent document. If potential
participants did not opt-out and did not return¢basent document and/or the
guestionnaire packet to the research office witlwm weeks of mailing, they were
contacted via phone to ensure that the informatias received and to discuss their

participation in the study. The research stafrafited to re-contact potential
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participants three times via phone if they werereathed on the first call. If interested
participants returned the consent document wittieeijuestionnaires or vice versa, a
member of the research team member called to retherd to send back the missing
materials and re-sent documents as necessaryuitReent and phone interviews
(described below) took place concurrently from Zapy- September 2011.

Assessment Procedure

Once the signed consent document and questionresket was received by the
research office, a member of the research teamdcalich participant to schedule a time
to conduct the phone interview. The Relationshifalidy Interview (RQI) was
administered during this scheduled call, whichddsin average of 60 minutes and
ranged in duration from 30-90 minutes. Of notetip@ants were forewarned that they
would be asked to share intimate details of thedationship and they were assured that
confidentiality would be maintained. Suicidalityagvnot specifically assessed in any of
the interviews, though evidence of suicidality dmt become apparent during any
interaction with participants.

By signing the informed consent document, particip@ave the research team
permission to conduct comprehensive chart revievabtain the relevant study variables
described in the Measures section below. The ipahavestigator ascertained these
data from participants’ medical record followingethcompletion of the phone interview.

Measures
Demographic and Clinical Variables
Sociodemographic information, including gender, agee, ethnicity,

relationship status, level of education, employnstatus, and yearly income was
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collected via a self-report measure. Participamse also asked to report on transplant
and related medical information, including the daftéheir most recent transplant,
etiology of their end-stage disease (e.g., diab®eehtus, hypertension, etc.), previous
treatment with dialysis, donor source, confirmedta®r chronic rejection episodes, and
medical comorbidities. In addition, participanteyaded information about prior
transplants including the number, dates, time &ftdailure(s), and reason for
rejection(s).

Relationship Quality Interview (RQI)

The RQI (Lawrence et al., 2009; 2011) is a senuestired interview designed to
yield interviewer ratings of the quality of a coejsl intimate relationship across five
dimensions over the past six months. The intertakes approximately 60 minutes to
administer to each participant via phorfiée following are descriptions and sample
guestions for each of the quality domains:

1) Quality of Emotional Intimacy in the Relationshiptimacy)includes

expressions of love and affection, willingness aachfort with self-disclosure

and being emotionally vulnerable with each othtr, &ample questions include,

“How close do you feel with your partner?” and “Aheere any specific personal

(i.e., non-relationship) topics that either of yaoid talking about with the

other?”

2) Quality of the Couple’s Sexual Relationship (Seeludes frequency and

guality of sexual interactions, congruence of peiees for initiation and

participation in sexual activities, etc. Sampénis from this domain include,
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“How satisfied are you with your sexual relationsHtiand “During or after sex,
do you feel any negative emotions such as feameshguilt, or disgust?”
3) Quality of Support Transactions (Suppart¢ludes types of support received
or provided between partners, including emotiotaagible, informational, and
esteem support, congruence between received afedrpesupport, etc. Sample
guestions include, “Does your partner try to supgou by spending a lot of time
talking with you when you have a problem?” and “@anr partnetell when you
are feeling down or need support, even if you dsait anything?”
4) Quality of Couple’s Respect for, Acceptance of, @odtrol Over Each Other
in the Relationship (Respect & Contraigludes recognition of each partner as a
competent adult, expression of understanding asdip® regard for each other,
etc. Sample items include, “Is your partner adogpdf the kind of person you
are and things you do?” and “When the two of yaadree, does your partner
still show respect and acceptance for you?”
5) Quality of Conflict/Problem-Solving Interactionstime Relationship (Conflict)
includes frequency and length of arguments, emstand behaviors typically
expressed during conflict, etc. Sample questinalside, “About how often do
you and your partner argue?” and “ When the twgoaf have argued in the last 6
months or so, have either of you said things thghtrbe hurtful, called each
other names, put the other person down, thingshi&e”
For each of the domains, the interviewer asked epeled questions followed by
a series of closed ended questions, to obtain ir@pocontextual information. In

addition, probes such as “What makes you say tha€2ih you give me an example of
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what you mean?”, “How do you feel about that?”, &3en you tell me more about

that?” were used to obtain more detailed descnptmf each relationship quality
dimension. The interview is sufficiently flexiblsuch that the interviewer can ask
follow-up questions based on participants’ respsngeomit questions if they are clearly
not applicable based on a previous response feeguency of sexual intercourse would
not be asked if the participant had already ineéiddhat he/she had not had sex in the last
year).

Regarding the scoring of the RQI, the questiorsaich domain (including
consideration of the contextual information) weated on a scale from 1-5, with half-
point (e.g., 3.5) scores permissible. The ratcajesbelow was used for each of the
individual item ratings per the author’s scoringtmctions (Lawrence et al., 2011).

1 = Patrticipant or partner absolutely never engag#ss behavior (if it's a

positive/desired behavior) or always engages mlikhavior (if it's an aversive

behavior). Participant is completely/extremelysdissfied with
partner/relationship in this area. (This is mearlie an extreme rating.)

2 = Poor functioning in this area. Participanpartner engages in this behavior

rarely/occasionally (if it's a desired/positive lagior) or frequently/often (if it's

an aversive behavior). Participant is somewhaadisfied with

partner/relationship in this area.

3 = Participant or partner engages in this behataut half of the time.

Participant is satisfied with partner’s behaviothis area about half of the time or

is indifferent on the matter.
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4 = Good functioning in this area. Participanpartner engages in this behavior
frequently/often (if it's a desired/positive behawior rarely/occasionally (if it's
an aversive behavior). Participant is satisfiethyiartner/relationship in this
area.

5 = Participant or partner always engages in taisabior (if it's a

positive/desired behavior) or absolutely never gegan this behavior (if it's an

aversive behavior). Participant is completely/extely satisfied with
partner/relationship in this area. (This is meartie an extreme rating.)

These individual scale scores were then used trdéete the interviewer’s global
rating of each relationship quality domain on a 4céle (with half-point scores again
being permissible); the global ratings served agribdex scores in the analyses. A
sample global rating scale for the conflict/negattemmunication scale is as follows
(see Appendix for a full description of each glotaing scale):

1 = Major arguments occur often (e.g., several simaveek). All/almost all

disagreements escalate into major arguments. iICordgularly includes verbal

aggression and/or physical aggression along wittulitude of negative
emotions. Couple has poor conflict managemenisskithe argument may end,
but the issue is not resolved.

2 = Major arguments are common (e.g., weekly).afisements often escalate

into major arguments. Conflict often includes \&réggression and may

sometimes include “moderate” physical aggressi@auple has poor conflict
management skills. Couple typically takes hourdags to recover from an

argument, and disagreements are rarely resolved.
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3 = Major arguments occur occasionally (e.g. ono®ath). Minor arguments
(bickering) occur regularly (e.g. weekly). Majagaments include some
negative affect with occasional verbal aggresdiomno severe physical
aggression. Conflict resolution takes a long timé,issues are typically resolved
in some way. One person tends to facilitate tloegss of getting back to normal
more than the other.

4 = Major arguments are rare. Minor arguments oocaasionally. There is

absolutely no psychological or physical aggreséiar the couple may express

some degree of negative affect during argumer@suple has good conflict
management skills, and issues are almost alwagb/esk

5 = Absolutely no major arguments. No psychologieghysical aggression.

Very rarely have minor arguments (bickering). Ceup good at resolving

conflict and exhibits good conflict managementiskiDisagreements are

typically resolved with healthy communication aralrtbt escalate into
arguments.

The RQI has demonstrated strong internal consigtexiiability, with inter-rater
agreement above .7 for studies with married couggesell as with couples in committed
dating relationships. Correlations among the R@les (ranging from .2 to .6) suggested
that the domains are not redundant with one anath@represent distinct yet related
dimensions of relationship quality. In additionetRQI has shown good convergent and
divergent validity based on correlations with gejport measures of related relationship
constructs, behavioral observation tasks, globatiomship satisfaction measures, and

individual difference measures of related constudthere are norms for this interview
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in community and clinical samples of married cos@ed dating partners (Lawrence et
al., 2008; 2009; 2011). The following ranges ofameand standard deviations across
relationship domains in married couples and datingners have been reported:
emotional intimacy: 3.40-4.20 (.39-.65); sexuahteins: 3.36-3.92 (.64-.66); support
transactions: 3.63-3.97 (.49-.50); respect androbrg.36-4.01 (.51-.69); and conflict:
3.35-3.78 (.67-.83) (Lawrence et al., 2011).

The RQI was modified for use with individuals when& not married or in a
committed dating relationship at the time of enmaht in the study. Specifically, if
participants were not in an intimate relationskiyy were instructed to identify the
person who had been the closest to them duringaheplant process (e.qg., their primary
support provider), or if this person was no lonigetheir life, to identify the person they
felt closest to over the previous six months, andrtswer the RQI with this person in
mind. Questions reflecting intimate relationshipgesses that are not applicable in these
cases were excluded (i.e., all questions [S1-S#jeriSexuality/Sensuality’ section and
all ‘Decision-Making and Control’ questions [R4-R12 the ‘Respect and Control’
section). Please refer to the Appendix to revieesé questions in detail.

Training of Interviewers

Interviewers for the proposed study were the ppalinvestigator and an
advanced undergraduate research assistant witliieweng experience. Interviewers
underwent comprehensive training by another gradstatdent, who is an expert at
administering the RQI and hold authorship on itginal manuscripts, to ensure adequate
understanding of the constructs targeted in eaalady to learn the important

conceptual differences across the relationship d#&oas assessed, and to become skilled
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at eliciting the information necessary to validbde the interviews. Training consisted
of listening to previously coded interviews from.Dawrence’s lab, practice
administration of mock interviews, and compreheaseview of how the coding of
interviews was to be conducted. All interviewghe study were digitally recorded (with
the participants’ permission), and inter-rateraielity was assessed by having a second
interviewer code 15% of a random sample of recordesiviews. Intraclass correlations
ranged from .79 to .98.

Interpersonal Support Evaluation List (ISEL)

The ISEL (Cohen, Mermelstein, Kmack, & Hobermar§3)3s a 40-item self-
report measure of global perceived social suppa@ilability across four domains
(belonging, esteem, appraisal, and tangible assisja Participants were instructed to
respond to each item on a 4-point Likert-type s¢@le “definitely false,” 1 = “probably
false,” 2 = “probably true,” and 3 = “definitelyug”). Sample items include, “There is at
least one person | know whose advice | really fitd8then | need suggestions on how to
deal with a personal problem, | know someone Itcamto,” and “If | were sick and
needed someone (friend, family member, or acquacefeto take me to the doctor, |
would have trouble finding someone.” The ISEL Hamonstrated adequate test-retest
reliability, with correlations reported at .87 fitve full measure and ranging from .71-.87
for the subscales (Cohen & Hoberman, 1983). Thasore also shows good internal
consistency reliability, with coefficient alphasgang from .88-.90. In addition,
moderate correlations have been reported betweelSH#i and self-report measures of
related constructs, demonstrating good convergaidity (Cohen & Hoberman, 1983).

The total ISEL score representing global perces@dal support availability was used in
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the present study. This measure had excellermigdteonsistency reliability, with an
alpha of .94.
Inventory of Depression and Anxiety Scales (IDAS)

The IDAS (Watson et al., 2007) is a factor anabfticderived, multidimensional,
64-item self-report inventory used to assess symgtof depression and anxiety over the
previous two weeks. Participants responded to gawchon a 5 point Likert-type scale (1
="“not at all” to 5 = “extremely”). The IDAS contes two broad scales assessing general
depression and dysphoria, as well as ten spegifigptm subscales relating to
suicidality, lassitude, sleep and appetite distackaill-temper, general well-being,
panic, social anxiety, and traumatic memories. sélsrales have demonstrated strong
internal consistency reliability, with coefficiealphas ranging from .82 to .89 (Watson et
al., 2007). In addition, the IDAS has shown goodwergent and discriminant validity
with diagnoses and self-report measures, as weibad short-term test-retest reliability
in a psychiatric sample (Watson et al., 2008; Wattcal., 2007). The general
depressiond = .94) and well-beingu(= .77) subscale scores from this measure were
used in the present study.

