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Managing End-of-Life Uncertainty: Applying
Problematic Integration Theory to Spousal
Communication About Death and Dying

Katherine A. Rafferty, MA1, Emily M. Cramer, PhD2,
and DeAnne Priddis, MS1

Abstract
A significant number of Americans die in ways that do not reflect their preferences for end-of-life (EOL) care. For married
individuals, the spouse often has the legal authority to make decisions at EOL. Many factors, most notably open preemptive
communication about care preferences and dying wishes, determine whether such communication is viable and a partner’s
wishes are respected. We used a mixed method approach, involving a content analysis of spouses’ reasons for seeking and
avoiding conversations regarding their partners’ EOL care preferences, and examined whether certain demographic factors
(eg, income, gender, age) more likely contributed to the initiation of EOL conversations. We situate our findings within the
broader cultural discourse about death and dying and highlight the influence of uncertainty in spousal EOL communication.
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The establishment of hospice and palliative care organizations

throughout the United States generates growing awareness that

every person has a right to die a pain-free death with dignity.1

However, individuals and families have different interpretations

of what a ‘‘good death’’ entails. Subsequently, media efforts

such as National Healthcare Decisions Day2 and The Conversa-

tion Project3 encourage adults to engage in preemptive conver-

sations about end-of-life (EOL) preferences (ie, conversations

that occur prior to a critical health event, such as a serious diag-

nosis or incapacitating injury). The EOL conversation is concep-

tualized as a preventative health behavior, helping individuals

minimize unwanted medical treatments and maximize quality

of life.4 Highly publicized media cases like Nancy Cruzan and

Terri Schiavo demonstrate how a lack of communication about

EOL wishes may burden family members with making the

‘‘right choice’’ about medical treatments,5 and therefore empha-

size the importance of preemptive EOL communication among

family members.

For married individuals, the spouse plays a significant role

in the EOL care planning process, particularly through advance

directives and informal conversations.6 Three-quarters of mar-

ried older persons who have named a durable power of attorney

for health care (DPAHC) have appointed their spouses.7,8 As

the DPAHC, the spouse must assume legal responsibility for

making EOL-related medical decisions on a partner’s behalf

should the partner become unable to make decisions on his or her

own.8,9 Moreover, for adults diagnosed with a life-threatening

illness, spouses can provide a primary source of social support10

and usually assume the majority of caregiving responsibilities.11

Further, given the interdependent nature of married life (eg, liv-

ing together, seeing one another regularly), spousal caregivers

lives are more intertwined than other family caregivers, such

that health changes in one spouse are likely to prompt changes

in the other partner.12,13

Although married persons are more likely to discuss EOL

preferences with a spouse than another family member,7 the

Pew Research Center found one-third of married individuals

report avoiding EOL discussions with a spouse, and fewer than

half of the spouses report desiring involvement in EOL

decision-making processes.14,15 A couple’s EOL conversation

avoidance can result in inaccurate medical decisions regarding

patient or spousal EOL preferences8 and hinders the comple-

tion of advance directives.16 In addition, not honoring a

spouse’s EOL preferences associates with poorer quality of life

for the sick patient whose spouse is denied control.6,17 For the

surviving spouse having his or her partners’ wishes denied

leads to greater distress during the grieving process.18
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Uncertainty is an important contextual factor that may influ-

