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Effect of the partner’s health and support on cancer
patients’ use of general practitioner care.

HEINS, M.J., HOPMAN, E.P.C., KOREVAAR, J.C., SCHELLEVIS, F.G., DONKER, G.A., RUKEN,
M.

ABSTRACT

Objective

Cancer and its treatment often have a profound impact on patients, leading to
increased health care use in the years after diagnosis. Social support is an
important determinant of health care use. Partners of cancer patients may not
always be able to provide all support patients need and patients may then revert
to professional health care. We examined whether partners' health and the
support they provide affect the use of general practitioner (GP) care in cancer
patients.

Methods

Cancer patients aged >18, diagnosed <20 years ago with a cancer type with a 5-
year survival rate >20% and no distant metastases were sent a questionnaire,
along with their partners. Patients' self-reported recent use of GP care, i.e.
whether they had discussed health problems with the GP in the past year, was
assessed. Partner support as perceived by the patient was measured on three
scales: Active engagement, protective buffering and overprotection.

Results

We included 219 patients and partners. Many patients discussed physical and
emotional problems with their GP (60% and 28% of patients, respectively).
Patients were less likely to discuss physical problems when they experienced
active engagement and protective buffering, the latter only for females.
Conclusion

Partner support affects use of GP care in cancer patients. GPs should therefore
pay attention to the support style of the partner. GPs could ask about the support
provided by the partner and inform both patients and partners about support
groups where they can share experiences.
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INTRODUCTION
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Cancer and its treatment often have a profound impact on patients, both physically
and psychologically. Patients may experience health problems such as pain, fatigue
and cognitive problems that develop during the course of the illness and during
treatment and may persist for years. Other problems, such as osteoporosis,
cardiopulmonary symptoms and secondary cancers, may develop years after
treatment [1]. In countries with a strong primary care system, patients are likely to
consult their general practitioner (GP) for these problems. Studies showed that use of
GP care is indeed increased in the years following a diagnosis of cancer [2-7].

There are many factors that influence cancer patients' use of GP care. Andersen
developed a widely used model describing determinants of health care use [8], which
was also used in a review of health care use by adult cancer survivors [9]. According
to this model, use of health care services is determined by three dynamics:
predisposing factors, enabling factors and need. Predisposing factors are for example
gender, age and health beliefs. For instance, women are more likely to seek help for
health problems. Enabling factors are for example social support or access to health
care insurance. Need for health care is influenced by general physical and
psychological health. In cancer patients, comorbid chronic conditions could also
modify the need for health care, considering that two-thirds of them have one or
more chronic diseases besides cancer [10]. Additionally, need for health care is
probably also influenced by cancer type, type of treatment received and time since
diagnosis of cancer.

According to the Andersen model, social support is an enabling factor for health care
use. Social support may facilitate health services use, e.g. when friends or family
accompany patients to medical visits. Support from family and friends may also
lessen the need for professional health care use. Informal care by family and friends
is becoming increasingly important and partners of cancer patients often are an
important source of support [11]. However, the cancer diagnosis and care giving may
negatively affect the physical and psychological health of partners [12-18]. If the
partner's physical or psychological health is poor they may not be able to provide the
support the patient needs during the long period of care that often follows the
diagnosis of cancer. This may lead to the use of formal health care as a substitute. In
addition, partners do not always provide the kind of support patients prefer. Buunk et
al. distinguished three types of support that partners may demonstrate to a greater or
lesser extent. They may (a) actively engage in the care for their ill partner and help
him/her to use constructive problem-solving methods (active engagement), they may
(b) hide their own concerns to protect the patient (protective buffering) or they may
(c) underestimate the patient's abilities to cope with cancer and its consequences for
daily life, resulting in excessive efforts to protect the patient from the challenge of
dealing with the illness (overprotection) [19]. The last two types are seen as
‘negative’ and may adversely affect psychological health of patients [20-24]. They
may thus lead to increased health care use [25]. The reciprocity of the partner
relationship, i.e. the balance between the amount of given and received partner
support, may also change after a diagnosis of cancer. Perceived reciprocity has been
related to psychological distress in patients with cancer [26, 27] and may therefore
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also increase health care use. Concluding, partner's health and support may well
influence use of GP care.
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The effect of the partner's health and support on use of GP care of cancer patients has
not been studied yet. If partner support indeed influences use of GP care of cancer
patients, GPs and other health care providers could possibly intervene by paying
attention to the amount and type of support that partners provide and advise them
about ‘positive’ types of support. We aimed to study whether the health of partners,
the type of support they provide and the balance between given and received support
affect self-reported recent use of GP care of patients diagnosed with cancer,
independently from predisposing and need characteristics of patients. Rather than the
actual support provided by the partner, we chose to focus on received support as seen
by the patient, as the patient ultimately determines use of GP care.

