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ABSTRACT

Introduction. Few couple-focused interventions have been developed to improve distress and relationship outcomes
among men diagnosed with localized prostate cancer and their partners.

Aims. We examined the effects of a five-session Intimacy-Enhancing Therapy (IET) vs. Usual Care (UC) on the
psychological and relationship functioning of men diagnosed with localized prostate cancer and their partners. Pre-
intervention levels of psychological and relationship functioning were evaluated as moderators of intervention effects.
Methods. Seventy-one survivors and their partners completed a baseline survey and were subsequently randomly
assigned to receive five sessions of IET or UC (no treatment). Eight weeks after the baseline assessment, a follow-up
survey was administered to survivor and partner.

Main Outcome Measures. Distress, well-being, relationship satisfaction, relationship intimacy, and communication
were investigated as the main outcomes.

Results. IET effects were largely moderated by pre-intervention psychosocial and relationship factors. Those survivors
who had higher levels of cancer concerns at pretreatment had significantly reduced concerns following IET. Similar
moderating effects for pre-intervention levels were reported for the effects of IET on self-disclosure, perceived partner
disclosure, and perceived partner responsiveness. Among partners beginning the intervention with higher cancer-
specific distress, lower marital satisfaction, lower intimacy, and poorer communication, IET improved these outcomes.
Conclusions. IE'T had a marginally significant main effect upon survivor well-being but was effective among couples
with fewer personal and relationship resources. Subsequent research is needed to replicate these findings with a
larger sample and a longer follow-up. Manne SL, Kissane DW, Nelson CJ, Mulhall JP, Winkel G, and Zaider
T. Intimacy-enhancing psychological intervention for men diagnosed with prostate cancer and their part-
ners: A pilot study. J Sex Med 2011;8:1197-1209.

Key Words. Prostate Cancer; Cancer and Sexual Quality of Life; Psychological Intervention; Intimacy-Enhancing
Treatment

Introduction therapy have a number of potential side effects,
which can include erectile dysfunction (ED), dry

xisting medical treatments for men diagnosed ~ orgasm, loss of libido, and urinary incontinence
with localized prostate cancer including  [1-3]. Each has the potential to cause emotional
surgery, radiation, and androgen deprivation  distress as they compromise masculinity, sexual
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desire, and the ability to engage in sexual activity
[1,2,4-6]. The diagnosis and treatment of prostate
cancer also affects partners, who typically play an
important role in medical treatment [7,8]. Indeed,
studies suggest that partners report high levels of
psychological distress [9-11]. Specific concerns
about the patient’s side effects [10], changes in
relationship roles [12], relationship satisfaction
[13], sexual satisfaction [14], sexual dysfunction
[15], and impairment in survivors’ quality of life
associated with sexual and urinary problems
[16,17] each contribute to partners’ distress.
These challenges can stress the relationship and
ultimately compromise each partner’s psychologi-
cal adaptation. Recent studies have suggested that
marital quality declines after diagnosis, particu-
larly among female partners [11]. Couples must
manage practical stressors such as completing
medical care, deal with changes in personal priori-
ties, manage their own and their partner’s emo-
tional distress, and attempt to maintain a sense of
relationship “normalcy.” For couples who had an
active sex life prior to the diagnosis, the loss of
desire and/or spontaneity has implications both
for the survivor as well as the partner. Communi-
cation is critical to managing these stressors effec-
tively. Indeed, research has suggested that couples’
communication can influence both partners’ emo-
tional distress and quality of life (e.g., [15,18]).
Despite the importance of communication,
available research suggests that it can be challeng-
ing for couples to discuss their cancer-related prob-
lems and concerns. For example, Boehmer and
Clarke [19] found that there was little direct com-
munication between partners about the disease,
with both partners holding back sharing feelings
and concerns. Communication about prostate
cancer may impact each partner’s individual dis-
tress by influencing the level of emotional intimacy
each partner experiences. The Relationship Inti-
macy Model of Cancer Adaptation [20] proposes
that communication influences couples’ psycho-
logical adaptation through its effects on relational
intimacy, which is defined as feelings of emotional
closeness with one’s partner. According to this
model, communication can be either “relationship-
enhancing” or “relationship-compromising.”
Relationship-enhancing communication includes
self-disclosure and being responsive to one’s
partner. Relationship-compromising communica-
tion includes one partner pressuring the other to
discuss concerns while the other partner withdraws.
We examined whether relationship intimacy medi-
ated the association between communication and
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couples’ distress by studying couples coping with
early stage prostate cancer [21]. Results indicated
that the association between mutual constructive
communication and patient demand-partner with-
draw communication with distress could be
accounted for by each communication strategy’s
influence on relationship intimacy.

