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Abstract

For women who have dealt with health crises, intimate relationships are the single 

most significant resource for coming to understand how life is affected by such 

occurrences. Health crises are times of reconstitution of self and relationships (Lorber,

1997). The present research began in Human Science, the epistemology of 

Constructionism, the theory of Social Construction of Reality, and used Narrative Inquiry 

and conversational interviewing to produce an understanding of women’s lived 

experience of health crisis in intimate relationships. This research discusses the creation 

of the meanings of self, other, and relationship for women who have experienced health 

crisis. During analysis, three themes emerged: “sick of being sick,” “it’s not a big deal,” 

and “I need empathy!” This study has demonstrated that the experience of health crisis 

has significant effects on the lived experience of women in North American culture.
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Introduction

“III people are more than victims o f disease or patients o f medicine; they 

are wounded storytellers. ”

(A. W. Frank, The Wounded Storyteller: Body, Illness, and Ethics, 1995)

I  wrote this journal entry on December 14, 2004:

Well, my doctor told me that I have kidney damage and he basically told me that 

my lifespan has been “significantly shortened,” so I probably won’t live to be 

fifty. I’m so scared, so scared. Why? Why was and have I been so stupid, so 

careless! I can’t blame anyone but myself, not the doctors, not my family, not 

God, just me. I’ve tried so hard not to stress about it since it is finals week and 

I’ve been writing papers all week. I just feel like such a mess— all around, 

physically, mentally, and emotionally right now. I keep thinking about my mom 

and how I made her cry yet again with bad news about my health. I hate that I 

cause her so much pain, and not just her, but my entire family. I’m almost 

dreading going home, just because I don’t know how to face them all. I’ve let 

everyone down and it’s really serious, it’s my life, my actual existence! I feel so 

angry with myself, I don’t want to die young, I don’t want to have any more 

complications. I don’t think I’ve ever said this, but I hate, HATE, being diabetic! 

Oh God, I don’t want to die

At the time that I wrote this journal entry, I was 22 years old, in my first year of 

my graduate program, and feeling completely petrified. This entry was written a week 

after my physician informed me that my lab results showed some “serious”



developments. The words that came through his mouth were heard. I interpreted them 

clearly, yet the meaning of those words was not fully developed until I shared them with 

the intimate people in my life. It was not until sitting on my bed and calling my parents 

that I actually began to understand the magnitude of what those words could mean. It was 

not until I uttered “significantly shortened lifespan” to my mother that I began to cry, and 

it was not saying the words that caused me to inhale sharply, but the gasp of my mom’s 

breath and the shakiness of her voice that communicated to me that once again I had 

caused her pain.

Being diabetic for thirteen years has brought many challenging experiences, 

among those specific health crises. The meaning I have had for diabetes over the past 

thirteen years has changed, as I have changed and the people within my social reality 

have changed. My understanding of health has also evolved through experience, 

information, and interaction with people such as health care providers, family, friends, 

and mentors. It is hard to articulate what being healthy means for me to people who have 

always been relatively healthy. Because I have never quite known what it means to feel 

“healthy” my understanding of the term seems skewed. In biomedical terms health is the 

absence of illness or disease; unfortunately, I, a 23 year-old physical human being will 

never be without disease, unless a cure for diabetes is available within my lifetime. 

Therefore, according to most health care providers, I will never be completely healthy.

Realizing that no matter what I did, no matter how careful I was to follow 

doctor’s orders, and no matter how much I strived to attain the goal of health, it would 

always be elusive, I became rebellious and non-compliant with advised medical



treatment. My first major health crisis, after my diabetes diagnosis, occurred when I was 

14, as I developed an eating disorder. The next crisis began at the age of 18, when I had 

decided that I was no longer going to “deal” with the issues of having an autoimmune 

disorder, as I was frustrated with all the responsibility and anxiety that comes along with 

being “sick” or “diseased.” I decided I was no longer going to comply with doctor’s 

orders; I wasn’t going to take my medications any longer. I then experienced what is 

known in biomedical terms as diabetic keto-acidosis or DKA. On December 3, 2001 I 

was rushed to the emergency room and there the health care providers informed my 

family and then myself that I had a 50 percent chance of surviving the night. I spent four 

days in the intensive care unit, four days in which my body felt as though it had died and 

was coming back to life. 1 could feel every nerve that had been numbed from the roots of 

my hair to the soles of my feet. I had never known, and have never since known, that 

kind of pain. It was not only the physical pain, but also the emotional anguish that 

swelled inside me as I lay in that hospital bed considering the mortality of my very 

corporeal embodiment.

I don’t think most people are aware of how much they affect others, how deeply 

our lives are all entwined with those most intimate in our lives. I now consider those four 

days in the hospital a rebirth, an awakening as I became aware of my reality in a way I 

had never realized. After watching my dad cry, after hearing my siblings, my 

grandparents, and my closest friends weep on the telephone at hearing my voice, I 

become conscious of the actuality that my life is not completely mine. In those moments, 

I understood that I am not only responsible to myself for my actions, but also to those



who care about me, to those who love me. Though I didn’t know how to articulate my 

understanding at that moment, I grasped that together we construct our realities, together 

we create meaning, and it is through relationships that life really occurs.

After that experience 1 vowed to never cause my loved ones so much pain again. I 

thought, at the time, that I could atone for my mistake in some way. My older sister was 

with me before my Mom could fly to Fairbanks, and so it was she who had to make 

certain decisions that could have either saved or killed me, and to this day, four years 

later, she will not talk to me about that event or what making those decisions meant for 

her. This is just one example of how a health crisis alters relationships; my sister and I are 

still close, but there remains a barrier that I helped to construct, because I need to feel 

forgiven. Over a year ago, around the time I wrote the opening entry of my health 

journal, 1 had a moment of realization: I cannot “make-up” for or atone for my mistake in 

the ways that I had envisioned. I cannot un-do or delete the meanings that have been 

constructed of that experience; I can only discuss them and try to construct new 

meanings.

During the time of my diabetic keto-acidosis crisis, I was not in a romantic 

relationship, so my relationships with various family members and friends are at the 

center of that experience. However, about a year later I became involved with a young 

man and we have been together since. For the past three years, our relationship has been 

affected by my diabetes and by health crises related to my diabetes (e.g., cataract surgery, 

retinal detachment surgery, bouts of hypoglycemia). In our everyday, mundane 

experience and routines, we together construct the meaning of my disease, as it is a part



of our everyday lives. For us, diabetes affects when we/I can be intimate, when we/I eat, 

if or when we/I can do vigorous activity (e.g. hiking, biking, working out), and also how 

we interact, in that my disease can affect my temperament. My disease is central in my 

everyday life, as it is an essential aspect of both my physical self and my identity and so 

it has an influence on my relationships.

As I have lived almost my entire life experiencing various health crises, Health 

Communication is and has been a vital facet of my reality. It is the experiences of my 

own life that have brought me to study Communication and have led me to aspire to 

understand not only my own relational constructions of health crises, but that of other 

women in greater depth. How are meanings for health crises constructed between 

intimate partners, and how do these meanings affect our identities and relationships? 

Asking myself these questions is essential in my own reality as I try to understand who I 

am and how my relationships have transformed and will continue to transform. Through 

the telling of our stories, my co-researchers and I together constructed new meaning and 

understanding of our experiences, our realities.

This thesis is my opportunity to share my understanding of my experience and the 

experiences and understandings of my co-researchers. According to the theory of Social 

Construction of Reality, we live in a socially constructed world; a socially constructed 

reality (Crotty, 1997). This "reality" is constituted through our interactions with our 

social and physical environments. Health crises then are socially constructed, in that an 

individual’s social network (significant other, family, friends, co-workers, and health care 

providers) helps the individual to construct the reality of the health crisis, as the
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experience may prevent or disrupt how a person goes about their mundane, everyday 

pursuits of living (Lorber, 1997). It is the interactions in our everyday lives that construct 

our reality. When people experience a health crisis or illness, we note that individuals 

have different cultural and personal beliefs about what that experience may mean.

The experience of illness is not one isolated in our bodies, but one that 

immediately becomes a part of our social connectedness (Lorber, 1997). When a person 

experiences a health crisis, the magnitude of what it may mean is not isolated to that 

individual. We do not live in isolation. Josselson (1996) articulates, “people create their 

lives within a web of connection to others” (p. 1). We need other people and we need 

others to need us in return. Crises, whether they are related to health, natural disasters, or 

war, seem to lead to people coming closer together, relying on feeling connected.

Health crises are "characterized by the feeling that everything has changed and 

that life will never be the same again" (du Pre, 2000, p. 132). With health crises come 

significant changes to an individual's lifestyle and such changes necessarily have direct 

and indirect effects on individuals' intimate relationships. How do relational partners 

construct what a health crisis means as they experience it? How does a health crisis 

impact one’s identity? A health crisis can happen to anyone at any time. How individuals 

cope with and construct that crisis within their intimate relationships is the particular 

lived experience that I wish to better understand. My own personal experience with 

health crises directs this inquiry; understanding others' lived meaning will help me to 

understand my own lived meaning as I also gain a greater understanding of myself, both 

as a person who has experienced health crisis and as a reflexive researcher. That the



newly constructed knowledge of this study will then empower others as well as myself to 

make choices that enhance the quality of our relationships, our lives is the value of 

developing a greater awareness of this topic

This research concentrates on understanding how the experience of a health crisis 

is made meaningful in a woman’s constructed reality, in her relationships with those most 

intimately close to her, and how those constructions transform her identity. Living in a 

Western, individualistic society can lead one to believe that the consequences (positive or 

negative) of the events of people’s lives are isolated and experienced by only them. 

However, the ripples of our lives reach and touch those who are closest to us, those with 

whom we have intimate relationships, our romantic partners, our families, and our closest 

friends.



Chapter 1 

Review of Related Literature

According to Denzin and Lincoln (2000), the domain of human science and 

qualitative research “is the world of lived experience, for that is where the individual 

belief and action intersect with culture” (2000, p. 8). The aim of this study is to use 

human science epistemology, methodology, and methods to come to a unique 

understanding of women's lived experience of health crisis and how women construct 

lived meanings of health crises in the context of their intimate relationships.

This chapter begins with a discussion of meanings of health and illness within the 

existing Health Communication literature. It is important to provide insights that have 

been established by scholars concerning meanings of health and illness, as these concepts 

are imperative in experiences of health crises. Socially constructed cultural meanings 

influence the manner in which individuals perceive themselves. Identity and relationships 

are both social constructions that are formed, maintained, and transformed in human 

interaction. These concepts are symbiotic in that one influences and affects the other. 

Identity is discussed before relationships because identity is meaningful in all 

relationships in that self-perception affects how people perceive others and so then affects 

the manner in which they interact with other. From identity the chapter then shifts to 

gender, as gender is a fundamental aspect of identity and of interaction in relationships. 

One’s gender influences not only personal relationships, but also people’s interactions in 

society. In the context of health and illness gender is an essential concept that needs to be 

discussed, particularly in that one’s gender may actually put a person at higher risk for a



health crisis, such as is the case for women, children, and older adults. In each section of 

this chapter identity and relationship are either directly or indirectly considered and 

discussed.

1.1 Meanings of Health and Illness

According to Shulka (2001) health is central to a person’s sense of being, as 

health has a major impact on a person’s identity and reality. However, though health is 

core to a person’s sense of being, people rarely consciously articulate their meanings for 

health (Shulka, 2001). Miles (1991) describes the negotiation of meanings of health and 

illness stating, “ to feel healthy or sick is a personal experience but concepts of health and 

illness are learned by drawing on the accumulated knowledge of the relevant culture” (p. 

37). Kreps and Thornton (1992) declare that Health Communication involves the ways 

people "seek, process, and share health information" (p. 2). This area of study focuses on 

how humans interact within health care processes. Communication is a fundamental 

aspect of any health care experience, whether the experience is between a patient and a 

doctor or between patients and their support networks. Sharf and Vanderford (2003) 

emphasize that:

In the context of health, illness, and medical care, the application of the 

constitutive model of communication reveals the complexities of moderating 

between scientific truth derived from the physicality of organic disease and the 

materiality of bodies, and the meanings of human suffering experienced by 

patients, their loved ones, and the health professionals who care for them. (p. 2)



According to Kreps and Thornton (1992), most health communication research has 

concentrated on the interaction between the patient and the health care provider and has 

been conducted using Objectivist epistemology. In order to garner rich data that may 

reveal more of the complexities and meanings of people’s experiences of health crises, a 

Constructionist epistemology is advantageous and was used for this investigation.

Within American and Western society, the culture and language of medical 

knowledge and of health and illness are derived from the biomedical model (Lorber, 

1997). The biomedical model is situated on the Objectivist end of the epistemological 

continuum, which

assumes that disease is a deviation from normal biological functioning, that 

diseases have specific causes that can be located in the ill person’s body, that 

diseases have the same symptoms and outcome in any social situation, and that 

medicine is a socially neutral science. (Lorber, 1997, p. 2).

A critique of the biomedical model has shown that what is constituted as normal is 

culturally determined and that medical knowledge is profoundly biased by the values of 

the dominant group of medical professionals (Lorber, 1997). According to Miles (1991),

“ ill health represents a breakdown in the normal, expected state of health and well-being, 

a situation when things go wrong, a deviation from how things should be, and usually 

are” (p. 42). In Western society, race, class, and gender biases in medical knowledge 

have been found as medical norms have been largely based on white, middle class, male 

bodies (Chrisler, & O'Hea, 2000; Lorber, 1997).



The biomedical model perspective on health separates communication about 

health into two distinct kinds of discourse, objective and subjective (Sharf & Vanderford, 

2003). Objective language is used to “present traditional, biomedical information about 

organic, verifiable, measurable signs of disease conveyed in the authoritative voice of 

physicians and other health providers” (Sharf & Vanderford, 2003, p. 11). Subjective 

language is used to talk about the non-verifiable experiences of health and illness. 

Subjective language is associated with the natural, in situ language people use to describe 

their own experience of their illness and health and is thus personally and culturally 

significant (Sharf & Vanderford, 2003). This separation of verifiable and non-verifiable 

discourse is misguided in that they are at once experienced. Both forms of discourse are 

relevant and essential in attaining appropriate health care and both should be viewed in 

the medical community as valid. A person’s vital signs should not be the only factor in 

evaluating the quality of that individual’s reality. This study is most concerned with 

subjective language as I utilized human science epistemology, narrative methodology, 

and the conversational interview method (Kvale, 1996) in order to gain understanding 

through my co-researchers’ natural or subjective language.

According to Cline (2003), the existing health communication research has 

“focused more on formal than informal contexts” (p. 285), meaning that the foci of study 

have been interactions between patients and health care providers, which represents only 

a small part of the interactions that socially construct the meaning of a patient’s illness.

As a patient I only spend about 15 to 30 minutes every few months with my health care 

providers; however, I interact with my intimate partner, my family, and my friends on a



regular basis, We discuss our health, how we feel with those with whom we have close 

relationships consistently, and so it is with those in our intimate network that we 

continually construct meanings of health and illness.

Unlike meanings of health, which can be ambiguous, meanings for experiences of 

illness are often more articulated, du Pre' (2000) defines a health crisis as "an occurrence 

that exceeds a person's normal coping ability" (p. 131). Her thorough review of the 

literature on patient and caregiver satisfaction, informed consent, and compliance with 

treatment decisions suggests, "two-way communication is crucial to ensure that patients 

and caregivers are satisfied with their interactions, aware of their options, and committed 

to carryout treatment decisions" (p. 3). Research suggests that patients are more willing to 

comply with doctors’ advice when the provider validates the patient’s feelings. Yet, 

previous research also suggests that providers have traditionally been trained to 

concentrate mostly on physical aspects of health. In recent years there has been lively 

debate between the biomedical and biopsychosocial perspectives, with proponents of the 

biopsychosocial approach “winning” the debate on philosophical grounds. In fact, 

biomedical research has "found links between physical health and mood, laughter, stress, 

and depression" (p. 2). It is difficult to contest that peoples’ relationships, thoughts, and 

emotions are relevant to their overall well-being.

du Pre (2001) found that if done efficiently, using a variety of communication 

techniques, biopsychosocial care often addresses more concerns than biomedical care in a 

comparable amount of time. It is evident that "from a patient's perspective, lifeworld talk 

is most desirable when a health concern threatens self-image or social status" (p. 17). du
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Pre explains that the process of coping involves both problem solving and adapting. 

Coping involves the concept of social support, which in its simplest definition is basically 

"people helping people" (p. 130).

Part of the coping process involves the naming of the health crisis, in that it is 

“important for people to understand and be able to explain to themselves why they have 

become ill” (Miles, 1991, p. 43). Any life-altering experience can create extreme 

uncertainty and a feeling of the loss of control over one’s life. When I was diagnosed 

with diabetes at the age of 10,1 remember feeling that loss of freedom. At the time, the 

freedoms I felt I had lost were associated with food, physical activity, and medication. 

However, after spending a week in the hospital being educated about diabetes, I felt more 

in control and capable of managing my disease. Identifying the problem, naming, 

establishes a sense of control; and “having named it [the health crisis], or [having] been 

told what it is, individuals begin the process of assessing what has befallen them” (p. 44). 

Interpretations of the experience of a health crisis is a construction between the one 

experiencing it, their health care provider(s), and those closest to them.

The interaction a person has with one’s health care provider is usually shared with 

the person’s intimate partner, family, friends, and even co-workers. My boyfriend comes 

to appointments with me when he doesn’t have a previous obligation. When he doesn’t 

come along he inevitably hears about what was said and done during the interaction. Yet, 

he is not the only person with whom I discuss my appointments. I discuss the interactions 

and the information I receive during those appointments with my family, my friends, and 

my mentors. Every interaction helps me to understand and construct new meanings of my



experiences. Interaction with health care providers is a major facet of a health crisis 

experience and those appointments and procedures are also made meaningful in the 

interaction in intimate relationships.

1.2 The Emergent Self

I refer to Richey and Brown’s (2006) Model of the Emergent Self which locates 

“meaning as the product of interpreted experience created in communicative social 

interaction, [and] provides a basis for discussing a socially constructed self, emergent 

within a constitutive framework of intersubjectivity” (p. 3). According to the Model of 

the Emergent Self,

intersubjective interpretations ground lived experience within networks of social 

relationships and existing cultural perspectives or standpoints. The model of the 

emergent self attempts to conceptualize the foundational process of social self

construction, wherein the development of self and one’s continuous restructuring 

(re-construction) as a self are contextually embedded in the on-going, shared 

locus of lived communicative experience. As a matter of course, any 

contextualization of self, we believe, can be explored within the framework of 

choice that is the on-going creation of the emergent self. (p. 3)

Richey and Brown (2006) assert that if human reality is continuously formed and 

transformed through communication, then “self is a product of social interaction, 

contextually constituted within an intersubjective framework of communication” (p. 4). 

