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Abstract

Objective: How couples communicate about cancer is an important predictor of psychological 

outcomes for men diagnosed with localised prostate cancer and their spouses. We examined the 

predictive role of disclosure, responsiveness, mutual avoidance, and holding back on depressive 

symptoms, psychological adjustment, cancer-specific distress, and cancer concerns.

Methods: Eighty-one prostate cancer patients and their spouses completed measures of 

communication at baseline and measures of four psychological outcomes at baseline, five, 12, 

and 26 weeks after baseline. Dyadic growth models tested the effects of time and role on each 

outcome over time.

Results: Higher disclosure and responsiveness predicted better psychological outcomes. 

Less mutual avoidance and holding back predicted poorer psychological outcomes. Across 

communication variables, individuals who engaged in poorer communication initially had poorer 

psychological outcomes that improved over time, whereas individuals who engaged in better 

communication initially maintained their more positive standing without change or changed in the 

positive direction. For all outcomes, those with better communication still had better psychological 

outcomes at six months.
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Conclusion: Couples’ cancer-specific relationship communication predicts their psychological 

outcomes. More research is needed to identify effective interventions, including a longer therapy 

course, individual communication training, or greater focus on addressing barriers to sharing and 

responsiveness.
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1 | INTRODUCTION

Along with the practical and emotional stressors that accompany the diagnosis of any 

type of cancer, current medical treatments for localised prostate cancer typically result in 

adverse long-term side-effects that can pose a challenge to the patient, partner, and their 

relationship. These long-term adverse side-effects include impaired erectile function, urinary 

incontinence, problematic bowel function and loss of libido (Burnett et al., 2007; Erim et 

al., 2019; Gacci et al., 2009; O’Shaughnessy et al., 2013; Penson et al., 2005; Salazar et 

al., 2019). Localised prostate cancer is also associated with elevated distress. Cross-sectional 

studies suggest that men diagnosed with localised prostate cancer report lower health-related 

quality of life and higher distress than men from the general population (Friberg et al., 2019; 

Love et al., 2008; Mols et al., 2006; Oba et al., 2017; van Stam et al., 2017). During the first 

2 years after diagnosis, estimates of elevated depressive symptoms range from 15% to 38% 

of patients, and levels of anxiety range from 15% to 27% (e.g. Cliff & MacDonagh, 2000; 

Erim et al., 2019; Trinchieri et al., 2005; Watts et al., 2014). Longitudinal studies suggest 

that depressive symptoms steadily decline after the first year after diagnosis (Erim et al., 

2019). Partners’ distress and quality of life are also adversely affected. Rates of depression 

and anxiety among partners are higher than the general population (e.g. (Couper et al., 2006; 

Garos et al., 2007; Oba et al., 2017), and 12.4%–22% of partners report elevated depression 

and/or anxiety (Couper et al., 2006; Soloway et al., 2005; Street et al., 2010). Indeed, some 

studies indicate that partners’ levels of anxiety and depression are higher, and quality of life 

is lower, than that reported by patients (Chien et al., 2018; Cliff & MacDonagh, 2000; Eton 

& Lepore, 2002; Kornblith et al., 1994; Soloway et al., 2005; Song et al., 2011). Similar to 

patients, studies suggest that partners’ anxiety and depression decline over time (Couper et 

al., 2006).

How couples communicate about cancer is an important predictor of psychological 

and relationship outcomes for both patients and partners (Manne & Badr, 2008). 

Unfortunately, some couples dealing with prostate cancer struggle to communicate openly 

and constructively about their concerns (Badr & Taylor, 2009; Haun et al., 2014; Manne 

et al., 2010, 2015). Holding back sharing cancer-related concerns, particularly concerns 

about sex and cancer recurrence, is relatively common among couples coping with 

prostate cancer (Manne et al., 2015). The relationship intimacy model of couple adaptation 

(Manne & Badr, 2008) describes a framework for how couples communication behaviours 

influence their relationship and psychological outcomes. The model proposes intimacy-

enhancing communication (e.g. self-disclosure/open communication, responsiveness and 

relationship engagement) and intimacy-compromising communication (criticism, avoidance/
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holding back sharing, demand-withdraw communication). Research has supported the role 

of relationship-enhancing communication among couples coping with cancer, with studies 

suggesting that self-disclosure (Haun et al., 2014; Manne & Badr, 2010; Manne et al., 

2018), perceived partner disclosure, perceived partner responsiveness and constructive and 

open communication (Badr & Taylor, 2009; Gotcher et al., 1995; Manne & Badr, 2010; 

Song et al., 2016), as well as observed behaviours such as humour (Manne et al., 2004) 

are associated with psychological and/or relationship outcomes. Relationship-compromising 

communication including self-reported mutual avoidance (Manne & Badr, 2010), holding 

back sharing concerns (Manne & Badr 2010) and pressure-withdraw interactions (Manne & 

Badr, 2010).