To date, there have been three published
couple-focused interventions that have addressed
relationship intimacy. In one study, survivors were
taught methods of addressing sexual concerns with
partners [22]. Significant improvements in sexual
functioning were reported. Canada and colleagues
[23] evaluated a sex therapy intervention for pros-
tate cancer survivors with ED, which included
spouses in one treatment arm (and not in the other
arm). Results suggested the interventions did not
have a significant effect on psychological, marital,
or sexual outcomes. Northouse and colleagues [24]
evaluated a brief education intervention for pros-
tate cancer survivors and their spouses. Results did
not indicate significant differences between the
intervention and control groups with regard to
survivors’ quality of life, but significant group dif-
ferences were reported for spousal quality of life.

Although bolstering emotional intimacy as a way
of improving couples’ adaptation may be an impor-
tant goal, the majority of studies evaluating methods
of addressing emotional intimacy and sexuality have
evaluated pharmacological and other medical
approaches to improve ED [25-28] rather than
address the relationship itself. In this article, we
present a new model of couple therapy for survivors
of prostate cancer and their partners, designed to
optimize couples’ adaptation to illness challenges by
strengthening the quality of their relationship.

When evaluating psychological interventions, it
is important to recognize that there are differences
with regard to how beneficial psychological inter-
ventions are for participants. From a clinical per-
spective, the identification of subgroups of
participants who may benefit more is important
because interventions can be targeted to those sub-
groups [29]. Several studies of individual-level psy-
chological interventions for cancer survivors have
suggested that survivors who start the intervention
with fewer personal resources such as greater dis-
tress [30,31] and less support [32] benefit most
from psychological interventions. However, pos-
sessing psychological resources such as optimism
[33] and using specific coping strategies [34] also
contribute to greater therapeutic benefit. Less is
known about factors that may moderate couple-
level interventions. In the proposed study, we will
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evaluate whether pre-intervention levels of psy-
chological and relationship functioning influence
treatment outcome. We propose that the new
couple-focused intervention will be more effective
among individuals beginning treatment with fewer
personal resources (i.e., greater distress) and fewer
relationship resources (i.e., less relationship satis-
faction and poorer communication).

The purpose of the present study was to
conduct a pilot evaluation of a conjoint intimacy-
enhancing therapy (IET) for men diagnosed with
prostate cancer and their partners. This study was
considered a pilot investigation because the goal
was to examine the initial efficacy of this newly-
developed intervention in a relatively small sample
and to identify couples for whom this intervention
may be most beneficial for a future larger scale
trial. Using the Relationship Intimacy Model of
Cancer Adaptation [20], we developed a five
session intervention designed to improve commu-
nication about cancer-related concerns with a
focus on the effects of the cancer and its treatment
on relationship intimacy. There were three aims.
The first aim was to evaluate the impact IET vs.
Usual Care (UC) on survivor and partner psycho-
logical outcomes including distress and well-being
and on relationship outcomes including relation-
ship satisfaction and intimacy. The second aim was
to evaluate the impact of IET on relationship com-
munication. The third aim was to evaluate the role
of pre-intervention levels of each outcome variable
on the effects of IET on that outcome. We
hypothesized that IET would result in lower levels
of distress, greater relationship satisfaction, higher
relationship intimacy, and better communication
and that IET would have more beneficial effects
upon survivors and partners evidencing greater
pre-intervention distress, lower relationship
quality, and poorer communication. Our ultimate
goal was to examine the effects of the couple-
focused intervention that would hopefully compli-
ment rehabilitative sexual therapy offered in a
sexual medicine clinic, but sexual functioning was
not the focus of our intervention.

Materials and Methods

Participants

The sample was comprised of men diagnosed with
localized prostate cancer seen at two cancer
centers in the Northeastern United States (Memo-
rial Sloan Kettering Cancer Center [MSKCC] and
Fox Chase Cancer Center [FCCC]). Eligibility

criteria for survivors were: diagnosed with local-
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ized prostate cancer in the last year, Eastern Coop-
erative Oncology Group (ECOG) performance
status of 0 or 1 [35], and married or living with a
significant other of either gender. In addition, sur-
vivors and partners had to be 18 years or older, live
within a two hour commuting distance of the
center from which they were recruited, be English
speaking, and not have a hearing impairment.

