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ABSTRACT 

The present study examined the issue of equity for couples where one partner was 

diagnosed with a chronic illness in a New Zealand sample. Forty couples with different 

illnesses (i.e. arthritis, epilepsy, multiple sclerosis etc) participated in the study and 

partial support for equity theory was found. Firstly, in line with previous findings, 

patients in general felt overbenefited but contrary to previous findings, partners in general 

felt marginally underbenefited instead of equitably treated. In general, the results were in 

line with our predictions, that is, patients and partners felt the least distress, most 

relationship satisfaction (partners only), least guilt and anger when they felt equitably 

treated. Also, patients felt most distress, partners felt least satisfied with their relationship 

and both patients and partners felt angry when they perceived underbenefit, as expected. 

On the other hand, two unexpected results were found. Firstly, partners felt equally 

sensitive to under and overbenefit regarding psychological distress and secondly, both 

patients and partners experienced similar level of guilt whether they perceive under or 

overbenefit. Furthermore, the present study also examined whether these associations 

were moderated by causal, responsibility and/or illness attributions. It was found that for 

patients, causal attribution moderated the association of perceived equity with guilt and 

anger while responsibility attribution moderated the association of perceived equity with 

psychological distress and guilt. For partners, only causal attribution was found to 

moderate these associations (relationship satisfaction, guilt and anger). 
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CHAPTER! 

INTRODUCTION 

Over the past decades, notable changes and improvements have occurred in the 

field of health care, mainly due to technological advances. Consequently, these improved 

medical treatments have changed the outcome of many illnesses in our community 

(Altschuler, 1997). Specifically, more patients are able to survive nowadays. That said, 

not all diseases are curable, and for a substantial portion of patients, their conditions can 

only be improved by reducing the severity of the symptoms (Altschuler, 1997). It is 

important then to look at the issue of helping patients to cope and live with chronic 

illness. 

Due to economic reasons and reasons of personal preference, most patients with 

chronic illness will be living at home, where physical and emotional care is provided by 

their family members or relatives (Llewelyn, 1989, cited by Altschuler, 1997). Hence, it 

is conceivable that chronic illness affects not only the patients, but also people who are 

close to them or those that are looking after them. Consequently, an important aspect of 

the issue of helping patients to cope is to look at the social networks that are available to 

them. 



10 

1.1 SOCIAL SUPPORT WITIDN COUPLES 

As stated previously, family members or relatives typically become the main care 

provider for patients living with chronic illnesses. Similarly, for couples that are married 

or cohabiting, it is very likely that their spouses or partners will adopt the role of primary 

care provider (Ervin, 1973). Research based on longitudinal studies has demonstrated the 

importance of social support for patients with chronic illness (Cutrona, 1996). Ray (1992) 

examined the effect of positive social support in general for patients diagnosed with 

chronic fatigue syndrome and it was found that positive social support was negatively 

con-elated with anxiety. That is, the more positive social support the patients received, the 

less anxiety the patients experienced. With regard to social support from the spouse, a 

number of studies have shown that cancer patients showed better psychological 

adjustment after the diagnosis if they felt their spouses had been supportive or helpful 

(e.g. Jamison, Wellisch, & Pasnau, 1978; Lichtman, Taylor, & Wood, 1987, 1988; 

Pistrang & Barker, 1995). For instance, Pistrang & Barker (1995) found that satisfaction 

with the partners' helping behaviours was associated with psychological well being in a 

study with 113 women who had been diagnosed with breast cancer within the previous 

year. The benefits of social support within couples have also been found in other chronic 

illnesses, such as chronic pain (e.g. Kerns, Turk & Holzman, 1983) and rheumatoid 

arthritis (e.g. Manne & Zautra, 1989). In addition, past research tends to suggest that the 

majority of patients perceive the support they receive from their partner as adequate or 

even outstanding (e.g. Lichtman et al., 1988; Spiegel, Bloom & Gottheil, 1983). To 

further emphasize the importance of social support from a spouse, some studies have 
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found that support provided by the intimate partner cannot be compensated for by support 

from other sources (e.g. Coyne & DeLongis, 1986; Helgeson & Cohen, 1996). 

On the other hand, there are other studies that show that social support is not 

always beneficial. That is, spouse or partner support can sometimes fail and interfere with 

the patients' progress in regaining strength and functional capabilities (Cutrona, 1996). 

For instance, Bolger, Foster, Vinokur, and Ng (1996) interviewed 102 breast cancer 

patients and their significant others (spouses in most of the cases) at 4 and 10 months 

after the diagnosis and found that support from significant others did not alleviate 

patients' distress or promote physical recovery. Therefore, it seems that the support or 

help provided by spouses or family members might be seen as unhelpful by the patients. 

Indeed, some studies found that family members sometimes do or say things that are 

perceived as unhelpful by the patient (e.g. Dakof & Taylor, 1990). For instance, Affleck, 

Pfeiffer, Tennen, and Fifield (1988) interviewed 129 rheumatoid arthritis patients and 

asked them to rate their satisfaction with several aspects of their social support. They 

found that about one third of rheumatoid arthritis patients made complaints regarding 

unhelpful acts by family and friends, such as making pessimistic comments regarding 

their prognosis. In a similar vein, when husbands were very critical of their wives who 

were diagnosed with rheumatoid arthritis, their wives were found to show less adaptive 

coping behaviours and to be emotionally less well-adjusted (Manne & Zautra, 1989). 

Also, Ray (1992) showed that when patients with chronic fatigue syndrome received 

negative social support, they were more likely to experience anxiety and depression. One 

possible reason where the attempt of social support might fail is that these supports might 



12 

be untimely, excessive or inappropriate (Coyne, Wortman, & Leehman, 1988). In other 

words, partners or family members might think they are being helpful and supportive to 

the patients, but from the patients' point of view, the help and support given might not be 

what they want or need. In fact, negative reactions to help from caregiving spouse were 

found to be fairly common in a study conducted by Newsom and Schultz (1998). The 

results of their study showed that nearly 40% of the emotional strain reported by the care 

recipients was associated with receiving help from the spouse with one or more daily 

activities. More importantly, they also found that these negative reactions to receiving 

help were associated with depressive symptoms one year later. 

Having noted that social support is not always beneficial, researchers began to 

investigate the effectiveness of social support and its underlying mechanisms. In 

particular, social exchange processes have been brought to attention by several authors 

(e.g. Antonucci & Jackson, 1990; Buunk & Schaufeli, 1999; Buunk & Hoorens, 1992). 

For instance, Buunk and Schaufeli (1999) noted that social support may only be 

beneficial when it is exchanged reciprocally between givers and receivers. In other 

words, the exchange of social support should be bi-directional. Hence, when the social 

exchange is unidirectional (one person gives while the other receives), both the givers 

and the receivers are very likely to experience distress. Specifically, the receivers may 

feel guilty because they are not returning the support while the givers are likely to 

experience anger because they might feel that the receivers are not contributing enough. 
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When considering the exchange of social support and help among couples where 

one partner is facing a serious illness, their relationship may resemble the unidirectional 

characteristic described above to a certain extent. That is, when a partner is diagnosed 

with a serious illness, he/she may require more emotional and practical support than usual 

from the healthy partner. At the same time, he/she may not be able to show the same 

amount of support to the healthy partner because he/she is likely to be constrained 

physically and emotionally due to the sickness. Similarly, the healthy partner may need to 

provide more support and help than usual for the patients while at the same time might be 

receiving less support from the patients for the reasons mentioned earlier (Cutrona, 1996; 

Thompson & Pitts, 1992). 

1.2 EQUITY THEORY 

Among the many social exchange theories that have been developed, Adams' 

(1965) equity theory stands as most influential in accounting for the reciprocity in close 

relationships. According to Adams (1965), individuals compare their investments into a 

relationship to the rewards they get out of the relationship. In addition, they also compare 

themselves to their close partners regarding investments and rewards. A relationship 

becomes inequitable when the ratio of investments and rewards for one person is unequal 

to the ratio of the other person. When such situation arises, those receiving fewer rewards 

in comparison to their partners are expected to feel underbenefited, while those receiving 

more are expected to feel overbenefited (Waister, Walster & Berscheid, 1978a). Equity 

theory further predicts that individuals who feel inequitably treated will experience 
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distress. Although inequity in both directions (i.e. underbenefit or overbenefit) is 

expected to cause distress, equity theory predicts that those who feel underbenefited will 

experience more distress than those who feel overbenefited. 

According to various authors (Cutrona, 1996; Thompson & Pitts, 1992), the ratio 

between investments and rewards may become unbalanced when one partner has a 

serious illness. Examples of investments into a relationship might include doing 

household chores, giving time to the partner to find out how he/she is doing and what 

he/she is feeling, doing activities that the partner enjoys etc while rewards from a 

relationship might be receiving gifts, household chores being done by the partner, dinner 

being cooked, one partner paying attention while the other one talks etc. When patients 

are diagnosed with a chronic illness, they might then be restricted physically due to the 

illness, hence might not be able to carry out some household chores and/or do some 

activities that they normally can. As a result, their partners might need to take over some 

of the household chores. In addition, healthy partners may have to take on new tasks such 

as assisting with the patient's self-care and medical regimens. Patients may also be 

restricted emotionally because they have to deal with the stress of the diagnosis itself and 

therefore might not be able to provide the usual emotional attention to their partners, 

while for partners, they might be required to provide more attention than usual to the 

patients (i.e. listening to them about their illness, giving advice to them, making them feel 

better about themselves etc). In sum, Cutrona (1996) and Thompson and Pitts (1992) 

assumed that it is likely that healthy partners will invest more into the relationship and 

receiving less from the relationship, compared to their ill partners. 
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In terms of equity theory, the assumption made by Cutrona (1996) and Thompson 

and Pitts (1992) suggests that relationships of couples facing an illness will generally 

become inequitable in such a way that patients are likely to feel overbenefited and 

partners are likely to feel underbenefited. In general, research has found mixed evidence 

in support of this hypothesis. A study by Thompson, Medvene and Freedman (1995) 

revealed that, contrary to the predictions, healthy partners of patients with cardiac 

conditions on average did not feel underbenefited; rather, they felt equitably treated. The 

study however, was restricted to only healthy partners of the cardiac patients, hence 

provided no information regarding the perception of equity from patients. 

Recently, a series of studies have been conducted by Kuijer, Buunk: and Ybema 

(2001) and Kuijer, Buunk, Ybema and Wobbes (2002) which explored the degree of 

perceived equity for both cancer patients and their healthy partners. Kuijer et al. (2001, 

2002) found that patients felt on average overbenefited in their relationship. However, the 

same studies found similar results to those of Thompson et al. (1995) regarding the 

healthy partners' perception of equity. That is, Kuijer et al. (2001, 2002) failed to find 

perceived underbenefit among healthy partners. Hence, instead of feeling underbenefited, 

healthy partners in general felt equitably treated. In addition, when compared to a control 

group of healthy couples, similar pattern of results were obtained. That is, patients felt 

more overbenefited at present than healthy individuals, while their healthy partners felt 

just as equitably treated as the healthy individuals (Kuijer et al., 2001). 
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1.3 EQUITY AND PSYCHOLOGICAL DISTRESS 

As stated before, when the relationship between couples is inequitable, both 

parties may feel distressed. One way couples might show a sign of distress when their 

relationship is inequitable is through their general mental or psychological well-being. 

Past research with healthy couples has found support for the association between inequity 

and psychological distress (e.g. Griffith, 1985; Longmore & Demaris, 1997; Robinson & 

Spitze, 1992; Schafer & Keith, 1980). For instance, Schafer and Keith (1980) examined 

the relationship between inequity and depression among 333 married couples with regard 

to 5 family roles (i.e. cooking, housekeeping, provider, companion, and parent). They 

found that those who perceived inequity in the performance of marital roles felt more 

distress than those who perceived equity. Similarly, Robinson and Spitze (1992) studied 

the effects of equity and household chores (i.e. fairness in the division of household 

chores) on married women's and men's psychological well-being and they also found the 

association between perceived inequity and psychological distress, although only for 

women. In another interesting study, Gleason, Iida, Bolger, and Shrout (2003) reasoned 

that since receiving support in committed relationships has been associated with negative 

psychological outcomes in the recipient (i.e. increased distress), these negative effects 

could be offset by support recipients' reciprocation of support, that is, by creating a sense 

of supportive equity. They obtained daily reports of mood and of received and given 

emotional support from both partners in 85 couples throughout a 4-week period and they 

found that reciprocity in support transactions was associated with higher levels of 
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positive mood and lower levels of negative mood. In line with equity theory, receiving 

support without reciprocation was associated with increases in negative mood. 

In the context of a chronic illness, many studies have shown that both patients and 

their partners experience higher levels of psychological distress compared to the general 

population. For example, Rohrbaugh et al. (2002) conducted a study with 128 males and 

49 females congestive heart failure patients and their partners and found that 57% of the 

patients and 40% of their partners were experiencing significant psychological distress. 

Similar results were also obtained in other studies (e.g. Compas et al., 1994; Keller, 

Henrich, Sellschopp, & Beutel, 1996). However, to the best of my knowledge, only one 

study (i.e. Ybema, Kuijer, Buunk, DeJong, & Sanderman, 2001) has explicitly studied the 

association between inequity and psychological distress among couples facing illness. 

Ybema et al. (2001) studied 106 cancer patients and their partners and found that 

perceived inequity was related to depression for both patients and partners. In particular, 

perceived overbenefit (getting more from the relationship) was related to depression in 

the case for patients while perceived underbenefit (not receiving enough from the 

relationship) was related to depression in the case for partners. 

1.4 EQUITY AND RELATIONSHIP SATISFACTION 

In addition to feeling distress when inequity is perceived, it is also conceivable 

that the quality or the satisfaction of the couples' relationships will be compromised. 

Indeed, many studies have found support for the association between perceived equity 
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and relationship satisfaction in healthy couples (e.g. Houlihan, Jackson & Rogers, 1990; 

VanYperen & Buunk, 1990). For instance, Houlihan, Jackson and Rogers (1990) studied 

10 satisfied and 10 dissatisfied married couples, where they were asked to describe how 

they made decisions of low, moderate, and high levels of difficulty. These responses were 

then coded as reflecting the use of equity, need-based, situational, or other norms. In line 

with equity theory, perceived equity was found to be associated with marital satisfaction. 