The goal of the current study was to evaluate couples’ communication about cancer as 

a predictor of their psychological outcomes. The cancer-specific relationship-enhancing 

communications we studied were self-disclosure, perceived partner disclosure and perceived 

responsiveness (Manne & Badr, 2008). We selected these communication behaviours 

because our prior work has illustrated that these behaviours are associated with both patient 

and partner psychological outcomes (Badr & Taylor, 2009; Gotcher, 1995; Haun et al., 2014; 

Manne et al., 2010, 2018; Song et al., 2016). Cancer-specific relationship-compromising 

processes we studied were holding back and mutual avoidance of discussing cancer-related 

issues. We focused on these relationship communication behaviours because our prior cross-

sectional work illustrated that holding back (Manne et al., 2015) and mutual avoidance of 

talking about cancer were associated with patients’ and partners’ distress and well-being 

(Manne et al., 2015).

This study extends prior research in three ways. First, we examined specific relationship-

enhancing and compromising communication behaviours using longitudinal data. Prior 

longitudinal studies evaluating relationship factors have assessed general relationship 

satisfaction (Chien et al., 2018; Harju et al., 2018; Ross et al., 2016) or general 

open communication (Song et al., 2011, 2016) but have not evaluated cancer-specific 

communication such as disclosure of cancer concerns, holding back sharing cancer 

concerns, and mutual avoidance of discussing cancer concerns. By assessing the role 

of cancer-specific communication behaviours such as mutual avoidance of discussing 

cancer concerns and holding back sharing concerns, we can obtain insight into specific 

communication behaviours to target in couple-focused interventions. Second, we evaluated 

the predictive role of relationship communication in one’s own psychological outcomes 

(actor effects) and one’s partner’s psychological outcomes (partner effects). There is limited 

longitudinal research evaluating actor and partner effects of couples’ communication on 

psychological and relationship outcomes. Third, we assessed a broad range of psychological 

outcomes, including cancer concerns. Prior longitudinal work on couples’ communication in 

the prostate cancer context has not included a broad range of psychological and relationship 

outcomes, and prior work has not included cancer concerns as an outcome.

This study had two aims. The first aim was to characterise changes in couples’ depressive 

symptoms, general psychological adjustment, cancer-specific distress and cancer-related 

concerns over a 6 month period. The second aim was to examine whether baseline 

relationship-enhancing and compromising communication predicts their own and their 
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partner’s depressive symptoms, general psychological adjustment, cancer-specific distress 

and cancer-related concerns over this time period.

2 | METHODS

2.1 | Participants

Participants were men diagnosed with prostate cancer and their partners who were 

randomised into the Usual Care (UC) arm of a clinical trial of an intimacy-enhancing 

intervention (Manne et al., 2018). Participants were recruited from cancer centres in 

the Northeastern and Midwestern US. Eligibility criteria for patients were (a) diagnosed 

with localised prostate cancer; (b) underwent surgery or initiated radiation or androgen 

deprivation therapy within 18 months; and (c) married or cohabitating with partners (male 

or female) for ≥1 year. Additionally, patients and partners had to (a) be ≥18 years old, (b) 

speak and read English and (c) live within a 1-hr commuting distance to the recruitment site. 

Finally, couples were eligible if either the patient or partner reported at least mild-moderate 

distress as evidenced by a score of ≥16 for the patient or ≥17 for the partner on the Impact of 

Events Scale (IES) (Horowitz et al., 1979). This eligibility criterion was selected because the 

intimacy-enhancing intervention pilot intervention study that formed the basis of the larger 

intervention trial illustrated that the intervention was more effective for couples with greater 

baseline distress (Manne et al., 2011). Exclusion criteria were (a) the patient or partner has 

another cancer diagnosis (except non-melanoma skin cancer) and is in active treatment for 

that cancer, and (b) the patient or partner had a significant hearing impairment that could 

hinder participation in the intervention.