ence the prevalence of preemptive EOL communication

between spouses.19-21 After all, patients and family members

often experience uncertainty when a loved one is diagnosed

with a terminal illness; uncertainty arises about prognosis,

treatment procedures, identity transitions, and social support

issues.22 Uncertainty is influenced by cultural values. For

example, in the United States, the loss of public rituals and

practices surrounding death23 as well as an overemphasis on

technological advances aimed at fixing human bodies24 leads

to fear, communication apprehension, and ultimately, avoid-

ance of death. Together, these factors perpetuate the silence

surrounding the preemptive EOL conversation and dissuade

spouses and families from talking about EOL issues, especially

prior to the diagnosis of a life-threatening illness or traumatic

situation demanding an immediate initiation of EOL care pre-

ferences. To further understand how uncertainty influences

spousal preemptive EOL communication, we analyzed married

individuals’ open-ended responses about (1) why they have

engaged in or refrained from EOL communication with their

spouse and (2) how certain demographic factors promote or

preclude EOL conversations. We situate our findings within

problematic integration (PI) theory.20

Problematic Integration Theory

Babrow’s PI theory20 addresses issues involving an individu-

al’s expectations and desires that influence uncertainty man-

agement.25 According to PI theory, the human tendency to

make ongoing judgments is facilitated by the following two

individual factors: (1) cognitive beliefs and expectations about

the likelihood of an event or outcome (probabilistic) and (2) the

value of the event or outcome that is dependent on emotions

(evaluative).19 In the context of EOL communication, a spouse

may consider the health status of their partner (probabilistic) as

well as perceptions about the person’s quality of life (evalua-

tive) to determine whether to engage in a preemptive EOL

conversation. Together, these two orientations are integrated

and reciprocally related.25 In any instance, one orientation may

receive more emphasis; however, the two orientations are still

interdependent and one may influence the other and vice

versa.26 The integration of probabilistic and evaluative orien-

tations can create conflict and uncertainty when the two orien-

tations co-occur in ways that are destabilizing,19 and results in

conflict or tension that creates uncertainty.20,26 Conflicting

probabilities and evaluations make it difficult to interpret

messages, maintain attitudes, make decisions, and behave

consistently.25,27

Communication is conceived as the central social process in

PI,20 functioning as a ‘‘source, medium, and resource’’ for

PI.19(p286) When integrative dilemmas become problematic and

produce uncertainty, four circumstances may arise, any of

which can lead to EOL conversation avoidance.20,27 First,

divergence refers to the disconnection between what one wants

(evaluative) and what is likely (probabilistic). For example, a

spouse may desire to have a conversation but know that a

partner is not ready to talk.27 Second, ambiguity is experienced

when the probability of an occurrence is unclear19 or when the

possibility of positive or negative outcomes is uncertain.26 In

these instances, the individual is unable to discern what set

of probabilities describe a specific situation.20 A spouse may

receive mixed messages from different sources about the need

to avoid or engage in preemptive EOL conversations, which

leads to an unclear understanding about what an individual may

‘‘desire or dread.’’19(p285) Third, situations of ambivalence arise

when the individual must choose one alternative over another,

or select an alternative that produces feelings of unpleasantness

due to the alternative’s contradictory nature.20,26 A prediction

of positive and negative reactions may elicit hesitation about

seeking a partner’s EOL preferences. Finally, impossibility

happens when the individual is absolutely certain that an event

will not happen.19,26 Often, impossibility is perceived as the

lack of probability stemming from acceptance of one outcome

over an alternative outcome.19 For instance, a spouse may per-

ceive EOL to be too distant to have a conversation now.

Problematic Integration Theory and End-of-Life
Conversations

End-of-life communication provides a unique context to apply

PI, given that death is both a certain (in terms of probability)

and an unfavorable (in terms of evaluation) experience for most

individuals and their families. Across individuals, EOL com-

munication practices vary, ranging from silence to completely

open communication,22,28 although most married individuals

report wanting their spouses to initiate the EOL conversation.29

When integration of EOL communication becomes proble-

matic, signaled by limited or nonexistent communication, a

communicative dilemma occurs and individuals must learn to

manage uncertainty regarding their partners’ EOL wishes,

which have been characterized as ‘‘ . . . a volatile, dynamic mix

of interrelated expectations and desires.’’28(p331) For example,

Hines and colleagues28 found PI contributes to poor EOL con-

versations between patients and providers due to embedded

ambivalence, ambiguity, and divergence. Conversational

topics and roles were chosen or avoided to minimize PI, but

at a cost, EOL decisions between patients and providers were

not discussed in a comprehensive manner. Similarly, patients

reconciled PI by seeking information to help cope with treat-

ments rather than information deemed important for informed

EOL decisions.28

For spouses to engage in preemptive EOL conversations, a

partner must assess the probability of EOL in the context of life

events (eg, age, illness, and death experiences) while also eval-

uating personal values toward having a preemptive conversa-

tion about dying preferences. An examination of partners’