The Model of the Emergent Self epitomizes the process of emergence through “the on

going interactive human social process of communication” and “the dynamic



intersections between one’s experience of self, one’s social interactions, and one’s 

situated cultural identity” (p. 4). This process is a continual social construction as the self 

is always becoming. If the self is in constant process, a life or reality takes place at the 

center of those processes “with choice as both the nature and impetus of the process” (p.

The emergent self is composed of three interconnected “systems of self, which are 

embedded in a physical and sociocultural matrix,” (Richey & Brown, 2006, p. 5) the 

experiential or existential self, the relational self, and the cultural self. The experiential or 

existential self is “the self that we take into any interactive moment,” it is a person’s 

“experience of embodiment,” of personalities socially constructed through our “shared 

cultural symbolicity” (p. 5). The relational self is representative of how people experience 

themselves intertwined in their numerous personal relationships. The cultural self 

represents one’s knowledge of self within “the context of [her] sociocultural perspective 

or [her] experienced standpoints which include contexts such as gender, race, ethnicity, 

age, sexuality, ability, and status” (p. 5). The visual representation of this model is a 

Venn diagram that shows all three systems overlapping at the center. It is in this core 

space, or the “on-going emergence of the self in the now” (p. 5) of a lived moment, that 

the self can be considered as a constant state of becoming. In discussing the social 

construction of health crises within intimate relationships, this model is particularly 

heuristic in that significant transformations of the self occur in all three systems.

As a diabetic, I personally embody diabetes as I experience it and make it 

meaningful to myself through my experiential self. Richey & Brown (2006) constructed



the model of the Emergent Self to help understand cancer and survivorship. They contend 

that,

the self that emerges from diagnostic and post-diagnostic discourse is the product 

of choices made from moment to moment by the person experiencing cancer in 

co-construction of the socially shared realities of the disease with health care 

personnel and immediate relational others, (p. 7)

In any type of health crisis, the person constructing meaning of experience has choices. 

We make the choices that construct our selves. Understanding how one comes to make 

either positive or negative choices aids in fostering the most positive choices for our 

realities. The three systems within the model cannot be separated in that they are 

interconnected. Richey and Brown explain this interconnectedness by stating, “self- 

identity, conceptualized in a co-constructive framework, suggests that any conception of 

self cannot be separated from relational contexts” (p. 11). This model is appropriate for 

this exploration as an aid in understanding the construction of meaning and identity that 

are the foci of this study.

1.3 Gender

Gender is a fundamental aspect of the self and of the construction of meaning 

whether in the doctor’s office or between intimate partners. Wood (1994) describes 

gender as “neither innate nor necessarily stable” because “it is acquired through 

interaction in a social world, and it changes over time” (p. 21). Lorber (1997) 

emphasizes, in Gender and the Social Construction o f Illness that, “a complete analysis 

of health and illness as social phenomena must include gender” (p. 2) because “social



practices produce social bodies all through life and death” (p. 3). Unfortunately, within 

the Health Communication field, women are one of three under-represented populations 

within the existing research; the other two include children and the elderly (Nussbaum, 

Ragan, & Whaley, 2003).

Gender is one of the most significant factors in a person’s identity in that gender 

determines how we have been socialized as human beings within the lived world from 

birth onward. The concept of gender is a social construction; cultural and “socially 

endorsed views of masculinity and femininity are taught to individuals through a variety 

of cultural means” (Wood, 1994, p. 21). From the time babies are birthed, “we are 

encouraged to conform to the gender that society prescribes for us” (p. 21). Throughout 

the remainder of their lives people interact with the baby/person in a specific way 

according to the culturally accepted expectations of appropriate behavior for each gender.

Gender differences include those matters that “emerge from social interaction and 

social status in complex interplay with biology, genetic inheritance, hormones, and 

physiology” (Lorber, 1997, p. 6). Gender differences are not created by biology and 

physiology, but are a “result of social factors, such as economic resources, nutrition, type 

of work done, family responsibilities, and socioemotional supports” (p. 94). Social 

factors are embedded in culture. They are systems of roles and practices that are made 

meaningful through norms and values and are institutionalized in a society’s economy, 

medical system, and gender order (Lorber, 1997). An individual’s social context is an 

integral part of any illness. The social context is shaped not only by a person’s gender but 

also “their social networks, their work and financial status, their family obligations, and



the medical care systems and values of their society”(p. 6). In short, realities are 

constructed in communication in particular settings of lived experience.

Gender has a major impact on the experience of being a patient, of health crisis, 

or of any situation within the health care system. According to Turkel (2000), gender 

identity and self-esteem issues are inseparable. Women often feel self-critical and 

devalued about both their intellectual and physical abilities. From birth, females in North 

American culture are taught through various processes (e.g., interaction, nursery rhymes, 

fairy tales, media) to be submissive, sensitive, dependent, passive, emotional, 

cooperative, and supportive. As girls grow into women, the messages may come from 

different sources, but they are nonetheless still readily present. The list of adjectives that 

have typically been used to describe the "good" girl do not describe femininity, but rather 

a social state of powerlessness.

Unfortunately, many women experience the feeling of powerlessness in their 

interaction with health care providers and systems. Patients, female or male, have 

traditionally been quite powerless with respect to their providers (du Pre, 2000).

However, current literature shows that health professionals and health systems typically 

take men's concerns more seriously than women's. I have had numerous experiences with 

various health care providers where instead of directing their questions to me the patient, 

the provider would turn to my Dad, who often accompanied me to medical appointments. 

Polomeni and Moore (2002) iterate that "the negative effects of perceived lack of control 

in the medical setting may be exacerbated if the patient also belongs to a low power 

group, for example, young people, women, and minority cultures" (p. 53). In that I am a
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young person, 23 years old, I am a woman, and I am Hispanic, I am extremely at risk for 

medical providers to discount my claims. However, because 1 am aware of this I am able 

to make choices concerning my medical care, such as choosing a female physician who 

will help me to avoid feeling powerless or invalidated. Current research suggests that 

perceived powerlessness and dissatisfaction in the medical encounter are linked to non- 

compliance with health remediation directives, one of the major problems in health care. 

Frustration with not only health care providers and the health care system, but also with 

side effects of medications and limitations created by treatments, are also issues that often 

contribute to non-compliance. Non-compliance can itself cause a variety of problems for 

a person experiencing illness or a health crisis because it usually leads to complications 

of the existing health problem and thus may have additional impact on the everyday 

roles, relationships, and obligations in the life of the individual. When I made the choice 

to be non-compliant, 1 felt frustrated, 1 felt powerless to prevent a negative course of my 

disease, but in making the choice to ignore my treatments I only created more health 

crises. For example, as a result of my diabetic keto-acidosis, I developed retinopathy that 

rendered me legally blind for a time until I was able to have surgery to restore my vision.

Women in contemporary Western society are pushed to do it all; to be everything 

to everyone. The myth of “superwoman” illustrates the contradictions in Western 

society’s social expectations of women given that “women are expected to display traits 

of modesty, frailty, and sensitivity, signaling to men that they will be uncompetitive and 

submissive to them” while “these same women are expected to be strong enough to bear 

and rear children, do all the domestic work, and assume responsibility for the family’s



health and happiness” (Miles, 1991, p. 59). This typically describes the situation in which 

women have a wider variety of roles to fulfill on a daily basis than do men. A working 

mother does not end her day as she leaves her job, but comes home to a second shift of 

being mom which includes caring for children, cooking, cleaning, and other aspects of 

being the primary care taker (Wood, 1994). There is a general expectation that it is the 

responsibility of women to ensure not only their own health, but also that of their family. 

This expectation “puts an extra burden on wives and mothers and increases their potential 

for blame and guilt” (Miles, 1991, p. 46). In many situations women don’t feel as though 

they have the option of being ill and so they downplay their own illness and suffering. 

Throughout my life, I have viewed my Mom as “superwoman.” She did it all and smiled 

through it all, and even though in my eyes she is amazing, she should not be expected to 

be “superwoman.” She should never be expected to give everything and expect nothing in 

return; no woman should.

As human beings, each person experiences the similar physical phenomena of 

birth, growing, aging, and death. However, as individuals we have particular experiences 

of these phenomena that are unique and as those unique experiences are situated 

contextually within our social location, they are a focal element of our construction of 

reality. A person’s location “produces their patterns of health and illness behavior” 

(Lorber, 1997, p. 7). An individual’s gender, ethnicity, economic status, level of 

education, etc., are all interconnected in the process of interpreting experience. Gender is 

one of the most influential human characteristics and determines how others may interact 

with one in any given situation, even in a health care context (Lorber, 1997).
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Feminist scholars believe that “male-female power imbalances in the 

macrostructure of our society get reflected and reified in such microstructures as health 

care interactions” (Nussbaum, Ragan, & Whaley, 2003, p. 192). Many females are 

considered “difficult patients” due to the number of questions they pose to their health 

care providers, providers who may or may not ascribe to therapeutic communication and 

instead may adopt the traditional and masculine authoritarian style of interaction with 

their patients (du Pre, 2001). Such providers believe that their patients should trust that 

“doctor knows best,” and may perceive patients’ questions as wasting time or even 

insulting. Research suggests, however, that patients are more willing to comply with a 

doctor’s advice when the provider validates the patient’s feelings. In dismissing a 

patient’s concerns, feelings, or opinions, a health care provider is rejecting valuable 

information that could facilitate treating the patient more effectively and that may 

promote compliance from and holistic well being for the patient (du Pre, 2001).

The social construction of gender creates significant differences in the experience 

of health crises and illness. Health communication research suggests that gender has a 

negative impact on the care women receive within most health care systems (Watkins & 

Whaley, 2000). In that women experience more health care problems than men and seek 

a physician’s care more frequently, gender is a matter of major cultural importance. 

Understanding the influence of gender in the Health Communication context is vital to 

the overall well-being of women at all ages. Across the expansive list of medical 

“conditions” or illnesses, treatment protocols are based on a male model of medicine, and



women’s health problems and/or issues are viewed as deviations from these male-defined 

norms (Hoffman, 1995).

The discussion of whether or not female reproductive processes are health 

“problems,” is still one that continues. 1 can remember being 11 years old and in my first 

sexual education lesson when a boy in my 5th grade class made a joke about the girls 

bleeding all over the floors, causing the girls in the class, myself included, to feel 

ashamed of the fact that at some point we were all going to “bleed” on a monthly basis. 

As a young adult I still have male friends that consider menstruation “nasty” or “gross,” 

but rather than feel ashamed I feel frustrated. According to a male-defined model of 

medicine, menstruation, pregnancy, menopause and all the experiences associated with 

these events are all health “problems,” rather than natural bodily processes.

Existing Objectivist research (Thoitis, 1995) related to gender and illness sought 

direct interaction between emotions, especially stress, and illness, but came to the 

conclusion that the relationship is more complex and indirect. The experience of illness 

cannot easily be dissected into variables, as it is not experienced in segmented parts, but 

rather holistically. The relationship between emotions and illness begins with the context 

of the situation. It is socially constructed in the context of societal and cultural values, 

beliefs, and assumptions that produce certain emotions, such as stress, for an individual 

engaging in particular health behaviors.

Link and Phelan (1995) found that “economic resources, coping strategies, and 

social supports help buffer the individual from negative effects of stress” (in Lorber,

1997, p. 3). In the case of women’s health, gender roles focus attention on the individual



rather than social structures (Watkins & Whaley, 2001). Women experience health crises 

at a greater rate than men do because women experience autoimmune diseases, 

neurological disorders, psychiatric disorders, and domestic violence more often than men 

(Watkins and Whaley, 2001). Also, the experiences and health issues related to 

menstruation, pregnancy, abortion, and menopause are physically only experienced by 

people that are female. In Western society it is not clear whether or not the functions of 

the female reproductive system are to be considered illnesses or not, given that 

“ambiguity arises from conflicting messages which reach women: from doctors and other 

health professionals, from relatives and friends, and from their own bodies” (Miles, 1991, 

p. 49). Cultural attitudes towards women and other minority groups can often mean that 

these groups exist at higher risk for health crises.

1.4 Populations at High Risk for Health Crises

According to Nussbaum, Ragan, & Whaley (2003), there are three 

underrepresented populations in health communication research: children, women, and 

the elderly. This is unfortunate in that all of these populations are also the most 

vulnerable to health crises. Children are dependent upon caregivers for the essential 

basics of food, shelter, and clothing, but need medical care as well. A childhood illness 

like chicken pox can be extremely frightening for a child. The manner in which their 

health care providers, parents, and possible siblings interact with them intersubjectively, 

regarding such occasions, constructs the child’s meanings for that experience. Women 

are at a greater risk for health crises in that the medical model is based on a male-defined



norm. The discussion of these three high risk populations is relevant in that women at 

every stage of their lives are at a higher risk of experiencing a health risk.

The elderly “suffer from more chronic or long-term illness than do younger adults 

or children” (Nussbaum, Ragan, & Whaley, 2003, p. 188) and the percentage of older 

adults who experience these health crises increases as they continue to age. The most 

common types of chronic or long term illnesses experienced by the elderly include heart 

problems, arthritis, rheumatism, visual impairment, diabetes, hearing impairment, and 

hypertension (Nussbaum, Ragan, & Whaley, 2003). These three populations are also at a 

higher risk for health crises because they experience poverty at a higher rate than other 

populations. Poverty and stress issues are intertwined. Not having the financial resources 

to meet one's needs is inherently stressful. Research concerning such issues suggests that 

poor people have less access to health care services, are provided with lower quality 

services, delay seeking medical care due to lack of funds, and usually lack health 

insurance. Autoimmune disorders afflict all human beings no matter what their age, sex, 

race, or social location may be. However, children, women, and the elderly are 

particularly vulnerable to autoimmune disorders; dysfunctions in the body where the 

immune system attacks rather than protects the body. .

The experience of being diagnosed with an autoimmune disease is one that is life 

altering. I have experienced this personally being diagnosed with insulin-dependent 

diabetes mellitus at the age of 10. Autoimmune disorders represent a significant fraction 

of the total incidence of chronic disease and are more often experienced by women than 

by men. The course of an autoimmune disease is unpredictable and patient specific and



the unpredictable nature of autoimmune disorders often interfere with the coping process. 

According to Miles (1991) “illnesses which develop slowly can likewise be the subject of 

doubt and uncertainties” (p. 88).

Some patients with autoimmune disorders experience mild symptoms with slow 

progression, while others suffer severe symptoms and rapid progression resulting in 

physical deterioration and disability. The progression of this type of disorder is affected 

by the choices patients make, whether or not they adhere to recommended programs of 

medical treatment or prescribed lifestyle changes, and affected too by their financial 

resources. Chrisler and Parrett (2000) explain that, "the unpredictability of autoimmune 

disorders, the knowledge that the disorders are progressive and incurable, the possibility 

of deleterious treatment side effects, and the general public's unfamiliarity with 

autoimmune disorders can make living with one a frustrating and isolating experience"

(p. 322).

The reasons some people develop these types of disorders while others do not are 

unclear. This recognition alone can be frustrating for those who experience autoimmune 

disorders and for those who support them. Research (Crowley, 1997) suggests three most 

likely sources of autoimmune disorders: "(a) the patient's own antigens have been altered 

by some substance (i.e. drug, virus, environmental toxin) that causes them to become 

antigenic and provoke autoimmune reactions; (b) cross-reacting antibodies against 

foreign substances are formed and also attack the body's own tissues; or (c) the body's 

regulator T-lymphocytes are defective and misregulate the immune system's responses " 

(p. 322). Sex and age are also significant factors involved when one has an immune



deficiency. Genetics and environment are two other important factors in the development 

of autoimmune disorders. Some disorders are known to vary by ethnicity and geographic 

region, which implies that environmental and genetic factors likely have a significant 

impact on the disorder.

Like many women, I have often asked the rhetorical question, “why me?” in 

moments of frustration and doubt. Miles (1991) explains that “feelings of guilt, of 

responsibility in some way for being ill” (p. 89) are typical of women experiencing long 

term illness. I still don’t know exactly why or how I came to be a diabetic. Was it a 

childhood virus (e.g., chicken pox), was it a reaction to a vaccination, was it genetic, or 

perhaps a combination of these factors that caused the disease? The reason is unclear and 

some may say that it is not important because even if I knew, I would still be diabetic. 

Sociocultural and economic issues may affect autoimmune patients. It has also been 

found that poor and working class individuals are more likely to work or live near 

hazardous environments that may cause or exacerbate the symptoms of the disorder. As 

autoimmune disorders tend to be difficult to diagnose, it is particularly important for 

physicians to be skilled at listening carefully to patients and at viewing patients as experts 

on their own state of being. People with autoimmune disorders rely on their health care 

team to assist them in maintaining the quality of their lives. Assistance involves not only 

medical treatment, but also helping to construct meanings of the disease or condition.

When I was diagnosed with diabetes, my endocrinologist, a woman, instructed me 

to think of having diabetes as a condition, rather than a disease. She also told me that I 

could live a “normal” life, I didn’t need to limit myself, I just needed to be more aware



and careful than other people living without diabetes. As a ten year-old girl, these words 

framed diabetes in a way that allowed me to accept the conditions of my situation in a 

positive manner. The meanings constructed for my illness were such that diabetes was 

understood not as a “bad disease” that was going to kill me, but just something to be 

controlled and managed. I didn’t consider myself sick or diseased, even though others, 

such as my grandma, perceived my diabetes in that manner.

The feminine gender role closely resembles the "sick" patient role in that both 

expect one to be passive, cooperative, dependent, uncomplaining, and willing to suffer in 

silence. However, research (Chrisler, & O'Hea, 2000; Watkins, & Whaley, 2000) 

suggests that it is not healthy for the identity of the patient with a chronic illness to adopt 

the sick role rather than directing their motivation and focus toward maintaining their 

day-to-day behavior and responsibilities within the limits of their health condition. 

Finding a balance in everyday life is difficult enough without the added complications of 

chronic illness.

People with autoimmune disorders often find that their symptoms and treatments 

often interfere with their ability to meet the demands of their multiple life roles. This 

interference tends to negatively affect the patient's relationships with family, friends, and 

co-workers, which in turn negatively affects the patient's sense of well-being. Body 

image and sexuality are also issues of concern for autoimmune patients. Negative body 

image perceptions can harmfully change self-esteem and self-concept. Being diabetic, I 

have been seeing a nutritionist for over a decade and I have been told to stay within a 

certain weight range for over a decade. Keeping a food diary and weighing oneself every



other day can cause a person to become somewhat obsessive about their body. Limited 

research concerning the sexual concerns of autoimmune patients suggests that both 

symptoms and treatments can decrease sexual desire and the ability to engage in 

intercourse. The medications and prescribed treatments can cause fatigue, depression, and 

pain that may hamper a person’s sexual appetite. Sexuality is an integral aspect of one’s 

identity and perceptions of one’s self affect our intimate relationships in that self-identity 

and relationships are both constructed in interaction.

There are no cures for autoimmune disorders therefore patients are often given 

complicated instructions on how to monitor their illness and manage their symptoms. 