The current study analysed data obtained from the Usual Care arm within a clinical 

trial evaluating Usual Care with two couple-focused interventions. Acceptance into the 

parent intervention study which included all study arms was 15.2% (Manne et al., 2019). 

Participants consisted of 81 couples randomised to the UC arm of the trial. Participants 

completed measures at baseline, 5, 12 and 26 weeks after baseline. Of the 81 couples 

completing baselines, 70 patients and 70 spouses completed the 5-week survey, 73 patients 

and 72 spouses completed the 12-week survey, and 70 patients and 68 spouses completed 

the 26-week survey.

2.2 | Procedures

Recruitment was conducted by letter, telephone or in person. After confirming eligibility, 

a written informed consent and questionnaire were sent. Participants signed an informed 

consent form approved by an Internal Review Board. Participants were considered ‘refusers’ 

if 3 months elapsed since the consent and questionnaire were sent without a response. 

Couples who did not return surveys at two adjacent time points were not sent any further 

surveys.

2.3 | Outcome measures

2.3.1 | Depressive symptoms—The Patient Health Questionnaire-9 (PHQ-9) is the 

9-item depression module from the full PHQ (Kroenke et al., 2001; Spitzer et al., 2000). It 

has been widely used to assess depressive symptoms in cancer patients (Hartung et al., 2019; 
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Hinz et al., 2016) and has cut-offs for mild (0–9), moderate (10–14) and severe depression 

(15–27). Coefficient alphas across waves ranged from 0.80 to 0.87.

2.3.2 | Psychological adjustment—The Mental Health Inventory-38 (Veit & Ware, 

1983) is a 38-item measure assessing psychological adjustment and used before in this 

setting (Manne et al., 2010). Coefficient alphas across waves ranged from 0.94 to 0.96.

2.3.3 | Cancer-specific distress—The Impact of Events Scale (Horowitz et al., 1979), 

a 15-item scale measuring the severity of intrusive thoughts, worries and feelings about 

having (or one’s spouse having) cancer, avoidance and numbing; it has been used before in 

this setting (Manne et al., 2010). Coefficient alpha across waves ranged from 0.92 to 0.95.

2.3.4 | Cancer-related concerns—Patients and spouses rated the degree to which they 

were concerned about ten cancer-related problems (e.g. the couples’ sexual relationship, 

fear of disease progression, finances) (Manne et al., 2010). Ratings ranged from 1 = not 
at all concerned to 5 = extremely concerned. Items were averaged within each partner for 

analyses. Coefficient alpha across waves ranged from 0.80 to 0.89.

2.4 | Moderator measures

2.4.1 | Disclosure communication—Six items were adapted from Laurenceau et 

al. (1998) and assessed the degree to which participants disclosed thoughts and feelings 

and perceived their partner disclosed thoughts and feelings when discussing cancer-related 

issues. Items were rated on a 7-point Likert scale (1 = not at all, 7 = very much). An average 

score was used. Internal consistency was 0.90 for patients and 0.94 for partners.

2.4.2 | Perceived partner responsiveness—Three items were adapted from 

Laurenceau et al. (1998) and assessed the degree to which participants felt accepted, 

understood and cared for when discussing cancer-related issues. Items were rated on a 

7-point Likert scale (1 = not at all, 7 = very much). An average score was used. Internal 

consistency was 0.90 for patients and 0.94 for partners.

2.4.3 | Holding back—Holding back sharing concerns about cancer-related problems 

was assessed for patients and partners via a 10-item measure adapted from Pistrang and 

Barker (1995). Concerns included problems with physical symptoms, sexual function and 

cancer treatment. Ratings were on a 6-point Likert scale (0 = not at all, 5 = a lot). Internal 

consistency was 0.88 for patients and 0.87 for partners.

2.4.4 | Mutual avoidant communication—The Mutual Avoidance subscale of the 

Communication Patterns Questionnaire (CPQ) (Christensen, 1988; Christensen & Sullaway, 

1984; Heavey et al., 1993) was used. The scale contains three items rated on a 9-point Likert 

scale (1 = very unlikely, 9 = very likely). Internal consistency was 0.69 for patients and 0.68 

for partners.
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2.5 | Covariates

2.5.1 | Demographic and medical factors—Patients and partners completed 

questionnaires assessing age, sex, ethnicity, education, occupation, employment status, 

annual income and relationship length. Cancer stage was collected from medical chart.