reasons for engaging in or refraining from conversations with

a spouse may reveal whether integration is problematic or

not,28 and identify salient themes regarding what information

married individuals discuss or avoid. Therefore we advance

two research questions.
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Research Question 1: What are spouses’ reasons for

refraining from EOL discussions?

Research Question 2: What are spouses’ reasons for

engaging in EOL discussions?

To provide further insight into the EOL conversation, we

also examined whether certain demographic factors (eg, age,

income, education, gender, and relationship length) are more

likely associated with the initiation of EOL communication

between spouses. In previous research, age and education have

been identified as significant factors that influence the EOL

conversation. Older individuals are more likely to receive EOL

information30 and have a do not resuscitate order,31 while

younger, more educated adults desire more information about

EOL preferences.30 Income has also been identified as a signif-

icant factor. Low-income patients often report a decreased like-

lihood to communicate EOL preferences.32 Subsequently, we

advance a third research question to examine potential differ-

ences among these demographic factors within our sample:

Research Question 3: What demographic factors (eg,

age, income, education, gender, and relationship length)

contribute to whether EOL conversations have occurred

between spouses?

Method

Participants

Participants included 170 married individuals older than the

age of 50, of which 58.8% were female. The average age was

56.5 (standard deviation [SD] ¼ 6.7) and ages ranged from 50

to 91. The sample primarily identified as White/Caucasian

(84.6%), followed by Asian (8.3%), African American

(4.7%), Hispanic (1.8%), and Native American (0.6%). Marital

relationship length extended from 2 to 55 years (M ¼ 26.93,

SD ¼ 9.91). The majority of the sample was highly educated:

19% possessed a master’s degree, and 32.7% had a college

degree. Furthermore, 17% possessed a high school degree or

equivalent, and 13% had completed some college education.

The mean reported pretax household income was

US$118,151 (SD ¼ US$842,157.98, Mdn ¼ US$100,000).

Procedure

This project was part of a larger study on uncertainty and spou-

sal EOL communication preferences. A 28-item survey was

distributed electronically to a convenience sample derived

from various e-mail LISTSERVS and recruited by students

taking undergraduate communication courses at a large Mid-

western university. Students were offered extra credit if they

recruited eligible individuals to complete the survey. Partici-

pants completing the survey were entered into a raffle to win

a US$30 gift card. Due to the focus of the study (ie, spousal

EOL care information seeking) and the protected legal author-

ity given to married individuals regarding EOL decision mak-

ing, eligible participants needed to be legally married and at

least 50 years old. The age 50 was selected because 50 years

marks an age when physicians start to recommend regular or

increased health screenings (eg, colonoscopy for adults age

50-75, and biennial mammography for women age 50-75) to

prevent disease.33 We conjectured that the emphasis placed

on annual health screenings at this age may prompt conversa-

tions about health.

Measures

The survey contained both closed- and open-ended questions.

The closed-ended questions asked participants to report demo-

graphic characteristics, such as age, gender, education, rela-

tionship length, and income. Participants were also asked to

indicate whether they had ever engaged in a conversation with

their spouse about EOL preferences (1 ¼ yes and 2 ¼ no).

Those individuals answering ‘‘no’’ were directed to the open-

ended question, ‘‘Why have you NOT discussed EOL prefer-

ences with your spouse?’’ Participants answering ‘‘yes’’ were

directed to the following prompt: ‘‘Why have you discussed

EOL preferences with your spouse?’’ Participants were encour-

aged to write thorough and detailed responses to these

questions.