Depending on the resources of the patient, it may be extremely difficult to adhere to the 

advice given. Autoimmune disorders essentially have an effect on the many different 

aspects of a patient's life and identity, as Thornton and Lea (1992) explain, "People with 

autoimmune disorders fit neither the sick role nor the healthy role much of the time, and 

others may not know what to think of them" (p. 334). The ambiguity of this situation is 

difficult to manage and people experiencing autoimmune disorders tend to rely heavily 

upon their immediate support networks; that is their significant others, family, and friends 

for help in coping in the entire range of experience from the mundane to crisis.

1.5 Social Support Networks and Health Communication

Social support is essential for those who suffer a chronic illness in that networks 

of interpersonal relationships can be instrumental with both practical and emotional 

support. Families, friends, support groups, and medical teams are all sources of social 

support. Related to social support networks is the coping style of the patient. The
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majority of the research concerning coping strategies has focused on various strategies 

for managing pain.

In the Health Communication literature, social support is shown to entail 

behaviors that communicate to the individual that people care for them and are concerned 

about what happens with the individual’s health and quality of life. Friends asking you 

how you are feeling and genuinely wanting an honest answer to that question are enacting 

a form of support, a significant other packing a healthy lunch for their partner is enacting 

a form of support, even a mentor confronting their student about a drop in their quality of 

performance is a form of support. The choices we make that are made to benefit not only 

ourselves, but those we care for, are all actions of social support.

According to Sternberg (2000) recent medical research “ tells us that a very 

important aspect of maintaining health is having an extended network of social support” 

(p. 156). Our intimate partners may not always respond in a supportive manner in times 

of crises and so it is important to have other people to rely on to be there. Health crises 

and the subsequent coping process have both direct and indirect effects on the intimate 

relationships of the individuals experiencing these events. Lorber (1997) explains that 

though illness is located in the body it is not contained there, for as social experience, it 

involves all patterns of life, a person’s “whole social world is involved in a major illness” 

(p. 96).

In many cases people must undergo medical treatments, take newly prescribed 

medication (that often have adverse side effects), change their diet, and deal with 

limitations to their ability to manage all the roles of their "normal" daily lives, and



beyond that are economically affected due to the high costs of health care. The meanings 

constructed by an individual for what health and illness constitute are constructed by the 

experience of cultural beliefs, values, assumptions, and interactions with persons around 

him or her. As Lorber (1997) states, “In every society, the symptoms, pains, and 

weaknesses called illness are shaped by cultural and moral values, experienced through 

interaction with members of one’s immediate social circle and visits to health care 

professionals, and influenced by beliefs about health and illness (p. 1).

Social support is a fundamental communication behavior as well as a process that 

is embedded in the structures of ordinary, everyday relationships. Julia Wood (2000) 

explains the importance of relationships, stating, “personal relationships are central to our 

individual identity and to our well-being” (p. xix). For over three decades, researchers in 

the social sciences, epidemiology, public health, and medicine have recognized the 

importance of supportive communication as a necessary condition for a quality life as 

well as healthful living. The current conceptualization of social support and health 

communication (Albrecht & Adelman, 1987) involves describing "social support [as] an 

overlay for considering the interactional processes through which relationships and 

networks of clustered relationships manifest in helpful and sometimes unhelpful 

relational patterns" (p. 265).

Albrecht and Goldsmith's (2003) review of the literature regarding the impact of 

social support on health and illness suggests that the outcomes of supportive 

communication on health are "complex and varied" and posits the extent to which 

supportive behavior improves "the quality of life for patients, families, and communities



remains relatively unknown, unexplored, and under-funded" (p. 266). There is a growing 

body of research on the health effects of social support that is disease or condition 

specific (e.g. cancer, pregnancy). Such research is especially useful as each disease or 

condition has its own treatments, specialists, and physical effects on the individual. 

Empathy is an essential aspect of coping with a health crisis; the people most able to 

empathize with those with a crisis are individuals that have had crises themselves.

Communication processes have been core for the theoretical explanations of the 

interactions of social support and health. It is through communication processes that we 

develop, maintain, and transform our realities; thus, as Albrecht and Goldsmith (2003) 

state, “communication processes are the medium through which support is provided to 

individuals as they cope with everyday stresses and health crisis" (p. 268). To date, 

researchers have focused on determining the patterns of communication that are most 

likely to create health protective social environments and to enhance access to health 

resources. Specifically, researchers have tried to gain a better understanding of how 

messages and/or conversations about stresses can help or hinder a person's effort to 

manage everyday stress in health crisis.

Social support has been and will continue to be an important topic area for health 

communication researchers. Albrecht and Goldsmith (2003) emphasize that "supportive 

communication plays a complicated, direct, and mediating role in the course and 

experience of health and illness" (p. 277). Baurer and Orbe (2001) in their inquiry on 

transplant recipient communication emphasize five basic types of social support: 

emotional, network, esteem, tangible, and informational. They also contend that, “social



support is crucial in order to achieve physical health and psychological well-being"

(p. 142). It is evident in the existing literature that whether the crisis is a chronic illness 

(e.g. cancer), a condition (e.g. pregnancy) or a major surgery (e.g. organ transplant), 

social support has both indirect and direct effects on health and well-being. As Lorber 

(1997) explains so fluently, “Illness takes place within a web of interaction that ties 

together the person concerned, family, friends, co-workers, health care professionals, 

medical bureaucracies, the physical setting, the technology, government policies and 

politics, economics, values, knowledge, and beliefs” (p. 95).

1.6 The Parental Perspective o f Health Crisis

Parents play an important role in the daily lives of their children throughout the 

child’s life. The parental unit is usually an individual’s first support network. As people 

grow and become more independent, their social world grows and so too does their 

support network. From birth to young adulthood, parents are usually the support network 

most involved in any type of health crisis that a child may experience. Miles (1991) 

discusses the importance of childhood experiences when she explains:

socialization for gender roles during childhood, i.e. learning what constitutes socially 

approved ‘feminine’ and ‘masculine’ behavior, and what does not, influences the 

thinking of adults of both sexes as to the suitability of their actions in any given 

situation; thus health and illness behavior become gender specific (p. 59).

Health crises in childhood involve stressors that may include hospitalization, pain, 

treatment, and restricted participation in daily activities. The indirect effects of these 

stresses include changes in family roles, social isolation, marital stress, and family



dysfunction. Though I am not specifically discussing the experience of children’s health 

crises with parents, I still consider the existing knowledge of this topic relevant to my 

study in that as a woman who has experienced various health crises throughout my life, 

my parents have helped me to construct meanings of those various experiences. Even 

though I am presently a 23 year-old woman, my parents and I continue in our interactions 

to construct the meanings of my health crises.

A crisis does not only negatively affect the patient, but also those that care for the 

patient. The many appointments and hospitalizations of my childhood affected not only 

me, but also my parents and siblings. My parents missed work and other obligations and 

my siblings were often left at home with baby-sitters or family friends. Our family was 

separated on numerous occasions due to my medical treatments, which caused resentment 

from my siblings. Their meaning for the experience of being left at home was that I was 

receiving special treatment, as I received more attention from my parents, more one-on- 

one time with both parents at times. When I was 6 years old 1 had a cornea transplant. At 

the time we lived at Eielson Air Force Base, Alaska, but my surgery was done in Seattle, 

Washington, which meant that my Dad and 1 would have to fly there and stay for two 

weeks while I recovered from the surgery and could safety fly back home. I remember 

my sisters being jealous as my Mom helped me pack; I was going on a trip. I remember 

trying to sleep, but laying in bed wide awake, terrified and wishing it was one of them 

who was going on this “trip.” There was little discussion as a family about what was 

happening, I knew because I was present at the appointments, but it was not until I was 

diagnosed with diabetes that my health crises were discussed within the family.



Parents and families must somehow cope with such stressors and their indirect 

effects. Sallfors and Hallberg (2003) found that "the most often used coping strategies 

reported by parents during a child's chronic illness and lengthy hospitalization are 

obtaining information and advocating and receiving support from hospital professionals" 

(p. 194). Having a sense of knowledge about the child’s situation helps a family to cope 

with the stressors of the illness experience. Parents must integrate treatment demands 

with everyday work and social activities, stay hopeful, and set limits for the child's 

behavior. Parents and health care providers often set limits that "take into account the 

child's need to attain independence, while balancing any constraints imposed by the 

illness" (p. 200). Researchers emphasize that parents need to be viewed by healthcare 

professionals as a valuable resource in understanding and managing health crises in 

childhood (Nussbaum, Ragan, & Whaley, 2003).

Parents and family are usually an individual’s first and primary support network. 

They have an enormous impact on how, as a child, one comes to understand and 

construct meaning for a health crisis. As we move from childhood into adulthood our 

parents are often still be a major influence within our lives, but they are usually not the 

primary influence. The experiences of childhood, and the meanings we construct from 

them, related to health or not, stay with us as we become adults.

1.7 The Impact of Illness on Couples' Relationships

A defining characteristic of leaving childhood and entering into what some call 

adulthood is the entering into an intimate relationship. All types of relationships are 

complex in that, human beings are mentally, emotionally, and physically complex
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organisms. Through communication, we are able to construct our realities and 

relationships. According to Josselson (1996) a defining characteristic of intimate 

relationships involves what her co-researchers described as “there-ness” (p. 31) meaning 

the transparent, but all-important background of trust between two people in a 

relationship. Being “there” for the person you love or care for can mean literally or 

figuratively holding that person when they are going to fall without your support 

(Josselson, 1996). A health crisis can be a “falling” experience; an experience of utter 

loss of control, of complete helplessness and powerlessness. In short, it can be a most 

terrifying experience.

When most people take traditional marriage vows and profess “in sickness and in 

health” they do not necessarily understand the implications of that promise. People often 

conceptualize relationships as “things that happen apart from our personal actions and 

choices,” however; an intimate relationship is not “independent of the choices that 

individuals make” (Wood, 2000, p. xx). A serious illness powerfully affects couples’ 

relationship norms and boundaries due to the uncertainty and stress such illness brings 

into the relationship. Illness, like any other life challenge, offers the opportunity for 

growth in the relationship and also the risk of deterioration. Relationships are not static 

entities, but are processes. According to Wood (2000) relationships are constructed and 

“evolve as a result of what happens between partners—the ways they communicate and 

how they think and interpret each other and their relationship” (p. xxii). In all intimate 

relationships, each partner needs to in some capacity, accept and deal with uncertainty. 

Any number of unexpected events can happen to each of us at any time and



“circumstances beyond our control affect intimacy because relationships are not isolated 

from the rest of the world” (p. 19).

Existing literature (Chrisler & O’Hea, 1999; Roland, 1994; Trief, Sandberg, 

Greenberg, Graff, Castronova, Yoon, & Weinstock, 2003; Wood, 2000) suggests that a 

health crisis often fiercely challenges the emotional and physical boundaries of a couple’s 

relationship. Intimacy is a complex issue with which couples often must deal in the event 

of a medical crisis. Intimacy is much more complicated than simply the physical act of 

sex. Being emotionally and intellectually close also establishes intimacy, it is possible to 

have a sexual encounter with another human being and still not experience intimacy with 

that person. Health crises can cause a person to become the embodiment of fatigue; this 

state of being may cultivate a perpetual feeling of vulnerability in one or both partners, 

which also may be extremely challenging.

There are several key attributes of intimacy that are relevant for couples facing 

health problems. Intimacy requires that each partner be able to maintain autonomy while 

at the same time sustaining a complex sense of togetherness. A serious illness makes our 

mortality evident, as death is a human issue, yet, mortality isn't a topic most intimate 

partners discuss. Verbalizing feelings about mortality, however, may help with creating 

healthy coping skills and adaptation to a chronic disorder (Chrisler & O’Hea, 1999).

Roland (1994) states “couples research has found communication processes to be 

crucial in facilitating healthy couples’ functioning” (p. 330). Often, a long-term health 

problem powerfully challenges a couple’s communication skills. Chronic illness patients 

often experience intense emotions regarding their health and state of being. However,



communicating these emotions to a partner is an important aspect of making sense of 

them in a constructive manner. The ways in which couples frame an illness are 

fundamental to how they cope with that medical crisis and how their relationship will 

fare.

A major risk for couples experiencing medical crisis is that their relationship will 

become saturated with both thought and communication about the chronic disorder. It 

may become difficult for the couple to reestablish normalcy in their relationship. This 

condition increases the risk that all interactions may become integrated with the medical 

crisis. It is difficult to establish healthy boundaries when there is a need for both partners 

to be immersed in learning about the health problem or condition. Existing research 

(Albrecht & Goldsmith, 2003; Polimeni & Moore, 2002; Rolland, 1994) suggests that 

externalizing the health problem is functional in establishing healthy boundaries. It joins 

the couple in a “we” position in relation to the disorder, and makes the medical crisis a 

shared dilemma.

Constructing the crisis as a shard dilemma is useful “because partners are 

interdependent, one person’s unhappiness reverberates throughout a relationship” (Wood, 

2000, p. 19). Relational conflict often occurs between intimate partners during times of 

extreme stress. According to Sarason & Sarason (2001) “close relationships can be 

sources of conflict, strain, and disappointment as well as support, companionship and 

motivations to become or remain healthy” (p. 288). The most common cause of conflict 

is a violation in expectations and health crises often create violations in each partner’s 

expectations as both partners may not be able to function in their usual roles. Tannen



(1990) suggests that relational partners may have different expectations about the roles 

and relationship they will enact. Expectations may also be violated in that one or both 

partners may assume that once the crisis is “over” that their life will return to “the way it 

used to be” which, in most circumstances is not possible.

The issue of relational sacrifice is another common source of conflict in intimate 

relationships related to health crises events. In the context of intimate relationships 

researchers (Van Lange, Rusbalt, Drigotas, Arriaga, Witcher, & Cox, 1997) have 

described sacrifice as “acts in which individuals give up some immediate desire in the 

interest of bettering their relationship or benefiting their partner” (Whitton, Stanley, & 

Markman, 2002, p. 157). Current literature suggests that people in intimate relationships 

“identified sacrifice, along with caring, trust, respect, and loyalty, as part of their 

conception of what ‘love’ means” (p. 157). However, it was also suggested that though 

most people see sacrifice as a part of being in a “loving” relationship, that doesn’t “mean 

that individuals actually perceive their actions within a love relationship as sacrificial” (p. 

157). In a health crisis situation, both partners may experience the feeling that they are 

sacrificing for the other more than they had ever before and more than they ever 

imagined they would. This especially true when one partner becomes the care giver in the 

relationship.

Long-term illnesses usually lead to a patient-caregiver dimension in relationships. 

Scholars (Trief, Sandberg, Greenberg, Graff, Castronova, Yoon, & Weinstock, 2003) 

have found that in the case of individuals' with diabetes, their spouse or life partner has a 

significant role in the success or failure of the patient’s compliance with treatment



protocols. These additional roles can cause confusion and strain in the relationship. 

Goldsmith (2004) accentuates this point by revealing that “responding supportively to a 

partner in need is a strong expectation of close relationships and yet one that may be 

difficult to fulfill” (p. 7). Open communication about care giving limitations may be 

painful. Such role interactions draw attention to the distinction that one partner is healthy 

while the other is not. This distinction has potential for creating resentment for both 

partners. However, Goldsmith notes that in a support giving situation “it may not be clear 

who is the provider and who is the recipient of support. Because close personal relational 

partners are interdependent, they experience shared stresses [...] and stresses originating 

in one partner’s experience affect the other either directly or indirectly” (p. 117). Wood 

(2000) emphasizes the role of agency in intimate relationships when confronted with 

uncontrollable outside influences stating, “although you cannot direct all happenings in 

life, you can usually exert some influence on how you build your relationships and 

whether you respond to chance in ways that are more or less constructive for intimacy”

(p. 21).

Intimate relationships don’t just exist in the space between the dyad, but they 

“belong to both the self and other jointly, not to either solely” (Josselson, 1996, p. 153). 

There is great responsibility in constructing an intimate relationship with another person 

as both individuals carry the relationship with them throughout all their other interactions 

and relationships. Trust should be at the nexus of any intimate relationship, trusting 

another with oneself. Relying on another person to be there to hold one up when one may 

fall, to be able to be with one at their weakest, most vulnerable state is often what



happens during a health crisis within intimate relationships. Intimate relationships are 

processes constructed by partners and affected by the choices those partners make as well 

as by uncontrollable outside influences (Wood, 2000). People need other people and we 

are drawn to engage in intimate relationships because they “enrich our lives when other 

things are going well, and they buffer and fortify us when we encounter problems, stress, 

and disappointments” (p. 21). Sternberg (2000) emphasizes that intimate relationships 

“can be the strongest net to save us in our times of deepest need” (p. 157).

Previous literature (Rolland, 1994; Whitton, Stanley, & Markman, 2002; Wood, 

2000) suggests that a healthy relationship achieves a balance between the dialectical 

tensions of autonomy and connectedness. For couples experiencing a medical crisis, this 

balance may be elusive. The person experiencing a health crisis and/or illness and their 

significant other together construct what that experience means, how it will alter their 

lives by means of changing the way they interact with one another as well as how they 

function in their daily lives.

This research addresses how the experience of a health crisis is made meaningful 

in a woman’s constructed reality. It attends to women’s relationships with those to whom 

they are most intimately close, and how relational constructions and identity are 

transformed by the crisis. A thorough review of the current relevant literature reveals that 

gender has an impact on an individual’s experiences in health care processes, that social 

support has both direct and indirect effects on an individuals overall well being, that 

certain types of populations are at higher risk for health crises (e.g. autoimmune disorder 

patients), and that health crises often change the dynamics of intimate relationships.



Chapter 2 

Research Methodology

The intent of this research is to develop an understanding of how women 

construct meanings of their experience of health crisis in the context of their relationship 

with their intimate partner. My goal is to better understand and describe the particular 

lived experiences of my co-researchers in terms of the themes of their shared experiences. 

I anticipated that my co-researchers would have constructed meanings for their health 

crises experiences that may be different from one another.

2.1 Illness Narratives and the Social Construction of Health

Illness narratives are an excellent way to illustrate how matters of health and 

illness are socially constructed. Sharf and Vanderford (2003) identified five functions of 

health narratives including sense-making, asserting control, transforming identity, 

warranting decisions, and building community. Sociologists Peter Berger and Thomas 

Luckman (1966) defined the social construction of reality as “a dialectic between social 

reality and individual existence" (p. 10). Social construction of reality is a tension 

between commonly accepted knowledge and personal understanding. The perspective of 

social construction of reality finds that truth is created through the processes of 

communication and that there is not one definite truth. In the context of health, illness, 

and medical care, the application of the perspective of social construction reveals the 

complexities of mediating between scientific knowledge derived from examination of the 

physical disease and the presence of disease in the body, and the meanings of human



suffering experienced by patients, their loved ones, and the health professionals who care 

for them (Sharf & Vanderford, 2003). Sharf and Vanderford (2003) assert that

from a social construction perspective, the work of health communication 

scholarship is to unpack the sociocultural sources of symbolic usage in health 

care, for people often accept it is as natural and inevitable without considering 

how meanings emerge from contextual and political sources in ways that mold 

health beliefs and behaviors, clinical judgments, and organizational routines.