2.5.2 | Bowel function—The Prostate Cancer Index (Litwin et al., 1998) is a widely 

used measure that asssesses changes in bowel function (Davis et al., 2001). Higher scores 

indicate worse functioning. The internal consistency was 0.71.

2.6 | Data analytic approach

Multilevel modelling (MLM; SPSS Version 24) with restricted maximum likelihood was 

used to estimate dyadic growth models testing the effects of time and role (Patient = 

1, Spouse = −1; the term spouse is used for the partner regardless of marital status to 

avoid confusion with the partner effect in the Actor-Partner Interdependence Model or 

APIM; (Kenny et al., 2006) on each of the four outcomes. Time was coded as months 

since baseline and was grand-mean centred. Covariates included in all analyses were grand-

mean centred and included the person’s age, relationship length, cancer stage and bowel 

functioning. Random effects included separate intercept variances for patients and spouses, 

a correlation between the intercepts, separate slope variances of time for patients and 

spouses, a correlation between the slopes, and separate residual variances for patients and 

spouses, and a correlation between the residuals. For depressive symptoms, the model that 

included random slopes did not converge to an admissible solution and so, for that outcome 

only, random intercepts and residuals were included. We considered four moderating 

variables including both partners’ baseline perceived disclosure, baseline perceived partner 

responsiveness, baseline mutual avoidant communication and baseline holding back sharing 

concerns.

When baseline disclosure communication, perceived partner responsiveness, mutual 

avoidant communication and holding back were treated as moderators, we used an APIM 

framework for the analysis. That is, each moderation model included both the person’s 

own value on the moderator (i.e. the actor effect) as well as the partner’s value on the 

moderator (i.e. the partner effect). Moderator variables were grand-mean centred. Thus, each 

moderation model included time, role and both actor and partner values for the moderators. 

All main effects and interactions between these variables were included in the models, with 

the exception that we did not specify any actor-moderator by partner-moderator interactions. 

Significant interactions were followed by simple slopes analyses at one standard deviation 

above and below the mean for the moderator.

3 | RESULTS

3.1 | Characteristics of the study sample

Most patients were white (76.5%), employed full-time (66.7%), had a Gleason score of 

7 (69.1%), diagnosed with Stage 2 cancer (76.7%) and underwent only surgery (87.7%) 

(see Table 1). Most partners were white (72.8%) and employed full-time (51.9%). Patients 

reported an average age of 61, and partner age averaged 58 years. Table 2 presents the 
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means, standard deviations, and correlations among variables. For the purposes of this table, 

each outcome score was averaged over time prior to computing the correlations.

3.2 | Basic growth model

Across all four outcomes, the significant main effects of time in the initial growth 

models (see Table 3) indicate that depressive symptoms, cancer-specific distress and cancer 

concerns decreased over time and psychological adjustment increased. As indicated by 

the standardised coefficients, these changes were small to moderate in size. There were 

no significant role main effects. That is, patients and spouses did not differ on their 

average outcomes, averaging over time. There was only one significant role by time 

interaction, which was for psychological adjustment. Simple slopes analyses indicated 

that although both patients and spouses’ psychological adjustment increased over time, 

spouses’ adjustment (β = 0.192, b = 1.526, SE = 0.264, t(65) = 5.78, p < 0.001) increased 

significantly faster than patients’ adjustment (β = 0.107, b = 0.851, SE = 0.252, t(73) = 3.37, 

p = 0.001). Two covariates, age and bowel function, were significantly associated with most 

of the outcomes. Across outcomes, older patients reported less negative and more positive 

outcomes, and patients with better bowel function had lower negative outcomes. Most of 

the dyadic correlations were not statistically significant. However, patients and spouses 

were similar in their average levels of cancer concerns and in their time-specific levels of 

psychological adjustment.

3.3 | Moderation effects

3.3.1 | Disclosure communication—Individuals reporting higher disclosure at 

baseline reported significantly lower average depressive symptoms, β = −0.194, b = 0.436, 

SE = 0.156, t(142) = 2.80, p = 0.006, and significantly higher average psychological 

adjustment, β = 0.067, b = 2.772, SE = 1.050, t(143) = 2.64, p = 0.009, across the 

study. Although disclosure did not predict average cancer-specific distress, there was modest 

evidence that individuals whose partners reported higher disclosure communication tended 

to report higher average cancer concerns, β = 0.135, b = 0.068, SE = 0.034, t(135) = 1.99, p 
= 0.049.