Analysis

Qualitative data gathered from the electronic survey were

downloaded to Microsoft Excel for analysis. Open-ended

responses to the question ‘‘why have you NOT discussed EOL

preferences with your spouse?’’ were coded using a directed

content analysis (Research Question 1).34 Here, PI theory20

provided a theoretical framework to guide initial coding.

Responses were deductively categorized according to the 4

forms of PI: divergence, ambiguity, ambivalence, and impossi-

bility. Each researcher independently coded the data. Then, we

met to discuss our preliminary findings before reaching final

consensus.

Responses to the question ‘‘why have you discussed EOL

preferences with your spouse?’’ were inductively coded using

latent content35 and constant comparative techniques

(Research Question 2).36 This process involves (1) allowing

salient themes to emerge from the data, (2) refining these

themes into conceptual categories, and (3) exploring the inter-

relationships of these categories. Again, each researcher inde-

pendently coded the data. Then, we met to discuss our

preliminary findings before reaching final consensus. Incidents

found to be conceptually similar were grouped together under

higher level descriptive codes. All findings were evaluated

based on the fit and the thoroughness of the categories. After

reaching consensus on the reliability of the coding scheme,

quotations that were deemed particularly representative of the

themes were selected and agreed upon by the researchers. The

data analysis was then written and tied to relevant literature to

explain the findings.

The quantitative data were uploaded to SPSS (Version 22.0).

To compare mean demographic and relational differences
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between those who engaged in EOL conversations and those

who had not (RQ3), t tests and chi-square (w2) tests were

conducted.

Results

Reasons for Avoiding EOL Conversations

To address the first research question, we examined how

refraining from EOL communication becomes a source of PI

for married individuals. Across participants’ responses about

why EOL conversations had not occurred with a spouse, the

4 forms of PI occurred (ie, impossibility, ambivalence, diver-

gence, and ambiguity).

Impossibility. Impossibility, the most frequent form of PI used by

participants, occurs when an individual feels absolutely certain

an event will not happen.19,26 Often, impossibility served as a

type of rationalization for why participants had not talked about

EOL care preferences with their spouses: ‘‘Just haven’t taken

the opportunity to discuss these topics’’ (144). Spouses

reported that they never got around to having a conversation

because of ‘‘other things to do’’ (226), ‘‘time constraints’’

(216), or ‘‘keep[ing] a very positive outlook on life every days’’

(248). Age and feeling ‘‘too young’’ were another prominent

reason for not discussing EOL preferences: ‘‘My spouse is

about 10 years younger than myself and I just turned 50 last

September, and we are not concerned heavily about our end life

yet’’ (82). Finally, the presence of children living at home led

spouse’s to believe that the EOL conversation was not needed

at this time:

[We] still have a child living with us in high school, so it just

really hasn’t come up yet. Perhaps once we’re empty-nesters,

then the thought of death or life ending illnesses will seem

more realistic then they do now (248). In all of these responses,

the spouse either denied the possibility of death or regarded

EOL as being too distant to necessitate discussions with a

spouse.

Ambivalence. The second most prominent form of PI was

ambivalence, which arises when an individual must choose one

alternative over another or select an alternative that produces

feelings of unpleasantness due to its contradictory nature.20,26

In these instances, the spouse experiencing an ambivalent form

of PI tended to cite 2 contradictory alternatives resulting in a

dilemma. For example, 1 spouse pointed to a dilemma between

EOL communication and religious practices: ‘‘In our religion,

people tend to shy away from such topics’’ (207). Another

spouse acknowledged a dilemma between EOL conversations

and experiencing difficult emotions when thinking about death:

‘‘Up until now it’s felt so far away and it’s difficult and sad to

think of us parting from one another’’ (5). Some spouses recog-

nized the multiple components involved in an EOL discussion

(eg, health, legal, and family). The diversity of topics and over-

all complexity of the EOL conversation resulted in spouses

needing to choose between similarly valued alternatives to

determine what information to discuss or not discuss: ‘‘We

have not discussed things other than what was required for the

legal documents . . . we have focused on who will be involved

with making decisions, not what decisions will be made’’

(150).

