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Dementia research has frequently documented high rates of caregiver depression and 
distress in spouses providing care for a partner suffering from dementia. However, the 
role of marital communication in understanding caregiver distress has not been ex
amined sufficiently. Studies with healthy couples demonstrated an association between 
marital communication and the partners' psychological well-being, depressiveness, 
respectively (e.g., Heene, Buysee, & Van Oost, 2005). The current study investigates 
the relationship between caregiver depression and communication in 37 couples in 
which the wives care for their partners with dementia. Nonsequential and sequential 
analyses revealed significant correlations between caregiver depression and marital 
communication quality. Caregivers whose husbands used more positive communica
tion reported less depression and distress. Additionally, caregiver depression was 
negatively correlated with rates of positive reciprocal communication indicating 
dependence between the couples' interaction patterns. This study is one of the first to 
illustrate the relevance of spousal communication in understanding caregiver distress 
and depression. 
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Because of the alarming prevalence rates of dementing illnesses, research demon
strates growing interest in older couples affected with dementia of one partner. A 

multitude of studies have exhibited various negative consequences for the healthy, 
and often caregiving, partner of individuals suffering from dementia (e.g., Pinquart & 
Soerensen, 2003; Vitaliano, Zhang, & Scanlan, 2003). Research focusing on risk and 
resilience factors that influence psychological well-being of dementia caregiving 
spouses identified several aspects contributing to caregiver burden, such as neuro
psychiatric symptoms (e.g.,' Perren, Schmid, & Wettstein, 2006), gender of the care
giving spouse indicating that' female caregivers suffer from more depressive 
symptoms, stress, and somatic symptoms (e.g., Gilhooly, Sweeting, Whittick, & 
McKee, 1994; Thompson et al., 2004), and relationship quality (e.g., Knop, Bergman
Evans, & McCabe, 1998) (for details see Braun et al., 2009). 

Previous research on healthy young, middle-aged, and older couples has clearly 
demonstrated the importance of marital communication for the partners' well-being and 
health (e.g., Hefner et al., 2006; Kiecolt-Glaser et al., 2005; Manne et al., 2004). Fur
thermore, several studies have revealed the influence of marital interaction on both 
relationship satisfaction (e.g., Schmitt, Kliegel, & Shapiro, 2007) and relationship quality 
(e.g., Stanley, Markman, & Whitton, 2002; Weiss & Heyman, 1997). First, there is evi
dence that negative marital communication is associated with concurrent relationship 
dissatisfaction (e.g., Bodenmann, Kaiser, Hahlweg, & Fehm-Wolfsdorf, 1998; Caughlin & 
Huston, 2002). Second, positive communication behavior has been demonstrated to 
predict future marital satisfaction (e.g., Gill, Christensen, & Fincham, 2005). Third, 
research studies identified a high communication quality as a resilience factor limiting 
the probability of divorce (for an overview see Gottman & Notarius, 2000). However, not 
only the amount of positive and negative communication influences partner well-being 
and satisfaction, but also the reciprocity of positive or negative communication. Non
distressed couples show more positive reciprocity indicating a higher likelihood of 
responding positively after a positive statement of the partner (Revenstorf, Vogel, 
Wegener, Hahlweg, & Schindler, 1980). Focusing on negative reciprocity, distressed 
couples use more reciprocal negative communication than nondistressed couples 
(Cordova, Jacobson, Gottman, Rushe, & Cox, 1993; Margolin & Wampold, 1981). Thus, 
compared with nondistressed relationships, individuals in distressed relationships show 
a greater likelihood of negative behavior by one partner being followed by a negative 
response by the other partner. Consequently, not only the analyses of nonsequential 
communication patterns without examining the way the one partner responds to the 
communication of the other partner (e.g., rates and frequencies of communication 
characteristics, comparison of communication patterns of the interacting partners), but 
also partners' reactions to each other, contain essential information concerning marital 
quality and relationship satisfaction. Hence, the evaluation of sequential communication 
dynamics is useful to gain an understanding about how dyadic and individual well-being 
is related to couple communication patterns. 

In couples afflicted with dementia, due to growing impairments in the course of the 
illness, both dyadic communication (e.g., Medina & Weintraub, 2007) and relationship 
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quality may be negatively impacted (DeVugt et al., 2003; Eloniemi-Sulkava et al., 
2002; Narayan, Lewis, Tornatore, Hepburn, & Corcoran-Perry, 2001). Therefore, it is 
plausible to assume that relations between mental health and accordingly well-being, 
marital satisfaction, and communication in dementia caregiving dyads are concordant 
with the associations found in healthy couples. However, only a few studies have fo
cused on communication of couples affected by dementia of one partner. In one of 
these studies, interviews with spousal caregivers were conducted to describe the dy
adic interaction of couples with one spouse suffering from dementia (Polk, 2005). 
Results showed that caregivers are often confronted with uncertainty about dyadic 
interactions and about how to attribute reactions of their partners (e.g., when the 
patient is unable to verbally and unequivocally express pleasure or displeasure). 
Gallagher-Thompson et al. (1997) assessed the communication style of dementia 
spousal caregiving wives and their partners. The authors found a substantial negative 
correlation between caregivers' positive communication and depression. Another 
study by Gallagher-Thompson, Dal Canto, Jacob, and Thompson (2001) compared 
spousal interaction of couples with the husband suffering from dementia with healthy 
couples. They reported relevant group differences: First, healthy spouses were more 
interactive and expressed more support to each other compared with carer-care 
recipient dyads. Second, husbands with dementia were highest in interactions that 
build rapport (e.g., smiling). Third, the results demonstrated that dementia affects 
marital communication patterns, although some aspects of interaction seemed to re
main intact (e.g., use of humor of the husbands with dementia). 