(P-l 2)

They view narrative as the "defining paradigm of human communication" (p. 14) as it is 

through the telling of stories that people most often communicate their personally 

constructed ideas of the realities they experience. Personal narratives research gained 

attention and began to emerge in health communication concurrently with the 

development of a conceptual distinction between disease, the pathological processes, and 

illness, the patient's personal experience of the disease.

Illness is the phenomena studied by health communication scholars who are 

interested in individuals' experiences of ill health or medical crisis. Narrative-based 

investigations "encompass the meaning that patients ascribe to their illness as they affect 

roles, relationships, and identities, as well as meanings that reflect social, organizational, 

ethnocultural, and familial assumptions and influences” (Sharf & Vanderford, 2003, 

p. 14).

Narrative inquiry is extremely beneficial in understanding the meaning 

constructed of particular experience in the health communication context in that it



provides an opportunity to understand the meanings that individuals create out of their 

health and illness. Too often, in the past, the voice of the patient has been absent in 

clinical research. It is now becoming heard more often due to the emphasis that health 

communication has given to the voice of the patient. The dialogue between patients and 

health care providers often mirrors the ways in which health is reflected in everyday life. 

People often gauge the state of their health by the level of their ability to function within 

their everyday lives, du Pre (2001) found that “researchers consistently find that patients 

describe their health in terms of feelings and life situations" (p. 2).

2.2 Research contexture

In order to fully understand the reasoning behind my choice of method it is 

imperative that I explain the research contexture of this study. All research functions 

under the rules of a certain ontology, is founded in a particular epistemology, and is 

guided by a theoretical perspective that influences a methodological choice, that helps 

determine a specific method or methods to be used in acquiring data for analysis. 

Ontology is the study of being, of what is. Crotty (1998) explains that ontology functions 

“alongside epistemology” (p. 10) in the contexture, intertwining its issues with it, making 

the two difficult to separate contextually. In that ontology and epistemology are 

characteristically intertwined, it is necessary only to recognize their consonance within 

the research contexture. For the purpose of this research it is not necessary that I go into 

detail describing the ontological aspects of this study, but rather I will simply state that 

this research contexture is developed from the ontology of Realism in that it addresses a 

universe in which matter and energy exist outside the subjective human mind.



2.3 Epistemology

An epistemology, according to Crotty (1998) “is a way of understanding and 

explaining how we know what we know” (p. 3). This research is foundationally 

Constructionist. The epistemology of Constructionism rejects the notion that truth and 

meaning exist in objects and can be discovered, but holds that truth and/or meaning is 

constructed through interaction and experience in our lived realities. Crotty (1998) 

explains Constructionism succinctly:

It is the view that all knowledge, and therefore all meaningful reality as such, is 

contingent upon human practices, being constructed in and out of interaction 

between human beings and their world, and developed and transmitted within an 

essentially social context, (p. 42)

Constructionist researchers attempt to understand particular lived experience. According 

to this epistemology, meaning is constructed in human interaction, and nothing is 

meaningful until it has been consciously made meaningful. Constructionists, myself 

included, believe that it is not only possible, but implicit that “different people may 

construct different meaning in different ways, even in relation to the same phenomena” 

(Crotty, p. 9).

2.4 Theoretical perspective

In the research contexture, the theoretical perspective is described as “the 

philosophical stance that lies behind our chosen methodology” (Crotty, 1998, p. 7). The 

theoretical perspective grounding the methodology for this study is the Social 

Construction of Reality. Social Constructionism asserts that “all meaning and therefore



meaningful reality is socially constructed” (Crotty, 1998, p. 54), that meaning is located 

in the interaction and shared interpretations individuals construct together at any given 

moment. It is through communication and interaction that we create, sustain, and 

transform our realities and so at any given moment we, human beings, are able to change 

our reality; our lived expereince. Social Constructionism views individual persons and 

their lived realities to be a co-constructed formation of “basic social interactions whereby 

we enter into the perceptions, attitudes, and values of a community” (Crotty, 1998, p. 8). 

Researchers striving to understand human identity and reality in a contextually rich 

manner often employ this theoretical perspective.

2.5 Research methodology

A specific research methodology “is the research design that shapes our choice 

and use of particular methods and links them to the desired outcomes” (Crotty, 1998, p. 

7). The methodology establishes the guiding framework for the researcher in order to 

determine “how to frame a problem in such a way that it can be investigated using 

particular designs and procedures,” and “how to select and develop appropriate means of 

generating data” (Schwandt, 2001, p. 161). The design of this study is guided by 

Narrative Inquiry. According to Schwandt (2001) narrative inquiry “is embraced by 

multiple disciplines studying a wide variety of activities and is applied in the creation, 

analysis, and reporting of life stories” (p. 171).

2.6 Method: In-Depth Interviewing

The goal of this particular method is to gather narrative accounts from my co-researchers. 

Rather than preparing a rigid script of interviews questions I instead looked for emergent



themes reflected in the interview conversations. Narrative events include three 

dimensions of experience; as Bulow (1990) states, it involves “the telling, the tales, and 

the teller” (p. 37). Through the researcher’s use of non-directive questions participants 

can discuss their experiences in their own words while simultaneously focusing on the 

specific research question. Through “craftsmanship” (Kvale, 1996) the researcher is able 

to gather through conversational interviews rich, thick capta and conduct a 

complementary form of analysis. Such interviewing is an art and a skill. Not all 

researchers are able to conduct qualitative research. It is a messy process which, as Kvale 

(1996) explains, “does not follow content and context-free rules of method, but rests in 

the judgments of a qualified researcher” (p. 105).

Conversational interviewing is an important method of qualitative research 

because it is based on the premise that humans are storytelling beings. Through 

conversational interviewing, co-researchers describe, using natural language, their 

particular lived experiences. Natural language is cultural and historical, in that it is the 

language that we use in our everyday, mundane lives in our specific place of being. 

Describing one's world in the form of narrative demonstrates human interaction as 

"purposeful engagement" and unifies themes in "goal-directed processes" (Polkinghome, 

1995, p. 5).

The conversational interview is best imagined as a construction site in that 

together the co-researcher and the researcher bring existing meanings to the site or 

interview, and then together through communication construct new meanings of the 

experience. The interview itself is a co-construction, in that “it is a specific form of



human interaction in which knowledge evolves through a dialogue” (Kvale, 1996, p. 125) 

and becomes the capta of the research. Both the co-researcher and the researcher may 

recognize new relationships and develop new meanings of their experience.

Mishler (1986) posits that this form of discourse “directs attention to the complex 

sets of linguistic and social rules that structure and guide meaningful talk between 

speakers” (p. 66). Other types of interviews simply rip apart and reattach stories for 

certain analytical purposes, but the conversational interview seeks to, “capture and 

explicate the ‘whole story’” (Lindlof & Taylor, 2002, p. 180). This allows the researcher 

to holistically understand and rather than simply explain the phenomena.

Through the process of sharing their stories the co-researchers gain self-awareness 

and a better understanding of their lived experience. In this sense, it is a symbiotic 

relationship between researcher and co-researcher because each is learning, coming to 

new realizations, and creating new meaning within the conversation. Bulow (1990) states 

that narrative is a way of “sharing experiences as the means of developing experiential 

knowledge and for creating meaning” (p. 36). The method of conversational interviewing 

is appropriate for this study in that the goal of this study is to understand a particular 

lived experience from the voices of those who have lived meaning of that experience.

2.7 Participants

The five participants chosen to be co-researchers for this study are all either 

friends or acquaintances with whom I had an existing rapport prior to this project. With 

each of these women I had previously shared conversations about our health and so there 

was a level of existing trust and comfort with the topic between myself as a researcher,



and my co-researchers. All five co-researchers had experienced a health crisis while 

being involved in an intimate, heterosexual relationship. All were of the age of 18 or 

older, and so fulfilled the requirements for participation in this research.

2.9 Procedure

Co-researchers for this study were contacted either by phone or in person. During 

this initial interaction I briefly explained that I was conducting research that concerned 

health crises and how when one partner in an intimate relationship has a health crisis both 

relational partners make sense of the crisis in the context of their communicative 

relationship. I then told them that I was doing qualitative research and was employing 

narrative methodology and so would be interviewing people with specific lived 

experiences; I then asked if they would be a co-researcher for my study and participate in 

an interview. Upon their agreement to participate in this study I then explained that the 

interview would most likely last between 45 minutes to an hour, but that it was possible 

for the interview to be longer as I was not adhering to a rigid time limit. There was no 

reason to conceal information about this study or its design, so such information was 

available to the co-researchers at their request. Before the interview co-researchers were 

made aware that conversations would be audio-recorded, that their identities would be 

kept confidential, and that their participation was completely voluntary. Each participant 

signed an informed consent form and consented on tape before the interview began. The 

Informed Consent Form was read by each of the participants and then signed by them at 

the start of each interview and then copied and given to them to keep.



During each interview, I asked short, open-ended questions in order to elicit rich 

and layered narratives from the co-researchers. At times, I would interject my own 

insights and experiences in order to encourage continued dialogue on the subject. 1 would 

ask follow-up probing questions if I perceived there was a need to clarify a co

researcher’s response. As I asked open-ended questions rather than specific scripted 

questions, the co-researcher was open to discuss what she felt was significant about her 

experience. Once it was apparent that there was little left to be explored conversationally, 

the interview was ended and the transcribing began. All five interviews were recorded 

using a digital voice recorder. The digital recording was transferred from the recording 

device to my personal computer and password protected. Transcription software was used 

in transcribing the recordings into text. In order to protect the confidentiality of my co

researchers, pseudonyms were used throughout the process. All records of the capta for 

this study are to be kept by the UAF Department of Communication for a period of five 

years, after which all collected information concerning this study will be destroyed.

2.10 Analysis

After each interview was complete, I transcribed the recording of the conversation for use 

in the analysis process. Once the in-depth interviews were conducted, I analyzed the data 

collected from stories told for deeper meanings and found common themes. As Mishler 

(1986) states, “analysis and interpretation of interviews are based on a theory of discourse 

and meaning” (p. 66). In this process I was looking for what Kvale (1996) refers to as 

“natural meaning units and explicating their main themes,” (p. 196) in order to 

understand the co-researchers’ lived experience of crisis and relational meaning making.
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Thematic analysis entails the researcher making sense of the experience emerging from 

the narratives of my and my co-researchers stories by becoming a “conduit through 

which such voices can be heard” (Denzin & Linclon, 2000, p. 23).

Narrative Inquiry requires that the researcher be analyzing at all stages of the research 

process, and in this final effort of analysis I will “make sense” (p. 23) of the emergent 

meaning created during the interview process. During this phase of the research process I 

am interpreting the natural language and meaning of my co-researchers and will 

illuminate emergent main themes (Kvale, 1996). It is through this textual illustration of 

the emergent themes that the co-constructions of co-researchers and myself are made 

vivid. The final analysis phase of human science research accentuates the “messiness” 

and the intricacy entailed in the application, as the researcher must be “informed and 

nai've, experienced and fresh, engaged and distanced, focused and open, pushy and 

patient” (Tesch, 1990, p. 240) simultaneously while making this final analysis. I will 

explain how I “have woven sections of data together” in order to “produce an 

interpretation of how specific instances in [my] data can be read together as saying 

something14 (Mason, 1996, p. 150) about women’s health crisis experience.

The conversations between my co-researchers and I during our interviews provided 

an insightful and integrative perspective from which to consider how women relationally 

construct meanings of health crisis. Co-researchers graciously provided genuine accounts 

of their lived experiences so that I, a human science researcher, could then understand 

more extensively the experience of health crisis as a construction of significant personal 

reality for these women.



Narrative Inquiry requires the researcher to experience diligent, careful, and 

thorough immersion in the data, through the use of transcripts and audio-recordings. At 

once the researcher is interpreting, analyzing, and writing throughout the process of 

human science research. Immersion in the data is necessary for the researcher to become 

intimately familiar by “[exploring] the ways in which my identity interacted ” with those 

of my co-researchers’ experiences and to recognize “the manner in which my bias and 

subjectivity shaped my study and its findings” (Mehra, 2001, p. 70).

2.11 Researcher as research tool

In Human Science research, the researcher is the research tool, meaning that I as 

the researcher am personally involved in the research, the setting, and the experience of 

the study (Kvale, 1996). Using Human Science methodology and methods requires that I 

understand, “that research is an interactive process shaped by [my] personal history, 

biography, gender, social class, race, and ethnicity, and by those of the people in the 

setting” (Denzin & Lincoln, 2000, p. 6). I must be reflexive and create a mindset in which 

my own perspective is reflexively enmeshed within the research. Our particular 

perspective and interpretation of reality is based both on our individuation of culture and 

through our cultural experiences.

Denzin and Lincoln (2000) emphasize, “qualitative researchers stress the socially 

constructed nature of reality and the intimate relationship between the researcher and 

what is being studied and the situational constraints that shape inquiry” (p. 8). It is my 

belief that human science methodologies and methods are imperative in Health 

Communication research and fundamental in this particular project. According to du Pre'



(2000) people interpret their health in the context of their everyday lives. We are most 

concerned with how our experience of health and illness relate to our everyday, mundane 

reality. Human science is science of the particular, in that the intent is not to generalize 

broadly but to understand particular human experiences in the terms of those to whom 

they belong. According to this perspective there are no universal principles, there are 

only perspectives of the particular (Denzin & Lincoln, 2000).

All research is an interpretive process, qualitative researchers are highly aware of 

this as we are reflexive researchers. We realize that our lived experiences are socially 

constructed and that value-free research does not exist. The qualitative researcher stresses 

the intimate relationship between the researcher and what is being studied. Narrative 

Inquiry requires that the researcher, as the research tool, be analyzing at all stages of the 

research process.



Chapter 3 

The Narrative Interviews

According to Kvale (1996), “the research interview is a specific form of 

conversation” (p. 19), during which the researcher and co-researcher together construct 

new meaning of their lived experiences. For this study new meanings of health crises in 

the context of intimate relational communication were constructed. Silverman (2001) 

explains the emphasis on the particular in interview research stressing that in-depth 

“interview data are never simply raw but are both situated and textual” (p. 288). The 

narratives demonstrate an attempt to “stress the socially constructed nature, the intimate 

relationship between the researcher and what is studied, and the situational constraints 

that shape inquiry” (Denzin & Linclon, 2000, p. 8). Being a reflexive researcher, I am 

“bound within a net of epistemological and ontological promises which [...] become 

partially self-validating” (p. 19). It is this orientation that framed each conversational 

interview. Through their own voices, in their own natural language, my co-researchers 

told the narratives of their lived experiences.

In each interview, with each co-researcher, I found my co-researchers and myself 

constructing new meaning for our experiences. My co-researchers were all sincerely 

forthright, incredibly open, and provided seemingly honest descriptions of their 

experiences of health crises in the context of their self-identities and in their intimate 

relationships. We make sense of our experiences, our reality through stories and thus, 

narratives are the essence of communication and of human science research. Each 

interview provided not only myself, but also the co-researcher with revelations regarding



their experiences as “telling our story enables us to be heard, recognized, and 

acknowledged by others. Story makes the implicit explicit, the hidden seen, the unformed 

formed, and the confusing clear” (Atkinson, 1998, p. 7). In each interview the co- 

researcher provided a new perspective of the experience of a health crisis from their 

particular standpoint and through their articulated reflections of how they have made 

sense of their health crises with their intimate partner. During the interviews co

researchers saw “new meanings in what they experience and do” (Kvale, 1996, p. 189).

As the researcher and the research tool. I am at once subject and object of my 

research and therefore obligated to provide readers of my research product an 

understanding of my reflexive research process. I started where I was when I began this 

research process and oriented my “own extrasocial-scientific concerns” (Lofland & 

Lofland, 1994, p. 11) to the situation. The relational level that existed between each of 

my co-researchers and myself before the interview did not necessarily lead me to expect 

the detailed, honest disclosures that surfaced during the interviews. A defining aspect of 

the interview experience for myself and as mentioned by some of my co-researchers was 

that each interview was itself therapeutic or cathartic. During each interview I felt sincere 

empathy for my co-researchers and from them as well. It was as though we each felt our 

experiences were validated because we could relate to each other, that we had similar 

meanings for our health crisis experience.

3.1 Brain Tumor Moments and Hot Flashes 

Abby’s Interview

On the day of our scheduled interview, Abby was not feeling well and so I asked her



if she would like to re-schedule, but she said no and that she wanted to do the interview. 

Though she was in pain and not feeling quite her usual self she was nonetheless focused, 

detailed, and open throughout our interview. She is someone that I see and interact with 

on a regular basis. Abby is an associate professor, in her late forties, married with a 

canine child along with three feline children, and did not experience any health crises 

until around six years ago. This woman exudes confidence and poise, she is a self- 

proclaimed “princess,” and almost every time I see her, she looks “put together.” Abby 

was well informed about this project and the subject of inquiry before the interview and 

so before we began the interview proper we discussed how informed other co-researchers 

would be before their interviews and also chatted about personal events in our lives that 

were not related to the project.

I began the interview by introducing the topic of health crises and asked her how she 

and her intimate partner have dealt with her health crises, how together they have made 

sense of them in the context of their relationship. Abby restates my question in a more 

succinct phrasing than I had initially used and so I tell her that she understood my 

question exactly as I had wanted to articulate it. After pausing for a few moments, she 

shifts in her chair and crosses her legs and then begins to recount the major aspects of 

how her relationship has been affected by her health crises. Abby tells me that “the main 

way that I would say that health crises in my life have affected the relationship is that 

they have affected my self identity and my self identity then affects my relationship with 

my partner.” She then goes on to explain her self-perception by recounting that her “self- 

identity has always been one of being a very sexual, sensual, perceptive person.”



Abby tells me that “when you start having health crises that affect your body and 

create fatigue, less energy, um, you smile less, you’re tired more” and all these physical 

reactions cause conflict with her self identity. Feeling sick is not indicative of feeling like 

a “princess;” it is not easy to feel sexy and beautiful when you want to throw up or when 

you feel bloated, fat, sweaty, or “icky.” Abby reflects this mindset when she describes 

herself as feeling “worn down and tired and ugly and just icky” which is contradictory to 

how she normally perceives herself. She gestures to her body when she says this because 

at the moment, she does feel “icky” and she doesn’t feel like she is the Abby self that she 

feels is her normal identity. This internal conflict then can create conflict in her 

relationship with her intimate partner. She says she usually deals with conflict, within 

herself or not, by withdrawing. She explains that when she feels “down” she starts 

“wanting to withdraw and the more [she] withdraws the more he pursues me.” Abby 

explains that in the past she would not tolerate her partner pursuing her into her “hole,” 

the refuge where she figures out those difficult problems on her own, but in the situations 

concerning her different health crises she acknowledges that “1 can’t [figure it all out] 

because I’m hurting and I actually do need him there because he helps in many ways.” 