12-Item Short-Form Health Survey (SF-12)

The SF-12 (Ware, Kosinski, & Keller, 1996) was ded from the Medical
Outcomes Study 36-Item Short-Form Health Survey36FPWVare & Sherbourne, 1992)
and is used to measure physical and psychologsgaicas of health-related quality of
life. This shortened version has been found toesese respondent burden while
maintaining accuracy in depicting the constructended by the original SF-36 (Ware,

Kosinski, & Keller, 1996). The SF-12 is comprisgfdl2 questions that cover eight
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domains of health status and can be summarizedoibtoad categories: Physical and
Mental Health Component summary scales. Partitspapre instructed to answer
guestions about how they have been feeling anéxtent to which their usual activities
have been limited over the past four weeks. Sartgies include: “During the past four
weeks, have you had any of the following problenth wour work or regular activities
as a result of your physical healtAccomplished less than you would like? Were
limited in the kind of work or other activities?ha “During the past four weeks, how
much of the time has yophysical health or emotional problenmerfered with your
social activities (like visiting with friends, relaes, etc.)?” The SF-12 has demonstrated
good test-retest reliability for the Physical Coment Scale (r = .89) and Mental
Component Scale (r =.76), as well as adequatmiiteonsistency reliability and
validity (Ware, Kosinski, & Keller, 1996).

Transplant Effects Questionnaire Adherence Scat&Ql)

The 5-item Adherence Scale from the TXEQ (Ziegeimainal., 2002) was used
as a self-report measure of participants’ adheremtige immunosuppressant medication
regimen, a necessary component of post-operatrecfoaall transplant recipients.
Participants were instructed to respond to eactenfs on a 5-point Likert-type scale (1
= “strongly agree” to 5 = “strongly disagree”). yale questions include, “Sometimes |
forget to take my anti-rejection medicines,” anafigtimes | think | do not need my
anti-rejection medicines.” The TXEQ Adherence 8d¢als demonstrated adequate one
month test-retest reliability (r = .78) and intdroansistency reliabilityd = .79). The
measure demonstrated good internal consisten@prily in the present study, with an

alpha of .86.
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Secondary Medical Outcome Measures

In addition to the aforementioned measures, secgmdadical outcome measures
were obtained from a review of the participant’spital record. Serum creatinine levels,
a commonly used clinical marker of graft functiorkidney transplant recipients (e.qg.,
Bohlke et al., 2009), was collected over the siths prior to the RQI administration.
To capture fluctuations in these values over tithne average of two values over these six
months was used in secondary data analyses. Itoaddbiopsy-confirmed acute and/or
chronic rejection episodes over the previous sixtm®were documented and used in

secondary data analyses.
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CHAPTER 1l
RESULTS
Participants

Based on the recruitment procedure described al3®8post-kidney transplant
patients were determined to be eligible and wergamed about participating in the
study. One hundred two patients (33.1%) agredxt tenrolled and completed the
guestionnaire packet. Nine participants were alediurom statistical analyses for the
following reasons: one participant was mistakeelyruited and determined to be
ineligible during the phone interview (his transpgldate was documented as 2010 in his
UIHC medical record, but the participant reporteal this transplant was performed in
another state in 2000), one participant returnedjtirestionnaire packet but neglected to
sign the informed consent document and did notorespo the research team’s request
for this form despite several attempts to contacta phone and mail, and seven
participants returned the consent document andiquesire packet but were unable to
be reached to administer the RQI. Thus, the Baatple consisted of 93 participants.

The demographic characteristics of the sample @septed in Table 1 and the
clinical characteristics are presented in Tablén2sum, the participants were
predominantly White non-Hispanic (89.2%), male €85), married or in a committed
dating relationship (72.0%), ranged in age from820and had some college education.
All romantic relationships were heterosexual. grants were an average of 2.4 years
post-transplant and the majority had received tkidmey from a deceased donor
(67.7%). All of the participants had a functionigigaft and were not receiving treatment

with dialysis at the time of enroliment in the stud
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Participants in this study were similar to the &rgopulation of patients who
received a kidney transplant at UIHC during thec#pl time period (2006-2011), from
which this sample was drawn. The Organ Procurei@et{Transplantation Network
(OPTN), sponsored by the U.S. Department of Hunmemi&es Health Resources and
Services Administration (HRSA), provides annuabda&ports accessible to the public
that include information on ethnicity, gender, agieg donor type for kidney recipients
by transplant center. Based on these data, tire @apulation of 2006-2011 UIHC
kidney recipients was 84.2% White non-Hispanic (pared to 89.2% of study
participants), 65.3% male (compared to 55.9% alysparticipants), predominately in
the 50-64 year-old age range (44.7%, compared.2945f study participants), and had
received their kidney from a deceased donor (64@¥pared to 67.7% of study
participants) (OPTN, 2012). Data on other varialslech as relationship status was not
available through OPTN’s publicly accessible dafaorts and permission to access
medical records of non-responders was not grantedebinstitutional review board.
However, given that available demographic and cdihcharacteristics were comparable
between the study participants and the aggregaelgion of UIHC kidney recipients
during the specified time frame, it is reasonablednclude that the study participants
were a representative sample of the larger popuatin addition, a recent study
examining solid organ and bone marrow transplaspients reported that 67% of their
(combined transplant type) sample was married, lviscomparable to the 72% who
were married or in a committed dating relationshifhe present study (Goetzmann et

al., 2008).
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Data Analytic Strategy

Composite scores for the relevant self-report megswere computed if more
than 75% of the scale was completed, and therenir@mal missing data on these
variables. There was no missing data on the R@hdhe clinical data obtained from the
participants’ medical record reviews. Structui@&ion modeling (SEM) was used to
test the hypotheses in the present study. SEMabwast method for analyzing
multivariate data and allows for an examinatioramplex relationships among
variables. Analyses were conducted in AMOS andvagimum Likelihood estimation
(ML) was used. Researchers have suggested thatlloiteindices are more realistic and
parameter values less biased (if the hypotheticalehoverlaps with the observed
model) when using ML, compared to other estimatiethods (e.g., Olsson, Foss,
Troye, & Howell, 2000).

Descriptive statistics to test for problematic skegs or kurtosis among the
relevant variables were computed, given that thedgiimation is sensitive to violations
of normality. While some of the statistics reprasey skewness and kurtosis were
outside of the -1.0 to 1.0 index range, visual @$jpn of histograms and boxplots did
not indicate any severe deviation from normalitg aone of the distributions were
represented as a binomial split. Based on thesera#tions, transformations of the data
were deemed unnecessary.

Preliminary Analyses

Means and standard deviations for the measuregglaas correlations among
the observed variables were first calculated fershbsample of participants who were

married or in a romantic relationship (N = 67) d@hen for the full sample of participants
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(N =93). These results can be found in Tables B6&um, correlations among the
domains of relationship quality ranged from .3,-which is consistent with previous
findings.

Zero order correlations among variables likelyrnfhuence the psychosocial and
medical outcomes such as gender, age, race/ethmditcation, employment status,
income, elapsed time since transplant, etiologkidriey disease, donor source, prior
transplants, and medical comorbidities were alsorered for the romantic relationship
subsample as well as the full sample. For onlyigpants who were married or in a
committed dating relationship, general depressiaa gorrelated with income (r = -.278,
p = .03); well-being was correlated with income: (257, p = .04) and race/ethnicity (-
.258, p = .04); physical health-related qualityifef was correlated with age (r = -.295, p
=.02), employment status (r = -.525, p <.001)nkdonor source (r = .322, p =.01), and
comorbid diabetes (r = -.404, p = .001) and carasgular disease (r = -.310, p = .012);
and mental health-related quality of life was clatied with gender (r = -.264, p = .03),
race/ethnicity (r = -.258, p =.02), and income (846, p = .006). In addition, average
creatinine was correlated with gender (r = -.263,.031). The pattern and magnitude of
the correlations was nearly identical in the falirgole of participants. See below for how
significant demographic and clinical variables wirgted in the measurement model.

In order to address the primary aim of the study @xamine how the
aforementioned relationship quality dimensionstesta psychosocial outcomes in
patients who are 6 months — 5 years post-transpagiiminary analyses were first
conducted to determine if the domains reflectedraaerlying construct. In other words,

the conflict/negative communication, emotional elesss, respect/control, support
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transactions, and sexual relations variables wermated as indicators of a reflective
‘relationship quality’ latent variable. Confirmayofactor analyses (CFA) were
conducted to establish the adequacy of the measmteamodel. The first CFA was
performed with the sample of participants who wastleer married or in a committed
dating relationship and had data on all five ofdlbenains (N = 67). The model was
identified and minor re-specification by allowinglevant error terms to co-vary (based
on theoretical information and correlational datays necessary.

Multiple fit indices were used to evaluate theofithe model including the chi-
square test statistic (p values should be non{signt to confirm the null hypothesis,
meaning there are no significant differences betvibe hypothetical model and the
observed model), the Comparative Fit Index (CF9rrived Fit Index (NFI), Tucker-
Lewis Index (TLI), and the Root Mean Square ErrfoApproximation (RMSEA). The
following guidelines were used to determine adeywddit, based on Hu and Bentler’s
(1999) recommendations: 1) CFI, NFI, and TLI valabsve .90 represent good model
fit, and >.95 represent an excellent model fit; 2) RMSEAuesl below .05 represent
good fit, and values ranging from .06 to .08 repnéadequate model fit. Other
researchers have argued that these cut-offs agringent, and that more liberal cut-offs
(e.g., .08 to .10 for RMSEA) may be more appropriatsome cases (Marsh, Hau, &
Wen, 2004). These recommendations were consiaéred evaluating goodness of fit
of the models described below.

An examination of fit indices for the first CFA2(= 2.54, p = .281; CFl = .997;

NFI =.987; TLI = .985; RMSEA = .06), suggestedtitiee model was a good fit for the
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data (see Figure 3). In other words, the five disiens adequately represented the
relationship quality latent construct for partiaggin a romantic relationship.

A second CFA was conducted with the entire samyle 93), wherein only the
relevant relationship quality indicators (excludihg sexual relations and decision-
making/control questions) were used to construetdtationship quality latent variable.
The model was identified and minor re-specificatigrallowing relevant error terms to
co-vary was necessary. Indices confirmed thatrttudel was an excellent fit for the data
(@2 = .296, p = .586; CFI = 1.000; NFI = .998; TLL:026; RMSEA = .00) (see Figure
4). The four quality domains represented the i@iahip quality construct for all
participants who were either in romantic or non-amic relationships.

As mentioned above, the next models were testddtermine whether relevant
demographic and clinical variables significantiyntiduted to the outcomes, such that
they should be included in the primary analysesesthat age, gender, and income
were correlated with at least one of the psych@datitcomes, and that time since
transplant has been associated with outcomes ungpieresearch, these variables were
first modeled with the relationship quality construsing the subsample of participants
in a romantic relationship. Examination of fit iogls suggested that the model dat
adequately fit the data¥= 91.05, p = .000; CFI = .860; NFI =.787; TLIF£1; RMSEA
=.127). This model was then tested with thedalhple of participants, and while
overall fit indices suggested that the model wgse@d fit for the data in this casg &
43.74, p = .207; CFl = .980; NFI = .895; TLI = .9538MSEA = .045), paths from age,

gender, and time since transplant to the outcomahitas were not significant and their
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inclusion rendered subsequent models less parstmeniThus, none of the demographic
or clinical variables were retained in the primanalyses.

Primary Analyses

Given that the CFA models were supported by tha dat the indicators
adequately represented the latent variable in thlengnary analyses, the next models
addressed the primary aim of the study and exantlmedhfluence of the relationship
guality construct on thpsychosociabutcomes, including general depression, well-being
physical health-related quality of life and mertablth-related quality of life. The first
model, depicted in Figure 5, represented the supleaof participants who were married
or in a committed dating relationship (N = 67)dibes of component fit suggested that
the overall model was a good fit for the daga<28.06, p = .138; CFl =.974; NFI =
912; TLI = .945; RMSEA = .07). Path coefficiefig¢éandardized beta weights) were
examined, and the results indicated that the cglakiip quality construct was a
significant predictor of general depression (stadidadp = -.391, p = .002), well-being
(standardizef = .249, p = .05), and mental health-related qualitlife (standardize@
=.248, p = .05). Poorer relationship quality, ethrepresents the collective effects of the
five quality dimensions, was associated with insesadepression symptoms, decreased
feelings of well-being, and worse mental healthcfioning in the sample of participants
who were involved in a romantic relationship. Ht@ndardized multiple correlations
(R? suggest that romantic relationship quality ac¢edror 15% of the variance in
general depression, 6% of the variance in well-gpeaimd 6% of the variance in mental

health-related quality of life.
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A subsequent model displayed in Figure 6 includhedentire sample of
participants (N= 93) and the relationship qualiteht construct comprised of the
relevant observed variables. Results suggestédhthaverall model was an excellent fit
for the datay? = 18.97, p = .270; CFI =.990; NFI = .943; TLISY7; RMSEA = .045).
Analogous to the findings reported above, relatigmsjuality significantly predicted
general depression (standardifed -.311, p = .008), well-being (standardifed .220,

p =.05), and mental health-related quality of (§eandardize@ = .233, p =.047). In

this case, poorer relationship quality represettiectollective effects of the four quality
dimensions relevant for participants in both ron@anhd non-romantic relationships, and
continued to be associated with more depressioptymns, decreased feelings of well-
being, and worse mental health-related functionifige standardized multiple
correlations (R) suggest that relationship quality in this modmlaunted for 10% of the
variance in general depression, 5% of the variameeell-being, and 5% of the variance
in mental health-related quality of life.