Similarly, VanYperen and Buunk (1990) studied 736 married subjects and they also 

found that perceived equity was related to marital satisfaction; in particular, those who 

felt equitably treated reported the highest level of satisfaction, followed by those who felt 

overbenefited, and lastly those who felt underbenefited. On the other hand, some studies 

have found that the association between perceived inequity and relationship satisfaction 

\_rsdI,) 

~re particularly true for underbenefiting inequity, and to a lesser extent, overbenefiting 

inequity (e.g. Buunk & VanYperen, 1991; Trauupmann, Hatfield & Wexler, 1983). For 

example, a study conducted by Buunk and VanYperen (1991) where 214 individuals 

(including 79 couples) were mailed a questionnaire to fill out showed that although those 

who felt underbenefited experienced the least satisfaction, those who felt overbenefited, 

in contrast with equity theory, experience the most satisfaction, even more than those 

who felt equitably treated. 

Thompson et al. (1995) were among the first to examine the association between 

perceived equity and relationship satisfaction in the context of a serious illness. 61 

partners of patients with a cardiac condition were interviewed. Partners were asked to 

complete scales measuring perceptions of balance, communal and exchange orientation, 
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needs centrality, patient responsibility, and resentment towards caregiving. They found 

that, in line with the findings of previous research on healthy couples, when healthy 

partners of cardiac patients perceived themselves as underbenefited, they were more 

likely to be resentful of their caregiving role. In addition, they also found that only those 

paitners with a low communal orientation (i.e. how the relationship was before the onset 

of the illness) toward the patients showed a relationship between feeling underbenefited 

and resentment. However, as their study only focused on the healthy partners, there was 

no information in regards to whether such associations might also be the case for patients. 

More recently, Kuijer et al. (2001, 2002) took a step further and explored the 

association between perceived equity and relationship satisfaction in the context of a 

serious illness for both healthy and sick partners. They found that in general, cancer 

patients who perceived themselves as underbenefited reported less relationship 

satisfaction compared to those who perceived themselves as equitably treated or 

overbenefited. There was no difference in terms of relationship satisfaction for patients 

who perceived themselves as equitably treated and overbenefited. On the other hand, the 

findings were less clear for the patients' healthy partners. In one study, the partners were 

found to be most sensitive to perceived underbenefit (Kuijer et al., 2001), that is, they 

experienced the least amount of relationship satisfaction when they felt underbenefited. 

In another study, partners were found to be most satisfied when they perceived 

themselves as equitably treated, that is, they were equally sensitive to both underbenefit 

and overbenefit in that they experience the least amount of relationship satisfaction when 

they felt underbenefited or overbenefited (Kuijer et al., 2002). 
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1.5 EQUITY AND EMOTIONS 

In addition to predictions about psychological distress and relationship 

satisfaction, equity theory predicts that both parties in a relationship will also experience 

specific emotions when a relationship becomes unbalanced. Specifically, those who feel 

that they are getting more from the relationship (i.e. overbenefit) will experience guilt 

while those who feel that they are not getting enough from the relationship (i.e. 

underbenefit) will experience anger (Homans, 1974; Waister, Walster, & Traupmann, 

1978b). A few studies with healthy couples have indeed found the association between 

overbenefit and guilt and between underbenefit and anger (Hassebrauck, 1986; Hegtvedt, 

1990; Sprecher, 1986, 1992). For instance, Hassebrauck (1986) asked 86 subjects to read 

a scenario concerning inequitable distribution of money and rated their empathy for the 

hypothesized individuals and the results showed that advantageous inequity (i.e. 

overbenefit) is associated with feelings of guilt, whereas disadvantageous inequity (i.e. 

underbenefit) is associated with feelings of anger. Sprecher (1986) found similar results 

in her study with college students in intimate relationships. That is, inequity was found to 

be related to negative emotions experienced in the relationship, although the results also 

showed that anger and guilt were not the only emotions that were experienced with 

regard to underbenefit and overbenefit, respectively. In particular, stronger associations 

were found for feeling sad and depressed while only moderate association were found for 

anger with inequity among female students. 
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For couples facing a chronic illness, associations between inequity and emotions 

have also been found. For instance, a study with cancer patients and their partners by 

Kuijer et al. (2002) showed that, as predicted by the equity theory, both patients and their 

partners experienced most anger when they felt underbenefited and most guilt when they 

felt overbenefited. In addition, like Sprecher (1986), they found that feeling 

underbenefited was related to sadness. 

1.6 SUMMARY OF FINDINGS 

It seems that research from the literature has found partial support for equity 

theory and its application in close relationship in the context of a serious illness. In 

particular, patients in general do feel overbenefited (Kuijer et al., 2001, 2002) but their 

healthy partners, instead of feeling underbenefited, feel equitably treated (Kuijer et al., 

2001, 2002; Thompson et al., 1995). For the association between inequity and 

psychological distress, different patterns were found for patients and partners, namely, 

patients experienced most distress when they perceived overbenefit while partners 

experienced most distress when they perceived underbenefit (Ybema et al., 2001). This is 

in contrast with the equity theory which states that those who felt underbenefited will 

experience the most distress, regardless of whether it is the patients or the partners. When 

relationship satisfaction is taken into account, it was found that for both patients and their 

partners, underbenefit is negatively related to relationship satisfaction, as expected 

(Kuijer et al., 2001, 2002). As for perceived overbenefit, generally speaking, the 

association with relationship satisfaction for both patients and their healthy partners is 
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weaker (Kuijer et al., 2001, 2002). As for the association between inequity and emotions, 

the only study among couples with an illness indeed found that anger is associated with 

underbenefit and guilt is associated with overbenefit (Kuijer et al., 2002). 

1.7 THE ROLE OF MODERATORS IN THE ASSOCIATION BETWEEN 

EQUITY AND DISTRESS, SATISFACTION AND EMOTIONS 

Although some support has been found for the association between perceived 

equity on the one hand and psychological distress, relationship satisfaction and emotions 

on the other hand in the context of a serious illness, the findings have been mixed and 

were sometimes weaker than expected. One could argue that perceptions of equity may 

not be equally important or distressing for all patients and partners. That is, the 

association between equity and indicators of distress may be stronger for some patients 

and partners than for others. In other words, it is plausible that other variables are 

moderating these effects of equity. 

Kuijer et al. (2001, 2002) explored one such moderator variable, namely the 

patient's physical condition, on perceived equity and relationship satisfaction and 

emotions. The rationale for patients' physical condition as a moderator variable is that 

sometimes needs may prevail over equity concerns. In other words, when the patients are 

seriously physically impaired, then their need for help can be justified. Hence, when this 

is the case, both the patients and the partners may not be bothered anymore by whether or 

not they are being equitably treated because they know the patient needs more help. 
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Kuijer et al. (2001. 2002) found only marginal support for the moderating role of the 

patient's physical condition. 

1.8 EQUITY AND ATTRIBUTIONS 

The present study will examine a possible moderating variable, namely, 

attributions. Utne and Kidd (1982) criticized equity theory as being too simplistic and 

they argued that causal attributions might be an important factor influencing the extent to 

which individuals experience distress once they perceive inequity. They noted that the 

alleviation of distress could happen without altering the perception of the initial inequity. 

They argued that once individuals perceive inequity in their relationship, they usually 

will try to explain why the inequity happened. If they attribute the cause of the inequity to 

the behaviours or personality of their partners rather than other factors, they are more 

likely to experience distress. In this way, the perception of inequity is not altered (i.e. it 

still happened); but the extent to which individuals actually experience distress will 

depend on how they attribute the perception of inequity. 

There are generally three dimensions of attributions, namely, causal (what 

produces an event); responsibility (who is accountable for the event) and blame 

attribution (who is liable for the event). Bradbury and Fincham (1990) have proposed a 

model that accounts for the relationships between these three dimensions of attributions 

in relation to marital satisfaction. According to them, individuals first determine the 

causal attributions, followed by the responsibility attributions, which would then lead 
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individuals to make the blame attributions. However, because research has found that 

individuals do not readily distinguish between responsibility and blame attributions 

(Fincham & Bradbury, 1992), only the distinction between casual and responsibility 

dimensions are being incorporated into the measure of attributions for research (i.e. 

RAM: Fincham & Bradbury, 1992). 

Over the years, the vast amount of research on interpersonal relationships in the 

field of social psychology has found a growing body of evidence supporting the notion of 

a strong association between attribution and relationship satisfaction (Fincham, 2001). 

For instance, in a study by Fincham and Bradbury (1993), causal attributions, marital 

satisfaction, and depression level of wives were bei;gr ;~sessed at the beginning of the 

study, as well as one year later. They found that more gentle causal attributions predicted 

marital satisfaction one year later, when the initial satisfaction level and depression were 

being controlled for. Similarly, another study also found the association between marital 

satisfaction and causal and responsibility attributions (Fincham, Bradbury, Arias, Byrne 

& Karney, 1997). 

Having noted that causal and responsibility attributions influence the level of 

marital satisfaction, the present study hypothesized that it is possible that these 

attributions might moderate the association between perceived equity and psychological 

distress, relationship satisfaction, and emotions (i.e. guilt and anger). No studies have 

been conducted previously to examine the moderating effect of causal and responsibility 

attributions on perceived equity and these various variables in the context of a serious 
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illness. However, there is some evidence that suggest the link between attributions and 

marital adjustments in the context of illness. For example, Bauserman, Arias and 

Craighead (1995) conducted a study to explore the effects of marital attributions in 

spouses of depressed patients. They found that in general, causal and responsibility 

attributions about depressive behaviours predicted lower dyadic adjustment. That is, 

spouses who were more maritally distressed rated the negative, depressive behaviours as 

caused more by the depressed patients' personality, unlikely to change, affecting other 

areas of the marriage, deliberate, due to selfish motivation and blameworthy. Also, 

Thompson, Medvene and Freedman (1995) found that caregivers are more likely to be 

resentful of their caregiving roles when they held their sick partners responsible for not 

working toward improving their health. 

As stated before, the present study will explore the moderating effects of causal 

and responsibility attributions on perceived equity and the various dependent variables 

(i.e. psychological distress, relationship distress, anger and guilt). According to the 

relationship attribution measure (RAM) by Fincham and Bradbury (1992), there are three 

dimensions for both causal and responsibility attributions. For causal attributions, the 

three dimensions or subscales are (i) locus - which looks at whether the behaviour is due 

to the personality of the person; (ii) stability - which looks at whether the behaviour is 

likely to change in the future; and (iii) global - which looks at whether the behaviour is 

affecting other areas in the relationship. As for responsibility attribution, the three 

dimensions or subscales are (i) intent - which looks at whether the behaviour is carried 

out on purpose or unintentionally; (ii) motivation - which looks at whether the behaviour 
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is motivated by selfish or unselfish concerns; and (iii) blame - which looks at whether the 

partner deserves to be blamed for the behaviour. In addition to the causal and 

responsibility attributions, an illness attribution will be added to the RAM as a 

modification to suit the purpose of the present study. That is, because the present study 

involves couples facing a chronic illness, it is essential to include an attribution subscale 

that looks at whether patients and partners attribute the behaviours to the illness of the 

patients. 

In the present study, it is expected that when patients and partners feel relatively 

underbenefited in their relationship, they are likely to report more psychological distress, 

less relationship satisfaction and more anger if they tend to make negative causal and 

responsibility attributions for their partner's negative behaviours compared to when they 

make more benign attributions. In contrast, when patients and partners feel relatively 

underbenefited , they are likely to report less psychological distress, more relationship 

satisfaction and less anger if they tend to attribute their partner's behaviours to their 

partner's or their own illness. In other words, benign attributions are expected to buffer 

the negative effects of feeling underbenefited. No firm expectations were made with 

respect to how the effects of feeling overbenefited on the various indicators of distress 

might be influenced by attributions. This is because feeling overbenefited is generally 

experienced to be less stressful compared to feeling underbenefited and attributions of 

negative behaviours may have no effect on this. 
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1.9 THE PRESENT STUDY 

In summary, to date, only a few studies (e.g. Kuijer et al., 2001, 2002; Ybema et 

al., 2001) have examined the perceptions of equity for couples in the context of a serious 

illness. Moreover, the findings are inconsistent. The present study has three main aims. 

Firstly, it will attempt to replicate the findings regarding the extent to which inequity is 

experienced in a New Zealand sample. In addition, the present study will also include 

patients with different chronic illnesses, as past research has often focus on one specific 

type of chronic illness (i.e. cancer). It is expected that patients in general will feel 

overbenefited while partners in general will feel equitably treated, and not underbenefited 

as was originally hypothesized by Cutrona (1996) and Thompson and Pitts (1992). 