Divergence. Divergence refers to disconnect between what one

wants and what is likely.19 Instances of divergence occurred

when the spouse acknowledged the value of the EOL conversa-

tion but also indicated decreased probability of its occurrence.

For example, one spouse reported, ‘‘I guess there are probably

some things that have not been discussed only because we have

not experienced life-threatening situations that put the reality

of death in our faces’’ (205). The probability of the EOL con-

versation occurring is unlikely due to nonthreatening life

experiences thus far; however, the spouse seems to hint at the

importance of the discussion. Some participants pointed to dif-

ferent preferences for communication openness compared to

their spouse: ‘‘he is very reserved and private’’ (24) and ‘‘he

does not want to talk about it’’ (64). In these instances, the par-

ticipant desired to have the conversation, but felt the interaction

would be unlikely given a spouse’s unwillingness to broach the

subject.

Ambiguity. The least common form of PI among participants

was ambiguity, which is experienced when the probability of

an occurrence is unclear19 or when the possibility of positive

or negative outcomes is uncertain.26 In these instances, the

spouse was unable to determine what should be discussed:

‘‘No really good reason, just haven’t thought through all of the

questions we should cover’’ (73). In this example, the spouse

did not have a justification for why the EOL conversation had

not occurred. In fact, it appeared that the survey prompted con-

sideration on why this information is not discussed more

openly in the public. Age was also a reason for spouses being

unaware of the significance of the conversation at the present

moment: ‘‘Mainly I have not discussed because I was too

young . . . it did not cross my mind that I should be discussing

at this time’’ (183).

Reasons for Engaging in EOL Conversations

We also explored spouses’ reasons for having a conversation

about a partner’s EOL care preferences. We found that spouses

who had engaged in conversations about EOL preferences did

not currently experience PI because both probabilistic and eva-

luative orientations surrounding the topic of EOL appeared to

be integrated. Accordingly, in the responses about why the

spouse had a conversation about EOL preferences, integration

was perceived as incontestable and unproblematic. In examin-

ing spouses’ responses for having the conversation, we identi-

fied 3 primary themes: safeguards and legal obligations,

personal significance, and interpersonal responsibilities.

Safeguards and legal obligations. Spouses’ primary reason for dis-

cussing EOL preferences was to establish safeguards in the

context of a life-threatening event. Many spouses regarded the

EOL conversation as important, ‘‘and ignoring them could
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result in serious consequences’’ (106). One reason for engaging

in this important discussion was out of precaution: ‘‘to be pre-

pared in case something happens that was not anticipated’’

(224). Spouses were self-aware of their age and the increased

need for having this conversation:

I have discussed end-of-life preferences with my husband because

we have been together since we were 15 years old. I remember

when we first talked about it back in our 20s, it was lightly brought

up. Once our children moved out we had time to discuss it further.

Now we discuss it because we are both getting older (115).

In addition to being a precautionary measure, the EOL con-

versation was often regarded as a legal obligation, a formality

requiring completion. In these instances, insurance companies,

wills, and trusts often prompted the conversation: ‘‘we had our

will drawn up 15 years ago. We had these discussions and put

them in our will’’ (21). These situations led individuals to

inquire about information, such as burial requests and health

care wishes: ‘‘My spouse and I know where we want to be bur-

ied and already have our spots paid for in the cemetery’’ (99).

Spouses shared this information with other individuals who

they considered to be important in the EOL process: ‘‘we dis-

cussed it with a lawyer just in case it might happen’’ (175).