METHODS

Participants and data collection

Data were collected from a Dutch panel-study, called the ‘Panel living with cancer’
[28]. At the end of 2011, a random sample of patients diagnosed with cancer (all
sites) in the past 15 years was taken from the Dutch cancer registry. Eligible patients
were contacted and asked to for participation in the panel.Exclusion criteria were:

e Diagnosis of cancer before 18 years of age;

o Diagnosed with a cancer type that has a five year survival below 20%: i.e.
cancer of the pancreas, oesophagus, stomach, gall way or gallbladder, liver,
lower respiratory tract, central nervous system or unknown primary
localisation;

o Distant metastases at diagnosis;

e Diagnosis more than 15 years ago.

The panel was established to get more insight into the long-term physical and
psychosocial consequences of surviving cancer. Patients were asked to participate in
the panel for a maximum of four years by their (former) medical specialist. Patients
who agreed received (postal or online) questionnaires about various topics twice a
year.

Data used in this paper were collected in November 2012. In this round, in addition
to the questionnaire for patients, we sent one to be filled-out by their partners. No
criteria for partnership were defined; patients themselves determined whether
someone qualified as their partner. If patients indicated they had no partner they were
excluded from the current analyses.

The study was carried out according to the precepts of the Helsinki Declaration,

Dutch legislation on privacy and the regulations of the Dutch Data Protection
Authority.
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Measurements
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An overview of all questionnaires used in this study is given in Table 1.

[TABLE 1]

Use of GP care

Patients' self-reported recent use of GP care was assessed by presenting them with a
list of problems and asking whether they had experienced these in the past

12 months, and if so whether they had discussed them with their GP. The list of
problems was derived from the Distress Thermometer [29], which categorises them
into ‘physical’, ‘emotional’, ‘practical’, ‘family-social’ and ‘religious/spiritual’
problems. We used this existing categorisation.

Partner (related) characteristics

General physical and psychological health of the partner

Self-rated general health of the partner was measured with the corresponding
subscale of the SF-36. This scale consists of five items and measures perceived
general health ranging from 0 (poor) to 100 (excellent). Reported Cronbach's alpha
was 0.78 in a general Dutch population sample [30]. Partners were also asked to
indicate whether they had been diagnosed with one or more of a list of 18 chronic
diseases (diabetes, cerebrovascular accident, myocardial infarction, other severe
heart problems, migraine, hypertension, peripheral vascular disease, asthma or
COPD, psoriasis, chronic eczema, vertigo with falling, severe bowel problems,
urinary incontinence, arthrosis of hips or knees, rheumatoid arthritis, severe back
problems, severe neck/shoulder problems and severe elbow/wrist/hand problems)
[31].

To assess the psychological health of the partner, we measured levels of anxiety and
depression with the Hospital Anxiety and Depression Scale (HADS). The total score
ranges from 0 to 21, with higher scores indicating higher levels of anxiety and
depression. Reported Cronbach's alpha was 0.88 in a general Dutch population
sample [32].

Partner support

The type of partner support as perceived by the patient was measured by three scales
developed by Buunk et al., which were included in the patient questionnaire. These
scales are: Active engagement (5 items), protective buffering (8 items) and
overprotection (6 items). Reported Cronbach's alpha's in a general Dutch population
sample range from .77 to .80 [19].

The balance between the amount of given and received support (reciprocity), as

perceived by the patient, was measured by including the following question in the
patient questionnaire: ‘When looking at the relationship with your partner from a
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viewpoint of give and take, how is your relationship?’ A 5-point answering scale was
provided, ranging from 1 (My partner does much more for me than I do for him/her)
to 5 (My partner does much less for me than I do for him/her) [33].
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Predisposing characteristics

As predisposing characteristics we included age and gender of the patient in our
analyses, as these had been found to affect primary health care use in previous
studies [6, 9].