She’s leaning toward me while she’s telling me how their relationship is affected 

when her identity is affected by the health crises, and as she begins to discuss another 

aspect of the experience she leans back into her chair and sighs deeply. She stresses that, 

“the fatigue affects the relationship and it also affects your priorities.” I see in her posture 

and in her facial expression that fatigue frustrates her. She continues describing how her 

feeling fatigued affects her ability to maintain all her roles, which can then lead to



conflict in her relationship. Abby depicts this situation, starkly: ’’there’s nothing left for 

him” and so “he feels like I don’t have my priorities straight.” Then she goes on to say 

“frankly, if I don’t do it that way, sometimes I just don’t have enough to give so it’s 

either got to be him [that is left with nothing] or I’m not going to be able to do my job.” 

Abby pauses for a moment and then confides that she had to take a sabbatical last fall 

because she didn’t know if she “could’ve continued.” Taking a break from her 

professional life “just became necessary” for Abby. She pauses and then shifts the 

conversation somewhat by introducing the experience of “the brain tumor” and divulging 

that she thinks that when people have health crises that are “kind of considered big ones” 

that a person can survive that challenge and think that “everything is going to be great 

now,” but that expectation will likely be violated. Abby admits that she “thought, ‘been 

there, done that,’ over this, now I can get on with things, go back to the way things were” 

but that didn’t happen.

A couple of years after Abby had a brain tumor removed, she had another surgery, a 

hysterectomy. She explains that she “had been feeling like there were problems there all 

along” and she had repeatedly asked health care providers for a complete hysterectomy, 

but it was only when she informed her primary gynecologist that there was a history of 

ovarian cancer in her family that her provider “decided to do it.” After going into detail 

about what the health care provider “found” during the hysterectomy she then sighs and 

says in a disdainful tone “so what I’ve been dealing with now [...] is this stupid thing 

called menopause.” Abby tells me how she thought, “how bad can it be?” because 

menopause is “just some sort of natural cycle that all women go through.” She



sarcastically laughs and then describes waking up with night sweats and hot flashes. She 

then exclaims “this is not what I signed up for!” She interjects that her partner has never 

commented on her weight, or body odor, or being sweaty, but instead has been supportive 

even when she “just feels icky.” Abby reveals that feeling “icky” then “plays a role in 

how [she] responds to” her partner, and then she reiterates that the “primary way that it’s 

[her health crises] affected my relationship is that it‘s affected my self identity.”

Recalling my own experience, I ask how the roles in her and her partner’s 

relationship may have changed. Abby again discloses that she deals with difficult issues 

by withdrawing from the situation and that she’s “the one who has [her] cave and it’s 

sacred” and she “doesn’t want people following” her in, but that her partner “does not 

withdraw, ever” because “when he’s got a problem he wants to talk about it.” She then 

pauses for a moment and says in a cautious voice “I suppose the health crises have had a 

positive effect in a sense in that because of [those crises] I haven’t been able to withdraw 

as much.” Abby follows this statement by describing some of the supportive behaviors of 

her partner. She says he does things such as “adjusting [her] back and neck, offering to 

massage [her]” and “doing all the things he can think to do to help.” Abby restates that 

“some of the health issues have made [her] withdraw less” because she “doesn’t have the 

energy to fight him o ff’ and that he is helpful in those crisis situations.

I ask if she thinks after all her health issues that she is more willing to depend on him. 

She replies with a scowl and says “yeah, and I hate that word.” 1 then comment that the 

concept of needing does have negative connotations attached to it in Western society. She 

informs me that she is “totally comfortable with the term ‘learned helplessness’” because



“it’s kind of more of a choice” however, when she feels as though she needs “to depend 

on him then it becomes less acceptable.” I ask Abby if her self-identity of a self reliant 

woman is challenged or made unstable as a result of depending more on her partner. 

Abby doesn’t answer my question directly, but steers the conversation toward the subject 

of needing. She asserts,

need is a good term to use here because what I’m going through right now and have 

been for a while is not only do you need your partner in a way that you haven’t 

needed him before but you need medical help and you need medicine and so then you 

have to start making a decision about how much do you need and when do you need. 

We then discuss needing medication and our willingness to accept the side effects of 

medication that we are told we “need.” Abby tells me that she is skeptical about the 

standard medical community. She reveals that she has been prescribed estrogen and anti

depressants, but has chosen to stop taking them because she is not willing to accept “the 

side effects that come from those” two medications. I interject some of my experiences 

with new treatments involving new medications and move the conversation towards the 

frustration that one can feel when prescribed medications can cause you to feel worse 

than you did previously. I admit to having vented my frustrations on my intimate partner 

though he wasn’t the source of my frustration. Abby comforts me, saying “I think that’s 

much more common, that’s the person closest to us and so that’s the person” that is 

present for our varied emotional behaviors. Both Abby and I claim that we “don’t know” 

why it is that we vent our frustrations on the individuals that support us the most and love 

us the deepest.



I inform Abby that I have read in the existing literature that in a health crisis 

situation one partner in an intimate relationship will usually downplay the illness or 

situation and I ask her if she has experienced this in her relationship. She claims not to 

have experienced this, but contemplatively interjects “I think that’s a real relational issue 

because I think partners often want to downplay your illness, want to dismiss it to a 

certain degree because one, they’re trying to build you up, they’re trying to make you feel 

like you can do whatever you want to do.” Abby introduces her perception that men are 

more prone to react to a health crisis with the attitude of “play through the pain” and says 

that as the woman embodying the health crisis,

you want to do that at first but after a while you can only play through the pain so 

much [...] and so the person who is, I think, trying to enhance you and trying to make 

you feel stronger and trying to support you after a while that almost works against 

you because you start to feel like, well, but I need some empathy here too.

Abby continues discussing the precariousness of knowing how to respond and she adds “I 

think it’s hard for the person with the health crisis to know when can I keep pushing 

myself and when do I just have to say no” and,

if it’s hard for us with the health issue to know when we can do that then of course 

it’s going to be hard for the partner to understand that and I don’t know exactly how 

you communicate that except that it’s kind of I think it just has to be part of the 

ongoing dialogue and that’s something that you that’s a process that people work 

through over time and it changes you know.

Abby brings up that she is grateful that she is not a mother and responsible for children



because she wonders how, if you are a mother experiencing a health crisis, you “ever 

have anything left over for your partner or yourself?” We talk for a while about our 

amazement regarding women we know who are mothers and who have health issues and 

how strong they are, and how at times they don’t feel that they can attend to their own 

needs. This discussion of motherhood and the contradiction of what a woman’s role is in 

Western society leads us to discussing balance, and establishing balance in our lives. I 

admit to Abby that I still suffer from the “superwoman” complex at times, that I would 

like to excel at everything I attempt to do and want to be there for everyone in my life at 

all times, but I know that it isn’t possible, I know I have limits on what I am able to 

accomplish on a daily basis, and that 1 have needs too. I tell Abby that I struggle with 

finding balance in my life and setting boundaries. Abby reveals to me, compassionately: 

and its never going to get easier or better [...] it’s never going to end you know [...] 

and I think I can say that pretty assuredly because its not just my life, I’ve noticed that 

it’s everybody’s life around me you know, we have these visions that okay if we can 

just meet this goal then we can rest [but] it never stops.

Abby goes on to ask, “how do we set priorities?” Then she says “I think that health crises 

and all these disorders that we have now is just our body’s way of saying that you must 

go back to priorities.” She continues explaining that she believes people “must have a 

value system” so they can set their priorities, so that they aren’t “trying to accomplish it 

all” and end up accomplishing little or nothing at all in the various aspects of their lives.

Our conversation shifts again to talk of identity and how it is in constant process. That 

discussion leads us to the issue of uncertainty. Abby reveals that she is “coming to terms
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with” her vulnerability and that it’s “just more of that self-identity angst.” I confide in her 

that in my relationship there is a lot of uncertainty and that my partner and I do discuss 

our feelings about the level of uncertainty that comes with big life changes, but that I too 

struggle with being uncertain about, not only myself, but also about my relationship. I am 

surprised in this situation to find Abby being comforting and empathetic. She explains to 

me that “there’s nowhere around that [uncertainty] at your stage in life, there’s just 

simply no way around it.” Abby discloses a similar experience, observing women her 

age,

like to think we’re past that [uncertainty] I mean that’s the trap that people fall into 

which is, I’m so ultra conscious of it, is why I experience my own schizophrenia 

because people, particularly I think women my age, think oh I’m in this stable 

relationship, 

but, in all relationships there exists uncertainty.

She expands on this topic, telling me that “life is never stable and so if you’re not 

flexible with that” then challenging situations are going to be difficult to get through. Our 

discussion shifts from uncertainty to denial as Abby explains how her partner is “the 

great pretender [...] in terms of relationship” because he will tell her that he will never be 

unfaithful to her and she takes the perspective that “to say I’m not going to do anything 

that’s going to jeopardize this relationship, that’s just arrogance.” Abby reveals her 

doubts about trust, saying, “I don’t think as much as we would like relationships and the 

world around us to be stable well, I don’t think we can ever have that as a real 

expectation.” I in turn, reveal to Abby that I believe that I personally live in a state of



denial about my disease to a certain extent and we discuss how this sort of denial allows 

us to function and to be hopeful rather than to despair. She tells me a story about a friend 

of her’s and how the two of them were joking that one day they should simply dress and 

allow themselves to look how they feel, rather than what they normally do which is to 

create an appearance that allows others to deny their illness in that “they don’t look sick.” 

We discuss that to the outside world it isn’t usually visible that we don’t feel “healthy,” 

we actually feel rather “ill,” but in an attempt to shield others from any discomfort with 

our suffering we deny it and allow others to as well, including our relational partners. At 

once, Abby and I admit that a function of denial is avoiding feeling depressed and 

consumed by this aspect of our reality. It felt like Abby was reading my mind when she 

said “you get sick and tired of talking about your health because you don’t want it [the 

health crisis] to be in the forefront of how you see yourself or how others see you.”

3.2 Minor heart attacks and a broken back 

Mia’s Interview

Mia and I have known one another for around five years and she is someone whom 

with I interact regularly. I met Mia in the Communication Department for our interview 

during her lunch break. Mia is an Alaska Native, her mother is Eskimo and her father is 

Caucasian. She is 52 years old and has been married to her partner for 13 years now. For 

seven of those 13 years her husband has worked on the North Slope and so they are 

accustomed to being separated for two weeks out of every month. Both Mia and her 

husband have had health crises in the past few years as her husband broke his back while 

on a hunting trip and she has had two minor heart attacks.
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Before the interview proper begins Mia and I talk about what we did over the 

weekend and how busy we will be during the week. After we get settled and are seated I 

then hand Mia a copy of the informed consent form and she reads it and then signs it. I 

begin the interview proper by asking Mia how her health crises have affected her 

relationship. She discloses to me that she thinks that her husband’s health crisis has “had 

more of an impact on the whole, not only interpersonal relationship between us and our 

marriage” but that in breaking his back, her husband was not able to work for an 

extended period of time and so the experience affected their financial situation and their 

established roles. Mia clarifies that as a couple they are,

a unit that generally two weeks out of the month, we have a separateness between us 

and this has been going on now for seven years so then to have this suddenly stop and 

then have no income, have him home all the time was um an adjustment period for 

both of us.

She elaborates on the transformation of their roles explaining that her husband had been 

the typical “man of the house,” and when he could no longer work and contribute 

financially, she perceived that he viewed himself as “having no role at all.” Mia admits 

that it was challenging to “communicate with him during those times.” She shifts the 

conversation by bringing up her own health crises, explaining that she has had “two 

minor heart attacks within two years” and so she and her husband are “ very cognitive of 

[her].” Mia then quickly informs me that her “parents are more cognitive of me [since] 

they’re the ones that are actually [there], cause [her] husband is gone.” Mia tells me that 

she thinks the experience of her husband’s health crisis is more relevant in how it has

64



affected their relationship. I rationalize to Mia that I think both experiences are relevant 

to my study in that at once the experiences affect both partners. She goes into detail about 

how when her husband was injured and left unable to work, he would say things such as 

“I’m not worth anything anymore, I have no place in the home, I’m not the bread winner, 

or you’re the breadwinner of the house now.” Mia’s eyes are wide and she then explains 

that she “thought these [comments were] flags to [her] that he was very upset” and that he 

was “very unhappy.” She clarifies that her husband was making these sorts of comments 

to her for around three months and so in the fourth month she “decided to do [something] 

to try and change the relationship a bit,” and so she had “him handle all the budget” and 

“make decisions when the bills should be paid.” Mia was able to provide her husband 

with a functional role in their finances even though he was not “bringing in” an income. 

After doing this, she tells me that having a role “alleviated a lot of the demeaning words 

that he would say about himself,” however, “there [was] still a consistent strain cause we 

were um together most of the time.” Mia reveals that they have “learned in this process 

how to be able to speak with each other with more patience.” She then describes that 

currently though her husband is now “making money” which they “are happy with, [...] 

the problem now is that everyday he’s in constant pain and he always will be” and “so 

when he comes home from the Slope there will be a day or two that he can absolutely do 

nothing.” Mia reveals that her husband’s constant pain has created a “challenge” in their 

intimate relationship and so she then has,

become more in touch with his feelings, cause as a man you know in this world, [she] 

thinks, and this is just [her] personal opinion, that there’s a lot always placed on a



man as a far as sexually and [...] how it [sex] should be role played.

Mia describes her husband as “a man who’s lived in that role, he’s lived in that role 

where he’s the macho guy, the man.” As a result of her husband’s injury, he is now 

disabled, and this has “played an intimate role in [their] lives.” Mia begins to laugh when 

she tells me that she has been “alleviated by it all, but only because there was a great 

opposites about that, so now [...] we’ve come to an agreement now [...] we talk actually 

about our intimacy where we would never have done that before.” Elaborating on the 

resulting shift in roles in her marriage Mia articulates, “as far as my heart condition, I’ve 

kind of gotten, I don’t know how to put it, I’m kind of in a spot where because of my 

husband’s disabilities some of those things have to fall on me, whereas you would think 

the general role would be you know a man would do it” but those physical things (e.g., 

shoveling dirt, mowing the lawn, snow plowing) “are things that [he] can’t do anymore, 

so that [her] responsibility or [her] responsibility to find out if somebody can help [her].” 

Mia explains that “because [she] had two heart attacks” though she emphasizes that 

the heart attacks “were very minor,” she has had to depend on her family to help her. 

Asking her family for help causes Mia to “feel a sense of guilt in a way because here [she 

is, she] should be able to handle taking care of my own home area,” but “at the same time 

[she is] very grateful” that her family is able to lend a hand. Mia reveals that “relying 

more on family members for both [her husband] and [herself] is a little hard to do 

because [they] like being self-sufficient with each other as a unit.” She pauses and I then 

ask a probing question to clarify the issue of dependence. She nods when I ask if she has 

been self-sufficient and independent for the majority of her life and then goes on to



elaborate about how she grew up. Mia’s divulges that she “was very self-sufficient since 

15” and that because of this “relational marriages, [to her] they’re a little bit challenging 

because [she enjoys] being self-sufficient so now through all this, here now [she’s] at the 

age of 52” and she is in a position where she needs to rely on others.

Mia takes a sip of her coffee and then asserts “I’ve always been able to keep that self- 

sufficiency about me and now with the heart condition that I’ve had, I’m not that way and 

I feel I’m sometimes being coddled too much, even in my own work environment.” She 

describes not being able to lift heavy objects anymore and feeling her limitations is 

dispiriting as it is “discouraging to know that [she does] have to make adjustments that 

[she] can’t be the self-sufficient person that [she] was five or 10 years ago and that when 

the later [her] years come, [she’ll] be finding [herself] having to become a little bit more 

dependent.” She interjects that she is “hoping to be more dependent on [her] husband 

than on [her] family members.” After making this statement, she reiterates that her 

husband’s disability has been “a great adjustment” and divulges that during his recovery 

it was “like having a second child, it really was, because of his disabilities he was 

bedridden for a month, so that was a challenge from going from a role of a wife to more 

of a mother, caretaker, it was very strenuous.”

Mia tells me “it was more strenuous on my husband than myself’ because she 

believes that “his behavioral attitude has changed after the last two years” concerning 

appropriate gender roles that “the man role does this and the wife does this and there was 

just black and white and that was the way it was and now that’s changed.” However, 

from the challenge of adjusting to new roles, Mia confides that “there is a middle ground



now, we communicate better than we have in the last ten years of our marriage between 

these two crises.”

She pauses and I interject that other people have described something positive or 

beneficial developing in their relationship as a result of experiencing a crisis. I ask a 

probing question concerning the strain on their relationship due to her taking on a 

caretaker role and she confides that she has participated in counseling “just to be able to 

talk to someone outside the marriage, [...] just to get help.” She describes her husband as 

having “rage issues” prior to being injured, and that the “accident certainly did adjust his 

moods and his behaviors” and she “supposes he’s learned that with his disabilities instead 

of being angry about situations, [he can now] sit down and talk about what’s wrong with 

him.” She again mentions that her family has supported the two of them in a variety of 

ways throughout their health crises and that at times she feels guilty for asking them for 

assistance. Mia declares that “learning to accept the help and not feeling guilty about it 

even to this day” is difficult.

She shifts the conversation, mentioning that her husband tries to help her feel more 

self-sufficient by buying her tools that aid her in doing the more difficult household tasks, 

such as buying her a self-propelled lawn mower, and so she doesn’t “feel like [she’s] 

totally disabled,” rather she feels “more like a self-sufficient woman.” Mia pauses for a 

moment, thinking and then says to me “but in relationships, you know that you’re never 

going to be self-sufficient if you’re in a marriage.” I quickly ask if she means being 

interdependent, that both partners need one another. She enthusiastically responds by 

saying that there is a “great distinction between interdependency and co-dependency and



[she’s] definitely not co-dependent on [her] husband and [she] hopes [her husband] is not 

that way with [her].”

Mia explains that with her “heart condition, there is a lot of transition” for her in that 

she “had to finally accept ok, yes, I do have a problem.” She turns to me for validation 

bringing up that as a diabetic I understand that we’ll “never get away from” the health 

problem. She then provides an example of being frightened by her condition recounting 

an event that occurred over the holidays when she was on vacation and she had “an 

angina attack.” She describes this scare as her “last real slap of reality, that yes, ok, [she] 

has this, [she] has to live with it, has to accommodate for it, [she] cannot go around with 

blinders on.” Mia sighs and then informs me that she has,

quit smoking like [she] was told to do, [she’s] walking which [she] was told to do, 

[she] was supposed to eat better which [she] is better at doing, so [her husband] is 

more cognitive of how [she is] feeling or how [she is] behaving.