Secondly, the association between perceived equity at the one hand, and 

psychological distress, relationship satisfaction and emotions at the other hand will be 

examined. Based on equity theory, it is expected that patients and partners will 

experience more relationship satisfaction and less psychological distress when they feel 

equitably treated, compared to when they feel inequitably treated. Moreover, the 

underbenefited are expected to report more psychological distress and less satisfaction 

compared to the overbenefited. With respect to specific emotions, patients and partners 

who feel underbenefited are expected to report more anger than those who feel equitably 

treated or overbenefited and patients and partners who feel overbenefited are expected to 

report more guilt than those who feel equitably treated or underbenefited. 
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Lastly, the moderating role of attributions is examined. It is expected that benign 

attributions are likely to buffer against the negative effects of feeling underbenefited. In 

particular, patients and partners who feel relatively underbenefited in their relationship 

are likely to report more psychological distress, less relationship satisfaction and more 

anger if they tend to make negative causal and responsibility attributions for their 

partner's negative behaviours, compared to when they make more benign attributions. On 

the contrary, when patients and partners feel relatively underbenefited, they are likely to 

report less psychological distress, more relationship satisfaction and less anger if they 

tend to attribute their partner's behaviour to their partner's or their own illness. 
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In total, 40 couples took part in the present study. 26 couples were recruited 

through various forms of advertisement (i.e., newspaper, notice board, word of mouth 

etc) while 14 couples were recruited through various organizations (Stroke 

Foundation, n = 3; Arthritis Society, n = 4, Multiple Sclerosis Society, n = 5, Epilepsy 

Society, n = 2). Eighty-five percent of these couples were married (n = 34), and on 

average, these couples had been in their relationship for 23 years (range: 2 to 49, SD 

= 13.81). Thirty-one (77.5%) couples had children and on average, the number of 

children per couple was 2. The mean age of patients (19 males and 21 females) was 

50 years (range: 21 to 72, SD = 12.80). Most of these patients' highest qualification 

for education was high school (n = 21), followed by university (n = 7), polytechnic (n 

= 6), other (n = 4), primary school (n = 1) and intermediate school (n = 1). Among 

these patients, only 27.5% were employed (n = 4 for full time, n = 7 for part time). In 

addition, 30% of them were receiving a disability benefit (30%). Most patients were 

born in New Zealand (n = 31) and most of them were New Zealand European (n = 

31). Most of the patients were diagnosed with Arthritis (n = 12), followed by Multiple 

Sclerosis (n = 7), Heart Conditions (n = 4), Epilepsy (n = 4), Chronic Pain Conditions 

(n = 4), Cancer (n = 3) and other conditions (n = 6). On average, patients had been 

diagnosed with their conditions for 15.23 years (range: 0.7 to 55.5, SD = 13.87). For 

partners (21 males, 19 females), their mean age was 50.45 years (range: 20 to 78, SD 

= 13.56). Similar to patients, most partners obtained high school as the highest 
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qualification for education (n = 19), followed by polytechnic (n = 10), university (n = 

5) and other (n = 6). However, unlike patients, 60% of them were employed, either 

full time (n = 16), or part time (n = 8). A majority of these healthy partners were born 

in New Zealand (n = 33), and 82.5% of them were of New Zealand European 

ethnicity (n = 33). 

2.2 PROCEDURE 

Advertisements about recruitment of participants for the present study were 

used on several newspapers and notice boards around the university (see appendix 1). 

In addition, several organizations (i.e. Stroke Foundation; Arthritis Society; Multiple 
c.:.."l ... "~--·-

SclerosiS Society; and Epilepsy Society) were benig' informed about the study through 

phone and/or letter and agreed to help in recruiting participants. Contact details were 

provided for those who were interested in participating. Upon agreeing to take part in 

the study, participants were mailed out two sets of questionnaires (see appendix 3), 

along with an information sheet and consent form (see appendix 2). The 

questionnaires, information sheets and consent forms were colour coded, that is, the 

ill partner's copy was printed green while the well partner's copy was printed white. 

There was also an instruction sheet that told participants to first read the information 

sheet, then signeJ;~e consent form. Participants were then instructed to fill out the 

questionnaire that was relevant to them and they were asked to do it separately (i.e. 

without discussing with each other the content of the questionnaire). A return 

envelope was provided for participants to send the completed questionnaires back. 

Participants who completed and sent the questionnaires back were then eligible to go 
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into a lucky draw, where a $50 gift voucher was drawn for every 20 participating 

couples. 

2.3 MEASURES 

2.3a Psychological Distress 

The psychological distress among couples was measured with the Center of 

Epidemiologic Studies Depression Scale (CES-D) (Radloff, 1977). There were 20 

items in the CES-D that measure symptoms of nonclinical depression, such as, 

"During the past week, I felt lonely"; "During the past week, my sleep was restless". 

4-point scales were used to measure these items, ranging from 0 (rarely or none of the 

time; less than 1 day) to 3 (most or all of the time; 5-7 days). The score for all items 

were summed and averaged to obtain the overall depression or distress level. For 

patients, Cronbach's alpha was 0.76 (M = 16.09, SD= 9.31) while for partners, the 

alpha was 0.71 (M = 12.10, SD= 9.16). 

2.3b Relationship Satisfaction 

The Perceived Relationship Quality Component (PRQC) Inventory (Fletcher, 

Simpson & Thomas, 2000) was used to measure current relationship satisfaction. This 

scale consisted of 6 perceived relationship quality components, namely, relationship 

satisfaction, commitment, intimacy, trust, passion and love. Each perceived 

relationship quality component was assessed by three questions, hence a total of 18 

items for the scale. These items were measured with 7-point scales ranging from 1 
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(not at all) to 7 (extremely). Overall perceived relationship satisfaction was obtained 

by summing all items and then averaging the total scores. Cronbach's alpha was 0.94 

among patients (M = 5.93, SD= 0.94) and 0.96 among their partners (M = 5.77, SD= 

1.12). 

2.3c Equity 

f:\ 

Two different measures ~detailed and iglobal measure) were used to assess 
i" I-

perceived equity among patients and their partners. The reason for using two different 

measures is, while the global measure deals with the extent of contributions to the 

relationship from both patients and partners, it does not explicitly focus on rewards 

from the relationship and because equity theory concerns both contributions to and 

rewards from the relationship, the information the global measure provides is 

therefore limited (Kuijer et al., 2002). Adding a detailed measure (where both 

contributions and rewards will be addressed) might provide more insight or 

information. 

Participants were first required to fill out the detailed measure, and they were 

given examples of what one might contribute to the relationship (e.g. providing 

support to your partner, putting energy into the relationship with your partner, and 

listening to your partner) and what one might get out of the relationship (e.g. support 

and help you may receive from your partner, the affection your partner may show 

you, and the attention your partner may have for your problems). Then they were 

given 4 questions which address one's own and one's partner's contributions to and 

rewards from the relationship, e.g. "All things considered, how much does your 
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partner contribute to your relationship?" and "All things considered, how much do 

you receive from your relationship?" (Cate, Lloyd, Henton, & Larson, 1982; Walster 

et al., 1978a). 5-point scales were used to rate these 4 questions, where 1 = very little 

and 5 = very much. The degree of (in)equity (i.e. linear term for equity) was obtained 

by using the formula (Walster et al., 1978a) : (outcomes self - inputs self)/input self -

(outcomes partner - inputs partners)/inputs partner. When the score is negative, it 

means there is a departure from equity in the direction of underbenefit. On the other 

hand, when a positive score is obtained, then there is a departure from equity in the 

direction of overbenefit (patients: M = 0.14, SD = 0.51; partners: M = -0.20, SD = 

0.62). From the linear term for perceived underbenefit/overbenefit, a term for 

deviation from equity was constructed through computing the absolute departure from 

equity. Therefore, the higher the deviation from equity score, the more participants 

perceived inequity in their relationship, whether it was underbenefit or overbenefit. 

(patients: M = 0.33, SD= 0.41; partners: M = 0.38, SD= 0.52). 

The second measure (global measure) was based upon the Hatfield Global 

Measure (Hatfield et al., 1984). Participants were asked: "When you look at your 

relationship with your partner from a viewpoint of give-and-take, how would you 

describe your relationship?" They then had to respond on a 5-point scale, varying 

from "My partner is doing a lot more for me than I am doing for him/her ( +2), 

through "My partner is doing as much for me as I am doing for him/her" (0), to "My 

partner is doing a lot less for me than I am doing for him/her" (-2) (patients: M = 

0.53, SD = 1.04; partners: M = -0.33, SD = 1.07). From this, a linear term for 

t"-
perceived underbenefit/overbenefit can be obtained, that is, negative score represents 

t\ 

perceived underbenefit while positive score represents perceived overbenefit. As 
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before, a term for deviation from equity was constructed based on this linear term for 

perceived overbenefit/underbenefit. To calculate the term for deviation from equity, 

the scores representing underbenefit, -2 and -1, were recoded as +2 and + 1. The scale 

now becomes a 3-point scale, ranging from 0 (equity) to 2 (inequity) (patients: M = 

0.78, SD= 0.86; partners: M = 0.78, SD= 0.80). 

Because both the detailed and global measure for equity yielded similar 

outcomes in all analyses in this study, only the results obtained from the global 

measure will be reported in this study. 

2.3d Emotions 

The emotion scale consists of 12 adjectives, 6 positive and 6 negative, that 

described possible feelings that participants might experienced with regards to the 

give-and-take in their relationship. For the present study, only the negative feelings 

associated with underbenefit (angry and hurt) and the negative feelings associated 

with overbenefit (guilty and troubled) are relevant. Patients and their partners were 

asked to rate the extent to which they experienced these feelings when they thought 

about the give-and-take in their relationship on a 5-point scale, ranging from 1 (not at 

all) to 5 (extremely). The items for the two subscales were summed and then averaged 

across items. 

For the underbenefit emotion subscale (angry/hurt), Cronbach's alpha was 

0.90 among patients (M = 1.82, SD= 1.15) and 0.84 among partners (M = 1.90, SD= 

1.01). As for negative emotions associated with overbenefit (guilty/troubled), 
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Cronbach's alpha was 0.56 among patients (M = 2.28, SD= 1.06) and 0.56 among 

partners (M = 1.90, SD = 0.92). Although the alpha for both patients and partners 

were low for the overbenefit subscale, it is comparable to the previous study by Kuijer 

et al. (2002). 

From here onwards, negative emotions associated with underbenefit 

(angry/hurt) will be labeled as 'anger' while negative emotions associated with 

overbenefit (guilty and toubled) will be labeled as 'guilt'. 

2.3e Attributions 

The Relational Attribution Measure (RAM) by Fincham & Bradbury (1992) 

was used to assess how participants attributed certain behaviours by their partners. 

However, as already mentioned earlier, due to the nature of the present study, the 

RAM has been slightly modified to suit the purpose of the study. That is, because the 

present study looks at the relationship between couples in the context of chronic 

illness, an additional illness attribution scale was added to the original RAM to take 

into account the extent to which patients and partners attribute each others' 

behaviours as due to the illness. For the modified RAM, participants were given 6 

possible behaviours that their partners might do or say and they were asked to imagine 

their partners performing each behaviour. Four of the behaviours were negative (i.e. 

"Your partner doesn't pay attention to what you are saying"; "You partner doesn't 

give you the support you need"; "Your partner doesn't complete his/her chores"; and 

"Your partner is cool and distant") while 2 were positive (i.e. Your partner gives you 

more help than you really need"; and "Your partner takes over some of your 
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chores/responsibilities in and around the house"). The two positive behaviours were 

used as filler items, like Fincham and Bradbury (1992) did in their study, and 
/ 

therefore were not analysed for the present study. For each behaviour, there were 7 

statements that describe why the behaviour might have occurred and each of them 

represents different dimensions of attributions that were being assessed. Specifically, 

3 dimensions, namely locus (i.e. behaviour due to personality); stability (i.e. 

behaviour not likely to change in the future); and globality (i.e. behaviour affecting 

other areas in the relationship), make up the causal attribution subscale. Similarly, 

another 3 dimensions, namely, intentional (i.e. behaviour carried out on purpose); 

motivational (i.e. behaviour was motivated by selfish concerns); and blameworthy 

(i.e. partner deserved to be blamed for his/her behaviour), make up the responsibility 

attribution subscale. The last statement assesses the extent to which participants 

attribute the behaviour to the patient's illness. Participants were then required to rate 

the extent to which they agree/disagree with each statement for all of the 6 possible 

behaviours on a 6-point scale, ranging from 1 (strongly disagree) to 6 (agree 

strongly). 

For patients, Cronbach's alpha was 0.92, 0.93 and 0.81 for negative causal, 

responsibility and illness attributions respectively. The corresponding means and 

standard deviations are M = 2.90, SD = 1.31 (causal); M = 1.75, SD = 0.93 

(responsibility) and M = 2.28, SD = 1.28) (illness). For partners, alpha for negative 

attributions was 0.86 (M = 3.10, SD= 1.12) for causal, 0.88 (M = 1.74, SD= 0.80) 

for responsibility and 0.78 (M = 4.56, SD= 1.21) for illness. 
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In addition, participants were asked to estimate how frequent their partners 

might have perlormed the 6 possible behaviours in real life on a 5-point scale, ranging 

from 1 (never) through to 3 (now and then) to 5 (very often). For patients, the (most to 

least frequent) behaviours perlormed by their partners were "Your partner takes over 

some of your chores/responsibilities in and around the house" (M = 3.70, SD= 0.97); 

"Your partner gives you more help than you really need" (M = 2.97, SD = 1.12); 

"Your partner doesn't pay attention to what you are saying" (M = 2.40, SD= 1.01); 

"Your partner doesn't complete his/her chores" (M = 2.27, SD= 0.99); "Your partner 

doesn't give you the support youf need" (M = 2.00, SD= 1.11) and "Your partner is 

cool and distant" (M = 1.93, SD = 0.97). As for partners, they estimated the (most to 

least frequent) behaviours by the patients as "Your partner doesn't pay attention to 

what you are saying" (M = 2.87, SD= 0.91); "Your partner takes over some of your 

chores/responsibilities in and around the house" (M = 2.70, SD= 0.97); "Your partner 

doesn't complete his/her chores" (M = 2.63, SD = 0.98); "Your partner gives you 

more help than you really need" (M = 2.52, SD = 1.06); "Your partner doesn't give 

you the support you need" (M = 2.40, SD = 1.11) and "Your partner is cool and 

distant" (M = 2.05, SD = 1.06). 

From these estimations, it can be noted that for both patients and their 

partners, although these behaviours did not occur very often on average, they did 

occur now and again. Therefore, these behaviours did reflect the relationship or 

situations between couples (where one partner is facing a chronic illness) to some 

extent. 
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The first hypothesis of the current study predicted that patients and their 

partners would differ in the extent to which they experienced inequity. Specifically, 

patients in general were expected to feel overbenefited while partners in general were 

expected to feel equitably treated. As stated earlier, for the linear term for equity, a 

negative score means there is perceived underbenefit and a positive score means there 

is perceived overbenefit. At-test was carried out independently for patients and their 

partners to determine whether the means for the linear term for perceived 

underbenefit/overbenefit were significantly different from zero. As both the detailed 

and global measure for equity yielded similar outcomes in all variables (i.e. 

psychological distress; relationship satisfaction; anger; and guilt), only the results 

obtained from global measure will be reported in this study. For patients, it was found 

that the mean for the linear term (M= .53, SD= 1.04) was significantly different from 

zero, t(39) = 3.20, p < .01. This means that patients in general did feel overbenefited, 

as expected. As for partners, the mean difference between the linear term (M= -.33, 

SD= 1.07) and zero was found to be marginally significant, t(39) = -1.92, p < .10. 