Procedure

Participants were approached either after an out-
patient visit or by telephone. All participants
signed an informed consent approved by the Insti-
tutional Review Boards at both primary sites. After
consents and surveys were received, participants
were randomly assigned to IET or to the UC
control condition (UC). The two assessment time
points were pre-intervention (baseline) and
2 months post-baseline. Couples were mailed
surveys either after session 5 in IET or 8 weeks
after the baseline survey (for UC and IET partici-
pants who dropped out of therapy). A 2-month
time frame was selected so the second assessment
corresponded to the end of IET sessions.

As shown in the CONSORT schema in
Figure 1, 340 couples were approached. Seventy-
one couples consented and completed the baseline
survey (21% acceptance). The most common
reasons for refusal were that the study would take
“too much time” and that they would not benefit
from participation. Comparisons were made
between survivor participants and nonrespondents
on available data. Participants were significantly
younger and had been diagnosed for a longer
period of time. The acceptance rate at MSKCC
was significantly higher (24%) than FCCC (19%).

Participants who were assigned to IET but did
not attend sessions were asked to complete
follow-up surveys. Because intent to treat analyses
were conducted, the number of participants who
declined participation in sessions but completed
follow-up surveys is presented separately in
Figure 1 from the number of participants who
attended one or more intervention sessions and
completed follow-up surveys

Interventions

IET

This intervention consisted of five 90-minute
couples’ sessions. The treatment was manualized
and is available upon request. Content focused on
improving couples’ ability to comfortably share
their thoughts and feelings regarding cancer,
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Figure 1 CONSORT Schema.

promote mutual understanding and support
regarding their own and one another’s cancer
experience, facilitate constructive discussion of
cancer concerns, and to enhance and maintain
emotional intimacy. Sessions contained didactic
content, in-session skill practice, and home prac-
tice assignments. Techniques were drawn from
cognitive-behavioral and behavioral —marital
therapy. Basic communication skills techniques
were adapted from the Prevention and Relation-
ship Enhancement Program [36] and from
Gottman and colleagues’” communication skills
intervention [37] and adapted to the context of
dealing with prostate cancer.

uc

Participants assigned to UC received standard psy-
chosocial care, which was the same at both sites:
Social work consultations are routinely provided
for all survivors at both centers. If indicated, a
referral to a psychiatrist or psychologist was pro-
vided by physicians at each site.
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Interventionists

Five therapists provided the intervention. Thera-
pists underwent 5 hours of training in the manual-
based IET. o facilitate treatment fidelity, the IET
manual was structured and there were handouts.
Monthly group supervision was provided. Sessions
were audiotaped for treatment fidelity purposes.

Instruments

Primary Outcomes—Psychological Functioning
Psychological Distress. 'The Psychological Distress
scale of the Mental Health Inventory [38] consists
of 24 items assessing depressive and anxiety symp-
toms. Higher scores indicate more distress. The
coefficient alpha for survivors was 0.96 at both
time points, and the coefficient alpha for partners
was 0.94 at both time points.

Psychological Well-Being. The Psychological Well-
Being scale of the Mental Health Inventory [38]
consists of 15 items assessing satisfaction with life,
a sense of hopefulness about the future, and feel-



Intimacy-Enhancing Intervention

ings of calmness. Higher scores indicate greater
well-being. The coefficient alpha for survivors was
0.94 and 0.95 at Time 1 and 2, respectively, and
the coefficient alpha for partners was 0.95 and 0.93
at Time 1 and 2, respectively.

Cancer-Specific  Distress. The Impact of Events
Scale [39] is a 15-item scale that measures the
severity of intrusive thoughts, worries, and feelings
about having (or one’s spouse having) cancer,
avoidance, and numbing. Higher scores indicate
greater distress. The coefficient alpha for survivors
was 0.92 and 0.94 at baseline and Time 2, respec-
tively, and the coefficient alpha for partners was
0.94 at both time points.

Cancer Concerns. We developed a face valid scale to
assess this construct. Survivors rated the degree to
which they were concerned about 10 cancer-
related problems. Partners rated the same items.
However, partner concerns about the survivor’s
symptoms were rated. Items were averaged for
analyses. Higher scores indicated greater con-
cerns. The coefficient alpha for survivors was 0.86
at both time points. The coefficient alpha for part-
ners was 0.81 and 0.76 at baseline and Time 2,
respectively.

Primary Outcomes—Relationship Functioning
Relationship ~ Satisfaction. The 32-item Dyadic
Adjustment Scale (DAS) is the most widely used
measure of relationship functioning and satisfac-
tion [40]. Scores can range from 0 to 151; scores
below 97 indicate relationship distress. Higher
scores indicate greater satisfaction. The coefficient
alpha for survivors was 0.90 and 0.92 at baseline
and Time 2, respectively, and the coefficient alpha
for partners was 0.92 at both time points.