Unfortunately, several methodological issues limit the explanatory power of these 
studies. The majority of study designs focus on the caregiving partner and basically 
neglect the perspective of the individual with dementia, resulting in incomplete 
information about afflicted couples (Braun et al., 2009). From marital research, it is 
well known that directly assessing both partners of a dyad is necessary to gain valid 
information of not only their individual view, but also their relational dyadic per
spectives. As an example, Snyder, Heyman, and Haynes (2005) outlined several rec
ommendations for measuring couple distress and emphasized the relevance 
of assessing both self-reports of the two partners and observational methods of their 
dyadic interaction. Another methodological issue leads to gaps in empirical knowledge 
about spousal interaction in couples affected by dementia. Most studies on marital 
interaction (with healthy couples as well as with couples affected by dementia, spousal 
dementia care giving, respectively) assess data via nonsequential analyses (e.g., over
all communication patterns of wife vs. communication patterns of husband). Doubt
lessly, these study designs reveal useful information, but they cannot assess the level 
of information gained by sequential analyses. As mentioned by Bakeman and Gottman 
(1986), sequential methods are necessary when the research question is about the 
way dyadic behavior works in an ongoing interaction. Hence, the authors recom
mended sequential techniques added to observational nonsequential methods to get 
information about how behavior is sequenced in time (Bakeman & Gottman, 1986). 
These analyses explain whether a certain behavior (such as positive communication of 
one partner) increases the probability of another subsequent behavior (such as posi
tive communication of the other partner). Thereby, possible dependencies between 
the interacting partners can be identified (Wampold & Margolin, 1982). 

In sum, due to the fact that knowledge about interaction of couples in which one 
partner suffers from dementia is sparse, the question of how communication and 
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psychological well-being in caregiving and care-receiving spouses are related cannot 
yet be answered sufficiently. Moreover, to the best of our knowledge, past research 
provides no information about how afflicted couples' sequential communication pat
terns are related with their well-being and mental health. 

AIM OF THE PAPER 

This explorative study aims to examine the following four questions: How do cou
pIes with one spouse suffering from dementia communicate? Do the communication 
patterns of the caring partner differ significantly from the patient's communication? 
How is marital communication associated with psychological well-being of afflicted 
partners? Are communication patterns of the caregiving and the care-receiving spouse 
related to each other and to each other's well-being? 

METHOD 

Sample and Design 

Thirty-seven couples (N = 37) with the husband suffering from dementia partici
pated in the present study conducted by the Department of Psychology of the Uni
versity of Zurich. Participants were recruited via five clinical institutions in 
Switzerland and Germany and advertisements in local newspapers. This study focuses 
on baseline data from a longitudinal research project about dyadic communication 
development in caregiver-care recipient dyads. Because of the difficult enrollment of 
eligible couples and the already mentioned gender differences in caregiver stress, we 
exclusively assessed caring females and male patients. In order to control for the 
potential confounding effects of gender, a bigger sample size would have been nec
essary. Couples who participated in the two follow-ups received 100 Swiss francs, 75 
euros, respectively, as compensation. Exclusion criteria included alcohol dementia, 
symptoms that would hinder study participation (e.g., pain, hearing deficits), and 
suspicion of dementia or cognitive decline of the caring wife. All participants were 
Caucasians. 

Every patient was professionally diagnosed with dementia, in most cases Alzhei
mer's disease (65%). The husbands' average Mini Mental State Examination (MMSE) 
score was 17.11 (SD=8.0), suggestive of dementia of moderate severity. On average, 
they were 72 years old (SD = 7.3) and suffered from dementia for 37 months 
(SD = 21.1). The care receivers reported a mean Center for Epidemiological Studies 
Depression Scale (CES-D) score of 10.22 (SD = 8.4) (see Table 1 for patient charac
teristics). Couples were on average married for 41 years (SD = 11.4). The wives were 
the primary caregivers. As shown in Table 1, on average, the caring wives were 67 
years old (SD = 7.7), married for 41 years (SD = 11.4), and spent 72 hours per week 
(SD = 62.6) on caregiving tasks. The mean CES-D score was 16.82 (SD = 8.3) and more 
than the half of caregiving wives (n = 20) exceeded the clinical cut-off value of 16. 