Therefore, instead of feeling equitably treated, partners in general felt underbenefited, 

although only marginally. 

In addition, dependent t-tests were carried out to check whether there were any 

differences between patients and their partners with regard to a number of dependent 
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variables in the study (e.g., psychological distress, relationship satisfaction etc). 

Dependent t-tests were used because patients and their partners are not completely 

independent of each other. In other words, since patients and their partners are in a 

relationship, how they respond to the dependant variables will be related to each other 

to some extent. The means and standard deviations for patients and their partners are 

shown in Table 1. 

Table 1. Means and standard deviations for patients and their partners with regard to 

various dependent variables 

Patients Partners 
Dependent variables t 

Mean SD Mean SD 

I.Psychological stress 16.09 9.31 12.10 9.16 -1.98+ 

2.Relationship satisfaction 5.93 .94 5.77 1.12 -.98 

3.Linear term equity .53 1.04 -.33 1.07 -2.93** 

4.Deviation term equity .78 .86 .78 .80 .00 

5.Anger 1.84 1.18 1.87 .96 .16 

6.Guilt 2.34 1.06 1.93 .92 -2.37* 

+p <.IO; *p <.05; **p<.01. 

As shown by the t-values in Table 1, patients and their partners differed 

significantly from each other with regard to the extent they experienced inequity and 

guilt. Specifically, the means show that patients felt more overbenefited than their 

partners, as expected. Similarly, patients reported more guilty feelings compared to 

their partners. For psychological stress, although patients in general felt more distress 



Table 2. Zero-order correlations between the variables for patients and partners (in italic) in the study 

1 2 3 4 5 6 7 8 9 

1. Equity: linear term 1.00 

1.00 

2. Equity: deviation term 0.54** 1.00 

-0.39* 1.00 

3. Psychological distress 0.01 0.33* 1.00 

-0.11 0.39* 1.00 

4. Relationship satisfaction 0.18 -0.11 -0.43** 1.00 

0.32* -0.36* -0.18 1.00 

5. Anger -0.25 0.23 0.51** -0.25 1.00 

-0.40* 0.31 0.24 -0.66** 1.00 

6. Guilt -0.13 0.50** 0.55** -0.13 0.60** 1.00 

-0.16 0.32 0.34* -0.43** 0.47** 1.00 

7. Causal attribution -0.30 -0.14 0.12 -0.30 0.37* 0.06 1.00 

-0.45** 0.33* 0.06 -0.56** 0.56** 0.45** 1.00 

8. Responsibility attribution -0.36* 0.03 0.19 -0.36* 0.46** 0.22 0.64** 1.00 

-0.22 0.29 0.13 -0.40** 0.09 0.35* 0.51** 1.00 

9. Illness attribution -0.16 0.51 ** 0.34* -0.16 0.38* 0.59** 0.20 0.24 1.00 

-0.22 0.27 0.05 -0.01 0.30 0.15 0.02 -0.50** 1.00 

*p<.05; **p<.01. 
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compared to their partners, the difference is only marginally significant. It can also be noted from 

the table that patients and their partners' level of relationship satisfaction were quite similar. In 

other words, they were not significantly different from each other. Surprisingly, this was also true 

for anger. In addition, the deviation term equity was exactly the same for both patients and their 

partners. 

3.2 PERCEIVED EQUITY 

Next, the association between perceived equity and a number of other variables was 

examined, namely, psychological distress, relationship satisfaction and emotions. For the sake of 

completeness, the zero-order correlations between all the variables are presented in Table 2. These 

will not be discussed separately, however, because the associations that are of interest will be 

discussed in terms of the regression. Hierarchical regression analyses, conducted separately for 

patients and their partners, were used to find the hypothesized association between perceived 

equity and these various variables. For the analyses, the linear term for over/under benefit, as well 

as the term for deviation from equity, were included. The reason for including both the linear and 

deviation term for equity is because the combination of these two terms will provide the regression 

slope for the association between perceived equity and the various dependent variables. That is, 
(A -,Q Q , e ( J,,J, , ko Ai\ \, /' 1, 

patients and partner~_\Y,ould;_:xperience least distress an~ felt most satisfied with their relationship 

when they perceive themselves as being treated equitably, followed by overbenefited, and finally 

underbenefited. These variables (psychological distress, relationship satisfaction and emotions) 

were regressed on the linear term for over/under benefit (step 1) and the term for deviation from 

equity (step 2). 
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3.2a Equity and psychological distress 

As mentioned earlier, for psychological distress, it was hypothesized that patients and 

partners who felt equitably treated would report the least amount of psychological distress, while 

those who felt underbenefited would report the most psychological distress. Last but not least, the 

level of psychological distress experienced for those who perceived themselves as overbenefited 

should fall somewhere in between those of equitably treated and perceived underbenefited. The 

results from the regression analyses are shown in Table 3. As can be seen from Table 3, the 

deviation term for equity for both patients (F(l,37)= 6.19, p< .OS) and their partners (F(l,37)= 

6.04, p<.05) was significant. This means that both patients and partners experienced the least 

amount of psychological distress when they perceived themselves being equitably treated. In other 

words, the more they perceived inequity in their relationship, the more they experienced distress. 

The corresponding regression slopes for patients and partners have been plotted and are shown in 

Figure 1. 

Psychological distress 
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Figure 1. Patients and partners' psychological distress regressed on perceived equity. UB = underbenefited; 

EQ = equitably treated; OB = overbenefited. 



Table 3. Psychological distress, relationship satisfaction, guilt and anger regressed on equity for patients and their partners 

Psychological Relationship 
Guilt Anger 

distress satisfaction 
b ~2 b ~2 b ~2 b ~2 

Patients 
1. Linear term (L) -2.04 .00 .31+ .03 -.06 .04 -.50* .05 
2. Deviation term (D) 4.85* .14* -.32 .06 .65** .21** .61* .16* 

R2 .14+ .09 .25** .21* 

Partners 
1. Linear term (L) .39 .01 .23 .11* -.05 .03 -.32+ .16* 
2. Deviation term (D) 4.62* .14* __ 39+ .06+ _35+ .os+ .24 .03 

R2 .15* .17* .11 .19* 

+p<.10; *p<.05; **p<.01. 

Note: Unstandardized regression coefficients of the final equation are presented. 



44 

As can be seen from the graph, overall, patients experienced higher level of psychological 

distress compared to their partners (see also Table 1). For patients, although the linear term for 

equity was not significant (see Table 3), the pattern of association is in line with the hypothesis. 

That is, they felt least distress when they perceived themselves being equitably treated, followed by 

overbenefited and underbenefited. However, for partners, although they also reported the least 

amount of distress when they perceived themselves being equitably treated; their level of distress 

for perceived under and overbenefit was very similar. 

3.2b Equity and relationship satisfaction 

The next hypothesis of interest concerns the association between perceived equity and 

relationship satisfaction. To be specific, those who felt equitably treated would report the highest 

level of relationship satisfaction, followed by those who perceived overbenefit, and underbenefit. 

From Table 3, we can see that both the linear term and deviation term for equity were not 

significant for patients. That is, the linear term and deviation term for equity did not account for the 

variances of relationship satisfaction for patients. For partners, the linear term for equity was 

significant (F(l,38)= 4.44, p<.05). The regression coefficient (b) suggests that partners 

experienced higher levels of relationship satisfaction when they perceived more overbenefit, as 

opposed to underbenefit. In addition, the deviation term for equity for partners was also significant, 

though only marginally (F(l,37)= 2.86, p<.10). Therefore, the more partners' perceived inequity in 

their relationship, the less satisfied they were in the relationship. The corresponding regression 

slopes are shown in Figure 2. As can be seen from Figure 2, the pattern of association between 

perceived equity and relationship satisfaction for partners only conformed partly to the hypothesis. 

That is, they felt least satisfied when they felt they were underbenefited. For those who perceived 
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themselves as being equitably treated and overbenefited, their levels of satisfaction were quite 

similar. 

Partners• relationship satisfaction 
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OB 

Figure 2. Partners' relationship satisfaction regressed on their own perceived equity. UB = underbenefited; 

EQ = equitably treated; OB = overbenefited. 

3.2c Equity and emotions 

For emotions, two negative affects were of interest, namely, guilt and anger. For both of 

them, it was hypothesized that patients and partners would experience least of these affects when 

they perceived themselves as being equitably treated in their relationships. In addition, since guilt 

is an affect associated with overbenefit, it was expected that both patients and partners would 

experienced the most guilt when they perceived themselves as overbenefited. Similarly, because 

anger is associated with underbenefit, it was expected that both patients and partners would 

experienced the highest level of anger when they perceived underbenefit in their relationships. 

Table 3 shows that the association between guilt and deviation term equity was significant for 

patients (F(l,34)= 9.52, p<.01). For partners, the association was marginally significant (F(l,33)= 
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2.86, p<.10). This is in line with our prediction, that is, patients and partners experienced the least 

amount of guilt when they felt they were being equitably treated. Figure 3 shows the regression 

slopes for the association between perceived equity and guilt for both patients and partners. 

Guilt 

2.5 

2.3 

2.1 - - Partners 

1.9 --Patients 
4lt -1.7 -.. --1.5 
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Perceived equity 

Figure 3. Patients and partners' guilty feelings regressed on perceived equity. UB = underbenefited; EQ = 

equitably treated; OB = overbenefited. 

Figure 3 shows that patients overall experienced more guilty feelings compared to their 

partners (see also Table 1). In addition, as expected, both patients and partners experienced the 

least amount of guilt when they perceived themselves as being equitably treated. However, instead 

of feeling the most guilt when overbenefit was perceived, both patients and partners' guilty 

feelings were comparable when they perceived overbenefit and unexpectedly, underbenefit. 

With regard to anger, it can be seen from Table 3 that the association with deviation term 

for equity was significant for patients (F(l ,33)= 6.64, p<.05). Therefore, as we would expect, 

patients felt the least amount of anger when they perceived themselves as equitably treated. In 

addition, the regression coefficient for linear term also suggests that the more patients perceived 
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underbenefit, the more anger they experienced. For partners however, we failed to find any 

significant association between anger and deviation term equity. Instead, the results revealed that 

the association between anger and linear term equity was significant (F(l,34)= 6.59, p<.05). This 

means that patients felt more anger when they perceived themselves as being underbenefited as 

opposed to overbenefited. The corresponding regression slopes are shown in Figure 4. 
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Figure 4. Patients and partners' anger feelings regressed on perceived equity. UB = underbenefited, EQ = 

equitably treated; OB= overbenefited. 

The regression slopes from Figure 4 show that, as hypothesized, both patients and partners 

experienced the most anger in underbenefited situation, and least anger in equitable and/or 

overbenefited situation. 

3.3 EQUITY AND ATTRIBUTIONS 

After looking at the association between perceived equity and a number of dependent 

variables, the next issue concerns with whether these associations are moderated by attributions. 
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jrke before, hierarchical regression analyses were conducted for both patients and their partners. 

The linear term for equity, and three types of attributions used in the study (causal, responsibility, 

illness) were included in the analyses. It is important to note that only limited numbers of 

predictors could be used for analyses due to the sample size of the present study (i.e. 40 couples). 

As an alternative, because we are more interested in the associations between the various 

dependent variables in the underbenefited and overbenefited situations; therefore, including only 

the linear term for equity is sufficient for the regression analyses for this part (i.e. the deviation 

term from equity was not included for the regression analyses). The dependent variables being 

regressed on were the same as before, namely, psychological distress, relationship satisfaction, 

guilt and anger. These dependent variables were regressed on linear term for equity and 

attributions (step 1) and the two-way interaction between attributions and the linear term for equity 

(step 2). The linear term for equity and all attributions were centred to avoid high intercorrelations 

between the predictors and the interaction terms (Aiken & West, 1991). The nature of each 

significant interaction will be examined by calculating simple slopes at one standard deviation 

above and below the mean for perceived over/under benefit (i.e. the linear term for equity) (see 

Aiken & West, 1991). That way, a regression slope for relatively underbenefited and relatively 

overbenefited patients and partners will be calculated. 

For the moderating roles of attributions, it was predicted that underbenefited patients and 

partners would report higher levels of psychological distress, lower levels of relationship 

satisfaction and more anger when they make causal attributions of their partners' negative 

behaviours (e.g. due to the personality of their partner); when they feel their partners are 

responsible for these negative behaviours (e.g. these behaviours are intentioned and motivated to 

hurt them); and when they cannot attribute these behaviours to their own or their partners' illness, 

as opposed to those who make attributions that reflect these behaviours as not caused by their 



49 

partners; that their partners are not responsible for exerting these behaviours; and that these 

behaviours has something to do with the patients' illness. In other words, when underbenefited 

patients and partners think that certain negative behaviours are caused by their partners, that their 

partners are to be held responsible for those behaviours, or these behaviours have nothing to do 

with the illness of the patients, then they will experience more psychological distress, feel less 

satisfied with their relationship and more anger compared to those who think otherwise. 

3.3a Attributions and psychological distress 

From Table 4 and 5, it can be noted that the interaction term between responsibility 

attribution and psychological distress was significant for patients (F(l,35)= 5.48, p<.05). The 

corresponding regression slopes are shown in Figure 5. The graph shows that, for patients who 

scored low on the linear term for equity (i.e. those who felt relatively underbenefited), 

psychological distress was positively associated with responsibility attributions. This means that 

these patients reported more psychological distress as they felt their partners were more 

responsible for their negative behaviours, as expected. For patients who scored high on the linear 

term for equity (i.e. those who felt relatively overbenefited), the association between distress and 

attributions was negative. That is, these patients reported less distress as they felt their partners 

were more responsible for their negative behaviours. 