Need characteristics

General physical and psychological health of the patient

General health of patients was measured with the corresponding subscale of the SF-
36 [30] and levels of anxiety and depression with the Hospital Anxiety and
Depression Scale (HADS) [32]. Patients were also asked to indicate whether they
had been diagnosed with one or more of a list of 18 chronic diseases [31].

Cancer diagnosis and treatment

Data about the diagnosis of cancer (cancer type and time post-diagnosis) and type of
treatment received were derived from the National Cancer Registry. Current
treatment status at the time of filling out the questionnaire was reported by the
patient.

Statistical analysis

We first determined the percentage of patients who indicated that they had spoken to
their GP in the past year about ‘physical’, ‘emotional’, ‘practical’, ‘family-social’ or
‘religious/spiritual’ problems. We then determined whether the partner-related
variables included in this study predicted if patients had discussed the five categories
of problems mentioned above with the GP.

We used four steps to analyse the data. Steps one and two were used to test whether
partner-related characteristics were related to use of GP care. In the first step, we
tested this for each partner-related characteristic separately. To do this, we built
logistic regression models for each type of problem presented to the GP (dependent
variable) and partner-related characteristic (independent variable). As the effect of
partner-related characteristics has been shown to differ between men and women, an
interaction term with gender was added to each model. We removed the interaction-
term if it provided a p-value above 0.20 [34]. In the second step, we combined the
partner-related characteristics and interaction terms into one model. To do this, we
built one logistic regression model per type of problem presented to the GP
(dependent variable). We entered those partner-related characteristics and interaction
terms whose estimates provided a p-value below 0.20 in step one (independent
variables).
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Steps three and four were used to test whether the relation between partner-related
characteristics and use of GP care was partly explained by predisposing and need
characteristics. In the third step, we first tested which predisposing and need
characteristics were related to use of GP care. To do this, we built separate logistic
regression models for each type of problem presented to the GP (dependent variable)
and predisposing or need characteristic (independent variable). In the fourth step, we
added those predisposing and need characteristics whose estimates provided a p-
value below 0.20 to the models built in step two. In the interpretation of these final
models a p-value below 0.05 was considered statistically significant.
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RESULTS

Sample characteristics

Of the 479 panel members who received the questionnaire in November 2012, 397
patients (83%) returned a completed questionnaire. A total of 310 patients indicated
they had a partner, and 219 partners (71%) returned a completed partner-
questionnaire. Baseline characteristics of these 219 partners and the 219 patients are
provided in Table 2. Patients were somewhat older than their partners and half of
them were male. Patients' and partners' general health was similar to that of the
general Dutch population (reference values corrected for the age of our sample are
62.8 in patients and 63.1 in partners [30]). Levels of anxiety and depression (mean
6.9 in patients and 7.3 in partners) were lower than in the general Dutch population
(mean 8.4) [32].

[TABLE 2]

The most common cancer types were breast cancer (29%), cancer of the gastro-
intestinal tract (20%) and cancer of the male genital system (19%). The majority of
the patients had undergone surgery (76%), and a smaller percentage radiation (34%)
or chemotherapy (26%). Seventeen patients (8%) had not received any therapy, and
76 patients (35%) had received more than one type of therapy. Most patients had
finished active treatment, but were still on active surveillance by their specialist
(70%).

Most couples were living together (91%) and had been in a relationship for more
than 10 years (Table 2). Patients reported that their partners mostly applied protective
buffering and overprotection, and less often showed active engagement.