Measures 

For each couple, we obtained quantitative data from questionnaires and qualitative 
data by observing the spousal communication. The instruments are described in the 
following sections. 
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TABLE 1 
Sample Characteristics for Caregivers and Care Receivers 

M SD Minimum Maximum N 

Caregiver 
Age (years) 67.35 7.7 53 92 37 
Duration of marriage (years) 40.96 11.4 12 68 36 
Weekly hours spent caregiving 72.38 62.6 0 168 26 
CES-D 16.82 8.3 1 34 28 
NPI-Q distress 9.10 7.4 0 24 29 
RAS 13.17 3.1 7 20 37 
Care receiver 
Age (years) 72.41 7.3 58 92 34 
Duration of illness (months) 37.41 21.1 1 85 34 
Duration of care (months) 23.33 26.0 0 120 27 
MMSE 17.11 8.0 2 28 37 
CES-D 10.22 8.4 2 42 27 
NPI-Q severity 7.44 5.7 0 20 34 

Note. CES-D = Center for Epidemiologic Studies Depression Scale (Radloff, 1977); NPI-Q = Brief 
Version of the Neuropsychiatric Inventory Questionnaire (Kaufer et al., 2000); MMSE = Mini Mental 
State Examination (Folstein, Folstein, & McHugh, 1975); RAS=Shortened Version of the 
Relationship Assessment Scale (original version Hendrick, 1988). 

Self-Reports 

The caring wives completed several questionnaires: First, to assess depressive 
symptoms as a measure of psychological well-being, mental health, respectively, we 
applied the widely used German version of the CES-D (Radloff, 1977; Hautzinger, 
1988). This instrument consists of 20 four-point Likert-scale items regarding the 
frequency of occurrence of depressive symptoms in the past week. Higher CES-D total 
scores represent more depressive symptoms. Scores of 16 or higher are commonly 
taken as indicative of enhanced risk of clinical depression. Second, in order to evaluate 
relationship satisfaction, a shortened version of Hendrick's (1988) Relationship As
sessment Scale was included. The original scale consists of seven items. In the present 
study, a modified four-item version was used. Third, the brief Neuropsychiatric In
ventory (NPI-Q; Kaufer et al., 2000) was conducted with the caregiving wives to assess 
psychopathology of their husbands. In the NPI-Q, the caregiver ranks the severity of 
the patient's neuropsychiatric symptoms exhibited on a scale of 1-3, with 3 being the 
most severe, leading to a total severity score for the patient. Furthermore, the care
giver reports the level of subjective distress caused by each symptom or behavior on a 
scale of 1-5 (with 5 indicating the most severe distress level). Therefore, the NPI-Q 
yields a total distress score consisting of the cumulative distress ratings for each 
neuropsychiatric symptom. Higher total scores indicate greater frequency or severity 
of the husband's symptoms as well as more distress of the caregiving wife. 

In order to measure characteristics of the partner with dementia, the MMSE 
(German version: Kessler, Markowitsch, & Denzler, 1990) was used as a brief 
screening instrument to determine the level of cognitive function. The MMSE in
cludes 30 questions and assesses the severity of cognitive impairment. A maximum of 
30 points is possible, whereas lower scores reveal higher cognitive impairment and 
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greater dementia severity. Because oflack of sensitivity, the MMSE is not suitable for 
making a differential diagnosis of dementia (e.g., Grober, Hall, Lipton, & Teresi, 
2008), but is useful to measure the presence of cognitive impairment of dementia 
patients at a given time and to screen for dementing illnesses (e.g., Maki et al., 2000). 
To assess depressive symptoms of the husbands with dementia as a measure of psy
chological well-being, we also included the CES-D. 

Despite their cognitive impairment, with the assistance of the interviewer, the 
majority of participants were able to answer the questions of the scale. Furthermore, 
we assessed duration of care, duration of marriage, and duration of illness as control 
variables. The descriptive statistics of the described tools are listed in Table 1. 

Observational Coding System 

The spousal interaction was evaluated by the Rapid Marital Interaction Coding 
System (RMICS; Heyman & Vivian, 1993), an observational coding system adapted 
from the Marital Interaction Coding System-IV (Heyman, Weiss, & Eddy, 1995). The 
basic coding unit of the RMICS is the speaker turn. In order to deal with long 
monologues, a new unit starts every 30 seconds that a person continues to speak. The 
RMICS consists of 11 hierarchically ordered communication codes ranging from 
negative (e.g., hostility), positive (e.g., humor), to neutral communication categories 
(e.g., problem discussion). The codes are ordered hierarchically, based on both com
munication theory and substantial research that demonstrates that negative, followed 
by positive, followed by neutral codes are of decreasing importance in understanding 
marital conflict (see Weiss & Heyman, 1997). If the partner emits more than one code 
during a speaker turn, s/he receives the code highest on the hierarchy (for more details 
about the instrument see Heyman, 2007). The RMICS has been shown to have ex
cellent reliability and validity in a number of couple interaction studies with healthy 
adults (Heyman, 2004). 

Procedure 

The sessions with couples took place in clinical institutions in Switzerland and 
Germany. Both patient and caregiver were separately interviewed face to face by a 
psychologist or trained graduate student. The interviewers were present while the 
participants completed the self-reports in case assistance was needed or wanted. 
Furthermore, a 10-minute interaction was videotaped. As suggested by past studies, 
participants were told that their task is to plan a future event together (Gallagher
Thompson et al., 2001). During the dyadic communication situation, the couple was 
alone in a silent room to avoid possible influences (e.g., effect of experimenter bias). 