The person’s own baseline disclosure moderated change in both depressive symptoms and 

psychological adjustment over time. For depressive symptoms, the interaction coefficient 

was β = 0.067, b = 0.052, SE = 0.022, t(389) = 2.42, p = 0.016. For psychological 

adjustment, the interaction coefficient was β = −0.049, b = −0.237, SE = 0.112, t(131) = 

2.10, p = 0.037. These interactions are presented in Figure 1. When baseline disclosure 

was low, depressive symptoms were high but decreased significantly over time, β =−0.169, 

b = −0.219, SE = 0.052, t(308)=4.18, p < 0.001). However, when the person’s baseline 

disclosure was high, depressive symptoms were lower but did not change over time, β = 

−0.035, b = −0.046, p = 0.378.

For psychological adjustment, individuals reporting low baseline disclosure had lower 

psychological adjustment than individuals reporting higher baseline disclosure. However, 

in both cases, there were significant increases in psychological adjustment over time. The 

increases for individuals reporting low disclosure were higher, β = 0.213, b = 1.698, SE = 
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0.284, t(90) = 5.97, p < 0.001, than for individuals reporting higher disclosure, β = 0.115, b 
= 0.916 SE = 0.282, t(109) = 3.25, p = 0.002. There were no associations between actor or 

partner baseline disclosure and either cancer-specific distress or cancer concerns (beyond the 

modest partner effect on concerns described earlier).

3.3.2 | Perceived partner responsiveness—Individuals who reported that their 

partners were relatively high in responsiveness at baseline reported significantly lower 

average depression, β = −0.219, b = −0.667, SE = 0.220, t(136) = 3.03, p = 0.003. 

Responsiveness did not moderate change in depression over time. In contrast, for 

psychological adjustment there was evidence of both a main effect of responsiveness, β 
= 0.300, b = 5.616, SE = 1.433, t(132) = 3.92, p < 0.001, such that individuals who 

reported higher baseline partner responsiveness had higher average adjustment across the 

study, as well as a significant interaction with time, β = −0.071, b = −0.463, SE = 0.155, 

t(145) = 2.98, p = 0.003. As shown in Figure 2, although all individuals’ psychological 

adjustment increased over time, when individuals reported low partner responsiveness, the 

predicted change over time was larger than that for individuals reporting high responsiveness 

at baseline (low responsiveness: β = 0.212, b = 1.692, SE = 0.286, t(119) = 5.92, p < 0.001; 

high responsiveness: β = 0.070, b = 0.561, SE = 0.276, t(109) = 2.04, p = 0.044).

The pattern of results for cancer-specific distress was somewhat different in that there 

was no evidence of main effects for partner responsiveness, but there were significant 

interactions between the actor effect for responsiveness and time, β = 0.059, b = 0.307, 

SE = 0.149, t(133) = 2.06, p = 0.041, as well as for the partner effect for responsiveness 

and time, β = −0.088, b = −0.461, SE = 0.158, t(109) = 2.91, p = 0.004. As shown in the 

top panel of Figure 3, the interaction between time and the person’s own perceived partner 

responsiveness suggests that although distress drops over time for all levels of baseline 

partner responsiveness, the drop is larger for individuals who perceived lower responsiveness 

at baseline, β = −0.287, b = −1.833, SE = 0.260, t(106) = 7.05, p < 0.001, than for 

individuals who perceived higher initial responsiveness, β = −0.170, b = −1.084, SE = 0.264, 

t(94) = 4.11, p < 0.001. The interaction with the partner effect for partner responsiveness 

(i.e. the effect of having a partner who perceives the individual as being responsive) is in 

the bottom panel of Figure 3. Individuals whose partners viewed them as relatively low in 

responsiveness at baseline decreased in distress over time at a considerably slower rate, β = 

−0.140, b = −0.895, SE = 0.281, t(93) = 3.18, p = 0.002, than did individuals whose partners 

viewed them as high in baseline responsiveness, β = −0.316, b = −2.02, SE = 0.259, t(95) = 

7.81, p < 0.001. Finally, perceived partner responsiveness did not predict either the average 

level of cancer concerns or changes in concerns over time.

3.3.3 | Mutual avoidant communication—Neither actor nor partner effects of mutual 

avoidant communication predicted depressive symptoms. There were significant main 

effects of the person’s own avoidant communication on psychological adjustment, β =− 

.228, b = −1.194, SE = 0.396, t(138) = 3.02, p = 0.003, and cancer concerns, β = 0.165, 

b = 0.663, SE = 0.289, t(131) = 2.33, p = 0.021. Participants reporting more avoidant 

communication at baseline reported lower average psychological adjustment and higher 
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average concerns over time. There were no significant interactions between actor or partner 

mutual avoidant communication on these variables.