Use of GP care

In the past 12 months, the majority of patients had discussed physical problems with
their GP (130 patients, 60%), followed by emotional problems (61 patients, 28%).
Practical problems had been discussed by 24 patients (11%), family-related by 16
(7%) and religious problems by 1 patient (0.1%). We further examined only physical
and emotional problems, as the low number of patients discussing the latter three
categories did not result in meaningful conclusions.
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Effect of partner-related characteristics on discussing physical problems
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In the first step, estimates for general physical and psychological health of the
partner and all three types of partner support provided p-values below 0.20. The
balance between providing and receiving partner support did not. When these
variables were combined in one logistic regression model (step two), discussing
physical health problems with the GP was associated with partners being less
actively engaged and performing less protective buffering (according to the patient),
the latter only for female patients. These factors remained predictors after controlling
for predisposing and need characteristics. (Step four, see Table 3)

[TABLE 3]

To get more insight into the effect of partner support, we calculated the probability of
discussing physical problems with the GP for an average patient, while varying one
characteristic at the time (Figure 1). We did this for the items that were significant in
step four, which were (a) active engagement, (b) protective buffering, (c) number of
chronic diseases and (d) chemotherapy. The probability of discussing physical
problems for an average patient reporting low levels of active engagement (—1 SD)
was about 25% higher than that of one reporting high levels of active engagement
(+1 SD). A similar difference of 25% was found when we compared an average
(female) patient reporting low levels of protective buffering with a patient reporting
high levels of protective buffering, an average patient who has two or more chronic
diseases with a patient who has less than two chronic diseases, or an average patient
who received chemotherapy treatment with a patient who did not.

[FIGURE 1]

Effect of partner-related characteristics on discussing emotional problems

In the first step, estimates of the psychological health of the partner, perceived
overprotection and the balance between given and provided support provided p-
values below 0.20. When these variables were combined in one logistic regression
model (step two), discussing emotional problems with the GP was only predicted by
less overprotection as perceived by the patient. After controlling for predisposing and
need characteristics of the patient, perceived overprotection no longer predicted
discussing emotional problems with the GP (Table 3).

DISCUSSION

Results of this study show that the type of partner support cancer patients receive is
related to their GP care use. Patients are less likely to discuss physical problems with
their GP when they experience their partner to be actively engaged, which means that
they can openly discuss their problems with their partner and he/she helps them to
apply problem-solving coping strategies. This seems to confirm our hypothesis that
when patients receive ‘positive’ support from their partner, they are less likely to
seek formal support from their GP.
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Female patients are less likely to discuss physical problems with their GP when they
experience protective buffering from their partner, which means their partner does
not share his worries and concerns in order to protect the patient. This seems
contradictory, but through sharing their concerns, partners may encourage patients to
visit their GP when they experience physical problems. Based on our results we
cannot say whether these partners are adequately encouraging patients to take care of
themselves or are causing unnecessary health care use. In fact, both may occur. It is
difficult to explain why this effect only applies to female patients, although previous
studies did show that (the effect of) spousal support differs between male and female
cancer patients [35, 36].
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A previous study found that overprotection by the partner may adversely affect
psychological health of cancer patients [37], and we hypothesised that it may thus
lead to increased GP care use. However, we found the opposite effect. Patients were
less likely to visit their GP for emotional problems when they felt their partner was
overprotecting. Maybe these patients were experiencing their partner as being
overprotective because they had fewer psychological problems. After controlling for
levels of anxiety and depression in the full model, overprotection was no longer
related to discussing emotional problems with the GP.

We studied the effect of partner support in a sample of patients with a confirmed
diagnosis of cancer. We focused on this disease as it may have a large impact on
psychological and physical health in the years following diagnosis. Other diseases
besides cancer may be important too, so in our analyses we adjusted for the effects of
general physical and psychological health and the number of chronic diseases. Our
results show that the number of chronic diseases besides cancer is an important
predictor of patients' use of GP care. However, after adjusting for the general health
of patients, the type of partner support received by patients was still a significant
predictor of patients' use of GP care.

There are certainly other characteristics that could influence use of GP care that we
did not measure, such as e.g. the use of psycho(onco)logical support. However, the
choice of characteristics was based on a model of determinants of health care [8].
This model was used previously to define determinants of health care use in a review
on health care use of cancer survivors [9]. This review concluded that comorbidities
and psychological distress were associated with visits to a GP, which is in
accordance with the findings of our study. There are also differences, as they
reported that GP contacts generally increased over time, while we did not find an
effect of time after diagnosis on the probability of discussing physical or emotional
problems with the GP (Step 3 in our analyses). This effect may be country-specific,
as in a previous Dutch study we also did not find a change in GP contacts over time

[6].