Relationship Intimacy. The Personal Assessment of
Intimacy in Relationships [41] is a 6-item scale
assessing emotional closeness. It has been used in
studies of relationship intimacy among healthy
married couples [42]. The coefficient alpha for
survivors was 0.84 and 0.82 at baseline and Time 2,
respectively, and the coefficient alpha for partners
was 0.85 and 0.90 at baseline and Time 2, respec-
tively. An item mean is used in analyses and higher
scores indicate greater intimacy.

Secondary Outcomes-Relationship
Communication

Self-Disclosure. We used a 3-item measure adapted
from Laurenceau and colleagues [43] and our pre-
vious work [44]. Participants rated the degree to
which they disclosed thoughts, information, and
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feelings about cancer to the partner in the past
week with higher scores indicating greater self-
disclosure. The coefficient alpha for survivors was
0.93 at both time points and the coefficient alpha
for partners was 0.96 and 0.94 at baseline and
Time 2, respectively.

Perceived Partner Disclosure. We used a 3-item
measure adapted from Laurenceau and colleagues
[43] and used in our previous research [44]. Par-
ticipants rated the degree to which their partner
disclosed thoughts, information, and feelings and
concerns about cancer to them in the past week.
Higher scores indicated greater partner disclosure.
The coefficient alpha for survivors was 0.92 and
0.97 at baseline and Time 2, respectively, and the
coefficient alpha for partners was 0.95 and 0.91 at
baseline and Time 2, respectively.

Perceived Partner Responsiveness. We used a four
item measure adapted from Laurenceau and col-
leagues [43] and used in our previous research [44].
Participants rated the degree to which they felt
accepted, understood, cared for, and validated in
the past week when discussing cancer-related
topics with higher scores indicating greater
responsiveness. The coefficient alpha for survivors
was 0.90 and 0.92 at baseline and Time 2, respec-
tively, and the coefficient alpha for partners was
0.87 and 0.81 at baseline and Time 2, respectively.

Mutual Constructive Communication. The Mutual
Constructive Communication subscale of the
Communications Pattern Questionnaire (CPQ)
[45-47] is a S-item scale adapted for use in the
cancer setting by asking the couple to rate how
they typically deal with cancer-related stressors or
problems [48]. The coefficient alpha for survivors
was 0.85 and 0.81 at baseline and Time 2, respec-
tively, and the coefficient alpha for partners was
0.83 and 0.81 at baseline and Time 2, respectively.

Demand-Withdraw Communication. 'The Demand-
Withdraw subscale of the CPQ [45-47] is a 6-item
scale that has been adapted for use in the cancer
setting by asking respondents to rate how they
typically deal with cancer-related stressors or
problems. Three items assess survivor demand-
partner withdrawal and three items assess partner’s
demand-survivor withdrawal. The coefficient
alpha for survivors was 0.81 and 0.78 at baseline
and Time 2, respectively, and the coefficient alpha
for partners was 0.78 and 0.75 at baseline and
Time 2, respectively.

J Sex Med 2011;8:1197-1209
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Covariates

Demographic and Medical Information. Age, rela-
tionship length, education, and ethnicity were
included as possible covariates. Cancer stage and
Gleason score at baseline were also used.

Erectile, Bowel, and Urinary Function. The Erectile
Function Domain subscale of the IIEF was admin-
istered [49]. This scale consisted of six items assess-
ing erection frequency, firmness, penetration
ability, and difficulty maintaining an erection.
Scores between 26 and 30 indicate no ED, scores
between 18 and 25 indicate mild ED, scores
between 11 and 17 indicate moderate ED, and
scores between 6 and 10 indicate severe ED [50].
The urinary and bowel scales of the UCLA Prostate
Cancer Index (PCI) [51] were used to assess symp-
tomatology. Coefficient alphas were 0.87 for the
IIEF ED scale, 0.90 for the PCI-Urinary function
scale, and 0.75 for the PCI-bowel function scale.

Treatment Evaluation and Fidelity

A treatment evaluation survey adapted from Bork-
ovec and Nau [52] was administered at Time 2.
Fourteen items assessed how helpful each session
was, the degree to which the participant learned
something new, whether the topics were impor-
tant, the sessions interesting, helpful, and tuned
into needs. Participants reported the percentage of
home assignments completed. The fidelity check-
list consisted of topics covered, whether in-session
exercises were conducted, and whether home
assignments were given. The fidelity score con-
sisted of the number of topics completed divided
by the total number of fidelity criteria.