Statistical Analyses 

In order to analyze self-reported data, we used basic statistical methods (e.g., 
variable frequency analyses). Focusing on communication data, two main method
ological procedures were used to evaluate individual and dyadic communication: (1) 
analyses of both frequencies and base rates, (2) exploratory sequential analyses. 
Control variables were also included to assure the validity of the results (i.e., duration 
of illness, duration of care, duration of marriage). In the following section, these 
procedures are described. 
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First, we counted the frequency of every communication code (separately for 
caregiving wives and care-receiving husbands) and the sum score of all codes (total 
communication codes of caregiver vs. care receiver). Frequency analyses enable the 
identification of communication differences within a dyad, that is, differences between 
caregiver and care receiver communication characteristics. Furthermore, we were 
interested whether an imbalance of total communication between caregiver and care 
receiver exists and whether this possible imbalance is associated with indicators of 
psychological well-being. In the first step, we computed the frequency difference be
tween the total communication scores of the spouses. In the second step, the resulting 
variable was correlated with self-reported data. Additionally, in order to obtain the 
base rates, we divided the frequencies of the single codes by the total number of codes 
(separated by caregiver and care receiver communication codes). The advantage of 
base rates over frequencies is their independence of communication duration and of 
total number of codes, which differ between couples. Thus, comparability between the 
dyads is possible (Bakeman & Gottman, 1986). 

Second, we determined sequential patterns of the couples' interaction by con
ducting sequential analyses. This method aims to detect dynamic aspects of the 
communication process. As mentioned earlier, we assessed positive (i.e., dependence 
of a given positive behavior of one partner and a positive reaction of the other 
partner) and negative reciprocity (i.e., dependence of a given negative behavior of 
one partner and a negative response of the other partner) of couple communication 
because they are known to be important sequential patterns in marital interaction 
(Bakeman, 1997). Because the main focus of the sequential communication analyses 
was on dyadic interaction of couples affected by dementia, communication codes 
indicating a floor switch between the two partners were exclusively considered. 
Therefore, sequential data have not been evaluated for interaction flows of one 
partner. For data preparation, RMICS frequency data were transformed into a 6 x 6 
transitional matrix for each couple. Our main focus was on the direct partner's re
action promptly after the target behavior (i.e., lag 1). Rows of the matrix represented 
the positive, negative, or neutral communication stimulus by either caregiver or care 
receiver. Columns represented the partner's response to this stimulus (positive, 
negative, or neutral communication). Thus, the cells included the summed number 
of the stimulus-response combinations of the spouses. According to other authors 
using RMICS data (Manne et al., 2004), we conducted the sequential analyses with 
the transformed K statistic (Wampold, 1989). This method is advantageous because of 
its independence of length of sequence, and hence allows comparisons between 
couples. However, no computation of K is possible if neither of the particular be
haviors appears. 

Third, t tests, correlational analyses, and partial correlations were calculated to 
clarify if caregiver and care receiver communication differ and how communication 
and self-reported data are related. 

RESULTS 

General Communication Characteristics 

The inter-rater reliability ofthe RMICS coders (two trained graduate students) was 
Cohen's k = .63. In line with past studies using the RMICS (e.g., Crowell et al., 2002), 
the 11 communication codes were aggregated into the three main communication 
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groups: positive, negative, and neutral communication. This aggregation procedure is 
advantageous when confronted with differing and partially low rates of occurrences of 
specific codes. Table 2 includes means, standard deviations, minimum, and maximum 
values of the three aggregated RMICS codes of the couples' communication (readers 
interested in the detailed frequency data of all original 11 codes may request them 
from the authors). Six of 37 wives showed a zero frequency of positive codes and 24 
used no negative communication. Four husbands showed no positive communication 
and 27 had a zero-occurrence of negative communication codes. 

Base Rate Analyses 

In the following, RMICS codes' frequencies, differences between caregiver and care 
receiver codes, and correlations between base rate communication data and self-re
ported data are presented. 

As shown in Table 2, neutral communication codes were overrepresented in the 
dyadic interactions with a mean base rate of almost 91% for both spouses. The caring 
wives showed higher communication frequencies in neutral and negative communi
cation, but less positive communication than the husbands with dementia. Paired 
t tests revealed a small but significant difference in amount of total codes, t(36) = 2.64, 
p = .01, d =.43 between the partners. Thus, wives averagely showed more communi
cation than the husbands. 

No substantial changes in base rates of communication codes and total amount of 
communication can be observed with decreasing cognitive function. As shown in Table 
3, dementia severity was only strongly negatively related with caregiver's amount of 
negative communication (r = .50, p = .00). In other words, the higher the level of pa
tient's cognitive function, the more negative communication of the caring wife was 
observed. This finding, however, needs to be considered with caution due to the small 
number of.caring wives using negative communication in this study (n = 13). In order 
to detect a possible effect of the imbalance in total communication between spouses, 
the difference value between total amount of communication between wife and hus
band was correlated with subjective indicators of psychological well-being (see Table 
3), but revealed no significant correlations. A correlation of marginal significance, 
however, was obtained for dementia severity (r = - .32, p = .05), suggesting that the 
higher the severity level of dementia, the higher the gap in communication between 
partners. 