In addition, the regression coefficient for illness attribution was also significant, which 

means that the more patients thought their partners' negative behaviours was due to their illness, 

the more distress they experienced. On the other hand, none of the main effects and interactions 

was significant for partners (see Table 4). 



Table 4. Psychological distress, relationship satisfaction, guilt and anger regressed on attributions and equity for patients 

Psychological Relationship 
Guilt Anger 

distress satisfaction 
b L\R_2 b L\R_2 b L\R_2 b L\R_2 

Patients 
Causal Attribution 

1. Linear term (L) .87 .09 .35+ -.01 
Causal Attribution (C) 1.10 .02 -.19 .09 .16 .07 .32* .15+ 

2. CxL -1.19 .03 -.06 .01 -.26* .11* -.29* .11* 

R2 .04 .10 .18+ .26* 

Responsibility Attribution 
1. Linear term (L) 2.02 .04 .53** .08 

Responsibility Attribution (R) .77 .05 -.38+ .13+ .23 .18* .41+ .21* 
2. RxL -3.25* .13* -.04 .00 -.42** .18** -.29+ .07+ 

R2 .18+ .13 .35** .29* 

Illness Attribution 
1. Linear term (L) .08 .20 .20 -.28 

Illness Attribution (I) 2.79* .12 -.15 .07 .49*** .36*** .39** .23* 
2. IxL -.94 .01 .01 .00 -.12 .02 -.07 .01 

R2 .13 .07 .38*** .24* 
+p<.10; >i<p<.05; *>i<p<.01. 

Note: Unstandardized regression coefficients of the final equation are presented. 



Table 5. Psychological distress, relationship satisfaction, guilt and anger regressed on attributions and equity for partners 

Psychological Relationship 
Guilt Anger 

distress satisfaction 
b ~2 b ~2 b ~2 b ~2 

Partners 
Causal Attribution 

3. Linear term (L) -.73 .05 .10 -.12 
Causal Attribution (C) .07 .01 -.50*** .32*** .38** .21* .41** .34*** 

4. CxL -1.33 .01 .40* .09* -.33* .09* -.38* .11* 

R2 .03 .41 *** .30** .44*** 

Responsibility Attribution 
3. Linear term (L) . -.72 .24 -.09 -.40* 

Responsibility Attribution (R) 1.24 .02 -.45* .22** .36+ .13+ .07 .16+ 
4. RxL -.16 .00 .14 .01 -.05 .00 .12 .01 

R2 .03 .23* .14 .17+ 

Illness Attribution 
3. Linear term (L) -1.10 .36* -.12 -.26 

Illness Attribution (I) .09 .01 .06 .11 .09 .04 .20 .20* 
4. IxL 1.06 .01 -.01 .00 .04 .00 -.20 .03 

R2 .03 .11 .04 .23* 
+p<.10; *p<.05; **p<.01. 

Note: Unstandardized regression coefficients of the final equation are presented. 
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Figure 5. Patients' psychological distress regressed on perceived equity and responsibility attribution. Lo 

OB/OB: low score on linear term for over/underbenefit (i.e. patients who feel relatively underbenefited); Hi 

OB/OB: high score on linear term for over/underbenefit (i.e. patients who feel relatively overbenefited). 

3.3b Attributions and relationship satisfaction 

For patients, it can be seen from Table 4 that the main effect for responsibility attribution 

and relationship satisfaction was marginally significant (F(2,36)= 2.69, p<.10). The regression 

coefficient shows that the more patients thought their partners were responsible for their negative 

behaviours, the less satisfied they were with their relationship. No other effects were found for 

patients. 

As for partners, Table 5 shows that the interaction between causal attribution and linear 

term for equity was significant (F(l,36)= 5.24, p<.05). The corresponding regression slopes for 

partners are shown in Figure 6. Figure 6 shows that for partners who scored low on the linear term 

for over/underbenefit (i.e. those who felt relatively underbenefited), relationship satisfaction was 
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Figure 6. Partners' relationship satisfaction regressed on perceived equity and causal attribution. Lo 

OB/UB: low score on linear term for over/underbenefit (i.e. patients who feel relatively underbenefited); Hi 

OB/UB: high score on linear term for over/underbenefit (i.e. patients who feel relatively overbenefited). 

negatively associated with causal attributions, as expected. Therefore, these underbenefited 

partners experienced less relationship satisfaction when they felt their partners (the patients) caused 

the negative behaviours. On the other hand, there was hardly any association between relationship 

satisfaction and causal attributions for those partners who scored high on the linear term for 

over/underbenefit. That is, partners who felt overbenefited experienced similar levels of 

satisfaction regardless of whether they thought their partners caused the negative behaviours. In 

addition, the main effect for responsibility attribution was significant (F(2,37)= 5.26, p<.01). 

Therefore, like patients, the more partners thought that patients were responsible for the negative 

behaviours; the less satisfied they were with their relationship. Furthermore, the regression 

coefficient was also significant for the linear term for equity with respect to relationship 

satisfaction (t= 2.06, p<.05). This means that the more partners felt overbenefited, the more 

satisfied they were with their relationship, as compared to those who felt more underbenefited. 
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3.3c Attributions and guilt 

Table 4 shows that the interaction effects between attributions and perceived equity for 

both causal (F(l,33)= 4.24, p<.05) and responsibility (F(l,33)= 9.00, p<.01) attributions were 

significant for patients. In addition, the main effect for illness attribution was also significant 

(F(2,34)= 9.55, p<.01), which means that patients experienced more guilty feelings when they 

thought their partners' negative behaviours had more to do with their illness. For partners, it can be 

seen from Table 5 that the interaction effect between causal attribution and perceived equity was 

also significant (F(l,32)= 4.22, p<.05). Apart from that, the main effect for responsibility 

attributions was found to be marginally significant (F(2,33)= 2.56, p<.10). Therefore, the more 

partners held the patients responsible for the negative behaviours, the more guilty feelings they 

experienced. For the regression slopes, because all the interaction graphs between attributions and 

perceived equity look very similar for both patients and partners, only the interaction effect 

between causal attribution and perceived equity for partners will be shown here (see Figure 7). 

2.2 

1.7 

1.2 

Guilt (partners) 

0.7 -+------~-----
-1 sd +1 sd 

Causal attributions 

--LoOB/UB 
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Figure 7. Partners' guilty feelings regressed on perceived equity and causal attribution. Lo OB/UB: low 

score on linear term for over/underbenefit (i.e. patients who feel relatively underbenefited); Hi OB/UB: high 

score on linear term for over/underbenefit (i.e. patients who feel relatively overbenefited). 
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As can be seen from the regression slopes in Figure 7, guilt was negatively associated with 

causal attributions for partners who scored low on the linear term for over/underbenefit. That is, 

partners who felt underbefited experienced more guilty feelings when they felt the negative 

behaviours as being caused by their ill partners. On the other hand, there was hardly any 

association between guilt and causal attributions for partners who scored high on the linear term 

for over/underbenefit. In other words, partners who felt overbenefited reported similar levels of 

guilty feelings regardless of the extent of causal attributions they made. The same association was 

found for patients. In addition, a similar association was found for patients with respect to 

responsibility attributions. That is, patients who felt relatively underbenefited experienced more 

guilty feelings when they felt their partners were responsible for their negative behaviours. No 

association was found among patients who felt relatively overbenefited. 

3.3d Attributions and anger 

From Table 4, it can be seen that the interaction between causal attribution and perceived 

equity was significant for patients (F(l,32)= 4.72, p<.05). Similarly, the interaction between 

responsibility attribution and perceived equity approached significance (F(l,32)= 3.23, p<.10). In 

addition, for illness attribution, the main effect has also been found to be significant (F(2,33)= 

4.95, p<.05). This means that patients experienced more anger when they thought their partners' 

negative behaviours were due to their illness. For partners, Table 5 shows that, like patients, the 

interaction between causal attribution and perceived equity was significant (F(l,32)= 5.99, p<.05). 

Apart from that, the main effects for the linear term for equity and responsibility attribution were 

marginally significant (F(2,33)= 3.21, p<.10), though the individual b-weight for the linear term 

for equity was significant (t= -2.54, p<.05). Therefore, the regression coefficient suggests that the 

more partners perceived underbenefit in their relationship, the more anger feelings they 

experienced. Last but not least, the r-square changed for illness attribution and the linear term for 
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equity has also been found to be significant (F(2,33)= 4.05, p<.05), although in the final equation, 

both the regression coefficient for linear term for equity and illness attribution were not significant. 
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Figure 8. Partners' anger feelings regressed on perceived equity and causal attribution. Lo OB/UB: low 

score on linear term for over/underbenefit (i.e. patients who feel relatively underbenefited); Hi OB/UB: high 

score on linear term for over/underbenefit (i.e. patients who feel relatively overbenefited). 

As before, because the regression slopes for both patients and partners look very similar, 

only the interaction between causal attribution and perceived equity for partners will be shown here 

(see Figure 8). As can be seen from Figure 8, the regression slopes look very similar to the one at 

Figure 7. That is, for partners ( and patients) who scored low on the linear term for 

over/underbenefit, anger was negatively associated with causal attributions, as expected. In other 

words, underbenefited partners and patients felt more anger when they made attributions that 

reflect the negative behaviours as caused by their partners. As before, there were hardly any 

association between anger and causal attribution when partners and patients scored high on the 

linear term for over/underbenefit. Therefore, overbenefited partners and patients reported similar 

levels of anger regardless of whether they made less or more causal attributions. In addition, a 

similar marginally significant association was found for patients with respect to responsibility 
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attributions. That is, patients who felt relatively underbenefited experienced more anger when they 

held their partners responsible for the negative behaviours. For patients who felt relatively 

overbenefited, no association was found. 
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The role of equity among couples in which one of the partners was diagnosed 

with a chronic illness (i.e. arthritis, cancer, multiple sclerosis etc) was examined in the 

present study. The first hypothesis predicted that patients and partners will have 

different views on equity, specifically; patients in general will feel overbenefited 

while partners in general will feel equitably treated. However, this was only found to 

be the case for patients. For partners, the results, though marginally significant, 

showed that they felt underbenefited in general. This is in contrast with the findings of 

previous studies (e.g. Kuijer et al., 2001, 2002; Thompson et al., 1995), though it is in 

line with the ideas proposed by Cutrona (1996), and Thompson and Pitts (1992). The 

difference with the previous findings might be due to different samples. For instance, 

both Kuijer et al. (2001, 2002) and Thompson and Pitts (1992) looked at a specific 

sample (i.e., cancer patients and cardiac patients respectively) while the present study 

include sample with several different types of chronic illness, such as arthritis, cancer, 

epilepsy, heart disease, multiple sclerosis etc. Hence, it is possible that there are more 

variances in patients and partners' reaction to the illness. That is, different illnesses 

have different symptoms and severity, therefore patients might be affected differently 

and similarly, their partners might react differently to different illnesses. For instance, 

some illness may place more constraint on the patients (i.e. physically) than other 

illnesses, therefore the partners might need to provide more care or help to the 

patients for this illness compared to other illness. As a result, partners might feel 
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relatively more underbenefited when the patients are diagnosed with this specific type 

of illness. 

4.2 THE ASSOCIATION BETWEEN PERCEIVED EQUITY AND 

PSYCHOLOGICAL DISTRESS, RELATIONSHIP SATISFACTION AND 

EMOTIONS 

4.2a Equity and psychological distress 

The next sets of hypotheses examined the association between perceived 

equity and various other variables, namely, psychological distress, relationship 

satisfaction and emotions. Firstly, for psychological distress, it was expected that for 

both patients and partners, those who felt underbenefited would experienced the 

highest level of distress, while those who felt equitably treated would experience the 

lowest level of distress. The level of distress experienced for those who felt 

overbenefited was expected to lie somewhere between those who felt underbenefited 

and equitably treated. In line with the hypothesis, the results found this pattern of 

association between equity and psychological distress for patients only. For partners, 

the level of distress experienced was found to be similar for those who felt 

underbenefited and those who felt overbenefited. One possible explanation as to why 

the level of distress was similar for partners who felt under and overbenefited is that, 

normally, it is expected that partners would feel underbenefited in the relationship 

with the patients. This is because as stated before, it is more likely that partners will 

be giving more into the relationship (i.e. taking care of patients, taking over some of 

the household chores etc) compared to the patients. So when partners feel 
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overbenefited, it is possible that they will experience more distress as they might think 

that they were not doing enough for the patient, or in other words, the patient should 

be the one who is getting more from the relationship instead of them. Hence, the level 

of distress in the case of perceived overbenefit would be more elevated than what was 

hypothesized. 

4.2b Equity and relationship satisfaction 

For relationship satisfaction, the pattern of association with equity was 

expected to be the reversed pattern to that of psychological distress. That is, those 

who felt equitably treated would experience the most satisfaction, followed by those 

who felt overbenefited, and lastly underbenefited. In contrast with previous findings 

(e.g., Kuijer et al., 2001, 2002), results were found to be not significant in the case for 

patients. This could be due to the small sample size of this study. However, because 

the study did find significant effects with other variables, there might be some 

underlying reasons as to why the association of equity and relationship satisfaction 

was not found for patients. It is unclear why the association was not found, though it 

is possible that patients will more readily answer the questions about psychological 

distress and emotions than relationship satisfaction. This is because for psychological 

distress and emotions, there were being asked about how they felt (i.e., during the past 

week or when they think about give and take in their relationship); as for relationship 

satisfaction, the questions might be too sensitive for them to answer (i.e., How much 

do you love your partner? How happy are you with your relationship? How much do 

you trust your partner? etc). The sensitivity of the questions regarding relationship 

satisfaction might have caused patients to say they are satisfied with the relationship, 
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particularly for patients who feel underbenefited. This is because for some patients, 

dealing with their illness is already quite stressful; and when they feel underbenefited, 

logically they would feel more distressed and less satisfied with their relationship. But 

to say it explicitly, such as answering the questions, might be too much to bear for 

them. Therefore, it is possible that they 'overrated' the extent of satisfaction they felt 

for their relationships. 