Results

Treatment Attendance, Fidelity, and Evaluation

Seventy-three percent of IET couples attended
four or five sessions. Approximately five percent of
IET participants attended between one and three
sessions. Another 21.6% of IET participants
attended no sessions after being assigned to IET
(pretreatment drops). Of the 138 sessions con-
ducted, 114 were taped. Treatment fidelity was
rated on 33% of these 114 sessions (z = 38). The
average fidelity across all sessions rated was 87.4%.
Average session fidelity ranged from 80% (for
Session 5) to 93% (for Session 2). In terms of
treatment evaluation, the average patient rating of
the success of sessions was 3.2 (SD=0.56)
(3 = quite successful, 4 = extremely successful) and
the average partner rating was also 3.2
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(SD = 0.62). Survivors felt they learned something
new (M =4.0, SD =1.0) (5 = strongly agree), felt
the topics were important (M =4.1, SD =0.99),
and felt the sessions were helpful (M=4.2,
SD = 0.85). Similar ratings were provided by part-
ners. Self-reported average homework completion
was 72% for survivors (SD =29.0) and partners
(SD =24.8).

Descriptive Results

Sample characteristics are shown in Table 1. The
sample was primarily Caucasian and relatively
well-educated. Scores on the IIEF ED subscale
indicated that 51% of men had severe ED while
7% of men had moderate ED. The average levels
of baseline distress among survivors (M =43.1,
SD =15.3) and partners (M = 46.4, SD = 14) were
similar to those reported by Veit and Ware [36] in
their normative sample (M =47.5, SD = 15.4).

Statistical Analyses

Initially, all variables were assessed to determine if
they were normally distributed. In addition,
potential covariates were examined by regressing
each post-assessment outcome on a set of demo-
graphic and medical variables (age, education,
income, marital status, Gleason score, urinary,
bowel, and erectile function). Any covariate evi-
dencing significance was included in subsequent
analyses.

Given the nature of the research design, treat-
ment effects were assessed using an analysis of
covariance (aANcova) in which the baseline value of
the outcome was the covariate. Outcomes for the
survivors and their partners were analyzed sepa-
rately. As one of the assumptions of ANcova is the
presence of a non-significant interaction between
the treatment condition and the covariate, this
interaction term was evaluated for each model. As
there was attrition from the study, an intent-to-
treat approach was employed. If post-intervention
information was missing for any outcome, the
baseline value for that outcome was carried
forward and substituted for the missing value.

Treatment Effects on Psychological and

Relationship Functioning

Survivors

There were no significant treatment main effects
for general distress, cancer-specific distress, cancer
concerns, relationship satisfaction, and relation-
ship intimacy. After controlling for significant
covariates, there was a marginally significant
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Table 2 Interaction effects for survivors and partners above and below the baseline levels of primary and secondary
outcomes
Predicted Predicted 95% ClI
Score Score intervention
Outcome IET group UC group t value df P value group
Survivors
Interaction effects at 1 SD below the mean
Cancer-related concerns 1.14 1.10 0.15 64 0.8803 -0.55, 0.64
Self-disclosure 15.06 10.72 3.50 67 0.0008 1.86, 6.81
Partner disclosure 14.63 10.40 3.27 67 0.0017 1.65, 6.82
Partner responsiveness 17.24 15.82 3.26 62 0.0341 0.11, 2.72
Interaction effects at 1 SD above the mean
Cancer-related concerns 2.65 3.31 -2.34 64 0.0221 -1.22, -0.10
Self-disclosure 16.95 19.85 -2.34 67 0.0221 -5.37, -0.43
Partner disclosure 17.82 19.93 -1.62 67 0.1108 -4.72, 0.50
Partner responsiveness 20.61 21.22 -1.07 62 0.2883 -1.75, 0.53
Partners
Interaction effects at 1 SD below the mean
Cancer-specific distress 2.80 -1.98 1.79 65 0.0782 -0.55, 10.11
Relationship satisfaction 113.13 102.43 3.94 63 0.0002 5.33, 16.30
Relationship intimacy 3.72 3.03 3.42 66 0.0011 0.29. 1.10
Mutual constructive communication 32.25 25.71 3.70 63 0.0005 3.01, 10.07
Demand-withdraw communication 8.38 5.83 1.28 61 0.2068 —1.44, 6.54
Interaction effects at 1 SD above the mean
Cancer-specific distress 16.72 22.90 -2.31 65 0.0239 -11.52, -0.86
Relationship satisfaction 129.42 134.17 -2.12 63 0.0379 -11.17, -0.33
Relationship intimacy 4.38 4.87 -2.49 66 0.0153 -0.89, -0.10
Mutual constructive communication 41.27 42.74 -0.80 63 0.4248 -5.11, 2.18
Demand-withdraw communication 18.35 23.07 —-2.34 61 0.0227 -8.75, —0.68

(¢ [61]=1.79; P=0.08) treatment effect on psy-
chological well-being in favor of IET (M = 67.47)
compared with UC (M = 65.02).