Next, we were interested in possible relations between specific communication 
characteristics and mental health. The question was whether the rates of the com
munication codes and the total number of codes could account for variance in self
reported psychological well-being. Normal distribution fitting was checked by the 
Kolmogorov-Smirnov test. Correlations were estimated by Pearson's or Spearman's 
rank correlation coefficients. As seen in Table 3, caregiver depression and distress are 
significantly negatively associated with care receiver's positive communication. Fur
thermore, there was a substantial negative correlation between caregiver positive 
communication and caregiver depression, indicating that wives suffering from more 
depressive symptoms use less positive communication. In order to control for a pos
sible effect of relationship satisfaction that correlates highly with care giver depression 
(r = - .45, p = .01), we conducted partial correlations (data not shown). Results 
revealed, however, no significant relationship between satisfaction and positive 



TABLE 2 
Descriptive Statistics of Communication Categories and Total Number of Codes as Well as Paired t Test and Effect Sizes for the Frequency Differences 

Between Caregiver and Care Receiver (N = 37 Couples) 

Care giver 

RMICS code M(%) SD Minimum Maximum M(%) 

Positive codes 3.8 (7.6) 3.1 0 11 3.9 (8.2) 
Negative codes 0.9 (1.8) 1.7 0 6 0.5 (1) 
Neutral codes 47.1 (90.6) 12.4 22 81 46 (90.8) 
Total codes 51.8 (100) 12.6 30 86 50.4 (100) 

Note. RMICS = Rapid Marital Interaction Coding System (Heyman & Vivian, 1993). 
aEffect sizes of differences were computed with Cohen's d for matched pairs. 
*p<.05. 

Care receiver 

SD Minimum 

4.3 0 
1.0 0 

14.2 18 
13.9 19 

Maximum t a 

16 -0.28 .05 
4 1.80 .30 

83 1.70 .28 
86 2.64* .43 

I-' 
\!) 
~ 
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TABLE 3 
Bivariate Correlations Between Communication Measures (RMICS Codes, Total Communication, Dyadic 

Total Communication Difference) and Participant Characteristics 

RMICS codes caregiver RMICS codes care receiver RMICS 
total 
codes 

Pos Neg Neutr Total Pos Neg Neutr Total differencea 

r rs r r rs rs rs R r 

Caregiver 
CES-D -.27 .21 .19 .11 - .48* -.07 .44** -.16 .24 
NPI-Q -.25 - .12 .32 - .15 -.34* .13 .27 - .10 -.19 
distress 
RAS -.10 .05 .02 .53** .12 -.11 -.14 .50** -.09 
Care receiver 
CES-D .24 .08 -.23 -.35* .13 .21 -.08 -.34 .05 
NPI-Q -.22 -.17 .29 -.29 -.34* .11 .25 -.23 -.17 
severity 
MMSE -.21 .50** .00 -.04 .04 .10 -.05 .04 -.32 

Note. Pos = positive codes; Neg = negative codes; Neutr = neutral codes; Total = total of RMICS 
communication codes; RMICS = Rapid Marital Interaction Coding System (Heyman & Vivian, 1993); 
CES-D = Center for Epidemiologic Studies Depression Scale (Radloff, 1977); NPI-Q Brief Version of 
the Neuropsychiatric Inventory Questionnaire (Kaufer et aI., 2000); RAS = shortened version of the 
Relationship Assessment Scale (original version Hendrick, 1988); MMSE = Mini Mental State 
Examination (Folstein, Folstein, & McHugh, 1975); r Pearson's correlation coefficient; rs = Spear
man's rank-correlation coefficient. 

aCaregiver total codes minus care receiver total codes. 
*p<.05, **p<.Ol. 

communication. Actually, a suppressor effect of relationship satisfaction could 
be found for the association between depression and positive codes of caregiving wife 
(rpartial = - .36, p = .03). Moreover, there was no significant correlation between care 
receiver's depression and communication (data not shown are available upon request 
from the authors). 

Sequential Analyses 

Because of the limited number of dyads in which both spouses used negative codes 
(n = 6, 16% of participants), sequential analyses of communication reciprocity were 
restricted to positive reciprocity. We considered this number of subjects as inappro
priate to obtain either valid results or significant associations with self-reported data. 
However, identifying positive reciprocity was possible for a subsample of 29 couples. 
We used the transformed K statistic as a measure of pattern in sequential data that 
ranges from + 1 to - 1 (the transformed K differs from the K used to assess interrater 
agreement, for details see Bakeman, McArthur, & Quera, 1996). Values close to 1 
indicate that the occurrence of the stimulus behavior (e.g., husband's positive com
munication) increases the probability that a certain response behavior will follow 
(e.g., wife's positive communication). Hence, the maximum value of 1 means that 
the consequent behavior follows the antecedent behavior perfectly. Values near zero 
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TABLE 4 
Descriptive Statistics of the Couples' Positive Reciprocity Assessed by Unidirectional and Bidirectional 