There was a significant main effect of actor mutual avoidant communication on cancer-

specific distress, β = .158, b = 0.663, SE = 0.289, t(131) = 2.30, p = 0.023, as well as 

a significant interaction between actor avoidant communication, role and time, β = 0.079, 

b = 0.115, SE =0.042, t(108) = 2.75, p = 0.007. Simple slopes were computed separately 

for patients and spouses. The interaction between actor avoidant communication and time 

occurred only for spouses, β = −0.024, b = −0.153, t(63) = 2.64, p = 0.010. For patients, the 

interaction coefficient was β = 0.12, b = 0.077, SE = 0.060, t(68) = 11.28, p = 0.207 (see 

Figure 4). When avoidant communication was low, patient cancer-specific distress declined 

significantly over time. Although spouse cancer-specific distress was lower on average, it 

did not change significantly over time. When actor avoidant communication was high, both 

patients and spouses reported relatively high average distress, and this distress decreased 

significantly over time for the couple.

3.3.4 | Holding back—Individuals who reported higher holding back at baseline 

reported higher average depressive symptoms over time, β = 0.206, b = 0.868, SE = 0.297, 

t(147) = 2.93, p = 0.004. Holding back also moderated change in depressive symptoms 

over time, β = −0.066, b = −0.096, SE = 0.041, t(399) = 2.33, p = 0.021. Individuals 

who held back more reported lower average psychological adjustment, β = −0.326, b = 

−8.430, SE = 1.015, t(142) = 4.40, p < 0.001, and differential change over time, β = 0.066, 

b = 0.600, SE = 0.210, t(141) = 2.86, p = 0.005. Likewise, actor holding back predicted 

average cancer-specific distress, β = 0.226, b = 4.690, SE = 1.412, t(144) = 3.32, p = 

0.001, and the change in cancer-specific distress over time, β = −0.058, b = −0.422, SE = 

0.206, t(140) = 2.04, p = 0.043. As shown in Figure 5, individuals who held back more had 

more cancer-specific distress or lower psychological adjustment early in the study, but they 

improved significantly over time. Individuals who did not hold back a great deal initially 

either maintained their more positive standing without change or changed somewhat, but 

again in the positive direction.

There was a significant main effect of actor holding back at baseline on cancer concerns, β 
= 0.291, b = 0.272, SE = 0.061, t(140) = 4.48, p < 0.001, as well as a significant actor by 

role interaction, β = 0.163, b = 0.153, SE = 0.061, t(121) = 2.48, p = 0.015. For patients, 

the effect of holding back was relatively strong and statistically significant, β = 0.512, b 
= 0.424, SE = 0.094, t(76) = 4.54, p < 0.001, but it was not significant for spouses, β = 

0.144, b = 0.119, SE = 0.079, t(77) = 1.52, p = 0.133. These results suggest that patients 

who held back more at baseline tended to have higher average cancer concerns. There was 

also a significant partner effect for holding back, β = 0.188, b = 0.176, SE = 0.060, t(140) 

= 2.92, p = 0.004. Individuals (both patients and spouses) whose partners reported holding 

back more at baseline tended to have higher cancer concerns on average. Finally, as with 

the other three outcomes, there was a significant interaction between actor holding back at 

baseline and change in cancer concerns over time, β = 0.065, b = 0.021, SE = 0.010, t(134) = 

2.21, p = 0.029. These interactions are shown in the lower panel of Figure 5.
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4 | DISCUSSION

The marital relationship is thought to influence the course of psychological outcomes for 

patient and spouse due to constructive communication occurring between partners. We 

examined the role of cancer-specific communication in predicting a broad range of general 

and cancer-specific psychological outcomes and evaluated the course of these outcomes 

over 6 months after cancer treatment was initiated. Depression, cancer-specific distress 

and cancer concerns declined and general psychological adjustment improved over time 

for patients and spouses, with few differences between them. Only spouses’ psychological 

adjustment increased faster than patients’ adjustment. These findings are consistent with 

the majority of longitudinal studies of this population which have reported declines in 

patients’ cancer-specific distress (Bisson et al., 2002; Chambers et al., 2017) and depressive 

symptoms (Bisson et al., 2002; Erim et al., 2019; Watts et al., 2014) over time. Our findings 

add to this knowledge base by indicating that patients’ cancer-related concerns decline and 

general psychological adjustment improves over time. Further, our findings are consistent 

with the limited literature evaluating longitudinal psychological outcomes among spouses by 

illustrating that depression and cancer-related distress decline over time (Couper et al., 2006; 