Personal significance. Personal significance refers to both past

experiences and individual characteristics or attributes compel-

ling EOL communication. Some participants discussed how

death experiences with other family members, including older

parents and children, prompted spousal EOL conversations:

My spouses’ parents both died young, even though their deaths

were 15 years apart. His dad was 56 and his mother was 65 years

of age. His dad died after several months in a hospital. We were

preparing to move him to an assisted living type facility when he

died unexpectedly. His mom died in her sleep, very unexpectedly,

in perfect health. Conversations had taken place after each of their

deaths. Then, several years later, our adult son was injured and died

after several months in a coma. More conversation had to take

place in deciding how to proceed with his care. In making those

decisions, we discussed how we would want the end of our life

to be (156).

In addition to their own experiences with death, participants

commented on witnessing challenges with the spouse’s EOL

decision planning surrounding other family members: ‘‘I have

experienced where one spouse didn’t know and was at a loss as

what to do. It was awful’’ (11). In these situations, spouses

stated how they did not want similar treatment at the end of

their life: ‘‘My spouse’s father and grandmother spent extended

period of time in assisted living/nursing homes and my spouse

made it absolutely clear that he does not want this’’ (8). In all of

these situations, personal assessments about outside circum-

stances prompted the EOL conversation.

In addition to past experiences, individual characteristics or

attributes were mentioned as factors prompting the EOL con-

versation. For example, one participant mentioned, ‘‘This is the

kind of person that I am. Death does not scare me. It is a part of

life and should be discussed with your spouse’’ (14). Other

spouses also commented on their professions as a reason why

they desired to have preemptive conversations: ‘‘I am a doctor

and I think it is important to discuss end-of-life preferences

with your spouse’’ (160). Working in the health or legal field

were 2 professions mentioned that led participants to under-

stand the importance of having EOL conversations.

Interpersonal responsibilities. A final theme for engaging in an

EOL conversation was interpersonal responsibilities. In these

examples, spouses referred to the EOL conversation arising out

of a desire to ease the burden on other family members and to

honor a loved one’s wishes. In this theme, participants stated

that they engaged in EOL information seeking for the sake of

other family members, particularly children:

Our lives are important not only to us but to our family. In case of

an emergency accident we would be able to inform our children

and family, or if we are both in an accident they would have

instructions on what to do (163).

Participants also mentioned comforting a spouse and respecting

his or her wishes at EOL as reasons for having a conversation

about EOL preferences. Participants expressed a sincere desire

to carry out the spouse’s wishes, as an act of love, support,

honor, and respect. For example, ‘‘I have been with my spouse

for 50 years and we have always been close . . . I want to show

that I care by listening to what my spouse has to say about their

end-of-life preferences’’ (231). In other situations, one of the

spouses experienced terminal illness, which led to more serious

conversations regarding EOL preferences:

My husband was diagnosed with stage IV, inoperable, terminal

cancer five and a half months ago. It was imperative that we have

these discussions. We had previously talked about many of these

issues in the abstract, but being faced with a terminal illness man-

dates that you discuss these issues directly (12).

Demographic Factors

In research question 3, we examined demographic factors (eg,

age, income, education, gender, and relationship length) contri-

buting to whether EOL conversations had occurred between

spouses. The t tests comparing the 2 groups (0 ¼ not discuss

and 1 ¼ discuss) by continuous variables of age, income, edu-

cation, and relationship length detected only a marginal signif-

icant difference in age, t (102) ¼ �1.93, P ¼ .055. Those who

had discussed EOL preferences tended to be older (M ¼ 56.7,

SD ¼ 6.51) than those who had not communicated about EOL

care preferences (M ¼ 54.9, SD ¼ 4.60). The w2 tests also indi-

cated no significant differences based on categorical variables

of gender, w2 (1, N ¼ 150) ¼ 2.11, P ¼ .15 and ethnicity, w2

(1, N ¼ 149) ¼ .04, P ¼ .84 (0 ¼ nonminority and 1 ¼ minor-

ity). In sum, age operated as the only demographic factor influ-

encing whether conversations had occurred among couples.
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A supplemental analysis was conducted to observe whether