K Values (N =29 couples) 

M SD Minimum Maximum 

Positive reciprocity 
Unidirectional K: Pos caregiver -7 Pos care receivera .33 .4 -.19 1 
Unidirectional K: Pos care receiver -7 Pos caregiverb .64 .4 -.19 1 
Bidirectional K .48 .3 - .19 1 

Note. K statistics (Wampold, 1989) computed from positive reciprocity measures. 
apositive reciprocity = dependence between positive communication of the caregiver as the 

stimulus behavior and positive communication of the care receiver as the response behavior. 
bpositive reciprocity = dependence between positive communication of the care receiver as the 

stimulus behavior and positive communication of the caregiver as the response behavior. 

indicate weak or no associations between stimulus behavior of the one partner and 
response of the other partner. Values close to -1 imply that the occurrence of the 
stimulus behavior decreases the probability that a certain response behavior will 
follow. Consequently, a K index of -1 means that the consequent behavior is sup
pressed by the antecedent behavior (for details about the transformed K statistic see 
Wampold, 1989; see also Bakeman et aI., 1996). In order to assess positive reciprocity, 
we used two unidirectional K (i.e., positive behavior of wife followed by positive be
havior of husband and vice versa), and one bidirectional K (mean of unidirectional K). 
Table 4 displays the descriptive statistics for the reciprocity variables. 

The positive mean values of K variables indicate that couples showed positive re
ciprocity in the analyzed video sequence. The displayed ranges indicate the existence 
of differences among couples in their observed reciprocal communication behavior 
(see Table 4). In some couples, there was a constant co-occurrence of their positive 
codes (indicated by a K value of 1), whereas other couples did not show a dependence of 
their positive behaviors (values near 0 or slightly negative). 

The final question was which relations, if any, exist between the amount of positive 
reciprocity and couples' self-reported data (see Table 5). Results show highly significant 
negative correlations between the three measures of positive reciprocity and caregiver 
depression indicating large negative effect sizes (Bortz & Doering, 1995; Cohen, 1992). 
To rule out a confounding effect of relationship satisfaction that correlates significantly 
with caregiver depression and positive reciprocity, we computed partial correlations. 
However, they revealed no significant changes in the correlations between depression 
and positive reciprocity. Moreover, we found both neuropsychiatric symptoms and 
caregiver distress to be substantially correlated with the positive reciprocity measures 
(correlations range from - .20 to - .28). All correlations between communication and 
self-reports were controlled for marriage duration, duration of dementia, and duration 
of care. The partial correlations showed no significant or substantial changes in the 
original correlations. In order to identify possible group differences between couples 
without reciprocity measures and couples with reciprocity measures (eight couples did 
not show positive communication codes), t tests were conducted. There was no signifi
cant difference between the groups, but an almost significant t-value for caregiver de
pression (t = 2.01, p = .06; d = .50), indicating that wives without dyadic positive 
reciprocity in their couple interaction report higher levels of depression. 
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TABLE 5 
Bivariate Pearson's Correlations Between Positive Reciprocity and Self-Report Measures 

CES-D NPI.Q NPI·Q CES·D care 
care giver distress RAS severity. MMSE receiver 

K of positive reciprocity 
Pos caregiver ----> -.51** -.26 .28 .25 .12 .08 
Pos care receivera 

Pos care receiver ----> -.58** .20 Al * -.24 -.01 .15 
Pos caregiverb 

Bidirectional -.62** -.26 .39* -.28 .06 .13 

Note. CES-D = Center for Epidemiologic Studies Depression Scale (Radloff, 1977); NPI-Q = Brief 
Version of the Neuropsychiatric Inventory Questionnaire (Kaufer et aI., 2000); MMSE = Mini Mental 
State Examination (Folstein, Folstein, & McHugh, 1975). 

apositive reciprocity = dependence between positive communication of the caregiver as the 
stimulus behavior and positive communication of the care receiver as the response behavior. 

bpositive reciprocity = dependence between positive communication of the care receiver as the 
stimulus behavior and positive communication of the caregiver as the response behavior. 

*p < .05, **p < .01. 

Finally, it must be clarified whether positive communication and positive reci· 
procity contribute independently to caregiver depression. No significant bivariate 
correlation between base rate of positive codes and positive reciprocity (by bidirec
tional K) was found (r = .19, p = .32). However, in order to obtain if the significant 
association between caregiver depression and positive reciprocity can be explained by 
the base rates of couples' positive communication and vice versa, partial correlations 
were conducted (see Table 6). Results show that both couple's positive communication 
and positive reciprocity contribute independently to the variance of depressive 
symptoms reported by the caregiving wives. 