As for partners, some evidence in support of this pattern of association 

between equity and relationship satisfaction was found. That is, in accordance with 

the prediction, partners experienced the most satisfaction when they felt equitably 

treated and the least satisfaction when they felt underbenefited. On the other hand, in 

contrast to the prediction, partners' levels of satisfaction were very similar for those 

who felt equitably treated and overbenefited. The finding that partners were not very 

sensitive to overbenefit is not unusual, as Kuijer et al. (2002) have pointed out, other 

studies sometimes also fail to find a sensitivity for overbenefit (e.g. Hegtvedt, 1990, 

Kuijer et al. 2001). According to Hedtvedt (1990), overbenefit creates a conflict 

between self interest and guilt. Consistent with their self interest, people will tend to 

justify their (over)reward as fair when the overbenefit is not too great. Consequently, 

they will experience less distress or more satisfaction than what was expected with 

their relationships. Generally speaking, although the results yielded mixed evidence to 

the prediction, it was comparable to the general findings of previous studies (e.g. 

Kuijer et al., 2001, 2002). That is, there is a strong association between relationship 

satisfaction and perceived underbenefit (i.e. partners feeling least satisfied when they 

felt underbenefited) and a weaker association between relationship satisfaction and 
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perceived overbenefit (i.e. partners' level of satisfaction similar to those who felt 

equitably treated). 

4.2c Equity and emotions 

The next set of results examined the association between perceived equity and 

specific emotions related to equity (i.e. guilt for overbenefit and anger for 

underbenefit). For guilt, the results hold up partly to the hypothesis. That is, both 

patients and partners reported the least amount of guilt when they felt equitably 

treated, as expected. However, the amount of guilt experienced was surprisingly 

similar for patients and partners who felt under and overbenefited, as opposed to the 

expectation that overbenefited patients and partners would experience the most guilt. 

It is unclear why the guilt level for underbenefited patients and partners were 

comparable to those who felt overbenefited, though it is plausible that both patients 

and partners will still experience some level of guilt even when they felt 

underbenefited. For instance, patients might make a connection between the 

underbenefitting situation and their illness. Specifically, they might think that because 

they are ill, they need more from their partners and since their partners are not able to 

provide more for them, they blame themselves for being ill and therefore feel guilty. 

As for partners, since their loved ones are ill, it is justifiable that they should be taking 

care or giving more help to the patients. So when they think they are not getting 

enough from the relationship, this might create a conflict where they want to help 

tl . 
their love iones but cannot help feeling they are not getting enough in return. As a 

\\ 

result, they might blame themselves for feeling underbenefited and therefore 

experience guilt. 
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With respect to anger, the results showed that, in line with equity theory and 

previous findings (e.g., Kuijer et al., 2002); both patients and partners experienced the 

most anger when they felt underbenefited and the least anger when they felt equitably 

treated and/or overbenefited. 

4.3 EQUITY AND ATTRIBUTIONS 

Subsequent to looking at the association between inequity and the various 

variables (e.g. psychological distress, relationship satisfaction and emotions), it was 

examined to what extent these associations are moderated by attributions. It was 

expected that for both patients and partners who felt relatively underbenefited, they 

would experience higher psychological distress, lower relationship satisfaction and 

more anger if they make more causal (i.e. attribute the negative behaviours as due to 

the personality of their partners; not likely to change in the future; and affecting other 

areas in the relationships) and responsibility (i.e. attribute the negative behaviours as 

being carried out to hurt them deliberately; motivated by selfish concerns; and 

blameworthy in part of their partners) attributions as opposed to those who make less 

of these attributions. On the contrary, these patients and partners were expected to 

experience lower psychological distress, higher relationship satisfaction and less 

anger if they make more illness attribution (i.e. attribute the negative behaviours as 

due to the patient's illness), as oppose to if they make less illness attribution. No 

expectations were formulated with respect to how the effects of feeling overbenefited 

on the various indicators of distress might be influenced by attributions. 
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4.3a Equity and causal attribution 

The results show that for patients, causal attributions moderated the 

association between perceived equity on the one hand, and guilt and anger on the 

other hand. For guilt, because there was no firm expectation about the pattern of 

results, it is interesting to see that when patients felt relatively more underbenefited, 

they experienced more guilt when they thought their partners caused the negative 

behaviours as opposed to those who did not. This might be because although these 

patients thought their partners caused the negative behaviours (such as not paying 

attention to what they are saying), they cannot help but relate these behaviours to their 

illness. For instance, from the patients' point of view, they might think that although 

their partners are just being themselves for not paying attention to what they are 

saying. However, if they are not ill, then they might not have to depend so much on 

their partners and perhaps the negative behaviours will have a lesser impact because 

they are more emotionally healthy (i.e. no need to deal with the emotional aspect of a 

chronic illness) to overlook their partners' negative behaviours. So in a way, patients 

might blame themselves and hence experience guilt. As for anger, the pattern of 

association was in line with the prediction, that is, when patients felt more 

underbenefited, they experienced more anger when they thought their partners caused 

the negative behaviours, compared to those who thought otherwise (i.e. attribute the 

negative behaviours as due to something else, temporary and not affecting other areas 

in their relationships). 

In addition, causal attributions made no difference to the level of guilt and 

anger experienced for patients who felt relatively more overbenefited. With respect to 
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this, there might be a few possible explanations. Firstly, this might be because the 

negative behaviours used for analyses associated stronger for perceived underbenefit, 

or in other words, more suited to examine the underbenefited situation. Perhaps if the 

positive behaviours (e.g. 'your partner gives you more help than you really need'; 

your partner takes over some of your chores/responsibilities in and around the house') 

are use for analyses, then the result for patients and partners who felt relatively more 

overbenefited would be different. Another possible explanation is that being in an 

overbenefited situation for patients might buffer against or elevate the effect of 

making causal attribution with regard to their partners' negative behaviours. For 

instance, when patients feel relatively overbenefited, and if they make less causal 

attribution with regard to their partner's negative behaviours, the level of guilt 

experienced might be elevated more (i.e. feel more guilt) than usual because they 

might think that they are the ones who caused their partner's to behave negatively (i.e. 

their illness). On the other hand, when these patients make more causal attribution 

with regard to their partner's negative behaviours, then the level of guilt experienced 

might be lower than usual. This is because although patients might think that the 

negative behaviours are caused by their partners, it is also possible that they will feel 

that their partners are doing more than enough for them. Hence, when the partners 

exert some negative behaviours, the patients might feel that this is some sort of 

compensation for the partners and therefore will experience less guilt. 

For partners, causal attributions also moderated the association of perceived 

equity with guilt and anger. In addition, the association between perceived equity and 

relationship satisfaction was also moderated by causal attribution for partners. For 

anger and relationship satisfaction, the patterns of associations were expected. That is, 
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when partners felt more underbenefited, they experienced more anger and less 

satisfaction with their relationship when they thought the patients caused the negative 

behaviours (e.g. not paying attention to what they are saying) compared to those who 

thought otherwise (i.e. behaviours due to other external factors; temporary; and not 

affecting other areas in the relationship). An interesting result is the moderating effect 

on perceived equity and guilt. For guilt, when partners felt more underbenefited, they 

experienced more guilt when they thought the patients caused the negative 

behaviours, as opposed to those who did not think so. One reason for this interesting 

finding might be, when underbenefit is perceived, the normal reaction is anger. So it 

is plausible that partners might feel angry at the patients for the situation, such as 

blaming them or thinking the negative behaviours (i.e. not paying attention to what 

they are saying) as due to the kind of person the patients are. At the same time, though 

it is understandable as to why they might blame the patients when they are hurting 

and feeling angry; they might also know that they should not have felt this way 

because of the condition of the patients (as mentioned previously) and hence 

experience guilt. 

Like patients, partners who felt relatively more overbenefited experienced 

similar levels of guilt, anger and relationship satisfaction, regardless of whether they 

made more or less causal attribution about the patients' negative behaviours. As 

mentioned earlier, this might be due to the insensitivity of using 'negative behaviours' 

to analyze the results for patients and/or partners who feel relatively overbenefited, as 

negative behaviours might associate stronger with perceived underbenefit and weaker 

with perceived overbenefit. Alternatively, feeling relatively overbenefited might have 

buffered against the negative effects of making more causal attributions_ about the 
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patient's negative behaviours. For instance, although partners might think the patient 

caused the negative behaviours, instead of feeling less satisfied with their relationship, 

their level of satisfaction might be elevated because they might think that since they 

already get more from the relationship (i.e. feeling overbenefited), then they should be 

contented with what they have. 

4.3b Equity and responsibility attribution 

With respect to responsibility attribution, for patients, it moderated the 

association for perceived equity with psychological distress and guilt. Therefore, as 

expected, patients who felt relatively underbenefited experienced more psychological 

distress when they held the partner responsible for the negative behaviours compared 

to those who did not. Furthermore, although with no firm expectations in the case for 

perceived overbenefit, it is also worth noting that, unlike patients who felt relatively 

underbenefited, patients who felt relatively overbenefited experienced less 

psychological distress when they held the partner responsible for the negative 

behaviours compared to those who did not. Using the negative behaviour 'your 

partner doesn't complete his/her chores' as an example, when patients felt relatively 

overbenefited, they experienced less psychological distress when they thought their 

partners purposely did not do their chores; were motivated by selfish concerns and 

deserved to be blamed for it, as compared to those who thought otherwise (i.e. their 

partners unintentionally did not complete their chores, were motivated by unselfish 

concerns and not deserving to be blamed for not doing their chores). One possible 

explanation might be that when overbenefited patients do not hold their partners 

responsible for their negative behaviours (such as not completing their chores), they 
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might experience increased distress because they might relate the negative behaviours 

of their partners to their illness. In other words, if their partners were not responsible 

for the negative behaviours, they might think that they were responsible (i.e. blame 

themselves for being sick and have to rely on their partners to do more things for 

them). 

For guilt, the pattern of association with perceived equity is similar to that for 

causal attribution, that is, when patients felt more underbenefited, they experienced 

more guilt when they held their partners responsible for the negative behaviours. As 

mentioned before in the case for causal attribution, patients might felt more guilt 

because they still, to some extent, blame themselves for being sick and therefore have 

to rely on their partners. On the other hand, when patients felt more overbenefited, 

they experienced similar level of guilt regardless of whether they held their partners 

responsible for the negative behaviours or not. Again, this pattern of association for 

patients who felt more overbenefited might be due to reasons discussed earlier in the 

case for causal attribution (i.e. insensitivity of using 'negative behaviours' to analyse 

results for perceived overbenefit). 

For partners, responsibility attribution failed to moderate any associations 

between perceived equity and the various variables (i.e. psychological distress, 

relationship satisfaction and emotions). However, it is worth noting that for 

relationship satisfaction, it was found that the more partners thought the patients were 

responsible for the negative behaviours (e.g. not completing chores), the less satisfied 

they were with their relationship. 
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4.3c Equity and illness attribution 

Last but not least, for both patients and partners, illness attributions did not 

moderate the associations between perceived equity with psychological distress, 

relationship satisfaction, anger or guilt. However, for patients, it was found that the 

more they thought the negative behaviours of their partners had to do with their 

illness, the more guilty and angry they were. This make sense as patients would be 

angry at their partners for behaving negatively (e.g. not paying attention to what they 

are saying, not doing their chores etc) because they are sick. Meanwhile, they might 

also feel guilty (i.e. blame themselves) because they might think that if they were not 

sick, then their partners would not have treated them this way. 

4.3d Summary for the moderating role of attributions 

In summary, the moderating effect of causal and responsibility attributions 

were quite similar for many of the associations. The similarity between the 

moderating effects of causal and responsibility attributions might be due to the reason 

that patients and partners did not readily distinguish between them. This seems 

plausible as the correlation (see Table 2) shows that causal and responsibility 

attributions correlated moderately for both patients and partners. In addition, the 

correlation also shows that only responsibility attribution correlated with illness 

attribution for partners. That is, overall, because illness attribution did not correlate 

with causal and responsibility attributions, it may be regarded as different from causal 

and responsibility attributions. This might account for why illness attribution failed to 

moderate any associations for patients and partners. That is, it might be too sensitive 
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for both patients and partners to explicitly attribute the negative behaviours to the 

illness of the patients. 

Furthermore, although some significant moderating effects were found for 

causal and responsibility attributions, it is worth noting that not all attributions 

moderated the associations. This is not surprising, as the issue of concern (i.e. 

perceived equity) is multifaceted. That is, there are many possible ways of how 

people will react to the issue of equity; some people will feel overbenefited, some feel 

underbenefited. Trying to understand or find out the underlying mechanisms as to 

why certain people react in certain ways with respect to equity is one of the main aims 

of the study, namely, to see whether attribution moderated the association between 

perceived equity and the various variables. However, apart from attributions, there are 

many other variables that could moderate these associations. For instance, Kuijer et 

al. (2001, 2002) explored two other possible moderator variables - time since 

diagnosis and patients' physical conditions. Another possible moderator variable 

might be past communal behaviours. According to Williamson and Schulz (1995), 

caregiving experience might be influenced by the extent to which the caregivers 

experienced their relationship with the patients to be communal prior to the illness. 