An additional aspect of this study’s primary aimswa determine the relative
influence of relationship quality on depression|lseing, and health-related quality of
life when global social support was included in thedel. Figure 7 represents this model
for the subsample of participants who were maroieith a committed dating relationship
(N =67). Overall fit indices suggested that thedel was a good fit for the datg €
30.53, p =.205; CFI =.981; NFI =.913; TLI = .93®MSEA = .058). Based on
examination of path coefficients (standardized betahts), the relationship quality
construct remained a unique significant predictagyemeral depression when global

social support was included in the model (standadj = -.271, p = .027). However,



53

well-being and mental health-related quality of Mfere no longer significant in this
case. Comparison of the beta weights and signidiedevels indicated that the global
social support measure was a stronger predictge¢ral depression (standardified -
342, p =.004), well-being (standardiged .558, p < .001), and mental health-related
quality of life (standardizefl = .360, p = .003). Less global social support was
associated with increased depression symptomspaksml feelings of well-being, and
poorer mental health functioning in the sampleatipipants who were involved in a
romantic relationship. The standardized multiglerelations (R) suggest that the
combined effects of romantic relationship qualityg @lobal social support accounted for
a total of 26% of the variance in general depressaadotal of 33% of the variance in
well-being, and a total of 18% of the variance iental health-related quality of life.
These analyses were repeated with the full sanfgarticipants who were in
both romantic and non-romantic relationships (N3F @ee Figure 8). Based on
examination of the component fit indices, the madas$ an excellent fit for the datg &
23.89, p =.200; CFI =.985; NFI = .937; TLI = .968MSEA = .053). Contrary to
hypotheses, however, the relationship quality coestvas not a significant predictor of
the psychosocial outcomes for all participants wijlebal social support was in the
model, though the path to depression trended iexpected direction (standardizgd -
196, p =.096). As in the previous model withyopdrticipants in romantic
relationships, global social support continuedredict general depression (standardized
B =-.310, p =.003), well-being (standardifkd .566, p < .001), and mental health-
related quality of life (standardizgd= .349, p = .001) in this model with the full sdmp

Again, less global social support was related toentiepression symptoms, decreased
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feelings of well-being, and poorer mental healtlatexl functioning. The standardized
multiple correlations (B suggest that the combined effects of romantitiaiship
guality and global social support accounted fastaltof 18% of the variance in general
depression, a total of 33% of the variance in Wwellhg, and a total of 16% of the
variance in mental health-related quality of lifethis model with the full sample of
participants.

It was also of interest to examine the unique éffet each of the relationship
guality domains on psychosocial outcomes. Theeefoath analyses for the subsample
of participants in a romantic relationship, as veslifor the full sample of participants
including romantic and non-romantic relationshipere conducted wherein the relevant
relationship quality domains were treated indepatigdas observed variables and, with
the global social support variable, were regressedepression, well-being, and physical
and mental health-related quality of life. In boftthese cases, examination of fit indices
suggested that the modelisl notadequately fit the data (romantic subsamgie: 10.07,

p =.018; CFl =.972; NFI = .968; TLI = .495; RMSEA203; full sampley? = 11.17, p
=.018; CFI =.979; NFI = .974; TLI = .684; RMSEA £60). Based on estimates for the
model with only those participants in a romantiatienship, the poorer sexual

relationship quality significantly predicted wongleysical health-related quality of life (p

.043) and trended toward significance in predgtiecreased feelings of well-being (p

.058). Less global social support significamigdicted higher levels of depression (p

.002), decreased well-being (p <.001) and pomemtal health-related quality of life (p

.003). The only significant paths in the modéhvthe full sample of participants were

from global social support to depression (p = .00@)ll-being (p <.001), and mental



55

health-related quality of life (p <.001). Howeveaution is warranted in interpreting
these significant paths given that the overall nodere determined to be an inadequate
fit for the data.

Additional analyses to determine if the individualationship quality domains
were significantly associated with the psychosoaidatomes in both the romantic
subsample and the full sample of participants werelucted using basic linear
regression in SPSS version 20. Results for thendimsubsample indicated that, when
analyzed individually, lower levels of emotionabséness/intimacy (p = .03),
respect/control (p = .002), support transactiorrs (p2), and higher levels of
conflict/negative communication (p = .001) each#igantly predicted higher general
depression scores. In addition, poorer sexudloatship quality significantly predicted
lower physical health-related quality of life (pG2) and higher levels of
conflict/negative communication significantly pretid decreased mental health-related
quality of life (p = .05). Itis important to ngteowever, that when all of the relationship
guality domains were included in the model withbglbsocial support simultaneously
(controlling for the effects of each other), noieh® unique effects remained significant
in predicting any of the psychosocial outcomes.

A similar, though not identical pattern emerged wheear regression analyses
were conducted with the full sample of participanitsthis case, lower levels of
emotional closeness/intimacy (p = .007), supparidactions (p = .007), and higher
levels of conflict/negative communication (p = .Q2gnificantly predicted increased
general depression. Lower levels of emotionamaty/closeness (p = .006) and support

transactions (p = .045) predicted decreased wéllghand lower levels of emotional
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closeness/intimacy (p = .037) significantly preddctiecreased mental-health related
guality of life. Congruent with findings above,wever, no unique effects remained
significant when all relationship quality domainglaglobal social support were
regressed simultaneously on the psychosocial owgsom

Secondary Analyses: Medical Outcomes

To examine the relative influence of the relatiopsfuality domains on the
secondary medical outcomes, each of the analysesiloed in the previous section were
repeated with adherence and graft function (as uned$y the average of two creatinine
values) as the variables being predicted. Givanhttiere was minimal variability in the
categorical rejection episodes variable (i.e., @participants had a biopsy-confirmed
rejection episode during the specified time frant@y outcome was excluded from the
analyses. Based on examination of model fit irgjlidevas determined that none of the
models using both the romantic subsample as wéteatull sample of participants were
an adequate fit for the data. When the relatignghality latent variable (with and
without global social support included) was regeelssn the medical outcomes, there
was no significant association with adherence aftdunction. Similarly, when each of
the relationship quality domains were treated imthelently as observed variables in
subsequent models and regressed on the medicahoegdn both samples, none of the
variables significantly predicted adherence ortgraiction.

Secondary Analyses: Gender Moderation

To explore whether gender moderated the associbétween specific close
relationship processes and outcomes, several tiecat regression analyses were

performed in SPSS, first with the subsample ofigi@ants in a romantic relationship and
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then with the full sample of participants. Prewaasearch has suggested that the
conflict, emotional intimacy, and sexual aspectsibmate relationships have differential
effects on outcomes by gender, so these dimengieresused in subsequent analyses.
First, in the romantic subsample, the main effettonflict and gender were entered into
the first step of the hierarchical regression,dakd by the interaction of gender and
conflict in the second step. Analyses were repkaith general depression, well-being,
physical health-related quality of life, mental lleaelated quality of life, adherence, and
graft function each serving as the dependent viariaResults indicated that there was a
significant interaction between gender and conifigbredicting symptoms of depression
(Fs, 66 = 5.87, standardizetl=-1.28, p = .034), feelings of well-beings(k = 3.20,
standardize@® = 1.28, p = .043), and mental health-related tyafilife (F; ss= 5.41,
standardize® = 1.72, p = .008). There was no significant iatéion between gender
and conflict for physical health-related qualityliéd, graft function, or adherence,
though adherence did approach significance (p #.08hese findings suggest that for
women, higher levels of conflict in the intimatéateonship were more strongly
associated with increased symptoms of depresseder (io Figure 9), decreased feelings
of well-being (refer to Figure 10), and worse méhtalth-related functioning (refer to
Figure 11) compared to men in this sample.

Analyses were repeated to test the interactiorenfigr and emotional intimacy,
as well as gender and sexual relations, in the nimaubsample of participants. Results
did not show evidence of a significant interactiongender with emotional intimacy or
sexual relations and any of the psychosocial oricaédutcomes. In other words, men

and women did not differ on how emotional intimaecythe sexual relationship
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influenced depression, well-being, physical or mmehealth-related quality of life,
adherence or graft function.

A final set of analyses were conducted using data the full sample of
participants. In this case, the interaction betwgender and conflict in predicting
feelings of well-being (k92 = 2.48, standardizeftl= 1.08, p = .055) and mental health-
related functioning (¥9,= 3.89, standardizedtl= 1.10, p = .062) approached
significance in the same direction as above (withnger associations for women), and
the interaction term was no longer a significamdactor of symptoms of depression.
Interestingly, the interaction between gender andlict significantly predicted
adherence in this samples;(kp= 1.94, standardizegli= 1.31, p = .023), as did the
interaction between gender and emotional closeffgss = 2.52, standardizegi= 1.25,

p =.045). Although the main effects of conflictbeemotional closeness did not
significantly predict adherence, results suggesitatithese relationship domains
differentially predicted adherence depending ordgen Women reported slightly poorer
adherence when conflict in the close relationshag Wgh (refer to Figure 12) and when
emotional closeness was low (see Figure 13). mtrast, adherence behavior appears to
be less affected by the level of conflict and el intimacy in the relationship for
men. Finally, there was no evidence of a signifigateraction for gender with

emotional intimacy on any other outcomes, and nmelveomen did not differ on how

the quality of the sexual relationship influencegiession, well-being, physical or

mental health-related quality of life, adherencgmaft function.



Table 1. Demographic Characteristics (N = 93)
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Number (%) Mean (5D) Fange
Apge 3320147 202-812
Years of Education 14429 6.0-230
Years in Relationship (N =67) 25.1(17.1) 3-61.0
Gender
Male 32(359)
Female 41 (44.1)
Race/Ethnicity
White (non-Hispanic) 83 (89.2)
White (Hispanic) 443
African American/Black 3(3.2
Asian/Pacific Islander 2(2.2
Other (Biracial) 1(1.1)
Marital Status
Married 32 (359)
Commirtted Relationship 15 (16.1)
Widowed 304
Divorced 10 (10.8)
Separated 1{1.1)
Never Married 10 (10.8)
Employment Status
Emploved Full-Time 25(26.9)
Emploved Part-Time 997
Unemploved g(9.7)
On Disability 38 (40.9)
Retired 12(12.9)
Yearly Income
Under 525,000 41(44.1)
$25,000 - 30,000 24(25.8)
§50.000 - §75.000 9.7
§75.000 - 5100000 11(11.8)

Over 5100.000

5(54)




Table 2. Clinical Characteristics (N = 93)

Number (%) Mean (SD) Range
Years Since Transplant 24(1.4) S5-52
Prior Dialysis
Yes 66 (71.0)
No 27 (29.0)
Cause of ESRD
Diabetes 35(37.6)
Hypertension 10(10.8)
Glumerulonephritis 6(6.5)
Polycystic Kidney Disease 909.7)
Other Nephropathy 99.7)
Other 23(24.7)
Unknown 1(1.1)
Donor Sowrce
Deceased Donor 63 (67.7)
Living Donor 30(323)
Living Donor Relationship
Spouse/Life Partner 22.2)
Parent 1(1.1)
Child 8(8.6)
Sibling 909.7)
Other Relative 4(43)
Unrelated 5G4
Anonymous 1(1.)
Number af Previous Transplants
One 6(6.5)
Two 3054
Three 1(1.1)
Comorbidities
Diabetes 39(41.9)
Hypertension 48 (531.6)
Cardiovascular Disease 22237
Cancer 4{43)
Chronic Pain 14(15.1)




Table 3. Descriptive Statistics: Relationship @yand Outcomes for Romantic
Subsample (N = 67)