Partners

There were no significant treatment differences
found for general distress, well-being, cancer-
specific distress, cancer concerns, relationship sat-
isfaction, and relationship intimacy.

Treatment Effects on Relationship Communication
There were no significant treatment differences
for relationship communication outcomes for
either survivors or partners.

Moderator Effects

Survivors

With regard to psychological and relationship out-
comes, there were no significant interactions
found between intervention group and baseline
levels of general distress, well-being, cancer-
specific distress, relationship satisfaction, and rela-
tionship intimacy. One marginally significant
moderator effect was found for cancer concerns.
This interaction effect (as well as all other interac-
tion effects) is shown in Table 2. There was a
marginally significant (¢ [64] =-1.68; P=0.097)
treatment group by baseline cancer concerns inter-

J Sex Med 2011;8:1197-1209

action. To understand this interaction better, treat-
ment effects were evaluated at 1 SD above and
below the baseline mean on concerns. The inter-
action is plotted in Figure 2. At 1 SD above the
mean, there was a significant reduction in concerns
at Time 2 for survivors in the IET group com-
pared with controls. At 1 SD below the baseline
mean, there were no significant treatment differ-
ences between the two groups.

With regard to communication, there were
three significant moderator effects found for self-

Predicted Value of Survivor

Concerns 1 S.D. Below the

Mean

Predicted Value of Survivor
Flconcerns 1 $.0. Above the

Mean

4.00

3.00

2.00

1.00-

Predicted cancer-related concerns

0.00-

Usual care Intimacy enhancing

Treatment group

Figure 2 Plot of the interaction between treatment

group x baseline survivor cancer concerns.
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20.00
the Mean

Predicted Value of
Survivors SD 1 S.D. Below
Predicted Value of

Survivors SD 1 S.D. Above
the Mean

15.00+

10.00+

Predicted self-disclosure

5.00+

Usual care Intimacy enhancing
Treatment group

Figure 3 Plot of the interaction between treatment

group X baseline survivor self-disclosure.

disclosure, perceived partner disclosure, and per-
ceived responsiveness, but no interaction effects
found for mutual constructive communication and
demand-withdraw communication. First, there
was a significant (7 [67] = —4.09; P=0.0001) inter-
action between treatment group and baseline sur-
vivor self-disclosure. This interaction is plotted in
Figure 3. As can be seen in Table 2, at 1 SD below
the baseline mean on self-disclosure, there was a
significant increase in disclosure at Time 2 for
those in the IET condition compared with con-
trols. However, at 1 SD above the mean on base-
line self-disclosure, there was a significant decline
in self-disclosure for those in the IET condition
compared with those in UC. Second, the interac-
tion between perceived partner disclosure at
baseline and treatment group was significant
(r [67] =-3.43; P=0.0010). At 1SD below the
baseline mean on this measure, there was a signifi-
cant increase in perceived partner disclosure at
Time 2 for those in IET compared with UC. At
1 SD above the mean, there were no group differ-
ences at Time 2. Third, the interaction between
baseline partner responsiveness was significant
(t [62] =-2.20; P=0.0314). At 1SD below the
baseline mean on this measure, there was a sig-
nificant increase in perceived partner respon-
siveness at Time 2 for those in the IET compared
with UC. At 1 SD above the mean, there were no
treatment differences between the IET and UC
groups at Time 2.

Partners
There were three moderator effects noted for
partner psychological and relationship functioning
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outcomes. The first moderator effect was found
for baseline cancer-specific distress (IES). After
controlling for covariates, there was a significant
(t [65]=-2.91; P=0.005) interaction between
intervention group and baseline cancer-specific
distress. The interaction is plotted in Figure 4.
Results are shown in Table 2. At 1 SD above the
mean on baseline cancer-specific distress, there
was a significant reduction in IES at Time 2 for
those in the IET arm compared with UC.
However, at 1 SD below the mean on baseline
IES, there was a marginally significant increase in
IES at Time 2 for those in the IET group com-
pared with UC. The second moderator effect was
found for baseline relationship satisfaction (DAS).
After controlling for covariates, the interaction
between intervention group and relationship sat-
isfaction at baseline was significant (¢ [63] = —4.24;
P <0.0001). As can be seen in Table 2, at 1 SD
below the baseline DAS mean, there was a signifi-
cant increase in DAS scores by Time 2 for those in
the IET condition compared with UC. However,
the situation was reversed when examining treat-
ment effects at 1 SD above the mean on baseline
DAS in that scores were significantly lower in IET
compared with UC. The third moderator effect
was found for baseline relationship intimacy.
The interaction between baseline relationship
intimacy and treatment condition was significant
(t [66] =—4.16; P<0.0001). At 1SD below the
baseline mean on this measure, there was a signifi-
cant increase in relationship intimacy at Time 2 for
those in the IET condition compared with UC.