DISCUSSION 

The high average depression scores reported by caregivers in this sample clearly 
confirm the often demonstrated negative psychological outcomes of spousal dementia 

TABLE 6 
Zero-Order and Partial Correlations of Caregiver's CES-D and Couple's Positive Communication 

Couple's base rate of positive codes (bidirectional)a 

Positive reciprocity 

r 
r partial 
r 
rpartial 

CES·D caregiver 

- 040* 
.36 

-.62** 
-.60** 

Note. CES-D = Cent er f01; Epidemiologic Studies Depression Scale (Radloff, 1977). 
aCouple's base rate of positive codes (bidirectional) = sum of positive codes base rate of caregiver 

and care receiver. 
r partial = correlation between the two variables after eliminating the effect of the third variable 

(positive reciprocity, couples base rates of positive communication). 
*p < .05, **p < .01. 
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caring (e.g., Pinquart & Soerensen, 2003). This finding emphasizes, first, the rele
vance of evaluating afflicted individuals caring for their partners with dementia and 
second, the need to identify correlates or influencing factors of caregiver psychological 
health and well-being. Indeed, our results identified dyadic communication as being 
significantly related to caregiver depressive symptoms. The importance of this rela
tion will be discussed in the next sections. 

The first aim of the study was to basically describe the way afflicted couples com
municate. In general, our analyses revealed a high frequency of neutral communica
tion as well as low frequencies of positive and negative communication. This uneven 
distribution of marital interaction characteristics was often reported in past studies 
(e.g., Heyman, 2004). The second research question concerned possible differences 
between communication of the caregiving wives and the care-receiving husbands. 
Findings demonstrated slightly different patterns: Caregiving wives used more total, 
neutral, and negative, but less positive communication than their husbands. These 
differences only partially overlap with the communication patterns reported by Gal
lagher-Thompson et al. (1997), which indicated less positive and negative communi
cation as well as more neutral and more total communication of the caring wives 
compared with their partners with dementia. It might be possible that our findings are 
associated with the differing levels of depressive symptoms of the partners: The caring 
wives suffered from significantly higher levels of depression than their husbands. This 
is consistent with previous studies with noncaring couples demonstrating that dis
tressed individuals show less positive and more negative communication patterns 
during marital interaction than nondistressed individuals (for an overview see Hey
man, 2001). Furthermore, past research revealed evidence for the positive correlation 
between depression and negative communication (e.g., Gallagher-Thompson et al., 
1997; Heene, Buysee, & Van Oost, 2003; Heene, Buysee, & Van Oost, 2005; Heene, 
Buysee, & Van Oost, 2007). 

The third aim of this study was to identify associations between depression and 
marital communication. Results revealed a strong positive relation between caring 
wives' mental health and their husbands' level of positive communication. This raises 
the question of whether positive communication of the care-receiving partner has 
buffering, protective effects on spousal caregiver well-being. As previous research 
demonstrated, neuropsychiatric symptoms and behavioral problems of the patient are 
particularly burdensome for the spousal caregiver (e.g., Perren et al., 2006; Perren, 
Schmid, Herrmann, & Wettstein, 2007). The relevance of reduced dyadic communi
cation quality and low occurrence of positive communication might be partially re
sponsible for this negative impact of neuropsychiatric symptoms. The substantial, but 
nonsignificant negative correlations between patients' positive communication and 
level of neuropsychiatric symptoms and dementia severity, as found in this study, 
might support this assumption. However, due to the small sample size and the ex
plorative character of the study, we cannot draw valid conclusions about the direction 
of the described associations. 

Last but not least, the fourth aim of this study was the examination of potential 
dependencies between both partners' communication patterns. The conducted se
quential analyses outlined the importance of dyadic reciprocal positive communica
tion. The finding that wives whose marital interaction consisted of more positive 
reciprocity reported a higher psychological well-being than wives with less or no 
positive reciprocal communication underlines the elsewhere demonstrated relevance 
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of assessing dyadic data in afflicted couples in research studies (e.g., Braun et aI., 2009; 
Clare, 2002). 

From a theoretical perspective, these results are consistent with the assumptions of 
equity theory and other social exchange theories (Walster, Walster, & Berscheid, 
1978). These theories assume that the balance between what is given and what is 
received in an exchange essentially influences well-being of individuals (Gergen & 
Gergen, 1986). Furthermore, it is expected that individuals who are confronted with 
inequity in their relationships will feel distress. Accordingly, studies showed that 
equitable couples seem to be happier with their relationship, less depressed, and more 
confident that the relationship will last than inequitable couples (Schafer & Keith, 
1980; Walster, Traupman, & Walster, 1978). These theoretical principles may also 
provide a theoretical framework to examine spousal dementia caregiving (Baikie, 
2002; Braun et al., 2009). It can be assumed that positive reciprocity in dyadic com
munication patterns is interpreted as a still existing mutual give and take between 
caregiving and care-receiving partner. Accordingly, this positive dyadic exchange 
might be a protective factor reducing or buffering the negative consequences of spo
usal dementia caregiving, such as depression. Caregivers whose dyadic communica
tion includes no reciprocity or low levels of reciprocity in their positive communication 
might feel confronted with the negative changes in their marital interaction caused by 
the disease and the patients' typical verbal impairments. 

However, as mentioned before, this study was conducted as an explorative 
description of communication patterns in couples with one spouse suffering from 
dementia and to identify possible associations between marital interaction and 
depression. Nevertheless, due to the fact that dyadic communication is known to be an 
essential aspect of spousal relationships, it might be plausible to assume that the 
existence of not only positive, but also reciprocal interaction patterns positively affects 
caregiver well-being and psychological health. 