Mean 5D Actual Range Reference Range
EMO 399 70 1.50-5.00 1.00-5.00
SEX 3.18 117 1.00-5.00 1.00-5.00
SUP 3 87 12 1.50-5.00 1.00-5.00
R&C 4.06 53 250-5.00 1.00-5.00
CON 3.77 T3 2.00-5.00 1.00-5.00
ISEL 96.56 1375 59.49-12000 0.00-120.00
DEP 36.95 11.26 20.00-70.00 20.00-100.00
W-B 25.27 3.78 19.00 - 33.00 8.00-40.00
PC12 41 87 1053 21.69-5945 0.00 -100.00
MC12 5266 963 2426 - 66.06 0.00 —100.00
CREA 138 38 80-240 050-1.20
ADHERE 2292 432 5.00—-2500 5.00-25.00

EMO = Emotional Intimacy; SEX = Sexual Relation&lF5= Support Tmsactions
R&A = Respect & Acceptance; CON = Conflict; ISElUnterpersonal Support
Evaluation List; DEP = General Depression; W-B =IMBeing; PC12 = Physical
Component Scale; MC12 = Mental Health ComponenleSGREA = Creatinine;
ADHERE = Adherence
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Table 4. Descriptive Statistics: Relationship @yand Outcomes for Full Sample

(N =93)
Mean sD Actual Range Reference Range
EMO 397 67 1.50-5.00 1.00-5.00
sSUp 389 70 150-5.00 1.00—-35.00
R&A 3 85 54 150-5.00 1.00-5.00
CON 301 74 200-5.00 1.00—-5.00
ISEL 0328 18.89 35.68—-120.00 0.00-120.00
DEP 38.29 12.06 20.00-70.00 20.00—-100.00
W-B 2464 393 17.00-33.00 8.00—40.00
P2 4151 10.95 21.69 —60.32 0.00 -100.00
MC12 51.20 10.08 20.12 -66.06 0.00 —100.00
CREA 1.59 40 J0-2.40 050-120
ADHERE 2316 302 5.00—-2500 5.00—25.00

EMO = Emotional Intimacy; SUP = Support TransacidR&A = Respect &

Acceptance; CON = Conflict; ISEL = Interpersonapfart Evaluation List; DEP =
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General Depression; W-B = Well-Being; PC12 = Phglsi@omponent Scale; MC12

= Mental Health Component Scale; CREA = CreatinkiBHERE = Adherence
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Table 5. Correlations Among Observed VariablesRomantic Subsample (N = 67)

EMO SEX sUP R&C CON ISEL DEP W-B PC12 MCI12
EMO - S35+ 728+ 680== 595+ 316  -264+ 202 145 183
SEX 535+ - 515+ 427+ 345ss 239 -.081 -027 286+ 031
SUP JJ28== 515s= - J36==  680== 248  -202- 221 155 147
R&C 680== 427+ 736+ - 22+ 320:: 366+ 224 062 209
CON 505+ 345+ 680 T22:= — 308 387 219 197 244
ISEL 316+ 239 248 320s= 308 - -446+= 584+ 189 .398==
DEP -.264+ -.081 -292+ 366+ -387+ 466+ - =515 -343 717
W-B 202 -027 221 224 219 S84+ 515+ — 118 540+
PC12 145 286+ 135 062 197 (189 -343s= 118 -— 124
MC12 183 031 147 209 244 398 _T17== 540== 124 -—

*p = .05 **p = .01

EMO = Emotional Intimacy; SEX = Sexual Relation§}F’5= Support Transactions; R&C
= Respect & Control; CON = Conflict; ISEL = Interpenal Support Evaluation List;
DEP = General Depression; W-B = Well-Being; PC1Rhysical Component Scale;
MC12 = Mental Health Component Scale
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Table 6. Correlations Among Observed VariabledHdr Sample (N = 93)
EMO SUP R&A CON ISEL DEP W-B PCl12 MC12
EMO J40: 541s+ 513+ 445 279 285 013 221-
SUP | .740: 567+ 576+ 338:= _279:: 216+ 025 183
R&A | 541+ 567+ 591+ 225+ _1753 128 119 130
CON | .513:== 576+  .391:= 185 -229- 153 041 129
ISEL | 445+  .338:=  225: 185 -389::  586:== 104  377=
DEP | -.279:= -279:=  -175  -229: _389:= — -548:= _236:  -.T767s=
W-EB | 285+  .216¢ 128 153 586+ -.548:= 096 536+
PCI12 013 025 119 041 104 -236+ 096 055
MC12 | 221 183 130 129 377:= 767+ 536+ 035

*p = .05 **p = .01

EMO = Emotional Intimacy; SUP = Support TransacidR&A = Respect & Acceptance;
CON = Conflict; ISEL = Interpersonal Support Evdlaa List; DEP = General
Depression; W-B = Well-Being; PC12 = Physical Comgrat Scale; MC12 = Mental
Health Component Scale
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Figure 3. CFA to establish adequacy of the measemé model in the subsample of
participants who were in a romantic relationship<l7). Path coefficients represent

standardized beta weights.
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CON_GR RA_GR SUP_GR EMO_GR

A7

Figure 4. CFA to establish adequacy of the measemé model in the full sample of
participants (N = 93). Path coefficients represtanhdardized beta weights.
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Figure 5. Influence of relationship quality on pegsocial outcomes in the subsample of
participants in a romantic relationship (N = 6Path coefficients represent standardized
beta weights.




68

05

GEN_DEPRESS WELLBEING PCS12 MCS12

CON_GR RA_GR SUP_GR EMO_GR

45

Figure 6. Influence of relationship quality on pegsocial outcomes in the full sample
of participants (N = 93). Path coefficients reprgsstandardized beta weights.
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Figure 7. Influence of relationship quality andlagl social support on psychosocial

outcomes in the subsample of participants in a mtimaelationship (N = 67). Path
coefficients represent standardized beta weights.
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Figure 8. Influence of relationship quality andlgdl social support on psychosocial
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Figure 9. Moderating effects of gender on conflicpredicting symptoms of depression
in the romantic subsample of participants (N = 67).
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Figure 10. Moderating effects of gender on confhgbredicting feelings of well-being in
the romantic subsample of participants (N = 67).
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Figure 11. Moderating effects of gender on confhigbredicting feelings of mental
health-related quality of life in the romantic sabgle of participants (N = 67).
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Figure 12. Moderating effects of gender on confhigbredicting adherence in the full

sample of participants (N = 93).



75

30
254 -
p——

g 20 -
E —— Men
E ---m--- Women
3 15 -

10

5 T

Low Emotional High Emational
Closeness Closeness

Figure 13. Moderating effects of gender on emolicfeseness in predicting adherence
in the full sample of participants (N = 93).
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CHAPTER IV
CONCLUSIONS AND DISCUSSION

The overall objective of the present study wasxamna@ne the relative influence of
close interpersonal relationship quality dimensjonsluding conflict/negative
communication, emotional closeness, respect anepanece, and sexual relations (when
appropriate), on psychosocial and medical outcamkglney transplant recipients.
Participants in the study were between 6 monthssayehrs post-transplant and were
able to identify a specific individual with whomethwere involved in either a romantic
(e.g., spouse or dating partner) or non-romantisetelationship (e.g., parent, child,
friend). The aforementioned relationship qualibyraains were assessed via clinical
interview in the context of that one identifiedabnship, wherein participants were
asked to characterize these aspects of theiroe&dtip over the preceding 6 months.
Participants also completed a self-report measiugéobal social support which
measured perceived availability of social suppan their larger social network. In
addition to determining the collective and uniguituence of relationship quality on
depression, well-being, physical and mental healated quality of life, adherence, and
graft function, it was also of interest to undemstavhether these relationship dimensions
contributed uniquely to outcomes when accountimgte effects of global social
support.

All analyses were first conducted with the only ubsample of participants who
were married or involved in a committed dating tielaship and subsequently repeated
with the full sample, which included all types dbge relationships. Several significant

findings emerged that provided partial supporttha primary hypotheses. First, factor
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analyses confirmed that the highly correlated irtlial domains reflected an unobserved
latent construct of ‘relationship quality’ in basmples. Poorer ‘relationship quality’
was comprised of the collective effects of highemfict/negative communication, lower
levels of emotional closeness/intimacy, less regpemeptance, fewer support
transactions within the close relationship, andrposexual relationship quality (where
relevant). Second, the influence of relationshipldy on concurrently assessed
psychosocial outcomes was examined, and resulyssiupported hypothesis 1a and
partially supported hypothesis 1b. Specificallyoper relationship quality was
associated with higher levels of depression, deeck&elings of well-being, and lower
mental health-related quality of life in both tlmerantic subsample and full sample of
participants. These findings are consistent witvijpus research, in which conflict,
negative communication, respect, acceptance, anti@mal closeness have individually
demonstrated associations with depression and enabtistress (e.g., Cranford, 2004;
Druley, Stephens, & Coyne, 1997; Fincham, 2003)e present study extends these
findings by accounting for the overlapping effeatshese distinct yet highly correlated
domains and using robust statistical analysesderdo better understand how the
relationship quality construct is linked to outcame

A third hypothesis tested under the primary obyectwas also partially supported.
It was expected that relationship quality wouldtowure to be significantly associated
with the psychosocial outcomes when accountinghfereffects of global perceived
availability of social support. This was, in pdhe case for participants who were
married or dating; poorer relationship quality rémed a significant predictor of

increased depression when global support was iadludthe model (though global
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support demonstrated stronger associations wighailhicome). Relationship quality was
no longer significantly associated with well-begagd mental health-related functioning
as it had been in the previous iteration of thisieldefore global support was added. In
addition, when data from participants in non-rom@arglationships was included,
relationship quality did not significantly predemy of the psychosocial outcomes when
accounting for the effects of global perceived Elity of social support.

A recent study by Cornwell (2012) may shed somiat lan the interpretation of
these findings. In this study, nearly 1,500 mako&ler adults were assessed with regard
to their degree of closeness with their spousdugneg willingness to disclose emotional
and/or health-related information) spousal suppamber and frequency of contacts
with other confidants in their social network, adebree of overlap between social
networks of both spouses. Results indicated Heatéegree of overlap in spousal
networks was associated with increased perceptibtige effectiveness of spousal
support and higher levels of intimate disclosures, (better relationship quality). This
suggests that there may be a strong associatiareéethigh levels of global social
support and relationship quality if the spousescareected to each other’s networks and
thus better able to understand each other’s nedtie iclose relationship and act
accordingly. It is possible that additional unmeas variables, such as the degree of
integration and coordination between the partndrtha recipient’s social networks, may
account for the present study findings describaexyab

The secondary objectives of the present study teeegamine the relative
influence of relationship quality and global so@apport on medical outcomes in kidney

transplant recipients, as well as to explore whegleader moderated the association
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between relationship quality and outcomes. Conti@hypotheses, the relationship
guality construct, representing the collective effeof the aforementioned domains, did
not predict self-reported adherence to the immuppssant regimen, graft function as
measured by serum creatinine values, or biopsyttoaedl acute or chronic rejection
episodes in either the romantic subsample or thedmple of participants.
Interestingly, however, results revealed a sigaiftanteraction between gender and
conflict and gender and emotional closeness inigiiad adherence in the full sample of
participants. Higher levels of conflict and ladkeonotional intimacy were more strongly
associated with poorer self-reported adherendegtantmunosuppressant medication
regimen for women recipients in this study. Thigsaéings are consistent with
hypotheses and previous research demonstratingvtdmén are more likely to
experience physiological arousal in response trpersonal relationship conflict
(Heffner et al., 2006) and that conflict exacerbataladaptive health practices such as
nonadherence (e.g., Kiecolt-Glaser & Newton, 200@)addition, lower levels of
emotional intimacy in the marital relationship hdneen associated with poorer
adherence to the diabetes treatment regimen (Riefitz-Snyder, Britton, & Weinstock,
2004), although it is unclear whether gender madddrthis association. Finally, women
participants were more likely to endorse symptofidepression, decreased feelings of
well-being, and poorer mental health-related qualitlife when conflict in the close
relationship was high. This is again consisterthyrevious research and study
hypotheses.