Oba et al., 2017). While many studies have indicated that spouses are more distressed than 

patients (Chien et al., 2018; Cliff & MacDonagh, 2000; Eton & Lepore, 2002; Kornblith 

et al., 1994; Soloway et al., 2005; Song et al., 2011), our findings do not suggest this. 

One potential explanation for this difference is that our eligibility screening included only 

couples where at least one partner exhibited elevated cancer distress, which biased the 

sample towards more distressed couples.

The overall pattern of results suggests that initial cancer-related communication predicts 

later psychological outcomes. Disclosure communication and partner responsiveness 

predicted lower depressive symptoms and better psychological adjustment, holding back 

predicted higher depressive symptoms and cancer-specific distress and lower psychological 

adjustment, and mutual avoidance predicted lower psychological adjustment and higher 

cancer concerns over time. These findings are consistent with our prior cross-sectional 

work in this patient population (Manne et al., 2010, 2015). However, despite predicting 

that perceived communication would impact one’s partner, there were only two partner 

effects noted. First, individuals whose partners perceived them as less responsive at baseline 

decreased in cancer-specific distress over time at a slower rate than individuals whose 

partners viewed them as more responsive at baseline. Thus, responsiveness has a beneficial 

impact on the person who is providing the caring, understanding and accepting responses as 

well as on the person receiving the responsive communication (Manne & Badr, 2008). Our 

results are consistent with the extensive general psychological literature indicating beneficial 

psychological effects of providing emotional support in close relationships (e.g. Brown et 

al., 2008; Morelli et al., 2015). Second, individuals whose partners reported holding back 

more at baseline reported higher cancer concerns. Our prior cross-sectional work had not 

suggested partner effects for holding back (Manne et al., 2018). One explanation is that 

when a partner holds back, the likelihood that the concerns are discussed or addressed by 

the couple may be reduced and may subsequently result in the person experiencing elevated 

concerns. In addition, one partner may become aware that other partner is holding back to 
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protect them from upset, which may elevate concerns for that person. Because the measure 

of holding back does not assess motivations for doing so and we did not ask participants 

to rate their partner’s concerns, this is only a potential explanation. There were no other 

partner effects. This is surprising, because our prior cross-sectional work has illustrated 

partner effects for disclosure on the person’s perceptions of relationship intimacy (Manne et 

al., 2018).

A consistent pattern for moderation was illustrated for early levels of relationship 

communication in predicting outcomes. This pattern was most striking and most consistent 

for holding back sharing concerns. Across all psychological outcomes, when early holding 

back was high, negative outcomes were high and declined over time, but remained higher 

than among individuals reporting less holding back, whose negative outcomes were lower 

and remained lower. A similar pattern was seen for early holding back and psychological 

adjustment. Individuals who did not hold back either maintained their more positive 

standing without change or changed somewhat, but in the positive direction. A similar 

moderator role was seen for disclosure communication in predicting depressive symptoms 

and psychological adjustment and for partner responsiveness in predicting cancer-specific 

distress, with both actor and partner effects for higher initial responsiveness on persistently 

lower cancer-specific distress over time. Taken together, our findings suggest that it would 

be beneficial for psychosocial care providers to assess these aspects of communication–

disclosure communication, responsiveness, holding back and mutual avoidance–early in 

medical treatment for localised prostate cancer.

It is important to interpret our findings in light of limitations. First, the sample was 

comprised of couples assigned to the usual care arm of a randomised clinical trial 

evaluating two types of couple-focused interventions, which may have biased the sample. 

Couples participating in an intervention trial may differ in their communication and 

distress. Second, a summary measure of holding back was used. It is possible that holding 

back sharing sexual concerns and/or other specific concerns played a stronger role in 

predicting outcomes. Third, as noted in the intervention publication for the larger trial 

(Manne et al., 2019), refusal was relatively high and may have biased our results. Fourth, 

differences between the current study and prior couple communication studies may have 

influenced our findings. Our screening schema included couples where patient, spouse 

and/or couple included endorsed high cancer distress. Our study included both partners, 

whereas some prior work focused solely on patient reports (Haun et al., 2014). Some 

prior work used different measures of couples’ communication (e.g. Song et al., 2016). 