certain demographic factors influenced the forms of PI articu-

lated by study participants. The forms of PI observed among

those who had not discussed EOL preferences consisted of

divergence (n¼ 8, 20%), ambiguity (n¼ 4, 10%), ambivalence

(n ¼ 10, 25%), and impossibility (n ¼ 18, 45%). The t tests

comparing impossibility and the other forms of PI (0 ¼ other

and 1 ¼ impossibility) found impossibility to be significantly

associated with age, t (38) ¼ 2.45, P < .05, in that younger par-

ticipants (M ¼ 53.00, SD ¼ 3.40) were more likely to cite

impossibility as the reason for not discussing EOL preferences

compared to older participants (M ¼ 56.2, SD ¼ 4.67; note 1).

Chi-square testing also indicated a marginally significant dif-

ference based on gender, w2 (1, N ¼ 40) ¼ 3.64, P¼ .057, with

men more likely to cite impossibility as a reason for nondiscus-

sion compared to women.

Discussion

The integration of probabilistic and evaluative judgments can

promote or hinder conversations about EOL care between

spouses. In the current study, we were interested in whether

Babrow’s20 PI theory applied to situations beyond EOL deci-

sion making between patients and health care professionals.28

Given the important role of the spouse in carrying out EOL

wishes when a patient no longer is decisional,8,9 understanding

the communicative contexts surrounding preemptive EOL

communication is crucial. Effective communication may pro-

vide a source, medium, and resource for spouses who want to

ensure a partner’s preferences are upheld at EOL.

In some instances, the EOL conversation was a source of PI

and ultimately led to conversation avoidance, particularly

among the younger people surveyed in our study. In particular,

PI occurs when a spouse has difficultly conceptualizing the

probability of death or cannot stand to think about the bad

things that might happen if a partner dies. Most often, partici-

pants deemed EOL as an impossibility because they considered

themselves too young or too busy with caring for children.

Other participants were ambivalent about EOL discussions,

feeling compelled to choose between 2 alternatives—for exam-

ple, having the EOL conversation and honoring religious

beliefs. Participants acknowledged the merits of discussing

EOL preferences on the one hand, but conversations about

death might invite challenges to religious beliefs on the other.

Other participants expressed divergence—they acknowledged

the value of the conversation but seemed to believe that the

conversation would not occur. Finally, for some spouses, death

was characterized by ambiguity and thereby a source of fear,

anxiety, and confusion. The presence of emotions arising from

a sense of ambiguity precluded conversations from occurring.

Although each of the forms of PI was manifested in the

responses analyzed, impossibility was the form of PI most pre-

valent in the data, particularly among younger males in the

sample. Perceptions of impossibility occurred when partici-

pants leaned on their age, health status, children, or other fac-

tors and consequently facilitated a false sense of invincibility

toward death. In these instances, EOL conversations may not

be prioritized or addressed because death is perceived as

unlikely, given responsibilities and schedules (eg, child-

rearing and generalized busyness) and perception of self (eg,

youth and good health). We find this tendency concerning

because, in such cases, probabilistic judgments are proble-

matic—an event with undisputed possibility (ie, death) is

deemed impossible. We conjecture that impossibility hinders

evaluative orientations from being made because spouses

believe death will not occur, and subsequently do not perceive

the value of a preemptive discussion. Unfortunately, the US

culture tends to avoid death and focuses on keeping the body

intact23,24; therefore, the prevalence of impossible forms of

PI within our data set are not surprising.

In considering the tenets of PI theory, one solution to over-

come perceptions of impossibility might be to turn attention to

evaluative orientations associated with the EOL, instead of

focusing on probabilistic orientations. Messages emphasizing

the value of having EOL conversations as well as the value

of avoiding the conversations may illuminate, correspondingly,

what a good death and bad death might look like. For example,

we know limited or avoided communication about EOL

choices is associated with patient and family physiological

decline, emotional stress, and the inability to make effective

choices.37 At the same time, in EOL discourse, a delicate bal-

ance must exist between hope and information seeking38 in

order for the conversation to be effective and meaningful.