That is, if the relationship between patients and their partners before the onset of the 

illness had been communal (i.e. being sensitive to other people's needs without 

expecting rewards), then perceived equity might play a less important role. To make 

matters more complicated, the possible moderator variables might interact with each 

other and influence perceived equity. For instance, when a couple's relationship had 

been communal in the past, this might influence how they attribute each other's 

negative behaviours, and hence making the predictions more uncertain. 
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4.4 LIMITATIONS AND FUTURE RESEARCH 

There are some limitations in the present study that need to be addressed. First 

and most importantly, the sample size of the study is not large enough to provide 

strong power for the study. Using the general rule by Stevens (1992), 3 predictors in 

the study for the moderator attributions need at least 45 couples (i.e. 15 respondents 

per predictor), while there are 40 couples in the present study. Hence, the analyses for 

the present study were borderlin~~alrigI~'l ~owever, due to the constraint of the small 

sample size, the deviation term for equity was not included into the moderator 

analyses. Secondly, because the questionnaires were sent to couples and they were 

asked to fill out the questionnaires at their own home without discussing with each 

other; it is possible that they did not follow the instructions and discuss with each 

other or maybe filling out the questionnaires together. Therefore, they might not be 

completely honest about the answers, especially regarding the more sensitive 

questions (e.g. give and take in the relationships, relationship satisfaction). Another 

limitation of the study is that the sample might be biased. This is because of the 

questionnaires that have been sent out; only 60% went being sent back. Hence, it can 

be argued that those who refused to participate in the study might not be ready to 

being open and disclose their personal feelings, whereas those who sent the 

questionnaires back might represent a sample that have already reach a certain stage 

(i.e. their illness or symptoms might have stabilized and they have learnt to deal with 

the illness and the unbalanced relationships) and so they were more willing to provide 

the information needed for the study. 
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In addition, one of the advantages of the present study is that it included 

different types of chronic illnesses. However, having a heterogeneous sample might 

also be a limitation, particularly when the sample size is small. As a result, there were 

too few participants with the same illness to allow the present study to look at group 

differences. Last but not least, the issue of causal inferences needs to be noted. 

Because the present study is cross-sectional, it does not allow us to make the causal 

link that perceived inequity lead to psychological distress and relationship 

satisfaction. In other words, it is possible that being distressed psychologically and 

less satisfied with the relationship led patients and partners to feel inequitably treated 

instead of the other way around. However, a longitudinal study by VanYperen and 

Buunk (1990) had found some support for the hypothesis that perceived inequity has 

an effect on relationship satisfaction and not vice versa. 

Having said so, the present study did find some significant results and some 

interesting observations. However, as only a number of studies had been conducted to 

study perceived equity among couples in the context of a chronic illness, there is a 

need for more study in this field. Future studies therefore should try to include a larger 

sample size, strive for random samples and perhaps aim for the independent of 

information provided by the patients and partners, so that the results will have more 

power. Also, future research may focus on other possible moderating variables (e.g. 

past communal behaviours) and maybe even include a few moderating variables to 

see whether they interact and influence the association between perceived equity and 

psychological distress, relationship satisfaction, guilt and anger. 
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4.5 CONCLUSIONS 

In conclusion, the findings from the present study suggest that patients do feel 

overbenefited in general and partners feel marginally underbenefited. In addition, 

although perceived equity affect the level of distress, satisfaction, guilt and anger 

experienced; the extent to which these are experienced are different for patients and 

partners. For example, perceived equity affected relationship satisfaction for partners 

but not for patients. This means that although inequity has been experienced by both 

patients and partners, there are some underlying mechanisms that affect how they 

process these perceived unfairness and hence lead to different outcome. With respect 

to that, attribution provided some insight into this complex issue. For patients, causal 

and responsibility attributions moderated some of the associations between perceived 

equity and the various variables, while for partners, only responsibility attribution was 

found to moderate some of the associations. Illness attribution, surprisingly, did not 

show any moderating effect at all. This means that although inequity is perceived by 

patients and partners and distress, dissatisfaction, guilt and anger were experienced; 

for some of them, these unpleasant experiences can be alleviated or reduced, 

depending on how they attribute each others' negative behaviours. This provide some 

insight to the issue, especially for professionals working in various fields (i.e. nurses, 

social workers, psychologists, family therapists etc) so that they have better 

information and can provide better guidance and help for couples facing chronic 

illness. Future studies about perceived equity for couples facing chronic illness is 

important, because as mentioned earlier, only a number of studies had been done in 

the past regarding this field. Last but certainly not least, future research might focus 

on other possible moderating variables such as past communal behaviours. In 



74 

addition, instead of looking at just one moderating variable, future research might 

include a few moderating variables to see whether these variables interact and 

influence the association between perceived equity and psychological distress, 

relationship satisfaction, guilt and anger. 
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APPENDIXl 

• FLYER 

• ADVERTISEMENT 



red 

CAN YOU HELP? 

If you are (a) currently in a relationship where you or your partner has a 
chronic illness or (b) If you know someone who fits the description, then 
you can help to contribute to a study titled "The impact of chronic 
illness on intimate relationships". 

AIM OF THE STUDY & SIGNIFICANCE OF YOUR PARTICIPATION 

The lives and relationships between both partners are likely to be 
substantially affected when one member of a couple develops a chronic illness 
(such as arthritis, cancer, heart disease, multiple sclerosis etc). Therefore, it is 
important to study the impact chronic illness may have on the intimate 
relationship as perceived by the ill partner and by the well partner. Your 
participation will contribute to our knowledge about how couples cope with 
chronic illness together and may aid practitioners (e.g., therapists, social 
workers) to improve their skills when helping couples to cope with the illness in 
the future. The study has been reviewed and approved by the University of . 
Canterbury Human Ethics Committee. 

WHAT DO YOU HAVE TO DO? 

Both you and your partner will fill out a questionnaire which should take 
about 30-40 minutes for each of you. 

INCENTIVES 

We know that your time is important and we appreciate all the help that is 
given. To acknowledge that, we will give out 2 instant kiwis for every person 
who help to refer couples to the study. In addition, a $50 gift voucher will be 
drawn for every 20 couples who participate. 

If you are willing to give us a helping hand, or if you need further 
information, please do not hesitate to give the researcher (Fred) a 
call or leave a message at 980 4237 or 021 140 8570. 

Fred Fred Fred Fred Fred 
80 4237 or 980 4237 or 980 4237 or 980 4237 or 980 4237 or 980 4237 or 
21 140 8570 021 140 8570 021 140 8570 021 140 8570 021 140 8570 021 140 8570 
e: Chronic Re: Chronic Re: Chronic Re: Chronic Re: Chronic Re: Chronic 
lness study illness study illness study illness study illness study illness study 



ADVERTISEMENT ON NEWSPAPER 

HA VE YOU GOT 30 MINUTES TO 

SPARE? I am looking for couples 

( where one member of the couple has a 

chronic illness (i.e. Arthritis, Cancer, 

Heart Disease, Multiple Sclerosis etc), to 

participate in a research project about the 

impact of chronic illness on intimate 

relationships. The study involves filling 

out a questionnaire, and four $50 gift 

vouchers will be given out for those who 

participate. If you and your partner are 

interest, or if you need more information, 

please contact Cheng at phone 343-4239. 
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• INFORMATION SHEETS 

• CONSENT FORMS 



\Ill Partner's Copy\ 

University of Canterbury 

Department of Psychology 

INFORMATION ABOUT THE STUDY 

You and your partner are invited to participate in the research project 
"The impact of chronic illness on intimate relationships". 

When one member of a couple develops a chronic illness, the lives of 
both partners are likely to be substantially affected. In addition, the 
relationship between both partners may change as a result of the illness. 
The aim of this project is to study the impact chronic illness may have 
on the intimate relationship as perceived by both the ill partner and the 
well partner. This research will contribute to our knowledge about how 
couples cope with chronic illness together and may aid practitioners 
(for example, therapists, and social workers) working with chronically 
ill patients and their partners to help them cope with the illness in the 
future. 

If you and your partner agree to participate in this study, a set of 
questionnaires will be mailed to your home address. Both you and your 
partner will fill out questionnaires about your relationship ( current 
relationship satisfaction, changes in the relationships since the onset of 
the illness, balance of give-and-take in the relationship) and your health 
and well-being. It is expected that it should take about 30 to 40 minutes 
in total to complete these questionnaires. A stamped return envelope is 
included to send the completed questionnaires back to us. Once the 
questionnaires are received by us, your name will go into a draw and 
you have a chance to win a $50 gift voucher ( one gift voucher will be 
drawn for every 20 couples returning their completed set of 
questionnaires). 

The results of the study may be published, but you may be assured of 
the complete confidentiality of data gathered in this investigation, that 
is, your identity will not be made public. To ensure anonymity and 



JWell Partner's Cop~ 

University of Canterbury 

Department of Psychology 

INFORMATION ABOUT THE STUDY 

You and your partner are invited to participate in the research project 
"The impact of chronic illness on intimate relationships". 

When one member of a couple develops a chronic illness, the lives of 
both partners are likely to be substantially affected. In addition, the 
relationship between both partners may change·as a result of the illness. 
The aim of this project is to study the impact chronic illness may have 
on the intimate relationship as perceived by both the ill partner and the 
well partner. This research will contribute to our knowledge about how 
couples cope with chronic illness together and may aid practitioners 
(for example, therapists, and social workers) working with chronically 
ill patients and their partners to help them cope with the illness in the 
future. 

If you and your partner agree to participate in this study, a set of 
questionnaires will be mailed to your home address. Both you and your 
partner will fill out questionnaires about your relationship ( current 
relationship satisfaction, changes in the relationships since the onset of 
the illness, balance of give-and-take in the relationship) and your health 
and well-being. It is expected that it should take about 30 to 40 minutes 
in total to complete these questionnaires. A stamped return envelope is 
included to send the completed questionnaires back to us. Once the 
questionnaires are received by us, your name will go into a draw and 
you have a chance to win a $50 gift voucher ( one gift voucher will be 
drawn for every 20 couples returning their completed set of 
questionnaires). 

The results of the study may be published, but you may be assured of 
the complete confidentiality of data gathered in this investigation, that 
is, your identity will not be made public. To ensure anonymity and 



!III Partner's Cop~ 

CONSENT FORM 

Study: "The impact of chronic illness on intimate relationships". 

I have read and understood the description of the above-named 
project. On this basis I agree to participate as a subject in the 
project, and I consent to publication of the results of the project 
with the understanding that anonymity will be preserved. 

I understand also that I may at any time withdraw from the project, 
including withdrawal of any information I have provided. 

NAME (please print): .................................................. . 

Signature: 

Date: 

If you want to be included in the draw for the $50 gift voucher, 
please provide your address below: 

Address: .................................................................... . 



\Well Partner's Copy\ 

CONSENT FORM 

Study: "The impact of chronic illness on intimate relationships". 

I have read and understood the description of the above-named 
project. On this basis I agree to participate as a subject in the 
project, and I consent to publication of the results of the project 
with the understanding that anonymity will be preserved. 

I understand also that I may at any time withdraw from the project, 
including withdrawal of any information I have provided. 

NAME (please print): .................................................. . 

Signature: 

Date: 

If you want to be included in the draw for the $50 gift voucher, 
please provide your address below: 

Address: .................................................................... . 



APPENDIX3 

• QUESTIONNAIRES 



The impact of chronic illness on intimate 
relationships 

Questionnaire for the Ill partner 

Cheng-Hee Liew (researcher) 
Dr. Roeline Kuijer (Supervisor) 

Neville Blampied (Co-supervisor) 

University of Canterbury, Department of Psychology 



PART 1. BACKGROUND INFORMATION 

I 1.1 Please circle the appropriate category or fill in your answer at the designated space. 

1 What is your gender? 

Male 1 

Female 2 

2 How old are you? ............ years 

3 What is your highest school qualification? 

Primary School 1 

Intermediate School 2 

High School 3 

Polytechnic 

University 

4 

5 

Other (please specify) 6 ............................................................... . 

4 What is your employment status? 

I have a full time job 

I have a part time job for ......... hours a week 

I am not employed/I am a housekeeper 

I receive a disability benefit 

I am retired 

Other (please specify) 

5 What is your marital status? 

Married 1 

Defacto/Living together 2 

1 

2 

3 

4 

5 

6 ............................. . 

6 How long have you been in this relationship? ............ years 

7a Do you have children? 

Yes 1 Go to question 7b 

No 2 Go to question 8 

7b How many children do you have? ......... .. 



PART 2. HEALTH 

2.1. The following questions ask for your views about your health, how you feel, and how well 
you are able to do your usual activities. Please answer each question by circling one number. 
If you are unsure about how to answer, please Qive the best answer you can. 

1 In general, would you say your health is 

excellent very good good 

1 2 3 

fair 

4 

poor 

5 

The following questions are about activities you might do during a typical day. Does 
your health limit you in these activities? If so, how much? 

Yes, Yes, No, not 
limited limited limited 
a lot a little at a!! 

2 Vigorous activities, such as running, lifting heavy 1 2 3 
objects, participating in strenuous sports 

3 Moderate activities, such as moving a table, 1 2 3 
pushing a vacuum, bowling or playing golf 

4 Lifting or carrying groceries 1 2 3 

5 Climbing several flights of stairs 1 2 3 

6 Climbing one flight of stairs 1 2 3 

7 Bending, kneeling, or stooping 1 2 3 

8 Walking more than a mile 1 2 3 

9 Walking several blocks 1 2 3 

10 Walking one block 1 2 3 

11 Bathing or dressing yourself 1 2 3 

During the past four weeks, have you had any of the following problems with your 
work or other regular daily activities as a result of your physical health? 

12 Accomplished less than you would like 

13 Were limited in the kind of work or other activities 

Yes No 

1 

1 

2 

2 



2.2 The following statements have to do with how you felt last week. For each statement, please circle 
the number that best describes how often ou felt or behaved this wa durin the ast week. 

Rarely or Some or Occasionally Most or 
none of little of or a all of the 
the time the time moderate time 

(less (1-2 amount of (5-7 

During the past week: than 1 days) the time days) 
day) (3-4 days) 

1 I was bothered by things that usually don't bother 0 1 2 3 
me 

2 I did not feel like eating; my appetite was poor 0 1 2 3 

3 I felt that I could not shake off the blues even with 0 1 2 3 
help from my family or friends 

4 I felt that I was just as good as other people 0 1 2 3 

5 I had trouble keeping my mind on what I was 0 1 2 3 
doing 

6 I felt depressed 0 1 2 3 

7 I felt that everything I did was an effort 0 1 2 3 

8 I felt hopeful about the future 0 1 2 3 

9 I thought my life had been a failure 0 1 2 3 

10 I felt fearful 0 1 2 3 

11 My sleep was restless 0 1 2 3 

12 I was happy 0 1 2 3 

13 I talked less than usual 0 1 2 3 

14 I felt lonely 0 1 2 3 

15 People were unfriendly 0 1 2 3 

16 I enjoyed life 0 1 2 3 

17 I had crying spells 0 1 2 3 

18 I felt sad 0 1 2 3 

19 I felt that people disliked me 0 1 2 3 

20 I could not get "going" 0 1 2 3 



Give-and-take in your relationship 

3.2. The next questions are about the give and take that goes on in the relationship. Every 
partner contributes certain things to the relationship and receives certain outcomes from the 
relationship. Examples of contributions are providing support to your partner, putting energy 
into the relationship with your partner, and listening to your partner. Examples of the things 
that you might get out of your relationship are the support and help you may receive from your 
partner, the affection your partner may show you, and the attention your partner may have for 
your problems. 

very very 
little much 
~ 

"" 
1 All things considered, how much do you 1 2 3 4 5 

contribute to your relationship? 