Contrary to expectations and previous findings,sgdunctioning in the sexual

relations domain did not differentially relate totoomes based on gender. Some
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research has suggested that greater satisfactibrihei sexual relationship has been
linked to improved physical health and functioningnale kidney transplant recipients
(Tavallaii et al., 2007), and it was expected fiadrer sexual relationship quality would
have a stronger influence on outcomes in men iptasent study. Interestingly, neither
the relationship quality construct nor global sbsigport significantly predicted
physical health-related quality of life in the ayssds. The mean physical component
scores of the quality of life measure were somewigiter (41.87) than normative data
on participants with serious physical health protd€38.75) reported by the original
authors (Ware, Kosinski, & Keller, 1996), suggestihat the present study participants
were, on average, reasonably high functioning despeir post-transplant status and the
fact that 80% of the sample was also diagnosed atitbast one additional medical
condition.
Limitations

The present study has several important limitatidfisst, the relationship quality
dimensions and global social support were meastordurrently with the psychosocial
and medical outcomes which preclude any causabirgtion of the association
between these variables. In other words, it isipdes that poorer relationship quality
leads to increases in symptoms of depression bethational distress in participants
leads to feelings of detachment (e.g., lack of émnat intimacy) and greater conflict in
intimate relationships. It is interesting to ndiewever, that although participants were
instructed to characterize aspects of their idieatifelationship over the last six months,
75% of the romantic sample had been committedew gartner for over 10 years; thus

their responses may have been unintentionally eorfed by the relationship history
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and, in part, reflected a time frame prior to the e which they used when endorsing
depression, well-being, and quality of life. Retjass, the study was not prospective in
design, so the direction of prediction remains wavim.

Second, assessment of the psychosocial outcomesitesl by use of self-
report instruments; the use of structured clinictrviews for outcomes (i.e., to
distinguish sub-threshold depressive symptoms filagnosable disorders) would
enhance methodological rigor. In addition, thetipgrant sample was relatively well-
adapted with reasonably high functional abilitiesnpared to distressed groups of
transplant recipients (e.g., Goetzmann et al., pG8 the mean depression score for the
full sample (36.95) was lower than the normativemir community adults (44.99)
reported by the authors of this measure (Watsah,2007). This limits generalizability
of the present findings to other samples with atlev range of psychological and
functional impairment. However, poorer relatioqstuality did still predict depression
(albeit at subclinical levels), suggesting thah#&y be even more important to examine
relationships and network support in patients waeehincreased psychological distress
and lower quality of life post-transplant.

Third, although study participants were likely repentative of the population of
kidney transplant recipients in lowa, the sample vedatively homogeneous with regard
to demographic characteristics, which limits geheaility to populations with greater
diversity. In addition, patients who experiencedfgfailure and returned to or initiated
treatment with dialysis following their transplaht not participate in the present study.
Although graft survival rates at 1 year post-trdasp(92%) and 5 years post-transplant

(71%) are high (OPTN, 2010), there remains a minarf patients whose transplant no
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longer functions and may be at increased risk épression (e.g., Goetzmann, et al.,
2008; Szeifert et al., 2010). It would be inteirggto examine how relationship quality
and global social support influence outcomes utftese circumstances, given that the
present study results may not generalize to thmladion of patients.

Fourth, the present study was limited by low emnelht relative to number of
kidney transplant recipients that were eligibl@é&sticipate in the study which may have
decreased power to detect additional significardifigs. Although the study sample was
likely representative of the larger population afipnts from a demographic perspective,
it is also possible that there was selection bigkat those patients who were
experiencing clinically significant depressionateénship dysfunction, or transplant-
related complications elected not to participatthanstudy. Finally, it is important to
note that although there is minimal agreement camemendations for sample sizes in
SEM (Sivo, Fan, Witta, & Willse, 2006; Tomarken &ér, 2005), analyses in the
present study were limited by the particularly dmabsample of participants who were
involved in romantic relationships per guidelines forth by some authors (e.g., Jackson,
2001; MacCallum, Browne, & Sugawara, 1996). Theésnants cautious interpretation of
the data and points to the importance of replicgtitese findings in a considerably larger
sample of transplant recipients.

Clinical Implications

Despite its limitations, the present study has sarengths including use of a
novel, comprehensive, simultaneous assessmentloplawlearly defined relationship
guality dimensions, and robust statistical proceduhat allowed for an analysis of the

complex relationships among predictors and outcorié® findings also have direct
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relevance to and implications for clinical practidehas become increasingly common
for potential candidates to participate in a pessplant psychosocial evaluation that
includes assessment of the patient as well asemtifiéd support person who has agreed
to provide care to the patient throughout the kg process. The purpose of this
evaluation is to select patients who are mostyikelincur the benefits of this treatment
and to identify those who might be at risk for wdeable outcomes so that appropriate
interventions can be implemented both before ated ainsplantation (Jowsey et al.,
2001; Olbrisch et al., 2002). Results of the pnestudy indicate that, in addition to
assessing availability of social support, a mommehensive evaluation of the quality
of patients’ relationships with their romantic peat should be incorporated at several
points throughout the transplant process in ora@nhance our ability to detect who is at
increased risk for depression. It appears to bcpéarly important to screen women for
problems in the conflict and emotional intimacy dons of their close relationship, as
these areas were more strongly associated withteynspof depression, decreased
feelings of well-being, poorer mental health-retiaggiality of life, and adherence in
female study participants.

Several evidence-based interventions exist fotrrggment of clinically
significant relationship distress (e.g., IntegratBehavioral Couple Therapy (IBCT);
Jacobson et al., 2000) that might be helpful fdrgpés and their partners to improve
relationship quality at any point throughout thengplant process. However, based on
findings from the present study, not all kidneyipeants are experiencing clinical levels
of relationship dysfunction. It may be the case,dxample, that conflict in the

relationship has not escalated to the point whezecbuple is considering dissolution, but
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improving relationship quality would still be beretél for the patient’s overall health.
Recommendations to participate in an early intetrearprogram for couples who may be
at risk for future problems and/or are resistarttaditional couple therapy (e.qg.,
Marriage Checkup; Cordova et al., 2005; Cordovarréva & Gee, 2001) is one
alternative option for these patients. The Mari&heckup is a brief, two-session
assessment and feedback intervention that has dtratad efficacy for at-risk couples
who are not specifically seeking relationship tmeatt. This could be particularly
relevant for kidney transplant patients in lightloé present study results, given that the
intervention has been found to deepen emotionahaty, increase acceptance, and
boost motivation for focusing on improving the aaleguality of the romantic
relationship (Cordova et al., 2005). Considerimaf transplant patients, (who may also
be managing other chronic health conditions) likedye several competing life demands,
this brief intervention may be a more reasonablg todacilitate improvements in
relationship quality and associated psychosocialarues.

Future Directions

Although perceived availability of global suppo#cdistronger associations with
the mental health outcome variables, relationshadity did uniquely contribute to
symptoms of depression for kidney transplant recifs who were married or involved in
a committed dating relationship. This study extepevious work in transplantation and
begins to fill gaps in our knowledge of other reelaship factors that are meaningfully
associated with important psychosocial outcomeékigpopulation. Present findings
also point to the importance of future work in threa. In order to overcome limitations

of this study, it would be interesting to use agmective design in which relationship
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guality and global social support variables aresssd prior to transplant, patients are
followed throughout the transplant process, andaues are collected at multiple time
points, so that determination of causal associatispossible.

It would also be important to expand our understandf what mediates the link
between relationship quality, global social suppanid mental health outcomes to
transplant populations such that effective intetigrs can be implemented. Cohen
(2004) presented three possible pathways by whicialssupport may influence physical
health: through the effects of social integratibmpugh the buffering or protective
effects of high quality supportive relationshipgimes of stress; or via negative
relationship qualities (e.g., conflict) that haveypiological and psychological
consequences. Empirical testing of these pathvgayscessary to increase our
knowledge of how relationship quality and globgbgaort exert their influence on
depression, well-being, and health-related qualitife in kidney transplant recipients,
including those with more severe levels of psychioplagy and relationship dysfunction.

Future research should also examine the effealaionship quality dimensions
on liver, heart, lung, and stem cell transplanipieats. It would be important to
understand how these variables uniquely contrituteitcomes, given that high levels of
psychological distress have been reported in thatents (e.g., Barbour, Blumenthal, &
Palmer, 2006; Jowsey et al., 2001; Mosher et @092 There are also varying
contextual factors, such as increased stress dihe tugher demands of the post-
transplant regimen (e.g., rehabilitation for heand lung recipients), that may interact
with relationship quality to differentially predioutcomes in these other transplant

populations.
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Although it was not feasible to assess the othenbes of the dyad in the present
study, this may be an interesting avenue for futurek. A study by Rodrigue et al.
(2010) found that, compared to other transplarggigers and normative adult data,
spouses of kidney transplant recipients endorsedativhigh quality of life and
psychological functioning. However, these spowss reported substantial strain
related to their caregiving responsibilities bo#fidve and after the transplant procedure.
It is possible that this caregiving strain couldregmse conflict in intimate relationships
which, in turn, may contribute to unfavorable psystcial outcomes in transplant
patients, particularly for women.

Finally, the present study did not have sufficipotver to conduct analyses with
only participants who reported on a non-romantiatienship, such as with a friend,
sibling, or child. It would be fruitful for latesork to include more stringent
comparisons to determine the relative importandbhede domains across a variety of
close relationships. Results of this study sugtiegtcomprehensive assessment of
relationship quality dimensions in transplant resmps is a worthwhile endeavor that has
the potential to enhance our clinical practice mmporove mental health and quality of

life in broad range of patients who are at riskidofavorable outcomes.
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APPENDIX

Recruitment Cover Letter

Date
Patient Name
Street Address

City, State, Zip Code

Dear Patient Name,

You are receiving this letter because we would fikevite you to participate in
a research project being conducted by faculty &aifl members at the University of
lowa. The purpose of this study is to gain a bettelerstanding of how specific aspects
of close, personal relationships affect psycholagisocial, and medical outcomes in
patients who have received a kidney transplane skhdy is being conducted by Quinn
Kellerman and Dr. Alan Christensen from the Deparita of Internal Medicine and
Psychology, both of whom work closely with the splant team at the University of
lowa Hospitals and Clinics (UIHC).

Patients who had either a living or deceased dkidmey transplant at UIHC
within the last 5 years and are at least 6 monbiss-gurgery are being invited to
participate. We obtained your name from the res@fdoersons who received care at the
UIHC transplant clinic. Please note that you aiteedigible to participate even if your
kidney is not currently functioning. Enclosed wilkis letter are two copies of an
Informed Consent Document with additional informatabout your project. Please read
the enclosed consent document. If you would likpdrticipate, please sign both copies
of the consent document attached to the questimpacket and then complete the
guestionnaires. Completing the materials usuakkgs$ approximately 30 minutes. We

have included an addressed, postage-paid envalogeudr convenience. Return one
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copy of the signed Informed Consent Document aadjtlestionnaires in the enclosed
envelope. You may keep the other signed copyettnsent document for your
records.

Once we receive your signed consent document amgleted questionnaires, a
member of our research team will call you aboutsiseond part of our project. You will
be asked to answer interview questions over the@g@labout a current relationship you
have in your life, such as with a spouse, siblorgyiend. This interview will last
approximately 60 minutes and will be scheduled tatha that is most convenient for you.
If you decide to participate and you complete tiuelg, you will be pain $20 as a thank
you for your time.

If you choose not to participate and do not wisbeacalled by a member of our
research team, please return the blank study rabténithe enclosed envelope and write
“not interested” on the top of the consent document

If you have any questions about this researchspleantact the principal
investigator, Quinn Kellerman, at (319) 335-37&8we do not hear from you in two
weeks, we will call you to answer any questions y@ay have. We may attempt to
contact you up to 3 times by phone if we are unableach you on the first call. Thank

you for considering participation in our project!

Sincerely,

Quinn D. Kellerman, M.A.



Questionnaire Packet
Sociodemographic Information

1. What is vour gender?
_ Male (1)
Female (2)

2. What is vour dateofbich? , /
3. What is your ethnicity'race?

White (non-Hispanic) (1)

White (Hispanic) (2)

African American/Black (3)

Asian/Pacific Islander (4)

Other (3):

4. What is vour current marital status?
Married (1)
In a committed dating relationship (2)
Widowed (3)
Divorced (4)
Separated ()
Never Mamied (6)

5. Howlong have vou been in vour current relationship? (Mark N/A and move to

Question 7 if notin a relationship.)
{(Number of years)

6. Are vou currently living with vour partner?
Yes (1)
No (2)

7. How many years of education have you completed?
(Number of years)

8. What is vour employment status?
Emploved full-time (1)
Employed part-time (2)
Unemploved (3)

On disability (4)
Retired (3)

9. What is vour vearly income?
Under $25,000 (1)
$25,000 - $50,000 (2)

89
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$50.000 — $75.000 (3)
$75.000 — $100.000 (4)
Over $100.000 (5)

Transplant and Related Medical Information

10. When did vou receive vour most recent kadnev transplant? /[
E{E‘ The following questions are about the most recent transplant only.
Information about previous transplants will be obtained in Questions 18-19.)