She goes on to describe ways that her husband considers her condition and confides that 

“it took a couple of them [health scares]” for him to become conscious of her health 

problem. Mia explains that her husband “doesn’t put a great importance on things, not 

unless it really comes into a really big impact,[...] for instance, me going into the 

hospital, now that was impacting for our reality.” Now that her husband realizes the 

extent of her heart condition, “he’s more understanding, more patient, he doesn’t get 

upset, so he’s made changes in his behavior.” Mia clarifies that she can be irritable 

because of how she feels and so her husband is accommodating during those times. I 

interject that I understand feeling irritable when I don’t feel well and I bring up the issue



of denial in situations of health crises, of not wanting to admit that there is a problem.

Mia reveals that once partners get past the denial and “both are talking and both 

admitting, its really neat,” in her case she finds it interesting that “he’s got a disability 

now or dysfunction, health dysfunction, I have a health dysfunction, so now we’re both 

meeting on the same table and maybe that’s why we get along with each other better.” 

After saying this she begins to laugh and then exclaims “it’s about time, we’re on our 13th 

year, you would think it would be the other way around” and we at once continue to 

laugh.

3.3 Ovarian cancer

Emily’s interview

Emily is in her early twenties, she is Caucasian, and she has been married for two 

years. In the summer of 2005 she was diagnosed with ovarian cancer. I met Emily a few 

years ago in a class. She is the one co-researcher with whom I do not interact with on a 

regular basis and so we do not have the level of established trust that is present with my 

other co-researchers.

I had scheduled to meet with Emily on a Friday, but she called to tell me that she 

wasn’t feeling well and could not make it, so we rescheduled for the following Monday. 

On the day of the re-scheduled interview, Emily came early and so we talked for a few 

minutes about school and work before we got settled.

Before we begin, I hand the inform consent form to Emily and she reads and then 

signs the form. I ask her if she has any questions and she says she does not. I begin by 

asking her how her health crisis has affected her relationship, I clarify that a health crisis



is an event that is life altering, where there is a specific before and after. She looks a little 

confused and asks, “So, it’s open-ended? No specific question?” I inform her that yes, it 

is open-ended and ask a leading question concerning the length of her relationship. She 

tells me that she has been in a relationship with her husband for four and a half years. 

Attempting to open up the discussion I ask Emily if she has noticed any changes in their 

relationship since she started to have health problems. She shifts in her chair and looks 

down and then at me and reveals that she “started getting sick a couple of years ago, just 

on a regular basis, [she] was sick all the time and in a way that made [them] a lot closer 

really quickly because [she] was home all the time.” She explains that because she was 

sick all the time, “he was having to take care of me all the time and [she thinks] that 

really propelled our relationship [...] we got married.” Emily speculates that she doesn’t 

“know that [they] would have gotten married so soon if [she] hadn’t been sick.” 

Continuing to elaborate on the development of her illness, Emily expresses that:

then in August I was diagnosed with ovarian cancer and I had my surgery and I don’t 

think Ben really knew what to do cause I think he was so used to me just being a little 

sick like I’d be sick for a while and I’d get better and you know it was never great but 

I had never been so sick like that and I had never had to have surgery before. I think 

he was just kind of shocked and he just kind of pulled himself out of it and I got 

really frustrated with that because like he wasn’t even going to come to my surgery. 

When she tells me that he wasn’t even going to come to his surgery I gasp and she then 

continues expressively “I was like, why aren’t you going to come? You’ve gotta be 

kidding, I need somebody there!” She looks at me and discloses honestly “that was a hard



point in our relationship [...] because [she] thinks he was scared and [she] was scared and 

[they] didn’t really know what to do.” After her surgery Emily tells me that she went 

home to Oregon, “for a couple of months and he stayed here” and she says that she thinks 

’’that actually was a good break” in that it let them both “figure out exactly what we were 

feeling and how [they] were going to go on.”

Emily describes their relationship as “a lot stronger now, like [she doesn’t] think 

there’s anything worse that can happen and so [she’s] not uncertain like [she] was before” 

about their relationship. Emily explains to me that she comes from parents that have both 

been divorced multiple times and so even though she “always knew they [they] were 

really happy together” she didn’t assume that they were “going to be together for the rest 

of [their] lives.” She claims, “after being sick [...] I do know that chances are, it [her 

relationship] is going to be a lifetime commitment between the two of us.” Emily then 

declares “so overall it [her health crisis] was good, ‘cause it made us stronger and it made 

us realize how important our relationship was to each other.”

Trying to clarify what she has just told me, I ask about Ben taking care of her at 

first when she was sick, but then withdrawing when she got really sick. She explains that 

she doesn’t “think he realized how seriously sick [she] was,” that he saw her as just not 

feeling well. Emily explains that she didn’t perceive her symptoms as characteristic of a 

serious illness. She describes her symptoms telling me

it was like I’d get dizzy whenever I stood up, if I tried to walk anywhere I’d start 

sweating a lot and I’d start vomiting and I just had pains in my abdomen and so like I 

while I felt really, really bad, none of those things sound that bad.



Relating her perceptions to her husband’s she recalls, “it was really hard because he was 

like ok, you’re sick but you’re not really sick at the same time cause I wasn’t getting and 

so I was trying to push myself a lot which didn’t work very well.” I try to relate to her 

commenting on how it can be difficult to feel sick and not appear to be so. She clarifies 

that she “looked sick,” that “people were telling [her] all the time how horrible [she] 

looked” and would ask “what’s wrong with you?” She informs me that she rapidly lost 

weight. She continues to make clear that she thinks “it was really hard for [her husband] 

to understand that yeah, this is something that was really affecting [her] day-to-day life.”

I nod in agreement with her and comment on how her described symptoms would 

definitely affect my daily life. She then starts to discuss her job that summer, how she 

was having difficulty keeping up with it due to how ill she felt constantly, and discloses 

that she thinks her husband

was a little disappointed [because] it was a really good job I had and I was obviously 

kind of losing control of it [because] I wasn’t going enough and I think maybe he felt 

in the back of his mind like maybe I was faking maybe I was sabotaging myself.

I interject that I can relate to her in that my relational partner encourages me to push 

myself and that he tries to help me feel “healthy,” and while I appreciate his efforts, 

sometime I just feel like he doesn’t understand how I feel. Emily agrees declaring 

yeah, that is hard because I think when Ben and I first met like I was a pretty strong 

person, I was really fit and healthy, and vibrant and always out for life and doing stuff 

and then over a couple of years [...] that wasn’t the case anymore and I think he kind



of wanted the vibrancy back and I wasn’t and he didn’t feel like I was pushing 

myself.

She imparts that Ben doesn’t like that she takes pain medication and that “its been hard 

for him with my recovery because it’s a couple steps forward and a couple steps back.” 

Emily talks about needing to take her pain medication so that she can function because 

she “can’t go back to laying bed all the time because [she] feels so bad [...] [she] needs to 

be semi-functional.”

I ask Emily if being relatively young, married, and about to graduate makes her 

feel uncertain about their future. She takes a moment to reply and frankly reveals “me 

getting sick changed our plans. Originally we were planning to move to Hawaii, to Maui 

and then when I got sick [...] it recommitted us to being close to our families.” Emily 

introduces the dependence her and Ben have on her family as she states

we realized we needed family close around to take care of me [because] he was so 

busy [for example] technically I was supposed to have someone stay with me after the 

surgery and he didn’t have time to, so I was home alone.

I then ask her if depending on her family is a problem for either her or her husband.

Emily responds openly “I think maybe if we were older it’d be a little more difficult but 

since we’re younger we haven’t been away from our families for so long” so it isn’t 

uncomfortable to rely on their families for help. Rather, Emily expressively informs me 

that she “would’ve been upset if they hadn’t” offered to take care of her when she needed 

them. Emily makes it clear that her family is central in her life and that it was very



important for Ben to get along with her family members as she wouldn’t have married 

him if he had not.

1 ask Emily if her experience with cancer has affected her identity. She bluntly 

declares “I don’t feel it really has, I think I went through my big life change when my 

mom died when I was 17. That’s when my big shift happened in who I was and how 

strong I was or how I can deal with things. She goes on, declaring:

I already felt like I’m strong, I can deal with stuff and there wasn’t any big shift in 

me, it really doesn’t even seem like that big of a deal, like yeah, I’m sick and it 

effects my day to day life, but [...] it [cancer] feels really separate from me, like I 

don’t feel like it’s really part of who I am at all.

I bring up the concept of disassociating an illness from the body and even disassociating 

the body from the mind and I ask if that’s how she has dealt with having cancer. Emily 

honestly discloses that “the only time [she] was really worried was when [she] first went 

in to [her] surgery” because when she “woke up from the surgery they were like ok, it 

wasn’t a cist, it was a tumor, and [...] we had to remove more stuff besides the tumor.” 

Her doctor did not give her details when she was first diagnosed, he simply told her that 

she had ovarian cancer and “sent [her] home without giving [her] a lot of information.” 

Emily decided to educate herself and she “found out that ovarian cancer has an 85% 

mortality rate and then [she] was afraid.” Emily tells me that she thought, “this isn’t 

something I’m going to get through really easily, this is something that [...] can really 

probably kill me.” She continues and casually recounts, “it was figured out really quickly 

that it had been caught really, really early, it was completely encapsulated [at] stage one,



the very beginning of stage one even.” After her doctor informed her of her condition and 

the results of her tests she was no longer afraid of dying and “so after that [she] thinks it 

[having cancer] doesn’t really bug [her] anymore.”

I ask her if she views having cancer as just an obstacle now, a challenge. She 

responds candidly “yeah, basically, I think it would have affected me and probably [our] 

relationship a lot more if we had wanted kids.” Emily’s doctor only removed one of her 

ovaries, but because her tumor is reoccurring, she will have to have a complete 

hysterectomy when the tumor begins to grow back. Emily reveals to me that what upsets 

her is not that she is not able to bear children now, but rather that people she encounters 

expect her to be devastated and they can’t understand that she has no desire to have 

children. I comment on this societal expectation that women are just supposed to 

automatically want to produce life, to have children. I reveal to Emily that I would be 

concerned about going through menopause if I was in her position and I ask her if she is 

concerned about this. She shifts in her chair and then says tentatively “I guess a little, I’m 

going to go through menopause at a really young age so I’m a little worried about it but I 

don’t know I don’t think its going to be that bad.” Emily explains to me that her 

hormones have been fluctuating and off-balance “for a couple of years really badly” so 

she already has experienced what it feels like to “have hormone problems [...] so its not 

an entirely unknown” experience.

I ask Emily if the challenges of her health crisis have helped her and her husband to 

communicate more openly. Emily responds quickly,



we’ve always communicated really openly, we’ve never had a problem with that [but] 

I guess maybe he listens to me a little more now, he believes me a little more because 

there is [...] an actual professional backing me up [..] when there is a problem he 

believes that there is a problem that 1 maybe need to go tot the doctor right away.

In the past Ben has dismissed the possibility that Emily might be ill, for example before 

she was diagnosed last summer he thought “maybe [she] needed to go see a psychologist 

or something” even though Emily told him that she was “really, really sick,” but now she 

believes that “he believes [her] when [she’s] like, ok, there’s something wrong.” 

Currently, Emily thinks Ben “looks at it [her illness] more a little bit as a team approach 

now rather than just me dealing with stuff alone.” I confirm what she says by asking if 

her cancer then is now their problem rather than her problem and she responds promptly 

“yes, much more now.” Emily insists that her and Ben are “completely interdependent” 

on each other explaining

I don’t know, I think for a lot of couples its probably having kids that does it 

because you’re responsible for this new life and that’s a big deal and maybe in a 

way it was almost the same because now it’s like we were responsible for my life, 

we have to do certain things to make sure the tumor hasn’t started to grow back. 

The financial cost of Emily’s cancer has had a huge impact on their lives just her check

ups cost around “$4,000 every three months [...] so it is significant, it is shaping what 

[they’re] doing in [their] lives, where [they’re[ going.” Her illness has changed their 

plans as far as where they were going to move after the two of them graduated. They 

realized that they needed help from family members in order to handle to situation



financially as well as emotionally. I comment that having family near by must be a 

comfort since they both experience the emotional aspect of dealing with her cancer. She 

responds by saying bluntly “I don’t know, I question how much he’s experiencing it [...]

I think he’s having to learn kind of what a close relationship is [...] so I think he does see 

us still kind of as a lot separate although he is slowly moving from that.” I am confused 

by this response since she has already said that this experience has brought them closer 

and so I ask her if they have discussed how her illness makes the two of them feel. She 

pauses and mulls the question over and then replies, “I’m pretty sure we probably did 

because it sounds like something we would do, but we haven’t since, now it‘s just 

moving on through what we need to do to get through, to plan for the future.”

Emily goes on to describe the surgery she will be required to have in the future, the 

hysterectomy, and I comment that she is dealing with her situation really well. She gives 

me rather an annoyed look and responds,

People tell me that a lot and what I’ve a hard time with, I think its all about how well 

you deal with something is how you perceive it and I perceive it as not really that big 

of a deal, like ok, I have to keep these appointments, I might feel sick sometimes, but 

I think that there are things that are a lot worse, [...] like a bad break-up can be worse, 

a death in the family can be worse [...] I don’t feel like I have a lot to deal with, it 

feels pretty minor.

I make the comment that I don’t think most people would view cancer in the manner she 

does and that not everyone is capable of dealing with adversity in a constructive way. 

Emily disagrees with me asserting that people aren’t,



perceiving themselves well enough. I think that if it [cancer] happened to them they 

would do fine. I don’t think I’ve ever come across anyone who has been really sick 

and hasn’t been fine you know, hasn’t been able to deal with it, [...] most people can 

deal with it.

We do conquer on the concept of acceptance, and the need to accept the health crisis as 

an aspect of our lives in order to “just deal with it and move on with life.” Toward the 

conclusion of the interview, Emily makes it clear that she doesn’t see cancer as part of 

who she is, and she doesn’t think “of it as a scary thing,” she just accepts that it is 

something she “has to deal with.”

3.4 Anemia and a hysterectomy 

Isabelle’s interview:

Isabelle and I met three years ago through her eldest son. We usually see one another 

on a weekly basis. For the interview, we met in the Communication Department on a 

Monday evening, Isabelle seemed somewhat stressed when she first arrived and after she 

catches her breath she tells me her younger son was going to need to have his tonsils 

removed, so she had just come from getting him situated for surgery. In her late forties, 

Isabelle is an active and vibrant woman. Her two sons are both attending the university 

and she is extremely passionate about being an active parent. Though Isabelle and her 

partner have been in a committed relationship for over a decade they have never married. 

Currently, her partner lives in Sitka, so their relationship is long distance and most of 

their interaction takes place over the phone or via email. Before we begin the interview I 

read the informed consent form to her. She asks a question in order to clarify issues of



confidentiality. After I assure her that her identity will be kept confidential and that I will 

not share any information she gives me with anyone other than my committee chair we 

begin the interview proper.

Isabelle and I have an established level of trust. We have previously discussed not 

only our health but also our intimate relationships, and so she begins with detailed 

information and seems to want to be helpful in any way she can. Isabelle recounts her 

first experience with a health crisis, which occurred not to her, but her younger son when 

he was an infant. Her voice becomes serious as she tells me that what she learned from 

the experience with her son has stayed with her and has shaped how she views the health 

care process. She explains that she,

learned that [she] had to take a lot of the health management into [her] own hands and 

that [she] needed second opinions, that [she] needed to be active in the process of 

deciding what was happening to me, [and] not just do what I was told to.

She shifts the conversation to her recent hysterectomy, disclosing in detail:

now recently I’ve had a hysterectomy and leading up to that I had about 8 years of 

being really anemic and sick and tired and not really understanding that it was from 

needing to have that kind of surgery. So I spent lots and lots of years taking iron and 

having lots of cramps and bleeding all the time and going in for different hormone 

therapies to stop the bleeding.

For a short time during the span of those 8 years, Isabelle says that she did have an 

excellent female doctor, but that caregiver moved away from Alaska. Isabelle informs me 

that she has a history of “a miscarriage, so [she has] had a lot of problems” with her



reproductive organs for the past twenty years as she was “told to have a hysterectomy 

when [she] was 20” but “fortunately [she] didn’t because [she] was able to keep one 

ovary and have both of [her] boys.” She continues to describe the advice she was given 

by her health care providers, and tells me that she felt she was getting conflicting advice 

and so she sought out second opinions. Isabelle reasons,

I felt like it [the hysterectomy] was something I had to get done, but one of my 

concerns was that I wasn’t going to be me afterwards because I wasn’t sure what the 

effect on not having estrogen would be on my system.

She expressively reveals to me that she did question her surgeon about her concerns and 

he was not able to give her additional information that would have helped to ease her 

anxiety about the situation. Mentioning her partner for the first time she says “my partner 

is a nurse, so he was wanting to be involved in it [the health care process] but at the same 

time because he is long distance and at a job, he wasn’t taking time off initially.” She 

discusses how her health crisis “affected the intimacy of [her] relationship” declaring,

I think that at that time and I still continue to be in a long distance relationship, so 

intimacy is um not always physical and physically being present with each other but 

when Ethan came up to help me with the surgery it was also in conjunction with 

having difficulties where he was working so he and a problem expressing that he was 

here just for me.

Isabelle explains that her partner’s inability to make it clear that he was “there” for her 

caused her to feel as though her health crisis was her problem rather than their problem. 

She goes on to reveal,
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I think some of the things that came out of this surgery [were that] I saw that I wasn’t 

able to ask for what I wanted from him or what I needed because I just thought it was 

a common thing that people did without being asked and I realized that he didn’t have 

that behavior that I was expecting.

After Isabelle was released from the hospital and went home, her partner “got up and just 

took off and [she] didn’t see him all day” and so Isabelle tells me that “if [she] had 

known that would have happened, [she] would have stayed with someone else.” She 

continues and tells me that she decided to be forthright about her expectations and so she 

told him “you need to go back, either take care of me or just go and from that day 

forward, he did.” Isabelle reveals that she doesn’t understand why she had to be so 

explicit about her expectations. Her confusion is evident as she expressively announces,

“I don’t know if people in relationships have to do that or should [...] it worked but its 

sort of a mystery to me.” Continuing to discuss issues of intimacy, Isabelle discloses that 

she questioned “whether [she] could have an orgasm” and her partner was “really good 

[...] and worked through the sexual part with [her].” The tone of her voice conveys that 

this was a serious concern and she elaborates saying “I was really scared because I really 

thought this part of my life might be over and that’d be really horrible.“ Isabelle discusses 

the anxiety of major body changes, the internal and external at once fluctuating and 

feeling foreign. She voices her feeling that when this happens,

you have to trust your partner to still appreciate your body as a woman and so that 

was there [...] in a lot of ways he has been really supportive and not weird at all, in 

fact like I was telling you earlier, it seems for some reason we’re closer, but it might
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be because I set boundaries that I had not really thought needed to be set, but they 

did.