However, at 1 SD above the mean, there was a

iPredlcted Value of Partner
25.004 IES 1S.D. Below the Mean
jPredicled Value of Partner

IES 1 S.D. Above the Mean

20.004

distress

ic
-

5.004

Y

0.004

Predicted cancer-specifi
o
o
o
L

BN

-5.00

T T
Usual care Intimacy enhancing
Treatment group

Figure 4 Plot of the interaction between treatment

group x baseline partner cancer-specific distress.
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significant decline in relationship intimacy at the
Time 2 for those in the IET condition compared
with UC.

There were interactions between intervention
group and two communication variables: baseline
mutual constructive communication and demand-
withdrawal communication. These interaction
effects are shown in Table 2. The interaction
between baseline mutual constructive communica-
tion (MCC) and intervention group was significant
(t [63]==3.17; P=0.0023). At 1SD below the
baseline mean on this measure, there was a signifi-
cant increase in MCC at Time 2 for those in the
IET group compared with UC. At 1 SD above the
baseline mean, there were no significant group
differences. There was a significant (¢ [61] =-2.50;
P =0.0150) interaction between baseline demand-
withdraw communication and intervention group
on this outcome at Time 2. At 1 SD above the
mean on this measure at baseline, there was a sig-
nificant decline at Time 2 in demand-withdraw
communication reported by those in IET com-
pared with UC. At 1 SD below the baseline mean,
there were no treatment group differences at Time
2.

Discussion

The goal of this pilot study was to evaluate a newly
developed couple-focused intervention designed
to improve psychological and relationship func-
tioning among men diagnosed with early stage
prostate cancer and their partners. The key finding
was that, other than a marginal effect upon survi-
vors’ well-being (defined as the level of satisfaction
with life, a sense of hopefulness about the future,
and feelings of calmness), IET did not have an
effect upon psychological, relationship, or com-
munication outcomes for all survivors or partners.
Rather, the treatment’s effects were moderated by
both individual distress and by relationship char-
acteristics that the individual and couple brought
to the first IET session. IET couples who began
with fewer personal or relationship resources
showed significant improvements in that outcome.
Among survivors and partners with higher indi-
vidual or relational functioning, IE'T had either no
effect or a detrimental effect. In the discussion that
follows, we will explore the significance of these
findings as well as study limitations, clinical impli-
cations, and directions for future research.

Our initial prediction was that IET would
reduce couples’ distress, improve their well-being,
and improve relationship satisfaction, intimacy,
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and communication. Other than a marginal ben-
eficial effect upon survivor’s well-being, this
intervention did not improve outcomes for well-
functioning survivors and their partners as com-
pared with UC. These findings are relatively
consistent with the results of previous couple-
focused interventions for men diagnosed with
prostate cancer and their partners. Canada and
colleagues [23] evaluated the impact of a four-
session sex therapy intervention for prostate
cancer survivors and their partners, where men
were randomized to receive the intervention alone
or with their partner. Analyses of treatment com-
pleters indicated no between group differences on
psychological, marital, or sexual outcomes. Nort-
house and colleagues [24] examined the effects of a
three session education and supportive interven-
tion for men with prostate cancer and their
spouses. Although some treatment effects were
noted at the early follow-up they were not main-
tained at the later follow-ups. Our findings add to
the literature suggesting that couple-focused inter-
ventions for men diagnosed with prostate cancer
may prove challenging if they are offered to all
couples.