11. To vour knowledge_ what caused vour end-stage kidnev disease?
N/A
Diabetes (1)
Hvpertension (2)
Glumerulonephritis (3)
Polvcystic Kidnev Disease (4)

Other: (3)
Unknown (6)

12. Were vou treated with dialvsis prior to receiving vour kidnev transplant?
Yes (1)

__ Ne(2)

13. What was the source of vour donor organ”?

Deceased donor (1)
Living donor (2)

14 If vou received an organ from a living donor, what is vour relationship to this
person?
/A

Spouse/Life Partner (1)

Parent (2)

Child (3)

Sibling (4)

Other Relative (3)

Unrelated (e.g_. friend, coworker) (6)

Anonvmeous (7)

13. Did vou experience acute and./or chronic rejection episodes following vour
transplant?

Yes (1)

No (2)

16. Is vour most recent transplant currently functioning?
Yes (1)



No (2) 2 When did vour most recent transplant fait?  / /
17. Are vou currently being treated with dialvsis?

Yes (1)
_ No(2)

18. Have vou received more than one transplant?
Yes (1) = How many transplants have you had?
__ Neo(d)

19 T"dlike to gather some information about vour prior transplant (Mark N/A and move
to Question 20 if no prior transplants).

N/A
Ask for each one:
a. When did vou receive vour prior transplant?
b. When did this transplant fail? i
c. To vour kmowledge, what was the reason for the prior transplant graft failure?

20. Do wou have any other medical conditions besides kidnev disease?
None
Diabetes
Hvpertension
Cardiovascular Disease
Cancer
Chronic Pain
Other:

Interpersonal Support Evaluarion List (ISEL)

This scale is made up of a list of statements each of which mav or mav not be true about
wvou. For each statement answer “definitely true”™ if wou are sure it is true about vou and
“probably true” if vou think it is true but are not absolutely certain. Similarlv, vou should
check “definitely false™ if vou are sure the statement is false and “probably false™ if vou
think it is false but are not absolutelv certain.
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0 1 2 3

Definitely False Probably False Probably True Definitely True

1. There are several people that I trust to help solve my problems.
2. If I needed help fixing an appliance or repairing mv car, there is someone who
would help me.

3. Most of mv friends are more interesting than [ am.



4 There is someone who takes pride in mv accomplishments.
3 When I feel lonely, there are several people I can talk to.
6. There is no one that I feel comfortable with talking about intimate personal
problems.
7.1 often meet or talk with familv or friends.
8. Most people I know think highlv of me.
9 Iflneeded aride to the airport very early in the moming, I would have a hard
time finding someone to take me.
_10.1 feel like I'm not alwavs included bv mv circle of friends.
11 There reallv is no one who can give me an objective view of how I'm
handling mv problems.
12. There are several different people I enjov spending time with.
13 _Tthink that mv friends feel that I'm not verv good at helping them solve their
problems.
14 IfIwere sick and needed someone (friend, familv member, or acquaintance)

totake me tothe doctor, I would have trouble finding someone.

15. IfI wanted to go on a trip for a dav (e.g__ to the mountains, beach. or countrv).

I would have a hard time finding someone to go with me.

16. If Ineeded a place to stav for a week because of an emergency (for example,
water or electricity out in my apartment or house), I could easilv find someone who
would put me up.

171 feel that there is no one [ can share mv most private worries and fears with.

18 If T were sick, I could easilv find someone to help me with mvy dailv chores.
19 There is someone [ can tum to for advice about handling problems with mv
familw

20. Iam as good at doing things as most other people are.

21 If1decide one aftemoon that [ would like to go to a movie that evening, [

92
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could easilv find someone to go with me.
22, When I need suggestions on how to deal with a personal problem, I know
someone [ can tum to.
23 Iflneeded an emergency loan of 5100, there is someone (fnend, relative, or
acquaintance) I could get it from.
24 In general, people donot have much confidence in me.
25 Most people I kmow do not enjov the same things that [ do.
26. There is someone [ could tum to for advice about making career plans or
changing my job.
27 Idon'toften get invited to do things with others.
28 Most of my friends are more successful at making changes in their lives than
Tam.
29 Iflhadto go out of town for a few weeks, it would be difficult to find
someone who would look aftermy house or apartment (the plants, pets, garden, etc.).
30 There reallv is no one I can trust to give me good financial advice.
31 Iflwantedtohave lhunch, I could easilv find someone to join me.
32. I am more satisfied with mv life than most people are with theirs.
33 Iflwasstranded 10miles from home, there is someone I could call who
would come and get me.
34 No one l know would throw a birthday party for me.
35 Itwould be difficult to find someone who would lend me their car for a few
hours.
36 Ifa family crisis arose, it would be difficult to find someone who could give
me good advice about how to handle it.
__37. Iam closer to myv friends than most other people are to theirs.
3% There is at least one person [ know whose advice I really trust.

39 IfIneeded some help in moving to a new house or apartment, [ would have a
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hard time finding someone to help me.

40. T have a hard time keeping pace with mv friends.
Inventory for Depression and Anxiety Symptoms (IDAS)

Below is a list of feelings, sensations, problems, and experiences that people sometimes
have. Read each item to determine how well it describes vour recent feelings and
experiences. Then select the option that best describes how much vou have felt or
experienced things this way during the past two weeks. including today. Use this scale
when answering the following questions:

1 2 3 4 5

Not at all A little bit Moderately Quite a bit Extremely

1. Iwasproud of myself.

2. I felt exhausted.

3.1 felt depressed.

4.1 felt inadequate.

5.1 slept less than usual.

6. I felt fidgety, restless.

7. I had thoughts of suicide.
8. I slept more than usual.
9 T hurt mvself purposely.

10. I slept very poorly.
11 Iblamed mvself for things.
12. T had trouble falling asleep.
131 felt discouraged about things.

14.1thought about mv own death.

—
L4

5. I thought about hurting mvself.
16. I did not have much of an appetite.
171 felt like eating less than usual.

18.1thought a lot about food.




19. 1 did not feel much like eating_

20_T ate when I wasn't hungrv.

21. I felt optimistic.

]
]

- I ate more than usual.

23_1felt that I had accomplished a lot.

24 Tlooked forward to things with enjovment.

25. 1 was furious.

26. 1 felt hopeful about the future.

27.1felt that I had a lot to look forward to.

28 1 felt like breaking things.

291 had disturbing thoughts of something bad that happened to me.
30 Little things made me mad.

31.Iwas enraged.

32.Thad nightmares that reminded me of something bad that happened.
33 Ilost mv temper and velled at people.

34 1 felt like T had a lot of interesting things to do.

351 felt like T had a lot of energy.

36. I had memories of something scarv that happened.

371 felt self-conscious knowing that others were watching me.
38 1 felt a pain in mv chest.
39 1 was worred about embarrassing mvself sociallyv.

40. 1 felt dizzv or light headed.

411 cut or bumed mvself on purpose.

ey
]

_Ihad little interest in mv usual hobbies or activities.
43_1thought that the world would be better off without me.
44 1 felt much worse in the moming than later in the dav.

45 1felt drowsy,_ sleepv.

95
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46. I woke up earlv and could not get back to sleep.

47 1had trouble concentrating.

48 1had trouble making up my mind.

49 1talked more slowly than usual.

530.1 had trouble waking up in the moming.

5311 found myvself worrying all the time.

5321 woke up frequently during the night.

33 Ittooka lot of effort forme to get going.

534 1 woke up much earlier than usual

35 I was trembling or shaking.

56. 1 became anxious in a crowded public setting.

57.1 felt faint.

58 1 found it difficult to make eve contact with people.

539 My heart was racing or pounding.

60_1 got upset thinking about something bad that happened.
611 found it difficult to talk with people I did not know well.

62 1had a very drv mouth.
63. 1 was short of breath.

64_ 1 felt like T was choking.

12-Ttem Short-Form Health Survey (SF-12)

The following questions will provide more information about how vou've been feeling
and how well vou are able to do vour usual activities. This is about vour general health,
not specific to vour transplant. If vou are unsure how to answer a question, please give
the best answer vou can.

1. In general, would vou sav vour health is:
Excellent (1)
Very Good (2)
Good (3)
Fair (4)
Poor (5)
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The following two guestions are about activities vou might do during a typical day.
Does YOUR HEALTH NOW LIMIT YOU in these activities? If so, how much?

2. MODERATE ACTIVITIES, such as moving a table, pushing a vacuum cleaner,
bowling, or plaving golf:

Yes, limited a lot (1)

Yes, limited a little (2)

No, not limited at all (3)

3. Climbing SEVERAL flights of stairs:
Yes, limited alot (1)
Yes, limited a little (2)
No_ not limited at all (3)

During the PAST 4 WEEKS, have vou had anyv of the following problems with

vour work or other regular activities AS A RESULT OF YOUR PHYSICAL
HEALTH?

4. ACCOMPLISHED LESS than vou would like:
Yes (1)
No (2)

5. Were limited in the KIND of work or other activities:
Yes (1)
Ne (2)

During the PAST 4 WEEKS, were vou limited in the kind of work vou do or other

regular activities AS A RESULT OF ANY EMOTIONAL PROBLEMS (such as
feeling depressed or anxious)?

6. ACCOMPLISHED LESS than vou would like:
Yes (1)
__ No(2)

7. Didn’t do work or other activities as CAREFULLY asusual:
Yes (1)
_ Ne(2)

8. During the PAST 4 WEEKS, how much did PAIN interfere with vour normal work
{including both work outside the home and housework)?

All of the time (1)

Most of the time (2)

A good bit of the time (3)

Some of the time (4)

A little of the time (3)



None of the time (6)

The next three guestions are about how vou feel and how things have been
DURING THE PAST 4 WEEKS. For each question, please give the one answer
that comes closest to the way vou have been feeling. How much of the time during
the PAST 4 WEEKS -

9. Have vou felt calm and peaceful?
All of the time (1)
Most of the time (2)
A good bit of the time (3)
Some of the time (4)
A little of the time (3)
None of the time (6)

10. Diid vou have a lot of energy?
All of the time (1)
Most of the time (2)
A good bit of the time (3)
Some of the time (4)
A little of the time (3)
None of the time (6)

11. Have vou felt downhearted and blue?
All of the time (1)
Most of the time (2)
A good bit of the time (3)
Some of the time (4)
A little of the time (3)
None of the time (6)

12. During the PAST 4 WEEEKS, how much of the time has vour PHYSICAL HEALTH
OR EMOTIONAL PROBELEMS interfered with vour social activities (like visiting with
friends. relatives, etc)?

All of the time (1)

Most of the time (2)

A good bit of the time (3)

Some of the time (4)

A little of the time (3)

None of the time (6)

98
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Transplant Effects Questionnaire (TxEQ): Adherence Scale

1 2 3 4 5

Strong Agree Agree Uncertain Disagree | Strong Disagree

1. Sometimes I donot take mv anti-rejection medicines.

2. Sometimes I forget to take mv anti-rejection medicines.

3. When I am too busy I mav forget my anti-rejection medicines.
4. Sometimes I think I do not need mv anti-rejection medicines.

5. I find it difficult to adjust to taking mv prescribed anti-rejection drug regimen.
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Relationship Quality Interview (RQT)

ID=

Date of interview

Interviewer

Date coded

Coder

This interview is designed to get an in depth understanding of a specific close
relationship in vour life. First, I'd like to determine which relationship vou will be
referring to when answering the questions. Femember that we do not want to collect any
identifving information about the person vou will be referring to. so please don’t tell me
his’her name.

Ask participants if they are currently married or involved in a dating
relationship. If they respond ves, ask them to answer the following questions
about their relationship with their current spouse or dating partner.

If participants are not currently married or involved in a dating relationship,
ask them to identify the person who has been closest fo them during the
transplant process (e.g., their primary support provider), or if this person is
no longer in their hives, the person who has been closest to them over the last
6 months. Only ask for the tvpe of relationship this is (e.g., sister, brother,
friend) and have participants answer the following questions about this
person.

[**Important note to interviewers: If participants are NOT answering the
guestions about their spouse or dating partner, the FOLLOWING
QUESTIONS SHOULD BE EXCLUDED: All questions [S1-S4] in the
*Sexuality/Sensuality’ section and all ‘Decision-Making and Control’
questions [R4-R12] in the ‘Respect and Control’ section®*]

Ina lot of studies, researchers have people fill out questionnaires, which can be
frustrating, because vou are forced to answer questions in a Yes/No or TrueFalse format,
without having the chance to explain what vou mean in vour own words. So the purpose
of this interview is for vou to have a chance to talk about different aspects of vour
relationship in vour own words.