She speculates that, “there are degrees of expectations with a partner” and in her case it 

never occurred to [her] that [she] would have to put [her] foot down” about what she 

wanted and needed from him. Having to make her expectations clear during her time of 

need, during the health crisis, was for her “a little damaging to [their] relationship in [her 

perception.”

I ask her if she thinks that she may have hidden feeling sick from her partner for the 

long period of time that she was not feeling well before her surgery. Isabelle responds by 

explaining that when she got divorced from her former husband, she then became a single 

parent and so was working. She,

drove back and forth from Clear everyday, no matter how [she] felt and made dinner 

every night and [helped] with their [her boy’s] schoolwork and everything [else] I had 

to do.[...] and so it wasn’t really an option, to not feel well, because there wasn’t 

anybody there [...] to me it just wasn’t an option it was either that or stay home and 

be sick or whatever but there’s no way I could come home to them [her sons], that 

would be horrible.

Her role as a mother is her main priority and she confirms that she “maintained at a level 

of illness just to keep things together and just accepted that that was how [she] felt.” She 

recounts a story about the summer before her hysterectomy when she was helping her 

partner work on building and fishing and she recalls feeling that “I should’ve said no [and 

not pushed myself so hard] and I think I was fearful of the relationship ending or things



not going well [ ...] !  hesitated to say anything.” That feeling of insecurity, Isabelle 

clarifies, has “changed how [she] communicates with [her partner] in some ways because 

[they’ll] find a middle road” on issues they don’t completely agree upon. However, 

Isabelle admits that the way she feels that he treated her during her health crisis “kind of 

shocked [her].” I comment that her expectations were violated and she pauses and 

considers what I have said and replies:

I realized that if I want to work on this relationship this is the part that doesn’t work, 

there have to be some boundaries for this person [her partner] and that also means 

letting him in more [because] being afraid to let him go has [caused] me to not let him 

in more.”

Isabelle continues, confessing that something she has learned from this experience is that 

she has “got to take better care of [herself].” She pauses for a moment then tentatively 

utters, “we’re getting along better in respect to appreciating each other, but I don’t know 

if it stems from the hysterectomy.

I ask Isabelle if she thinks that having a long distance relationship contributes to her 

having to be explicit about her expectations, particularly since they aren’t together on a 

daily basis. She doesn’t reply right away and then bluntly asserts, “I really don’t 

understand it truthfully.” She tells me,

we’re kind of talking about it [but] its very hard for me not to talk about it in a non

blaming way because. It happened. This person [her partner] was supposed to be 

there and wasn’t there, in my mind, and so it has opened up communication, but its
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very deep communication, it’s a really raw kind of communication, so we’re going 

fairly easy with it, so there has to be trust there, and I think that’s what’s happening. 

Isabelle openly vocalizes that she isn’t sure she trusts that he will not react in the same 

manner if another health crisis situation occurs. The long distance characteristic of their 

relationship, and the fact that they aren’t married, causes her to wonder about “his 

responsibility level?” Isabelle redirects the conversation by mentioning that some of her 

friends really wanted her to end her relationship with her partner even before the situation 

after her surgery. She smiles and comments, “you know some things are really easily just 

figured out, but I don’t want to discard this person in my life; that’s my partner, I would 

like to try to figure it out with him.” She goes on to discuss her desire to continue her 

relationship with her present partner and describes another situation, in which where she 

was at work and there was something wrong with her heart and he was very attentive and 

met her expectations. She passionately exclaims:

so there was a situation in that he took off work, and drove me in and stayed with me 

the whole day, so there may have been some other dynamics going on at this other 

situation, but regardless, I think [that] whatever it takes, you’re going to do it because 

this counts and you can’t change it.

She surmises that the experience of having to assert her feelings and expectations has 

been “strengthening” for her. That she knows she is now more vocal about her needs as 

well as what is and isn’t acceptable to her. She elaborates that, “its not just Ethan, its me 

too. The more I accept things that aren’t acceptable to me, then they don’t get dealt with.” 

As she is saying this I am nodding my head in agreement and I comment that



relationships don’t just happen, that they are the construction of two people and so there 

never is one person to blame for the problems that arise. We talk at length about 

compromising with our partners and agree that compromise is acceptable as long as “it’s 

reciprocated.” Isabelle insists that she doesn’t “like to be dismissed” and that now when 

she feels that she is being taken for granted, she no longer is accepting of that behavior 

from her partner.

3.5 Rheumatoid arthritis 

Sofia’s interview

Sofia and I have known one another for a few years. She is an extremely busy woman 

working full time, having a side job, being married, and having three children. In addition 

to all the responsibilities intertwined in her various roles, Sofia was diagnosed with 

rheumatoid arthritis, an autoimmune disorder, about a year and a half ago. We work in 

close proximity to one another and so will often “run into” each other. A common topic 

for us to discuss is how we are feeling and our frustrations with living with our diseases. 

Even knowing about her health problems, I cannot remember an instance when I have 

seen Sofia and she is not smiling. Happiness seems to ooze from her.

Sophia and I met early in the morning so I checked in with her to see if she wanted 

coffee before we began. She already had a cup, so I got myself a caffeine boost and then 

we settled in. Before we began, I read the informed consent form to Sofia, after which 

she signs. After laughing about the protocol process, Sofia and I both try to focus and I 

sip my coffee before setting the interview in motion. Before I question her, I explain to 

her that though she might not perceive her health problem as a health crisis, if it has been



a life-altering event, where there is a clear before and after, then it is considered a health 

crisis. Sofia is drinking her coffee and she nods as she puts her cup on the table. I ask her 

if or how her disease has affected her relationship.

Sofia explains in great depth early on in the interview some of the different affects the 

disease has had on her life style and on her ability to do all the things she usually does, 

she speaks openly to me about the medications she will have to take for the rest of her 

life. One matter she chooses to elaborate in great detail is the frustration and subsequent 

depression she has felt with the various treatments she has undergone and she complains 

that:

you just go through these, I think, highs and lows where I feel like, its such a small 

thing in comparison to what other people deal with I mean its really not much of 

anything, but I think you just spend a lot of time with yourself and so you’re able to 

probably um, feel sorry for yourself 

She describes the “process” of dealing with depression at losing the freedom of good 

health as a “process of grief.” Sofia takes a sip of her coffee and then continues, 

commenting further that one source of frustration for her is that her disease isn’t “visible” 

but she does “wake up every day and there [is pain], but people don’t know that because 

[she] has [her] public face on” and the people she interacts with assume she is fine “and 

that usually includes [her] husband.” Sofia continues explaining the frustrations she has 

and confesses that she does have mood swings because she “gets sick of being, always 

thinking about the pain.” Sofia reveals to me that her husband “has a hard time”



understanding why she has mood swings. She clearly doesn’t believe that he “gets it” and 

therefore she sometimes feels that “he thinks it’s in [her] head.”

Sofia smiles and explains that the “most gratifying thing, as horrible as it was” 

involved when she received her blood tests back from the hospital which served as 

“confirmation to [her] that [her pain] wasn’t psychosomatic; that [she] really does have 

[rheumatoid arthritis] and has a case that is severe enough” that she is in pain on a regular 

basis.” She laughs and then confesses that even though she showed her husband those test 

results she still believes that he doesn’t understand what she is going through. Sofia 

confides quietly that “I think we decide if we feel understood and I think if you asked me, 

I’d say I feel about 50% understood when it comes to him.” I identify with her situation 

and describe my relational partner as masculine and I comment that in both of our 

partner’s professions, pushing the body is an expectation. She enthusiastically agrees 

with me saying “that is so true, absolutely, Conner never calls in sick, never, [...] you’re 

right, so how can they possibly relate?” We recall that neither of our partners have ever 

had a serious illness or disease and that it is hard for them to understand the emotions we 

go through. I comment that it is also difficult for them to understand because we don’t 

appear sick or in pain. Both Sofia and I work at looking “put together” on an everyday 

basis.

Sofia remembers how she was brought up, and tells me that growing up an “Army 

brat [.. .],you just put your best face forward.” She reveals that she was taught from a 

very young age to “smile [even though] you’re upset, [...] or you’re angry, [...] happy is 

the acceptable emotion.” She explains to me that she teaches her children to be



empathetic listeners, so that they try to “get to the place where you’re very close to where 

[the other person] feels.” Reflectively, Sofia discloses that for various reasons, her 

husband is not able to express his emotions. She shifts the conversation to the recent 

problems she has had with her health, such as puncturing her foot and having to have a 

piece of glass removed that was left in the wound after her foot had healed. More 

recently, she was in a car accident and so now she has been having neck and back pain. 

Sofia jokingly laughs that from her husband’s perspective he must think “Oh my god! 

Could I have married a more unhealthy person?” She explains that her husband “can get 

sick of it [her not feeling well] too.” I nod in agreement and mention that the constant 

management of an illness can be frustrating and she asks me if I am ever able to forget 

about my disease? “Of course!” I respond quickly. We agree that “those are great 

moments” but I have a realization that the answer to that question wasn’t entirely true, I 

revise my answer explaining that since I have an insulin pump I am physically and 

visually reminded that I am a diabetic all the time, but that I am sometimes able to forget 

about the degenerative nature of my disease. She tells me that she too, is able to forget 

that her disease is only going to get worse. We lead each other to the function of denial in 

our lives and for our perspective of our diseases. She calmly imparts, “I think we have 

good reason to [hope], there’s a possibility of medication and cures.”

Sofia speaks at length to the hardships she has had in her life, and how they have 

helped her to develop an ability to empathize with other people. She explains,

I think there are people that can somewhat sympathize and there are people that can’t 

sympathize, I’ve seen people like that. They just don’t have it, it’s just not in their



repertoire of emotions to really sympathize or empathize with anyone [...] they just 

see the world from their [own] perspective.

She starts to laugh, returning the conversation to her husband, disclosing to me “it’s just 

so hard for him to have more than one focus,” whereas, she is able to function extremely 

well multi-tasking various foci. Sofia elaborates:

When I went through and got my master’s degree, I did the teaching assistant thing, I 

was pregnant with the second [child], had a third baby, all in the time of what, two 

and a half years. I’m taking care of three kids, the house, you know working, 

teaching, a side job, and so I guess that’s the same energy that allows me to deal with 

this [the rheumatoid] in the way that I do.

I find it necessary to ask her if she thinks it is hard for her husband to accept that she may 

not be able to do all the things she has done before. She responds quickly and agreeably 

“Absolutely, I absolutely do.” Sofia reveals that her husband,

will be the first to admit that he doesn’t like [her] when [she’s] ‘not happy,’ that his 

huge attraction to [her] is that [she’s] happy and when [she’s] sad or down he doesn’t 

want to be around [her] because [...] he’s very uncomfortable with that part of [her]. 

She expands on this recognition saying that he has always known her to be a high energy 

person and so “it’s been a huge adjustment for him” that she will actually say “I’m tired” 

but she admits that she “hasn’t really slowed down.”

When we move the conversational focus to the priority of family, Sofia makes it clear 

to me that she is passionate about her role as a mom. She laments that in some ways she 

is envious of so many women she sees that “drop their kids off at 7:30 in the morning and



pick them up just before six and don’t seem to have trouble with it.” However, she 

professes earnestly “I just can’t let someone else raise my kids; I can’t do it. I’ve just 

never had that.” Sofia believes that her husband “thinks [she] makes it harder on [herself] 

than it has to be, including the illness because why [doesn’t she] do it like everybody else 

[...] and be content with the day care system.” But Sofia “just can’t” and as a result she 

“has always done” what she does “because [she’s] really passionate about raising the kids 

and being their primary influence.” Sofia spends several minutes describing how her high 

expectations of herself affect her marriage

I know I put that on myself [being a passionate parent] and I do this with the illness 

too and I think that has had such an impact on our relationship, that I have high 

expectations of how I should handle this and when I fall short of that, which I do 

frequently, I feel disappointed in myself and I think that definitely goes over into our 

relationship and I think Conner doesn’t like it when I feel disappointed, he likes it 

when I feel good and strong and on top of the world.

I ask her if Conner is involved in the health care process. She barely pauses and responds 

decisively “no, he went with me to the hospital on Christmas day [but] that was the first 

experience he had with it.” She goes on to explain that she “was suffering pretty badly” 

and just couldn’t “take another minute” so she woke Conner up at 3:00 in the morning to 

take her to the emergency room. Sofia reiterates that normally, “he’s not a part of [my] 

health care process.”

I ask Sofia if she thinks Conner is in denial about her rheumatoid arthritis and if she 

feels like she is dealing with her disease as her problem rather than as a joint problem.



She responds quickly, speculating that he is in denial about her disease and that “it is up 

to [her] to minimize the impact [of her rheumatoid arthritis] on others in [her] family.” I 

ask her about how her parents fit into the health process because she had mentioned them 

previously saying that she is able to talk to her parents about how she feels. Her mom, 

she has revealed, also has rheumatoid arthritis. Sofia affirms that her mom “has a great 

deal of empathy” for her in that she too has the disease and so can relate. She posits that 

her dad “has certainly developed empathy” in that he has seen her mom “physically 

deteriorate.” She goes on to explain that her parents are the only “people that ask [her] 

specifically” about her blood tests and doctor’s appointments. She recounts a 

conversation she had with her dad a few weeks ago remembering that she had told her 

dad “I’m just so tired Dad, I’m so sick of this, I’m tired of dealing, I’m 38 and I’m 

dealing with [...] it feels like lots of health issues.” Even remembering that low point, she 

laughs and muses that he told her “well you know your attitude, it’s all about attitude and 

if you can get a positive attitude it’ll make a big difference.” She smiles and tells me that 

she reacted to this comment by saying “you know what? I carry my public face all the 

time, you’re the one [person] that I can tell you how I’m really feeling.” After she said 

that to her father he then told her that she was right and that he wanted her to continue to 

be able to rely on him and her mom for unconditional support and so when she heard this 

she tells me she just started to cry because she felt like “finally somebody understands.”

I interject that I completely understand what that parental support means, the sincere 

empathy that parents are able to give their children, that unconditional love and 

acceptance is sometimes the only solid ground in long term health problems. We discuss



the difference between the support our partners give us and the support our parents 

provide us and we agree that our partners want to “fix” us; they want to “fix the 

problem.” Sofia tells me that she isn’t sure if Conner will ever understand the emotional 

aspect of her health crisis, since “he’s not in touch with his own side of knowing what’s 

what.” Sofia chuckles and 1 laugh with her when she says “I always wonder if he’ll have 

to go through this process and if I will be able to help him through it and understand his 

emotions and things like that which is something that he doesn’t try to do.”

3.6 Description to final analysis

All five of the conversational interviews included in this research provide an 

interesting, insightful perspective into women’s experiences of health crisis and how 

those experiences are made meaningful in their intimate relationships. The interview 

process was and is a revealing glimpse into the lived reality of each co-researcher in that 

their narratives are telling of their self-perceptions, their identities, and their relational 

constructions of what their health crisis experiences mean. I found myself relating to each 

of my co-researchers experiences, feelings, and insights throughout the interview 

processes.



Chapter 4 

Human Science Research Analysis

Three main themes emerged from this final process regarding how these women 

construct the meanings of their health crises through relational communication. Identity is 

intertwined in my co-researcher’s constructed relational meanings and, given the 

morphogenic relationship between identity and relationship identity, is an aspect of the 

emergent themes. All my co-researchers were forthcoming regarding their lived 

experience and how at once their identities and relationships have been affected by their 

health crises.

4.1. Theme l : “Sick o f being sick ”

This research process, appropriately, began with my own experiences with health 

crises in that “interpretive research begins and ends with the biography and self of the 

researcher” (Denzin, 1989, p. 12). The opening journal entry in the introduction of this 

composition is a drawn out version of what many of my co-researchers said so succinctly; 

“I am sick of being sick.” This is a statement of frustration. Even though all of my co

researchers have had different types of health crises, each woman feels frustration with 

being sick. This commonality between all co-researchers and myself is reflective of 

cultural meanings of health and illness. What does it mean to be sick? Miles (1991) 

claims “ill health represents a breakdown in the normal, expected state of health and 

well-being” (p. 42). This description relates closely to what my co-researchers implied in 

regard to their health crises affecting the expectations of their everyday relational roles, 

how they are able to function, as well as what they are able to do and accomplish. These



women reveal to me that the diminished relational, physical, and identity processes they 

experience because their focus becomes health care, are sources of stress and 

aggravation.

4.1.1 Sub-theme 1: Relational frustration. All five of the co-researchers are involved 

in committed, heterosexual relationships with Caucasian men. Both Emily and Sofia 

express that they feel their partners do not understand what they are going through in 

terms of their health crises. These women declare that this lack of understanding has 

caused difficult points of stress in their relationships and result in relational distance. 

Sofia articulates that her husband “doesn’t like me when I’m not happy” but, the 

experience of being “sick” doesn’t usually involve feeling happy. During our interview, 

Sofia and I discuss gender as a factor involved in the disconnect between our partner’s 

perception of our health and our own. Gergen (2001) explains the difference created by 

gender“ because women describe themselves as deeply embodied, they are more often 

candid than men about the discomforts and threats to their bodies” (p. 81). While we are 

able to admit that we feel ill or “worn out” our partners find it hard to express any 

contradictions of good health. This disparity can be frustrating as my co-researchers also 

articulate a need for acceptance from their partners. Emily voices that she needs someone 

there for her during this crisis experience and her partner “doesn’t know what to do” and 

so distances himself from the health crisis experience. Isabelle also experienced a 

violation of expectations when her partner reacted to her health crisis by immersing 

himself in household projects rather than attending to her and spending time with her. 

Isabelle discusses at length her partner’s actions after she came home from her surgery.



In that the situation has changed, how she responds in her relationship and his actions 

during that time are still a source of frustration and concern for her. She described 

discussing this event and the issues embedded in it as “deep communication” that she and 

her partner enact cautiously.

Emily and Sofia reveal that their partners “don’t understand’ or “don’t get it.” Emily 

confides that she believes her husband might think she is “faking it” at times, that she 

doesn’t truly feel as sick as she claims. Neither Emily’s nor Sofia’s husbands are 

involved in their health care process. They do not go to appointments. They do not ask 

specific questions about blood tests or lab results. They simply do not acknowledge the 

crisis. These two women vent about feeling they must “prove” that they are sick. Emily 

recounts that her husband told her she should see a psychologist last summer when she 

was continually going to the doctor and nothing was diagnosed. When her cancer was 

finally diagnosed and made “real” by that act by her professional health care provider, 

she felt she had finally secured evidence to show him that she was actually very ill. Sofia 

admits that she even believed that her pain was possibly psychosomatic and felt validated 

when her test results returned with verification that she did have rheumatoid arthritis and 

that her case was a severe one. She laughs as she tells the story, how she showed the 

results to her husband thinking that now he might understand. Both Emily and Sofia look 

to their parents for empathy, as does Mia.