Although the relatively small sample size compelled us to use a stepwise approach in
our analyses, it was adequate for our current analyses. Another limitation is that we
relied on self-reported use of GP care, which may be subject to recall-bias. In
addition, the questionnaire to measure use of GP care was not previously validated,
but it was based on a validated instrument that is regularly used to evaluate health
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problems in cancer patients [29]. Finally, in some couples both partners had been
diagnosed with cancer (n = 15). We chose not to exclude them as we hypothesized
that the general effect of partner support would be similar in these couples. However,
it would have been interesting to perform separate analyses.
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Concluding, we found that partner support has an effect on use of GP care in cancer
patients. This is an important finding given the increasing role of informal support in
an attempt to reduce costs of professional support. It is therefore important that after
a diagnosis of cancer, GPs and other health care providers pay attention to the type of
support the partner provides as this may affect health care use of patients. GPs could
ask about the support provided by the partner and inform both patients and partners
about support groups where they can share experiences.
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TABLES AND FIGURES
Table 1. Summary of questionnaires
Domain
in Reported||Reported . Cronbach's||Cronbach's
Higher value
Andersen||Characteristic by by Questionnaire Subscales Values means a o current
model patient# || partner# literature || sample
[8]
Use of GP Based on .
care o o distress Physical Yes/no| —
Health | || || ||thermometer ||Emotiona| ||Yes/no||— || || |
. [ [Practicel _Jves/nal— [ —
| | | | |[Family-social___|[Yes/no]|— | | |
| | | [ |[Religious [Yes/no||— | [ |
Type of . .
partner - - Buunk 1996 || Ve 5-p5 |Moreactive |, o, 0.89
engagement engagement
support
Protective More
. 5-40 ||protective 0.79 0.72
buffering .
buffering
Enabling ) More
factors Overprotection ||5-30 overprotection 0.77 0.76
Balance
:i?/tg:lmeae:d Kuijer et al Patient does
— — : — * *
received 2004 -5 maoriief:]an n/a n/a
partner P
support
G | SF-36 |
enera — — genera 0-100 ||Better health {|0.78 0.76
health health
Psychological More anxiety
Need he‘glth & — HADS 0-21 |land 0.88 0.89
depression
Chronic _ _ POLS 0-18 More chronic n/a* n/a*
diseases diseases

* Not applicable, only 1 item or sum score of dichotomous items.

# Coloured cell means the item was measured in this study.
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| Table 2. Characteristics of patients and their partners

||Patients (n= 219)||Partners (n= 219)|

[Age [ [ |
l18-49 |16 (7%) |18 (8%) |
5064 |80 37%) |79 36%) |
l65-74 |l85 (39%) |76 (35%) |
1275 138 (17%) 138 (17%) |
|Unknown ||— ||8 (4%) |
[Gender || || |
Imale ||106 (48%) |[111 (51%) |
[Female ||113 (52%) |98 (45%) |
|Unknown ||— ||1O (5%) |
|General health |l63.0 (20.0) |l64.7 (17.8) |
|Chronic disease || || |
lo |l63 (29%) |69 (32%) |
|z |l65 (30%) |68 (31%) |
2 145 (21%) |42 (19%) |
[>2 146 (21%) |40 (18%) |
|Anxiety and depression ||6.9 (6.0) ||7.3 (6.1) |
|Cancer type || || |
|Breast |l64 (29%) | |
|Gastrointestina/ ||43 (20%) || |
|Ma/e genital system ||42 (19%) || |
Iskin [[25 (11%) | |
|other 141 (19%) I |
|Unknown ||4 (2%) || |
|Treatment received || || |
Isurgery ||154 (76%) I |
|Radiotherapy ||69 (34%) || |
|Chemotherapy ||52 (26%) || |
|Hormona/ therapy ||37 (18%) || |
|Current treatment || || |
|Receiving treatment || || |
|with curative intention ||12 (5%) || |
|with palliative intention ||9 (4%) || |
|Not receiving treatment || || |
|Under active surveillance ||154 (70%) || |
|No longer under surveillance ||37 (17%) || |
|Unknown ||7 (3%) || |
|Time after diagnosis || || |
|sl years ||9 (4%) || |
|2—5 years ||126 (48%) ” |