Limitations 

Before discussing the implications of this investigation, we have to point out its 
shortcomings. The main limitations of this explorative study concern size and com
position of the sample, as well as problematic validity of data of individuals with de
mentia raising the question of limited generalizability. Because of the fact that we 
exclusively focussed on female caregivers, it remains unclear whether these findings 
possess validity for the converse constellation, husbands providing care for their wives 
with dementia. Previous research documented more negative effects of caregiving and 
higher burden levels for female than male caregivers (e.g., Thompson et al., 2004). 
However, possible effects of gender on the strength of the relationship between spo
usal communication and psychological well-being have to be investigated in future 
studies with gender-balanced samples. Another problematic aspect that might limit 
this study's findings considers the insufficient control of socioeconomic and ethnic 
variables. Although all participants were Caucasian, it might be possible that factors 
such as education and income influence caregiver well-being. Additionally, due to the 
cross-sectional study design and the use of correlational methods, causal relationships 
were not depictable. Indeed, evaluations with regression or multivariate models are 
not recommended with small sample sizes and have to be tested in future studies. 
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In order to include dyadic variables (e.g., communication patterns, depressive 
symptoms), self-reported and observational data from both partners were assessed in 
this investigation. Because of the questionable accuracy of statements of individuals 
with dementia, this information might be biased due to concentration difficulties or 
misunderstanding during assessment of the patients. Consequently, dementia pa
tients are often seen as unreliable respondents (Cotrell & Schulz, 1993). Nevertheless, 
a better insight into relationships of afflicted couples is unapproachable when one half 
of the dyad is neglected. Some authors critically outlined the small number of studies 
including the perspectives of individuals suffering from dementia and demonstrated 
the usefulness of including patients in dementia research, assessing the dyadic per
spective, respectively (e.g., Clare, 2002; for a review see Braun et aI., 2009). Therefore, 
this study's approach, the integration of self-reported and observational data of in
dividuals with dementia, should be seen as an advantageous possibility to develop a 
profound knowledge of the situation of afflicted couples. 

Implications for Future Research and Clinical Practice 

Future longitudinal studies including subjective and observational as well as in
dividual and dyadic data of both caregiver and care receiver are needed to address the 
direction of the associations between marital interaction and caregiver mental health. 
Even though past studies with healthy couples revealed evidence for direct effects of 
marital communication on well-being and health (for a review see Burman & Mar
golin, 1992), it might also be possible that caregiver stress (e.g., depressive symptoms, 
distress level due to patient's neuropsychiatric symptoms) negatively affects verbal 
abilities of the care receiver. 

Despite these methodological issues, the demonstrated correlations between dyadic 
interaction and well-being in couples afflicted with demen,tia provide essential infor
mation for therapeutic interventions. If longitudinal investigations will show that 
positive communication within affected dyads actually reduces caregiver disposition 
to depression, interventions focusing on dyadic interaction could be an effective way to 
increase caregiver well-being and to facilitate caregiver adaptive capacities concerning 
changes in their partners' communication due to dementia symptoms (e.g., aphasic 
symptoms). Previous studies demonstrated that therapeutic communication trainings 
focusing on positive communication techniques (e.g., smiling, affective touch) for 
medical professionals increase patient and nursing staff quality oflife (for a review see 
Levy-Storms, 2008). Consequently, trainings for carers focusing on caregiver com
munication skills to maintain verbal abilities of the spouse with dementia might en
hance psychological well-being of both caregiving and care-receiving partner. Engel 
(2007) developed a training for caring family members in order to improve caregiver 
communication skills adapted to the individual capacities of the dementia patient and 
demonstrated positive intervention effects. Furthermore, communication trainings 
for individuals with dementia focusing on abilities and resources of the partner with 
dementia (in particular the use of positive communication) could strengthen caregiver 
well-being and psychological health, as well. As an example, Tribet, Boucharlat, and 
Myslinski (2008) showed that animal-assisted therapy for individuals suffering from 
severe dementia was related with an increase of the patients' social interactions and 
nonverbal communication behaviors (see Walsh 2009a, 2009b). These findings imply 
that dementia sufferers can ameliorate their competencies even in the severe stage of 
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the illness. Thus, the connections between marital communication and caregiver de
pression demonstrated in the present study indicate that facilitating patient com
municative abilities might reduce caregiver distress, as well. Consequently, we 
assume that communication interventions specialized on needs and impairments of 
the caring and the care-receiving partner are beneficial for both dyad members. 

CONCLUSIONS 

As demonstrated here, the evaluation of marital interaction in couples with de
mentia includes essential information to understand the burdensome situation of 
spousal caregivers and their partners suffering from dementia. Moreover, not only 
individual communication characteristics and decreasing verbal ability of the care 
receiver as shown in previous studies (e.g., Savundranayagam, Hummert, & Mont
gomery, 2005), but also dyadic communication patterns and in particular communi
cation dependencies between the interacting partners are associated with caregiver 
psychological well-being. 
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