As mentioned in the consent document vou received, this interview will be audiotaped.
We tape record the interview so that we don't have to take a lot of notes and waste a lot
of vour time.
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I want to assure vou that no one except theresearch team will have access to the tapes
and any information vou provide us is confidential We will NOT be interviewing the
person vou refer toin this interview, and we will NEVER share anv information vou
provide during the questionnaire or the interview session with him/her. I also want to
reiterate that we will not be sharing anv information vou provide with the transplant team
and vour responses will not affect vour healthcare in anv wav. In additionto
confidentiality, vour privacy is very important to us. We will keep the tapes and
questionnaires locked up and vou will only be identified by a random ID number.

Do vou have anv questions before we begin?
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QUALITY OF EMOTIONAL INTIMACY IN THE RELATIONSHIP

Possible Probes for All Sections:

o  What makes vou say that?

o  Can you give me an example af what you mean?
o How do you feel about that?

o  Can yvou tell me more about that?

Now I'd like to get a better sense of the level of closeness and trust yvou have in vour

relationship. I'd hike to trv to focus on the last 6 months or so of your relationship,
so since about

El: EMOTIONAL CLOSENESS

How close do vou feel to 2
(Overall sense of closeness, sense of warmth, affection, interdependence, spending a lot
of time together, talling/listening, feeling emotionally cornmected)

o What about times when vou don’t feel close to Id
E2: TRUST
To what extent do vou feel vou can trust ?

(Specifically emotional trust; trust s'he won't lie, betray, abandon or hurt her/him, how
much does s'he trust him/her to help maintain the mtimate bond of the relationship?)

® What about times when vou don’t feel like vou can trust ?(e.g., Are
there limits to what s'he can trust him/her with? Does s/he not like to trust or
count on anyone?)

E3: FUN AND FRIENDSHIP

How good of a friend would vou sav that is to vou?
(Feels that partner is his‘her best fiiend, has fim with him/her, likes to spend free time
with him/her)

¢ What about times when s/he is not a good friend?
SELF-DISCLOSURE/EMOTIONAL VULNERABILITY

E4: How often do vou confide in himher, or disclose personal or important things to
himher? For example, how comfortable are vou talking to about vour most
private feelings or thoughts?

{Disclasure af emotional, difficult-to-share nformation that is not typically talked about
in other relationships)
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* How comfortable are vou talking about important issues in vour relationship?

¢ What about times when vou don’t feel comfortable confiding in vour partner” Can
vou tell me about that? (e.g., Wishes she could disclose more? Feel more
comfortable? Does s'he dislike the way the other person responds? Does s'he feel
uncomfortable confiding in apone?)

E5: How does tvpicallv respond when vou (trv to) disclose personal or
important things to him'her?

(Trving to get a sense of what it's like for the participant to disclose, does the other
person encourage disclosure? What specific behaviors are typical af him/her in vespovise
to disclosure? Is it an emotionally safe environment for disclosure? Consider the long-
term and short-term effect (leawrning) of the pavter s response. Is the disclosure punished
ar reinforced overall?)

E6: How often do vou avoid talking about specific topics with 7
* What topics do vou avoid?

E7: How much do vou feel sthe confides in vou, or discloses personal or important things
tovou? For example, his’her most private feelings and thoughts?

ES: VERBAL AND PHYSICAL LOVE/AFFECTION

How often does show love or affection towards vou?
(Trving to get a sense of quantity as well as quality of love/affection expressed by the
ather persomn, including both verbal and physical expressions aof love)

# Is there anvthing vou don’t like about his'her expression of love or affection? For
example, the wav s/he expresses these feelings or how often? (e.g., Does sThe
wish the other person would show more or less, does s'he dislike the way the
other person shows love? Get examples of sources of dissatisfaction.)

Is there anything else about trust and closeness 1 vour relationship thatis
important to vou or that we haven’t talked about?

| QUALITY OF SEXUALITY/SENSUALITY IN THE RELATIONSHIP

Now I'd like to ask you about vour sexual relationship. How has that been going for
the past 6 months or so?

SEXUALITY

S1: About how frequently do the two of vou have sex?
(Note: You may have to ask about novms here maore than vou would for another section)
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*  Would vou prefer it be more or less frequent?
* Who usually initiates having sex”

52: How satisfied are vou with vour sexual relationship?
(You are getting at gualitv/satisfaction here, not frequency)

* Do vou have anv concems about yvour sexual relationship or is there anvthing vou
would like to change? (If yes, specifi)

¢ During sex, do vou ever feel anv negative emotions? (If participant doesn't
spontaneocusly offer an answer, say...) For example, do vou ever feel any fear,
shame, guilt or disgust during or after sex?

SENSUALITY

53: Do the two of vou engage in sensual behaviors together, such as touching, cuddling,
hugging, or massage?

* Does this kind of touching tvpicallv lead to sex? (Tt is not considered ideal for any
physical contact to always lead to sex)

* ['m also wondering if the two of vou tvpicallv engage in these same kinds of
behaviors after having sex? (If necessary, add...) For example, do the two of vou
tend to engage in touching, cuddling, hugging, massage, things like that?

SEXUAL DIFFICULTIES/DIAGNOSABLE SEXTATL DYSFUNCTIONS

(For men: premature gjaculation, erectile dysfunction. For women: excessive dryness,
tightness, pain, difficulty having an orgasm. We are asking about ongoing sexual
difficulties in the relationship. If participant says ves, or you think there is more to say,
ask follow-up questions about the nature of the problem, whether they ve tried amything
to change things (e.g., self-help books, seeing a doctor, medications))

84: Are vou experiencing anv sexual difficulties?

What about 7 Is s’he experiencing anv difficulties?
(Specifv for either person)

Is there anvthing else about your sexual relationship or sensuality i vour
relationship that is important to vou or that we haven’t talked about?
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QUALITY OF SUPPORT TRANSACTIONS IN THE RELATIONSHIP

The next area I'd like to ask vou about is ’s ability to support you when
vou have had a bad day, are feeling down. or have a problem, in the last 6 months or
so. If participant reports that s'he never receives a specific tipe of support, but that that
is a goad thing (and vou believe him or her based on vaoice tone, etc,), it is appropriate to
give a 3.3 or 4.

In general, how well does support vou in situations such as these?

# Is there anvthing vou don’t like about how supports vou” fe.g., not
providing enough support)

Now ['m going to ask vou about a number of different tvpes of support that may or may
not apply to vour relationship. (Get answers for each type of support. You re trying to
separate out the type of support the other person affers and tvpe of support participant
Wearts. )

Pl: EMOTIONAL SUPPORT

First, to what extent does provide emotional support, like talking and
listening to vou, holding vour hand, hugging vou, letting vou know that s’he understands
vou, things like that when vou have had a bad day, are feeling down, or have a problem?

P2: TANGIBLE SUPPORT

What about tangible support, such as taking care of things for vou or helping vou directly
or indirectly?

(Helping directly means helping to solve the problem ar make the situation better
him/herself. Helping indirectly means providing time or resources so that the participant
is better able to help solve the problem him/herself, e.g., providing childcare so
participant can wark on the problem.)

* Sop_for example, if vou have a problem with vour (car, landlord, etc ) would she
trv to take care of'it for vou, or would s’he cover for vou so that vou had time to
deal with the problem vourself?

® Isthere anvthing vou don’t like about how s’he provides this tvpe of support?
fe.g., not providing enough support, providing a type of support that isn't wanted)

**REMEMEER: We want supportive behaviors in response to a problem/bad day/feeling
down.
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P3: INFORMATIONAL SUPPORT

How often does s’he provide vou with information vou need_ help vou think about a
problem in a new way, or things like that?

® Isthere anvthing vou don’t like about how provides this kind of
support? (e.g., not providing enough support, providing a tupe of support that
isn 't wanted)

P4: ESTEEM SUPPORT

What about expressing confidence in vour abilitv to handle things, telling vou vou're not
at fault for a problem, things like that?

® s there anvthing vou don’t like about how he provides this kind of supponrt? (e.g.,
not providing enough support, providing a tupe of support that isn’'t wanted)

P5: NETWORK SUPPORT
What about offering to spend extra time with vou when vou've had a bad dav?

What about encouraging vou to talk with other friends/familv?

o [sthere anvthing that vou don’t like about how provides this kind of
support? (e.g., not providing enough support, providing a fupe of support that
ism 't wanted)

Thinking back over these different tvpes of support, which tvpe of support is most
important to vou? (We want to determine what type af support is most commaonly
reported as a preferred type of support once s'he has been primed to consider all types aof
support,)

¢ In other words, how would vou like to be supported in an ideal world?

Are there wayvs could support vou that vou would prefer? (We want to ger a
spontaneocus response about what fype of support is most in need of changing. The
participant may suggest changes in each area as s'he goes through the interview, but
now we want to know whether there is one area that is particularly importemit (e.g., I just
want him to convey he believes in me.))

¢ For example, providing more or less of a certain tvpe of support?

* What, if anvthing, would vou like to change about how supports vou?
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Is there anyvthing else about support in yvour relationship that is important to vou or
that we haven’t talked about?

| QUALITY OF RESPECT AND CONTROL IN THE RELATIONSHIP

Now I'd like to ask vou a little bit about respect and decision-making in vour
relationship over the last 6 months or so. Let’s start with respect.

RESPECT AND ACCEPTANCE

R1: How much does respect vou?

(You are trving to get at whether the other person treats the participant like s'he's a
competent and mdependent person, based an their perspective.)

* For example, is s’he respectful of who vou are as a person, vour abilities, and the
decisions that vou make, or does s’he treat vou as if vou were a child rather than
an equal partner in the relationship?

o How about times when s/he is less respectful than vou'd like him/her to be?

* Another example: Looking through vour cell phone to see who vou've called or
checking vour email?

R2: How about acceptance? Is s’he accepting of the kind of person vou are and the things
vou do?

(You are tying to gat at whether the other person accepts the participant for who s'he is
as a person, the kinds of things s'he likes to do.)

R3: How about when the two of vou disagree? Does s’he still show respect and
acceptance for vou?
(TWhen they disagree on something, does the other person belittle the participant’s
opinion or allow the participant to have an opinion, even if it's different?)

L]

For example, during an argument, is s’he respectful and accepting of vour

opinions and vour side of the argument, or does s’he belittle vou for vour
opinions’
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DECISION-MAKING

R4: How about decision-making? Who tends to make most of the decisions in the
relationship?

R35: Are vou satisfied with that? Are vou comfortable with the amount of decision-
making done by each of vou?

What are some areas in which decision-making becomes an issue? (4reas in the
relationship or in their day-to-day life — don't code, just write in answer)

CONTROL

(For the following: probe for each type of control. You 're trying to see if the participant
behaves in the way s'he describes because s'he will have “hell to pay” if s'he doesn't, not
because s'he is being vespectful'considerate, vesponsible)

R6: To what extent does one of vou have more control over certain aspects of the
relationship?

I'd like to go over some specific areas that may or mav not apply to vour relationship. ..

R7: How much freedom do vou feel like vou have to schedule vour own dayv and engage
in activities without 1 (Use general probes if yvou get a one-word answer)

¢ To what extent does limit vour freedom to do the things vou really
want to do”

RS: Ishaving the job or career or education that vou want to have ever an issue for the
two of vou?

¢ To what extent does limit vour freedom to pursue your career or
educational goals?

R9: What about issues around who controls the monev?

* To what extent does limit vour freedom to spend monev when there is
something that vou would like to purchase?

R10: How much freedom do vou have to spend time with vour family?
* To what extent does limit vour freedom to be with vour family?

R11: What about friends of the same sex?

* To what extent does limit vour freedom to be with vour [male/female]
friends?
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R12: What about friends of the opposite sex?

* To what extent does limit vour freedom to be with vour [male'female]
friends?

Is there anything else about respect, acceptance, decision-making, or control in vour
relationship that is important to yvou or that we haven’t talked about?

| QUALITY OF COMMUNICATION AND CONFLICT IN THE RELATIONSHIP

Now I'd like to talk a little bit about your arguments/disagreements over the last 6
months or so.

Cl: ARGUMENTS
*  About how often do vou and argue?
* What kinds of things do vou tvpically argue about?
*  About how long do vour arguments usually last? (Referring to actively arguing)
* How do vou and s’he tvpicallv feel or behave during vour arguments?
* How do vour arguments usually end?