Appeals to hope (for a good death) may awaken spouses not

only to the possibility of death but a death evaluated as good,

where one’s wishes are met and where spouses and children are

not burdened with difficult decision making.

Although some couples experience PI, many couples have

effectively integrated both probabilistic and evaluative judg-

ments and have engaged in preemptive conversations about

EOL preferences. Beyond participants engaging in EOL con-

versations due to responsible obligations, personal signifi-

cance, and interpersonal concerns, we believe income

characteristics of the sample help EOL issues become more

salient for the couples. The sample reported a median house-

hold income indicative of a higher SES (US$118,000 compared

to US average of US$51,000).39 So, although income level did

not directly influence whether conversation occurred among

spouses, a higher household income and more financial assets

may signify that individuals have more things to protect at the

EOL. Many participants in the sample had completed living

wills to ensure financial stability for family members. Attend-

ing to legal issues may prompt more extensive discussions

about EOL preferences. Individuals with limited assets to

entrust may find that filling out a will is less of a necessity.

Accordingly, fewer opportunities or obligations arise prompt-

ing the need to converse about EOL preferences.

Finally, we observed a common emphasis on children who

influenced whether or not couples had discussed EOL prefer-

ences. Couples in the throes of raising children found EOL dis-

cussions impossible on account of a hectic, active life; while

conversely, some spouses felt it was important to engage in
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an EOL conversation to provide instruction to children in case

of emergency or accident. Returning to PI theory, a very real

probability exists that children will survive their parents (prob-

abilistic orientation). In addition, we, as a society, also value

children surviving parents as a good and natural event (evalua-

tive orientation). To help individuals integrate EOL communi-

cation in ways that are not problematic, we believe that the

interests of children should be a focal point of initiatives aimed

at promoting EOL conversations between spouses.

Limitations and Future Directions

Although the study contains a number of strengths (ie, the first

to apply PI theory in the context of marriage), the limitations of

the current study offer opportunities for future research. First,

data gathered through qualitative short survey methods are not

as rich as the qualitative responses obtained through focus

groups or in-depth interviews. With semistructured interview-

ing, for example, the researcher has the opportunity to ask

follow-up questions and further explore themes mentioned by

participants. Although the opportunity to type in answers of

any length was provided, participants tended to respond to

open-ended questions with a few words or short sentences.

Moving forward, researchers should interview couples both

together and separately to more fully understand the reasons

why EOL conversations have and have not been broached.

The sample also included individuals who were more

middle-aged (vs elderly patients) adults, where most of the

respondents may not be as concerned with seeking out EOL

information from their spouse at this point in the marriage.

Treatment preferences change over the life course and with fac-

tors such as health status.40 Relationship quality also changes

over the life course and may have an effect on health status.41

Partners may become more knowledgeable about one another’s

preferences over time as the marital relationship persists and

the partners begin to experience more frequent health care deci-

sions.42-47

Conclusion

Integration of difficult conversation topics, such as EOL prefer-

ences, becomes problematic when communication fails to occur.

We identified the emergence of the 4 forms of PI—impossibility,

ambivalence, divergence, and ambiguity—among married indi-

viduals who had not discussed EOL preferences with their

spouses. Impossibility emerged as the most prevalent form of

PI among those individuals who had not discussed EOL issues

with a partner. Safeguards and legal obligations, personal signif-

icance, and interpersonal responsibilities were 3 common

themes regarding why the conversation had occurred when inte-

gration was not problematic. The study provides insight into the

cognitions associated with managing an uncertain situation—

death—often fraught with communicative dilemmas. The solu-

tions presented serve as one mechanism to promoting and

improving EOL communication among loved ones, particularly

among spouses.
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