In her case, Mia’s husband is gone for two weeks out of every month and so her 

parents are usually “there” for her rather than her husband. Mia describes her husband as 

difficult to communicate with during his own recovery because he felt “worthless” in that



he could not function as he was used to and was in a situation where he could not “fix the 

problem.” Mia reveals that they are now able to be open about their health issues because 

they can relate to each other’s experience. She is the one participant to mention her 

partner also having a health crisis experience and so even though she and her husband 

had very different health crises, he broke his back and she had two minor heart attacks, 

they are able to relate on a different level. Mia notes that the “traditional gender roles 

have dissolved” in her relationship and this change in roles has strengthened her and her 

partner’s ability to communicate their feelings and needs to one another.

Another source of relational frustration for these women is inheritably a gender issue 

in that often their partners construct the health crisis as a problem to “fix.” The typical 

manner in which males construct an experience embedded with uncertainty is to form it 

into a problem that can be fixed, solved, or managed. This perception and identification 

allows the person to feel in control and assertive rather than helpless and insecure. 

However, in perceiving the situation in this manner, the woman experiencing the health 

crisis may then interpret the male response to mean that she is seen as damaged, broken, 

and no longer good enough for her partner. This perception of one’s “relational self’ 

(Richey & Brown, 2006) can lead the emergent identity of a woman experiencing health 

crisis to be one of powerlessness and defeat rather than empowerment and surviving.

Women and men typically identify with their bodies in distinctly different ways, as 

men view the body as either an “asset or a liability to ends that lie beyond,” whereas 

women perceive “the body as the register of emotional experience,” and so for women 

there is no separation between self-identity and embodiment (Gergen, 2001, p. 79-80).



4.1.2 Sub-theme 2: Frustration with our body. The intense mingling of self-identity 

and embodiment for women is intensified during the health crisis experience as 

“violations of the body [...] represent invasive negotiations of one’s identity” (Gergen, 

2001, p. 81). Richey and Brown (2006) refer to embodiment as “the experiential self’ and 

elucidate “individual consciousness is understood as a part of a person’s embodied 

knowledge” (p. 13). Abby describes in detail that the main affect that her health crises 

have had on her relationship is that those experiences affect her self-identity and in turn, 

her interpretation of self affects her relationship. Being “sick has made [her] feel tired, 

ugly, and worn out,” which starkly differs from her usual perception of herself as a 

“princess” and affects how she responds to her partner. Abby readily makes it clear to me 

that she has “identity angst” from her health crisis experiences.

It is not surprising that Abby feels this way in that for many women in Western 

society, “appearance constitutes an integral part of every story they tell; they are often 

keenly aware of the impact of their appearance on others” (p. 80). Women self-identify 

through their embodiment. We find acceptance through others accepting our physical 

selves. Isabelle notes the importance of her partner appreciating her body, as a woman, 

after her hysterectomy. Abby also mentions her partner being supportive and not being 

critical of her physicality even when she was being critical of herself. In our Western 

culture, others objectify us, as women, and we in turn also objectify ourselves. Self- 

objectification is, in and of itself, frustrating. As Young (2005) describes it “the body as 

lived is always enculturated” (p. 17).

My co-researchers convey that they attempt to appear “healthy’ in order to



minimize the impact of their health crisis on those around them. Sofia is adamant that she 

attempts to shield her family from being affected by her disease and so puts on her 

“public face” for not only the outside world, but for her husband and children as well.

The only people in her life that she readily allows to see her at her most vulnerable are 

her parents. Vulnerability is not the defining characteristic of “Superwoman;” being sick, 

physically weak, and in pain is frustrating for these women as their bodies prevent them 

from going about their lives and functioning in the manner to which they are accustomed. 

Mia mentions that she is often annoyed that she can’t be as physical as she once was due 

to her heart attacks; she spoke of being “coddled in [her] work place” and feeling 

disappointed that she could no longer do all the things she used to do and still desires to 

accomplish. Emily discusses needing pain medication in order to be semi-functional, in 

order to go to school and work instead of being bedridden. Experiencing a health crisis 

causes frustration with one’s body in that “the familiar body becomes the unfamiliar 

body” (Corbin, 2003, p. 265).

4.1.3 Sub-theme 3: Frustration with the health care process. The issue of 

needing medication and medical treatment in order to physically function was a source of 

aggravation for my co-researchers and I. Each of my co-researchers is actively receiving 

medical treatment and advice, and each voiced foundational exasperation with the health 

care system. The disconnect between the health care system and the individuals who seek 

medical care is not surprising in that like all meaningful reality:

The assumptive world of the health care provider is socially constructed-largely 

by other health care providers and by others in the health sciences and in health



care-related industries, such as hospitals, HMOs, pharmaceutical houses, and so 

on. (Woods, 1999, p. 349)

The medical community has it’s own culture and language. As stated in the first chapter, 

the biomedical perspective of health separates communication about health into objective 

and subjective discourse. Health care providers typically use and are concerned with 

objective discourse that is used to present “verifiable, measurable signs of disease” (Sharf 

& Vanderford, 2003, p. 11). Whereas, women usually use natural, subjective language 

that is in situ and cultural, discourse that describes one’s everyday experience of illness. 

The lived experiences and realities of “women patients are distinctly different from those 

of health care providers” (p. 350). A stark difference between the two involves the 

perception of illness. Our concerns about our illnesses involve how our health relates to 

our everyday lives, whereas the healthcare provider is primarily concerned with cure or 

control of our disease.

My co-researchers discuss medication and how it affects their lives. Abby reveals 

not trusting the traditional medical community to know what medications she needs and 

when she needs them. Sofia also makes reference to the medications that she will take for 

the rest of her life and how, while it slows down the development of her rheumatoid 

arthritis, it damages her liver, causing another health problem. For Abby, Emily, and 

Isabelle hormone therapy is another aspect of their health care and treatment. Both Abby 

and Isabelle have already had hysterectomies and Emily will have that surgery in the near 

future, and so being “instantly” menopausal is a part of their realities. Woods (1999) 

clarifies the medical perspective of menopause asserting, “medical discourse has
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constructed menopause as both disease and risk factor for disease” (p. 343) and the 

“medicalization of menopause encourages women to view themselves not as naturally 

healthy women in their prime, but as vulnerable to disease and disability” (p. 345). The 

interaction my co-researchers have with their health care providers has an impact on how 

they construct not only what their health crisis means, but also how they self-identify.

Richey and Brown (2006) describe the cultural dimension of the emergent self, 

maintaining that the “cultural self’ is the “aspect of self, which is nurtured, shaped, and 

influenced by communicating within society’s parameters of value, social practice, and 

symbolic interaction” (p. 16). The interactions we have with our health care providers 

help to shape how we self-identify in the context of our health crisis, whether we perceive 

ourselves to be recovering, suffering, or functioning. Turkel (2000) refers to the “sick 

role” as being parallel to the “good girl role” in that both describe a state of 

powerlessness. My co-researchers recount feeling dismissed or “not believed” by health 

care providers. Isabelle reveals that she learned from a previous experience with her son 

that she could not trust health care providers to do what is best for her, that she had to 

take that process into her own hands. Emily continuously went to her doctor for months 

before he performed surgery on her and only then was he able to diagnose her illness as 

ovarian cancer. Abby also describes her providers not taking her requests to have a 

hysterectomy seriously until she informed them that her mother died of ovarian cancer. 

Her operation revealed that she had “every pathology known to woman short of cancer.” 

My co-researchers feel frustration in not being listened to, in not being acknowledged or 

validated by their health care providers. The feeling of not being in control, of



uncertainty, and powerlessness weighs heavily on my co-researchers and myself and the 

health care system only amplifies our loss of control.

4.1.4 Sub-theme 4: Identity angst. During the interview process 1 noticed that my co

researchers often experienced identity angst in that they felt “tom” or “confused” about 

who and what they ought to be and want to be. I confessed to Abby that I too suffer 

identity angst, I described wanting to be “Superwoman,” that I want to do it all and be 

everything to everyone, but that 1 know that isn’t possible and it most likely wouldn’t 

make me happy. It is evident that as Miles (1991) explained, my co-researchers feel the 

tension created from being expected to display feminine traits such as modesty, frailty, 

and sensitivity, while at once are expected to be strong enough to “bear and rear children” 

(p. 59) and maintain their various roles even during the experience of health crisis. Abby 

was the most explicit about feeling identity angst. She recounts that she often feels 

tension between how she feels and how she thinks she should feel; in her words, she feels 

“schizophrenic.” According to Richey and Brown (2006), “being in a state of continuous 

becoming” can be considered as the “human condition” (p. 5), conceived as 

“intersubjective embodiment” (p. 6). The self is dynamic, constantly reforming with each 

experience and interaction in that “identity creation or the development of the self is a 

socially co-constructed process, which emerges through human communication in a 

relational and social matrix” (p. 10). Isabelle’s comment about her partner not being 

solely to blame for their relational problems because “it’s not just him, it’s [her] too” 

illustrates the co-construction of relationship, as does Mia’s narrative involving taking on 

the care-taker role when her husband was injured. Mia recounts that she felt more like a



mother taking care of a child rather than a wife taking care of her husband. Emily reveals 

that she used to be vibrant and “all for life” and that her husband wants the “vibrancy 

back,” but she isn’t capable of being a vibrant Emily right now.

There are many tensions between our embodiment, our relational, and our cultural 

selves that these women, including myself, experience throughout the health crisis 

process. At times we feel “good,” and as Sofia says we are “able to forget” about our 

illness, but there are other times when we feel, as Abby says, “icky” and we want to pull 

the covers over our heads and stay in bed until it goes away. My co-researchers blatantly 

assert: “sometimes you have good days, sometimes you have bad days” and it might not 

just be days, it may be weeks, it can be months; there is always uncertainty. It isn’t easy 

for our relational partners to know where on this continuum we are at any given moment 

because it is relatively difficult for us, the person embodying the illness, to know.

The social construction of reality fundamentally involves the construction of identity 

(Gergen, 1994); this is evident in the narratives of my co-researchers in that they realize 

their relationally constructed meanings for health crises, their identity, and their 

embodiment are inseparable facets of their lived reality that are not isolatable for 

explanation. The Emergent Self Model (Richey & Brown, 2006) depicts “the interplay of 

the self dimensions of communication” (the experiential, relational, and cultural selves) 

that reinforce interpretations of our emergent self. Our relationships, the interactions that 

occur between others and us, form our identities (Wood, 2000; Gergen, 1994; Harre, 

1995). The socially constructed nature of identity reveals that our relationships form our 

interpretation of the emergent self and in the context of health crisis, whether we frame



the self as afflicted or as life embracing (Richey & Brown, 2006).

4.2 Theme 2: “I t’s not a big deal”

During every interview co-researchers at some point downplayed the seriousness of 

their illness, denying their own identification of “health crisis.” To downplay one’s 

suffering is culturally characteristic of women, however, that is not what I perceive that 

these women meant in downplaying their health crisis situation. These amazing women 

attempt to minimize the enormity of the daunting challenges involved in their everyday 

lives caused by their health crises by claiming that these experiences “aren’t a big deal.” 

Emily is especially adamant that her cancer is not a big deal; it is just something to “deal 

with” and that if other people found themselves in her situation they too would find a way 

to manage. There is a moment in my interview with Emily where I see her discomfort 

with admitting the seriousness, stress, and depression that may be involved in a health 

crisis. That moment is when I talk about my own fears concerning my health. She asks 

me if I have ever been around “really sick people” because if I have, then I should be 

grateful my health isn’t worse. Emily wasn’t trying to be cold or insensitive, but rather 

she was trying to help me feel more in control of my own situation and so less frightened.

Mia also made it quite clear that though she did have two heart attacks, they were 

very minor, as in “not serious.” Sofia declares that her rheumatoid arthritis “is such a 

small thing in comparison to what other people deal with.” Abby and Sofia both 

discussed “looking put together” even though they feel “a mess.” Sofia describes herself 

as a passionate parent as does Isabelle, and both of these women feel that being ill is not 

an option; choosing to embody the “sick role” is not an option. In order to combat some



of our identity angst, my co-researchers and I find denial is useful, in most cases, in 

allowing us to go about our lives, interacting in our relationships without making our 

crises the center piece of our reality. For my co researchers masking illness serves as a 

way to deny the social and relational effects of illness, and to maintain some sense of 

well-being. Denial in this function has been suggested by research (Chrisler & O’ Hea, 

2000; Watkins & Whaley, 2000) to be beneficial in that it directs our motivation and 

focus towards maintaining our day-to-day behavior and responsibilities. The difficulty is 

finding a balance between maintaining the everyday functionality within the limits of our 

health conditions, and the point at which those limitations need to be recognized and 

addressed.

4.3 Theme 3: “I need some empathy!”

During our interviews, I felt sincere empathy from and for my co-researchers, and 

empathy was reflectively a consistent topic of the research conversations. Both my and 

my co-researchers’ need for empathy from relational partners was especially clear. Abby 

articulated that partners may attempt to “build you up” and help you “play through the 

various pain” but one can only play through the pain for so long before they recognize 

that they “need empathy.” We need others to attempt to understand our experiences and 

our mindset. Sternberg (2000) asserts that an integral factor for maintaining health is 

having an extensive web of emotional and logistic support. Sofia believes that, “we 

decide if we feel understood, I’d say I feel about 50% understood by [my husband].” She 

clarifies that she doesn’t really know if her husband will ever understand the non

physical effects her rheumatoid arthritis has on her everyday life including her emotions



and her identity. Fortunately, Sofia is able to rely on her mom, who also has rheumatoid 

arthritis, and her dad, who is diabetic, to “be there,” to understand and accept her at her 

weakest moments.

Isabelle discusses the need for her health care provider to empathize with her and 

reveals that she has started seeing a different doctor, a female doctor who can talk to her 

about how menopause will affect her emotions and sexuality. It is clear that Abby’s 

partner enacts the empathetic listener. She spoke at length of his efforts of intruding into 

her “cave” and helping her “in many ways.” The metaphor of the cave is a powerful one 

in the health crisis experience, because as the women embodying the crisis, we often feel 

like wounded animals that have retreated into our lair and are thereby isolated from the 

rest of the world, wallowing in the darkness. Having someone in our lives that will 

volunteer to risk entering into that darkness and then either remaining there until we are 

ready to emerge or leading us out is our experiential definition of enacted empathy. When 

others say, “I understand, you are hurting, and because you are, so too am I, and I will 

stay here with you,” can relieve both the embodied stress and the identity angst and feel 

like the weight of the world has been lifted. Experiencing a health crisis can lead a person 

to feel like a hostage in her own body in that there is no “leaving” these events, 

conditions, and illnesses. We are trapped, for now at least. The experience of illness is 

not isolated to the body (Lorber, 1997); it reaches all aspects of our lives. It touches all 

aspects of self and all of our selves. My co-researchers voice the need for understanding, 

for empathy from someone in their lives, whether it is their relational partner, parent, 

sibling, best friend, or co-worker. As Abby poignantly insists, “I need some empathy”



from someone!

Through careful, diligent, and constant immersion in the literature, from saturation in 

the interview capta, and through reflexive introspection, three themes have emerged in 

this Narrative analysis. Those themes include frustration (“sick of being sick”), denial 

(“its not a big deal”), and empathy (“I need some empathy”). The labels for these themes 

were derived appropriately from the natural language of my co-researchers. It is with 

their words that I identify and find my own experience of saying, thinking, and feeling. 

The theme “sick of being sick” recognizes the various frustrations that my co-researchers 

and I feel relationally, with our bodies, within the health care process, and with our 

identity. “It’s not a big deal” as a theme refers to our denial and the purposeful function 

that denial serves for us as women in health crisis. Finally, “I need some empathy!” 

makes evident that my co-researchers and I feel a strong need to be understood and 

validated in our struggle with our embodied health crisis. This study has demonstrated 

that the experience of health crisis has significant effects on the lived experience of 

women in North American culture. Both our constructed relational meanings and our 

self-identities are fundamentally affected by health crises.

This study suggests that further research is warranted. It would be beneficial to 

include the other partner in the research design, giving voice to the male perspective of 

the female health crisis experience. Including both partners in the research might 

illuminate how relational male partners construct the meanings of health crisis, both as 

embodied in the other partner and as relationship. Expanding the number of co

researchers and targeting a wider variety of culturally ethnic co-researchers may also
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provide different insights to the subject of the health crisis experience.
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Appendix 

Informed Consent Form

Study Title: Women’s Social Construction of Health Crisis in Intimate Relational 

Communication

Description of the Study: You have been asked to participate in my research because 
you have volunteered as a woman who has had a health crisis while involved in an 
intimate relationship and have recovered from that crisis. I am studying these experiences 
to better understand how intimate relationships provide a context for women’s health 
crises. The goal of this study is to better understand how health crises are made 
meaningful in women’s lives, with their intimate partners. Please read this form and ask 
any questions you may have before you agree to be in the study. If you decide to take 
part, you will participate in a 1-2 hour conversation, during which we will discuss the 
topic of this study. You will help choose the date, time, and location of the conversation 
to ensure your comfort and convenience.

Confidentiality:
The conversation will be audio recorded and later I will transcribe the recordings to text. 
All information will be kept in secure files. Your name will not be used and will not be 
directly connected to any part of our study. You are assured that all your responses in this 
research will be confidential. All the materials of this research will be kept under lock in 
the UAF Department of Communication. After a period of five years, all documents and 
recordings will be destroyed. This study is about shared experience, and not about any 
individual person. The information from this research may be used in papers, 
presentations, and publications, but you will never be personally identified in any way.

Risks and Benefits of Being in the Study:
We expect no risks or discomforts for you. Past research suggests that you may actually 
gain some satisfaction from telling the stories of your health crisis and recovery in an 
atmosphere of respect with someone who has also had the experience of health crisis.
You may gain a better understanding of your own experiences. We cannot, of course, 
guarantee that you will benefit from taking part in this study. Information from this study 
may help health care providers better understand the importance of intimate relationships in 
the experience of and recovery from health crises.

Voluntary Nature of the Study:
Your decision to take part in the study is voluntary. You are free to choose not to take part 
in the study or to stop taking part at any time without any penalty to you. If you choose to 
stop participating, no part of what you may havee said will be kept or used in this research.

Contacts and Questions:
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If you have questions now, feel free to ask. If you have questions later, you may contact 
me, Christen C. van Haastert, at 474-1876 (work), 460-2047 (cell), or via email at 
fsccvl@uaf.edu, or my thesis advisor, Dr. Jin Brown at 474-6818 or via email at
ffjgb@uaf.edu.

If you have questions or concerns about your rights as a research subject, please contact the 
Research Coordinator in the Office of Research Integrity at 474-7800 (Fairbanks area) or 1- 
866-876-7800 (outside the Fairbanks area) or fyirb@uaf.edu.

Statement of Consent:
By verbally agreeing to participate and continuing on with the interview you are 
providing the research team your consent. This document is yours to keep so you may 
contact me later if you wish.

Signature of Co-Researcher & Date

Signature of Person Obtaining Consent & Date
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