This is a NIVEL certified Post Print, more info at http://www.nivel.eu

Nnive


http://www.nivel.eu/

Heins, M.J., Hopman, E.P.C., Korevaar, J.C., Schellevis, F.G., Donker, G.A., Rijken, M. Effect o
the partner’s health and support on cancer patients’ use of general practitioner care. Psycho-
Oncology: 2016, 25(5), 559-566

| Table 2. Characteristics of patients and their partners

||Patients (n= 219)||Partners (n= 219)|

|5—10 years ||62 (27%) || |
|10-19 years |22 (10%) I |
|Living together |[200 (91%) | |
|Duration of relationship || || |
<6 months |1 (0.1%) | |
|6—12 months ||— || |
|1-3 years |1 (0.1%) | |
|3—10 years ||5 (2%) || |
|10-30 years |40 (18%) | |
|Longer than 30 years ||160 (73%) || |
|Unknown ||12 (5%) || |
|Type of support || || |
|Active engagement ||12.2 (3.9) || |
|Protective buffering ||30.0 (5.3) || |
|Overprotection ||25.8 (3.8) || |

|

|Ba|ance between given and received support||2.8 (0.8) ||

Nnive

Table 3. Influence of partner's health and partner support on discussing physical and emotional problems with GP by panel

members expressed in ORs with 95% confidence intervals

|| Physical problem(s) discussed

|| Emotional problem(s) discussed |

Unadjusted model#
(n=192)

Adjusted
model## (n=177)

Unadjusted model#
(n=190)

Adjusted
model## (n=190)

|Enabﬁng

||Gen. health partner

|[1.00 (0.98-1.02)

||1.01 (0.98-1.04)

|| *gender

||Psych. distress partner

|[1.06 (1.00-1.13)

||1.07 (0.99-1.16)

||1.07 (0.98-1.16)

||0.99 (0.90-1.09)

|| *gender

||1.09 (0.96-1.23)

||1.08 (0.94-1.24)

||Type of support

||Active engagement

||0.87 (0.79-0.96)

|l0.81 (0.72-0.92)

|| * gender

||Protective buffering

||1.05 (0.96-1.15)

[l1.10 (0.98-1.23)

|| * gender

||0.83 (0.72-0.95)

||0.78 (0.65-0.93)

||Overprotection

|[0.94 (0.84-1.05)

ll0.93 (0.81-1.08)

|l0.90 (0.82-0.99)

||0.96 (0.86-1.06)

|| * gender

||0.97 (0.79-1.18)

||1.03 (0.80-1.33)

Balance between given and
received support

0.63 (0.35-1.14)

0.84 (0.43-1.63)

||*gender

[|l1.43 (0.62-3.31)

|l0.87 (0.33-2.26) |

Predisposing ||Gender(fema|e)

||1.76 (0.91-3.41)

||1.57 (0.68-3.62)

||1.89 (0.88-4.05)

||2.03 (0.81-5.11) |

[ [ [ [ [ |
l18-64 [ = [ [Ref |
|l65-74 I - I ll0.43 (0.16-1.17) |
|l<75 I | I ||2.02 (0.68-5.94) |
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Table 3. Influence of partner's health and partner support on discussing physical and emotional problems with GP by panel
members expressed in ORs with 95% confidence intervals

|| || Physical problem(s) discussed || Emotional problem(s) discussed |

Need || General health I |lo.98 (0.96-1.01) || ||1.00 (0.97-1.03) |

||Anxiety and depression

||1.08 (0.98-1.20) ||

||1.16 (1.04-1.28) |

||No. of chronic diseases

o [ [Ref [ [Ref |
2 [ |l0.95 (0.35-2.55) | [5.52 (1.41-21.59)]
2 | |[4.43 (1.38-14.23) | |[4.68 (1.09-20.03)|
|[>2 I |l4.81 (1.46-15.86) | |l6.69 (1.55-28.94)|
[chemotherapy | |[4.26 (1.64-11.05) | = |

# Model from step two.
## Model from step four.
Figure 1. Effect of varying active engagement, chronic disease, protective buffering

and chemotherapy on the probability of discussing physical problems with GP in an
average patient.* calculated for females only
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