® When the two of vou have argued over the last 6 months or so_ have either of vou
said things that might be hurtful, called each othernames, put the other person
down, things like that (psychological aggression)? (If ves, find out who did it and

get an example or twa)

®* What about destroving the other person’s propertv, throwing something across the
room, things like that (freats of physical aggression)? (If ves, find out who did it
and get an example or two)

o What about throwing things at, or pushing the other person, grabbing the other
person’s arm, things like that (physical ageression)? (If ves, find out who did it
and get an example ar two)

C2: CONFLICT RESOLUTION/RECOVERY

Let’s talk about what happens after the two of vou have had an argument/disagreement,
particularly if it’s been a heated one. How do the two of vou get over a heated argument
together? What do vou do to trv to get back to normal?
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* For example. does one of vou apologize forthe fighting in general? Do vou
apologize for specific things that were said or done? Does one of vou buy flowers
or a gift or do something particularly sweet for the other person? Do vou pretend
it never happened? Do vou take time to calm down and then discuss theissue
again calmly? Do vou typicallv have sex afterwards? Does one of vou give in
more than the other?

(You are trying to get examples of what either or both peaple do so that they can
recover. An example such as, "I go for a run to calm down and then I'm over it”
is more about how the mdividual recovers, not the two of them together.)

¢ Do these things work? (4dre they really helpful for feeling closer to each other,
accaording to the participant? If the participant savs they help get past the fight in
a superficial way but don't really foster greater intimacy, vou would think about
these efforts as not being effective.)

* Does one of vou work to resolve things more than the other? (If yes) Which one of
vou? (Get specifics)

¢ Howlong doesit usually take to get back to normal? (How long does the tension
last?)

Is there anvthing else about conflict in vour relationship that is important to you or
that we haven’t talked about vet?

That concludes our interview. [ would like tothank vou for taking the time to talk with
me today, I know that manv of the things we have discussed are difficult to talk about and
[ want to thank vou for being so open and willing to share vour experiences. The
information vou have provided will be very important for helping us understand how
relationships are important for people who have experienced a kidney transplant.

Y ou should receive vour compensation check for participating in the studyin the next
few weeks. If vou do not receive this check within the next month, please feel free to
contact our research officeat (319) 335-3768. Thank vou again for vour participation.
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RQI Romantic Relationship Coding Sheet

ID#

Date of interview

Interviewer

Date coded

Coder

QUALITY OF EMOTIONAL INTIMACY IN THE RELATIONSHIP

E1l: Closeness 1 2 3 4 3
E2: Trst 1 2 3 - 5
E3: Friendship 1 2 3 4 3
E4: Self-disclosure 1 2 3 4 3
E3: Partner Response 1 2 3 4 3
E6: Avoiding Topics 1 2 3 4 3
E7: Partner’s Self-disclosure 1 2 3 4 >
E8:Love and Affection 1 2 3 4 3
Global Rating — Emotional Intimacy: 1 2 3 4 5

QUALITY OF SEXUALITY/SENSUALITY IN THE RELATIONSHIP

51: Frequency 1 2 3 - 5
52 Satisfaction 1 2 3 4 3
53: Sensualitv 1 2 3 B 3
S4: Sexual Difficulties 1 2 3 4 3
Global Rating — Sexualitv/Sensuality: 1 2 3 4 5

QUALITY OF SUPPORT TRANSACTIONS IN THE RELATIONSHIP
P1l: Emotional Support 1 2 3 B
3 4 5
3 -

L

]

P2: Tangible Support 1

]
Lh

P3: Informational Suppornt 1
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P4: Esteem Support 1 2 3 - 3
P5: Network Support 1 2 3 - 3
Global Rating — Support Transactions: 1 2 3 - 5

QUALITY OF RESPECT AND CONTROL IN THE RELATIONSHIP

E1: Respect 1 2 3 4 5

R2: Acceptance 1 2 3 4 3

BR3: Respect when Disagree 1 2 3 4 5

R4: Who Makes Decisions Male Female N/A

R3: Satisfaction w/DM 1 2 3 - 5

R6: Who Controls Male Female N/A

R7: Scheduling 1 2 3 4 5

RE: Career 1 2 3 - 3

R9: Money 1 2 3 4 5

R10: Family 1 2 3 - 5

R11: Same Sex Friends 1 2 3 4 5

E.12: Opposite Sex Friends 1 2 3 4 3
Global Rating — Respect and Acceptance: 1 2 3 4 5
Global Rating — Decision-Making/Control: 1 2 3 5
(lobal Rating — Respect and Control: 1 2 3 3

QUALITY OF COMMUNICATION AND CONFLICT IN THE RELATIONSHIP

C1l: Arguments 1 2 3 4 3
C2: Conflict ResolutionRecovery 1 2 3 4 5
Global Rating — Conflict: 1 2 3 4 3
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RQI Interviewer Rating Scales

Individual Ttem Ratings (7-3 scales; scores of .3 arve permissible)

Note: The same rating scales are used for all individual item ratings, Some ndividual
item ratings target specific behaviors, whereas others target participant' partner
satisfaction with those behaviors. Thus, guidance regarding both tipes aof questions is
mcluded in the descriptions below.

1 Participant or partner absolutelv never engages in this behavior (ifit’s a
positive/desired behavior) or alwavs engages in this behavior (if it’s an aversive
behavior). Participant is completely/extremelv dissatisfied with
partner’relationship in this area. (This is meant to be an extreme rating )

bt

Poor functioning in this area: Participant or partner engages in this behavior
rarelv/occasionally (if it's a desired/positive behavior) or frequentlv/often (if it’s
an aversive behavior). Participant is somewhat dissatisfied with
partnerrelationship in this area.

3 Participant or partner engages in this behavior about half of the time. Participant
is satisfied with partner’s behavior in this area about half of the time or is
indifferent on this matter.

4 Good functioning in this area: Participant or partner engages in this behavior
frequently/often (if it's a desired’ positive behavior) or rarelyv/occasionally (if it’s
an aversive behavior). Participant is satisfied with partnerrelationship in this area.

5 Participant or partner alwavs engages in this behavior (if it’s a positive/desired
behavior) or absolutely never engages in this behavior (if it's an aversive
behavior). Participant is completelv/extremelv satisfied with partner/relationship
in this area. (This is meant tobe an extreme rating )

Global Ratings (/-3 scales; scores of .3 are permissible)
Quality of Emotional Intimacy in the Relationship

This rating measures feelings af trust and closeness (overall sense of closeness, warmtl,
affection and mterdependence); mutual comfort confiding in & being emoationally
vulnerable with each other; comfort being oneself with partner; and qualitv of self-
disclosure transactions across variety of topics; quality of couple s friendship;
demonstrations af love & affection.

1 Extreme emotional distance from partner. Partner cannot be trusted/confided in.
All difficult topics are avoided. Attempts to self-disclose are punished. Partner
does not disclose to participant. Partner expresses very little love or affection.
Total lack of intimacv in all aspects of the relationship.
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Lack of closeness and trust. Little emotional intimacy. Participant uncomfortable
talking about most private feelings or thoughts. Partner rarely self-discloses.
Sewveral topics are avoided. Lack of love or affection.

Some closeness emotionally. Some trust in partner, depending on the situation.
Certain topics are avoided. Partner discloses somewhat and shows some
love/affection. Level of intimacy is moderate.

High degree of closeness and trust. Participant feels comfortable talking about
most topics. Partner feels comfortable self-disclosing. Both partners are
comfortable feeling and expressing vulnerability with the other across most/all
topics. Level of intimacy is high.

Extreme closeness between partners. There is a high level of trust and intimacy in
the relationship. Self-disclosure rewarded by partner. Both partners are able to
confide in/disclose to the other about anv topic. Extremelv high levels of
emotional intimacy in all aspects of the relationship.

Quality of Sexuality/Sensuality in the Relationship

This rating measures frequency of sexual activity; a'symmety of and preferences for
mitiation of and engagement in sexual activities; sexual satisfaction during the arousal
and orgasm phases af the sexual response cycle; negative emotions (e g., fear, disgust)
during or after sexual interactions; sexual difficulties or concerns; and frequency and
guality of sensual behaviors (e.g., touching, hugging, cuddiing, massage) with and
without sexual activity.

(]

LA

Infrequent sexual relations. Both partners very unsatisfied. Sex alwavs
accompanied by negative emotions. Sensual behaviors are rare. Sexual difficulties
are frequent.

Occasional sexual relations (less than 1 time per month). Both partners
dissatisfied. Sex sometimes accompanied bv negative emotions. Sensual
behaviors tvpically lead to sex and are rarely engaged in after sex. Occasional

sexual difficulties.

Occasional sexual relations (1-2 times per month). Moderate satisfaction from
both partners or one partner more satisfied than the other. No sexual difficulties.
(Exception: if woman never has orgasm but reports satisfaction, may give 4 or 3).

Frequent sexual relations (1 time per week). Sex is satisfving for both partners
and is never accompanied bv negative emotions. Frequent sensual behaviors that
donot alwavs lead to sex. Sensual behaviors engaged in after sex. No sexual
difficulties.

Frequent sensual relations (2-3 times per week). Sex is extremely satisfving for
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both partners. Frequent sensual behaviors that do not necessarilv lead to sex.
Sensual behaviors engaged in after sex No sexual difficulties.

Quality of Support Transactions in the Relationship

This rating measures quality of support when one partmer has had a bad day, is feeling
doww, or has a problem; tvpes of support (emotional, tangible, iformational, and
esteent); match between desived and received levels of support; whether support is
affered i a positive or negative marmer; mutuality of support provided and received
across both partners; adeguacy of support across a variety of situations and contexts.

1 Partner provides no support or provides limited support but it is not what the
participant wants. Partner almost alwavs dismisses or ignores requests for support
(or time alone) or responds with criticism.

2 In most situations, there is a mismatch between tvpe of support received and
support desired. Partner sometimes dismisses or ignores requests for support.

3 There is some mismatch between tvpe of support provided and tvpe of support
desired {(about half of the time). Participant is indifferent on this topic.

4 In most situations_ there is a match between tvpe of support provided and tvpe of
support desired. Partner never dismisses or ignores requests for support.

2 High qualitv of support from partner. Partner is excellent at providing support and
alwavs responds well torequests for support.

Quality of Respect and Control in the Relationship

This rating measures demanstrations of respect for each other as competent, independent
adults: acceptance of and positive vegard for each other, even during disagreements,
a'symmetry n decision-making across a variety of areas; adegquacy/tension surrounding
division of responsibilities; couple's ability to negotiate control across a variety of areas
fe.g., scheduling one's own day, controlling money, contact with _friends and family).

1 Participant is not treated as a competent person or equal partner. There is extreme
disrespect in the relationship. One partner has almost all of the power in the
relationship, including over the other partner’s dailv life and contact with family

and friends.

2 There is little respect demonstrated in the relationship, power over decision-
making is imbalanced. and one partner has substantial power over the other
partner’s dailv life.

3 One or both partners are occasionallv disrespected and sometimes feel unaccepted

{about half the time). There is some shared power over decision-making. There
are some specific power issues in the relationship. or there is some lack of
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personal freedom.

4 There is a great deal of respect in the relationship. balanced decision-making, and
o pOWer issues.

Partners treat each other as competent individuals and equal partners. There is
tremendous respect, and each partner has power over hisher own dailyv life and
contact with friends and family. Partners share decision-making power or are
comfortable with the division in decision-making power.

L

Quality of Communication and Conflict in the Relationship

(Typical frequency & length of major and minor arguments; hpical behaviors engaged in
during conflicts; presence, level & severity of psychological & physical aggression or
withdrawal during avguments; emotions & behaviors before, during & after arguments;
qualitymutuality of conflict recovery strategies after an argument)

1 Major arguments occur often (e g, several times a week). All/almost all
disagreements escalate into major arguments. Conflict regularly includes verbal
aggression and/or physical aggression along with a multitude of negative
emotions. Couple has poor conflict management skills. The argument mav end,
but the issue is not resolved.

[t

Major arguments are common (e.g., weekly). Disagreements often escalate into
major arguments. Conflict often includes verbal aggression and may sometimes
include “moderate” phvsical aggression. Couple has poor conflict management
skills. Couple tvpically takes hours to davs to recover from an argument, and
disagreements are rarelv resolved.

3 Major arguments occur occasionallv (e.g. once a month). Minor arguments
{bickering) occur regularly (e g. weekly). Major arguments include some negative
affect with occasional verbal aggression, but no severe phvsical aggression.
Conflict resolution takes a long time, but issues are tvpically resolved in some
way. One person tends to facilitate the process of getting back to normal more

than the other.

- Major arguments are rare. Minor arguments occur occasionally. There is
absolutely no psvchological or phvsical aggression (but the couple mav express
some degree of negative affect during arguments). Couple has good conflict
management skills, and issues are almost alwavs resolved.

Absolutely no major arguments. No psvchological or phvsical aggression. Verv
rarely have minor arguments (bickering). Couple is good at resolving conflict and
exhibits good conflict management skills. Disagreements are tvpically resolved
with healthv communication/de not escalate into arguments.

L
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