Fifth, our sample was composed primarily of heterosexual, non-Hispanic white couples 

and patients who underwent surgery. The findings may have differed if our sample was 

more heterogeneous with regard to sexual orientation, race/ethnicity and included men who 

underwent radiation treatment. Sixth, given the strong associations between holding back 

and outcomes, it will be important to understand couples’ motivations for withholding 

concerns, as this understanding will foster more effective intimacy-enhancing interventions. 

Sixth, the study utilised self-report measures of relationship communication which may not 

reflect actual communication behaviours. Future work may benefit from an observational 

assessment of couples’ communication. Finally, in our analysis, we chose to analyse the 

four communication variables separately, as each addresses a different component of spousal 
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communication. An alternative strategy would be to treat the four variables as indicators of a 

latent variable and then evaluate the communication variable as a single mediator.

In conclusion, couples’ cancer-specific communication appears to predict their 

psychological outcomes. In contrast, the Intimacy-Enhancing Treatment (IET) offered 

in the randomised clinical trial which focused on facilitating couples’ disclosure and 

responsiveness to each other did not show a beneficial impact of IET on these outcomes. 

Given our current findings suggest that disclosure, responsiveness, holding back and 

avoidance are associated with the same outcomes, more research is needed to identify 

effective interventions for this population. These interventions may include a longer 

course of couples’ therapy, individual communication skills training or a specific focus 

on overcoming barriers to sharing and responsiveness.
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FIGURE 1. 
Graph of the interaction between a person’s own baseline disclosure communication (i.e. the 

actor effect) on changes in depressive symptoms (top panel) and psychological adjustment 

(bottom panel) over time
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FIGURE 2. 
Graph of the interaction between actor’s baseline perceived partner responsiveness and time 

predicting psychological adjustment
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FIGURE 3. 
Graph of the interaction between a person’s own baseline perceived partner responsiveness 

on changes in distress (i.e. actor effect; top panel) and the partner’s baseline perceived 

partner responsiveness on changes in distress (i.e. partner effect; bottom panel) over time
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FIGURE 4. 
Graph of the interaction between actor’s baseline mutual avoidant communication, role and 

time predicting cancer-specific distress
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FIGURE 5. 
Interactions between a person’s own reports of holding back sharing concerns and time 

predicting each of the four outcomes

Manne et al. Page 20

Eur J Cancer Care (Engl). Author manuscript; available in PMC 2022 June 03.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Manne et al. Page 21

TABLE 1

Descriptive information for study sample

Role

Patient Spouse

Variable M (SD) M (SD)

Age (years) 61.2 (7.6) 57.6 (8.8)

Relationship length (years) 26.9 (13.5) 29.6 (12.6)

Time since treatment (months) 8.68 (6.9)

N (%) N (%)

Gender

 Male 81 (100) 1 (1.2)

 Female 0 (0) 80 (98.8)

Race

 White, non-hispanic 62 (76.5) 59 (72.8)

 Black, non-hispanic 17 (21.0) 17 (20.9)

 Asian 1 (1.2) 1 (1.2)

 Hispanic 1 (1.2) 1 (1.2)

 Native Hawaiian/PA 0 (0) 1 (1.2)

 Missing 0 (0) 2 (2.5)

Employment

 On leave/unemployed 1 (1.2) 2 (2.5)

 Part-time 4 (4.9) 8 (9.9)

 Full-time 54 (66.7) 42 (51.9)

 Retired 17 (21.0) 19 (23.5)

 Missing 2 (1.2) 7 (8.6)

Education

 <HS 18 (22.2) 14 (17.3)

 Some college 12 (15.2) 12 (14.8)

 College degree 21 (25.9) 15 (18.5)

 >College 32 (39.5) 48 (59.3)

 Income (median) $158,000 $158,000

Treatment

 Surgery 71 (87.7)

 Radiation 8 (9.9)

 Both 2 (2.5)

Gleason Score

 6 16 (19.8)

 7 56 (69.1)

 8 2 (2.5)

 9 7 (8.6)

Stage

 1 5 (6.2)

Eur J Cancer Care (Engl). Author manuscript; available in PMC 2022 June 03.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Manne et al. Page 22

Role

Patient Spouse

Variable M (SD) M (SD)

 2 54 (76.7)

 3 22 (27.2)
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