Although main effects for IET were not
present, a benefit among individuals and couples
with specific characteristics was found. These
characteristics include survivors with greater
cancer concerns and less or poorer communication
and partners reporting greater cancer-specific dis-
tress, lower relationship satisfaction and intimacy,
and poorer communication. Pretreatment factors
influencing the efficacy of couple-focused inter-
ventions for men with prostate cancer have not
been evaluated in previous work, and therefore it is
not known whether the previously studied inter-
ventions of Canada [23] and Northouse [24] may
have proven effective for subgroups of survivors
and partners. However, there is one couple-based
intervention trial for early stage breast cancer sur-
vivors that found that pre-intervention relation-
ship quality and communication (e.g., how
supportive the spouse was to the patient) moder-
ated the effects of a couple-focused group inter-
vention [34,53]. Our findings suggesting that men
with more cancer concerns and partners with more
cancer-specific distress are consistent with a
number of other studies of survivors of other types
of cancers that have found that survivors with
greater distress [30,54] and individuals possessing
tewer psychological resources [22,30,32] benefit
more from psychological interventions. In addi-
tion, our findings indicating that relationship sat-
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isfaction, intimacy, and communication moderated
IET’s effects are consistent with the limited pre-
vious work in the oncology setting, which has
suggested that relationship factors moderate treat-
ment effects. Helgeson and colleagues [32] found
that group peer support was more effective for
women who evidenced less pre-intervention
partner support and more negative interactions.
Our findings extend this work by suggesting that
both patient and partner relationship vulnerability
factors contribute to outcomes of couple-based
interventions. Our findings also add to a growing
recognition in the field of psycho-oncology that
delivering psychological interventions broadly
carries no benefit, and that targeting interventions
to high-risk groups may ultimately prove more
effective [52].

Unfortunately, this pilot study suggested IET
has the potential for adverse effects, particularly
among partners. Partners with low levels of pre-
intervention cancer-specific distress who were
enrolled in IET evidenced a significant increase in
distress and partners reporting high levels of
marital satisfaction who were enrolled in IET also
reported a significant decline in relationship satis-
faction. It is possible that partners who were not
teeling distressed may have become more aware of
their own and the survivors’ concerns and stresses
during the IET sessions, when these issues were
discussed with their partner, resulting in increased
distress. Our follow-up was brief and this distress
may prove temporary. In the same way, among
highly martially-satisfied partners, cancer- and
non-cancer related relationship issues may have
been brought up during sessions and subsequently
resulted in lower marital satisfaction. Finally, men
who were high self-disclosers who participated
in IET reported reductions in self-disclosure,
perhaps because they became aware of its impact
on their partners during sessions. Taken together
with the fact that IET did not significantly alter
distress, relationship intimacy, and communication
among survivors and partners with higher psycho-
logical and relationship functioning, our findings
underscore the need to target interventions to
lower functioning survivors, partners, and rela-
tionships. Our results also underscore the fact that
survivors and partners may derive different ben-
efits from couples’ treatments.

Study Limitations

The main limitation is that the sample size was
relatively small and our follow-up assessment
occurred immediately after the treatment. The
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cohort was primarily white and middle class, rela-
tively well-educated, and heterosexual. The ability
to generalize our findings to other populations of
men with prostate cancer and their partners is
therefore limited. Although session attendance
and survey follow-up completion rates were rela-
tively high, there was a high study refusal rate,
which may have been lower if we offered subject
incentives for survey completion and session atten-
dance. Study participants were younger and had
been diagnosed for a longer period of time and
therefore the intervention may have less applica-
bility to and interest for older survivors and
recently diagnosed men. Overall, future research
should replicate the findings with a larger sample
and a longer follow-up.

Implications for Clinical Practice and Future Research
Although the clinical significance of these findings
awaits further replication, our initial results
suggest IET may prove beneficial for couples who
are having difficulties dealing with prostate cancer,
those who report less relationship satisfaction,
and/or communication deficits. For these couples,
our pilot study has shown the ability for IET to
reduce elevated cancer concerns, promote self-
disclosure, and improve perceptions of partner dis-
closure and responsiveness, while also reducing
partners’ cancer distress and enhancing their rela-
tionship satisfaction and communication.

Given that a key goal was to enhance relation-
ship closeness, it was surprising that IET did not
result in improved relationship intimacy for survi-
vors in either the main effect or moderator effect
analyses. In future research, it may be helpful to
tailor the intervention to barriers to intimacy that
survivors report, including fear of recurrence,
worries about physical symptoms such as urinary
leakage, ED, and other cancer concerns that may
not have been addressed adequately in sessions so
that survivor and partner can address methods of
coping with these concerns. It may also be helpful
to interview survivors who have completed IET
sessions to determine whether there were unad-
dressed issues with intimacy that were not dis-
cussed in sessions.

Opverall, our findings add to the literature on the
efficacy of couple-based approaches for men diag-
nosed with prostate cancer by suggesting that such
interventions may be most effective for individuals
and for couples possessing fewer personal and rela-
tionship resources and may be ineffective for
couples who are not distressed.

J Sex Med 2011;8:1197-1209
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