2 All things considered, how much does your 1 2 3 4 5 
partner contribute to your ielationship? 

3 All things considered, how much do you 1 2 3 4 5 
receive from your relationship? 

4 All things considered, how much does your 1 2 3 4 5 
partner receive from your relationship? 

5 When you look at your relationship with your partner from a viewpoint of give-and-take, 
how would you describe your relationship? 

1 My partner is doing a lot more for me than I am doing for him/her 
2 My partner is doing more for me than I am doing for him/her 
3 My partner is doing as much for me as I am doing for him/her 
4 My partner is doing less for me than I am doing for him/her 
5 My partner is doing a lot less for me than I am doing for him/her 

6 Please indicate to what extent you experience the following emotions when you think 
about the give-and-take in your relationship. When I think about the give-and-take in 
my relationship I feel .... 

not at all extremely not at all 
~ ~ ~ 

Guilty 1 2 3 4 5 Troubled 1 2 3 4 

Satisfied 1 2 3 4 5 Happy 1 2 3 4 

Hurt 1 2 3 4 5 Angry 1 2 3 4 

Grateful 1 2 3 4 5 Fulfilled 1 2 3 4 

Afraid 1 2 3 4 5 Sad 1 2 3 4 

Proud 1 2 3 4 5 Appreciative 1 2 3 4 

extremely 
~ 

5 

5 

5 

5 

5 

5 



Things your partner may say or do 

3.4. This part of the questionnaire describes things that your partner might do or say. Imagine 
your partner performing each behaviour and then read the statements that follow it. These 
statements reflect possible reasons or explanations for your partner's behaviour. 
Please circle the number that indicates how much you agree or disagree with each statement, 
using the rating scale below: 

1 
disagree 
stron I 

Imagine that: 

2 
disagree 

3 
disagree 

somewhat 

4 
agree 

somewhat 

1. Your partner doesn't pay attention to what you are saying. 

My partner's behaviour (not paying attention to what you 
were saying) was due to something about him/her (e.g. the 
type of persons/he is, the moods/he was in) 

My partner's behaviour (not paying attention to what you 
were saying) had to do with me being ill 

The reason my partner did not pay attention to what I was 
saying is not likely to change 

The reason my partner did not pay attention to what I was 
saying is something that affects other areas of our 
relationship 

My partner did not pay attention to what I was saying on 
purpose rather than unintentionally 

My partner's behaviour (not paying attention to what you 
were saying) was motivated by selfish rather than unselfish 
concerns 

5 
agree 

disagree 
strongly 

"" 1 

1 

1 

1 

1 

1 

My partner deserves to be blamed for not paying attention to 1 
what I was saying. 

6 
agree 

stron I 

agree 
strongly 

"" 2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 



Imagine that: 
4. Your partner is cool and distant. 

disagree agree 
strongly 
~ 

strongly 
~ 

My partner's behaviour (being cool and distant) was due to 1 2 3 4 5 6 
something about him/her (e.g. the type of persons/he is, the 
moods/he was in) 

My partner's behaviour (being cool and distant) had to do 1 2 3 4 5 6 
with me being ill 

The reason may partner was cool and distant is not likely to 1 2 3 4 5 6 
change 

The reason my partner was cool and distant is something 1 2 3 4 5 6 
that affects other areas of our relationship 

My partner was cool and distant on purpose rather than 1 2 3 4 5 6 
unintentionally 

My partner's behaviour (being cool and distant) was 1 2 3 4 5 6 
motivated by selfish rather than unselfish concerns 

My partner deserves to be blamed for being cool and 1 2 3 4 5 6 
distant. 

Imagine that: 
5. Your partner gives you more help than you really need. 

disagree agree 
strongly 
~ 

strongly 
~ 

My partner's behaviour (giving more help than needed) was 1 2 3 4 5 6 
due to something about him/her (e.g. the type of persons/he 
is, the moods/he was in) 

My partner's behaviour (giving more help than needed) had 1 2 3 4 5 6 
to do with me being ill 

The reason my partner gave me more help than I really 1 2 3 4 5 6 
needed is not likely to change 

The reason my partner gave me more help than I really 1 2 3 4 5 6 
needed is something that affects other areas of our 
relationship 

My partner gave me more help than I really needed on 1 2 3 4 5 6 
purpose rather than unintentionally 

My partner's behaviour (giving more help than needed) was 1 2 3 4 5 6 
motivated by selfish rather than unselfish concerns 

My partner deserves to be blamed for giving me more help 1 2 3 4 5 6 
than I really need. 



The impact of chronic illness on intimate 
relationships 

Questionnaire for the Well partner 

Cheng-Hee Liew (researcher) 
Dr. Roeline Kuijer (Supervisor) 

Neville Blampied (Co-supervisor) 

University of Canterbury, Department of Psychology 



PART 1. BACKGROUND INFORMATION 

j 1.1 Please circle the appropriate category or fill in your answer at the designated space. 

1 What is your gender? 

Male 1 

Female 2 

2 How old are you? ............ years 

3 What is your highest school qualification? 

Primary School 1 

Intermediate School 2 

High School 3 

Polytechnic 

University 

4 

5 

Other (please specify) 6 ............................................................... . 

4 What is your employment status? 

I have a full time job 

I have a part time job for ......... hours a week 

I am not employed/I am a housekeeper 

I receive a disability benefit 

I am retired 

Other (please specify) 

5 What is your marital status? 

Married 1 

Defacto/Living together 2 

1 

2 

3 

4 

5 

6 ............................. . 

6 How long have you been in this relationship? ............ years 

7a Do you have children? 

Yes 1 Go to question 7b 

No 2 Go to question 8 

7b How many children do you have? .......... . 



PART 2. HEAL TH 

2.1. The following questions ask for your views about your health, how you feel, and how well 
you are able to do your usual activities. Please answer each question by circling one number. 
If you are unsure about how to answer, please give the best answer you can. 

1 In general, would you say your health is 

excellent 

1 

very good 

2 

good 

3 

fair 

4 

poor 

5 

The following questions are about activities you might do during a typical day. Does 
your health limit you in these activities? If so, how much? 

Yes, Yes, No, not 
limited limited iimited 
a lot a little at all 

2 Vigorous activities, such as running, lifting heavy 1 2 3 
objects, participating in strenuous sports 

3 Moderate activities, such as moving a table, 1 2 3 
pushing a vacuum, bowling or playing golf 

4 Lifting or carrying groceries 1 2 3 

5 Climbing several flights of stairs 1 2 3 

6 Climbing one flight of stairs 1 2 3 

7 Bending, kneeling, or stooping 1 2 3 

8 Walking more than a mile 1 2 3 

9 Walking several blocks 1 2 3 

10 Walking one block 1 2 3 

11 Bathing or dressing yourself 1 2 3 

During the past four weeks, have you had any of the following problems with your 
work or other regular daily activities as a result of your physical health? 

Yes No 

12 Accomplished less than you would like 1 2 

13 Were limited in the kind of work or other activities 1 2 



2.2 The following statements have to do with how you felt last week. For each statement, please circle 
the number that best describes how often ou felt or behaved this wa durin the ast week. 

Rarely or Some or Occasionally Most or 
none of little of or a all of the 
the time the time moderate time 

(less (1-2 amount of (5-7 

During the past week: than 1 days) the time days) 
day) (3-4 days) 

1 I was bothered by things that usually don't bother 0 1 2 3 
me 

2 I did not feel like eating; my appetite was poor 0 1 2 3 

3 1 felt that I could not shake off the blues even with 0 1 2 3 
help from my family or friends 

4 i felt that I was just as good as other people 0 1 2 3 

5 1 had trouble keeping my mind on what I was 0 1 2 3 
doing 

6 I felt depressed 0 1 2 3 

7 I felt that everything I did was an effort 0 1 2 3 

8 I felt hopeful about the future 0 1 2 3 

9 I thought my life had been a failure 0 1 2 3 

10 I felt fearful 0 1 2 3 

11 My sleep was restless 0 1 2 3 

12 I was happy 0 1 2 3 

13 I talked less than usual 0 1 2 3 

14 I felt lonely 0 1 2 3 

15 People were unfriendly 0 1 2 3 

16 I enjoyed life 0 1 2 3 

17 I had crying spells 0 1 2 3 

18 I felt sad 0 1 2 3 

19 I felt that people disliked me 0 1 2 3 

20 I could not get "going" 0 1 2 3 



Give-and-take in your relationship 

3.2. The next questions are about the give and take that goes on in the relationship. Every 
partner contributes certain things to the relationship and receives certain outcomes from the 
relationship. Examples of contributions are providing support to your partner, putting energy 
into the relationship with your partner, and listening to your partner. Examples of the things 
that you might get out of your relationship are the support and help you may receive from your 
partner, the affection your partner may show you, and the attention your partner may have for 
your problems. 

very very 
little much 
~ ~ 

1 All things considered, how much do you 1 2 3 4 5 
contribute to your relationship? 

2 All things considered, how much does your 1 2 3 4 5 
partner contribute to your relationship? 

3 All things considered, how much do you 1 2 3 4 5 
receive from your relationship? 

4 All things considered, how much does your 1 2 3 4 5 
partner receive from your relationship? 

5 When you look at your relationship with your partner from a viewpoint of give-and-take, 
how would you describe your relationship? 

1 My partner is doing a lot more for me than I am doing for him/her 
2 My partner is doing more for me than I am doing for him/her 
3 My partner is doing as much for me as I am doing for him/her 
4 My partner is doing less for me than I am doing for him/her 
5 My partner is doing a lot less for me than I am doing for him/her 

6 Please indicate to what extent you experience the following emotions when you think 
about the give-and-take in your relationship. When I think about the give-and-take in 
my relationship I feel .... 

not at all extremely not at all 
~ ~ ~ 

Guilty 1 2 3 4 5 Troubled 1 2 3 4 

Satisfied 1 2 3 4 5 Happy 1 2 3 4 

Hurt 1 2 3 4 5 Angry 1 2 3 4 

Grateful 1 2 3 4 5 Fulfilled 1 2 3 4 

Afraid 1 2 3 4 5 Sad 1 2 3 4 

Proud 1 2 3 4 5 Appreciative 1 2 3 4 

extremely 
~ 

5 

5 

5 

5 

5 

5 



Things your partner may say or do 

3.4. This part of the questionnaire describes things that your partner might do or say. Imagine 
your partner performing each behaviour and then read the statements that follow it. These 
statements reflect possible reasons or explanations for your partner's behaviour. 
Please circle the number that indicates how much you agree or disagree with each statement, 
using the rating scale below: 

1 2 3 4 5 6 
disagree disagree disagree agree agree agree 
stron I somewhat somewhat stron I 

Imagine that: 
1. Your partner doesn't pay attention to what you are saying. 

disagree agree 
strongly ...., strongly ...., 

My partner's behaviour (not paying attention to what you 1 2 3 4 5 6 
were saying) was due to something about him/her (e.g. the 
type of persons/he is, the moods/he was in) 

My partner's behaviour (not paying attention to what you 1 2 3 4 5 6 
were saying) had to do with him/her being ill 

The reason my partner did not pay attention to what I was 1 2 3 4 5 6 
saying is not likely to change 

The reason my partner did not pay attention to what I was 1 2 3 4 5 6 
saying is something that affects other areas of our 
relationship 

My partner did not pay attention to what I was saying on 1 2 3 4 5 6 
purpose rather than unintentionally 

My partner's behaviour (not paying attention to what you 1 2 3 4 5 6 
were saying) was motivated by selfish rather than unselfish 
concerns 

My partner deserves to be blamed for not paying attention to 1 2 3 4 5 6 
what I was saying. 



Imagine that: 
4. Your partner is cool and distant. 

disagree agree 
strongly 
~ 

strongly 
~ 

My partner's behaviour (being cool and distant) was due to 1 2 3 4 5 6 
something about him/her (e.g. the type of persons/he is, the 
moods/he was in) 

My partner's behaviour (being cool and distant) had to do 1 2 3 4 5 6 
with him/her being ill 

The reason may partner was cool and distant is not likely to 1 2 3 4 5 6 
change 

The reason my partner was cool and distant is something 1 2 3 4 5 6 
that affects other areas of our relationship 

My partner was cool and distant on purpose rather than 1 2 3 4 5 6 
unintentionally 

My partner's behaviour (being cool and distant) was 1 2 3 4 5 6 
motivated by selfish rather than unselfish concerns 

My partner deserves to be blamed for being cool and 1 2 3 4 5 6 
distant. 

Imagine that: 
5. Your partner gives you more help than you really need. 

disagree agree 
strongly 
~ 

strongly 
~ 

My partner's behaviour (giving more help than needed) was 1 2 3 4 5 6 
due to something about him/her (e.g. the type of persons/he 
is, the moods/he was in) 

My partner's behaviour (giving more help than needed) had 1 2 3 4 5 6 
to do with him/her being ill 

The reason my partner gave me more help than I really 1 2 3 4 5 6 
needed is not likely to change 

The reason my partner gave me more help than I really 1 2 3 4 5 6 
needed is something that affects other areas of our 
relationship 

My partner gave me more help than I really needed on 1 2 3 4 5 6 
purpose rather than unintentionally 

My partner's behaviour (giving more help than needed) was 1 2 3 4 5 6 
motivated by selfish rather than unselfish concerns 

My partner deserves to be blamed for giving me more help 1 2 3 4 5 6 
than I really need. 
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