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Abstract

 Objective—The aims of this study were to evaluate the efficacy of the two types of couple-

focused group interventions on couples’ psychological and relationship functioning, and to 

examine possible moderators for each intervention.

 Methods—Three hundred and two women with early stage breast cancer who were recruited 

within one year of diagnosis and their spouses were randomly assigned to either an eight session 

enhanced couple-focused group intervention (ECG) or a couples’ support group (SG). Couples 

completed surveys at four time points: pre-intervention, one week post-group, six months, and one 

year.

 Results—Analyses indicated that anxiety, depressive symptoms, and cancer-specific distress 

declined and positive well-being improved for couples enrolled in both ECG and SG. Thus, neither 

treatment was superior in terms of reduction of distress or improvements in positive well-being. 

Moderator effects indicated that, among patients reporting higher levels of cancer-specific pre-

intervention distress, anxiety, depression, and well-being over the one year post-intervention time 

period were significantly lower among SG couples than ECG couples. When patient cancer-

specific pre-intervention distress was low, these three outcomes were more positive in ECG 

relative to SG. A similar pattern with regard to anxiety was illustrated when the moderator effects 

for perceived partner unsupportive behavior was examined, and a similar pattern was seen for 

anxiety and well-being for pre-intervention marital satisfaction.

 Conclusions—A couple-focused supportive group therapy may be more effective for 

distressed patients, whereas a structured, skills-based couples’ group therapy may be more 

effective for less distressed patients.

 Public Health Relevance—This study highlights the importance of targeting different types 

of group therapy to cancer patients with different levels of distress.

Random effect variance estimates and intraclass correlations are available from the authors. Across all variables there were significant 
correlations between the two partners’ intercepts or average outcomes as well as significant correlations between the partners’ 
residuals. There were no significant correlations between the partners’ slopes over time.
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The diagnosis and treatment of non-metastatic breast cancer can be stressful and upsetting. 

Women manage the emotional consequences of being diagnosed with a life-threatening 

illness, cope with invasive medical treatments such as chemotherapy and radiation that can 

result in difficult side effects such as nausea, weight gain, and fatigue, and manage worries 

about future cancer recurrence. In addition to these emotional concerns, breast cancer 

diagnosis and treatment may result in day-to-day practical stressors for patients, particularly 

during the time that they are receiving chemotherapy and/or radiation. These stressors 

include changes in family roles, interference with social plans, and managing household 

responsibilities. Even after treatment is completed, patients negotiate the transition back to 

“normal” life, deal with concerns about recurrence, and may alter their life plans in the face 

of the realization that life may be foreshortened. These experiences can take an emotional 

toll on some patients. Although figures vary depending on the time of assessment and 

treatment regimen, between 12.7% and 42% of women with non-metastatic breast cancer 

report clinically-significant levels of depressive symptoms within the first year after 

diagnosis (Christensen et al., 2009; Deshields, Tibbs & Taylor, 2005; Ganz, Kwan, Stanton 

et al., 2011; Kawase et al., 2012; Luutonen et al., 2011; Vadnaninia et al., 2010), and 

between 12.5% and 48% of women report clinically-significant levels of anxiety within the 

first year after diagnosis (Karakoyun-Celik et al., 2010; So et al., 2010; Vahdaninia et al., 

2010).

One way women manage this stressful life experience is to turn to their spouses or life 

partners for emotional and practical support. Indeed, among support providers, spouses are 

considered a primary confidante (Figueirdo, Fries & Ingram, 2004; Harrison, Maguire, & 

Picheathly, 1995). A number of studies have indicated that spouse emotional support is a key 

correlate of patients’ adaptation to breast cancer (Belcher et al., 2011; Manne et al., 2006) 

and that the quality of the communication between patient and spouse plays a key role in 

patients’ adaptation (Manne et al,. 2006; Manne et al., 2007; Manne, Badr, Zaider, Nelson & 

Kissane, 2010). Although spouses are a key source of support, spouses may also experience 

their own distress associated with the diagnosis of breast cancer. In fact, studies suggest that 

approximately 20% of spouses report clinically-significant levels of depression, anxiety, and 

other psychological problems (Lewis et al., 2008).

Due to the importance of the marital relationship in couples’ adjustment, a number of 

couple-focused interventions have been developed and evaluated for early stage breast 

cancer patients and their partners (Baucom et al., 2009; Christensen, 1983; Heinrichs et al., 

2012; Kayser, Fledman, Borselmann & Daniels, 2010; Scott et al., 2004) as well as for 

couples coping with other types of cancer (e.g., Lambert et al., 2015 ; Manne et al., 2010; 

Porter et al., 2009; Reese et al., 2014). These studies have used an individual couples’ 

therapy approach (couples attend as a dyad) and have suggested that the couple-focused 

approach reduces both patient and partner global and cancer-specific distress as well as 

improves relationship satisfaction and communication. There has been limited research on 
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interventions where couples attend a group therapy. Group interventions have shown 

efficacy for women diagnosed with breast cancer (Gudenkauf, et al., 2015; Helgeson, 

Cohen, & Schulz, 2000). Although there is no literature documenting therapeutic processes 

for couples who attend groups together, the well-documented beneficial effects of group 

therapy for cancer patients and, in general, for individuals coping with other difficult life 

experiences include peer support (Kissane et al., 2003; Yalom, 1975), a reduction of feelings 

of isolation (Yalom, 1975; Spiegal & Yalom, 1978, Spiegal & Classen, 2000), the 

opportunity to openly express troubling feelings in a safe environment and among others 

who are in a similar situation (Spiegal & Classen, 2000), modeling effective coping and 

improving self-understanding (Spiegal & Classen, 2000; Yalom, 1975). Although these 

processes have not been documented for couples who attend groups together, it is highly 

likely that couples may similarly observe other couples’ effective coping and open 

communication and thereby benefit in the same ways.

In our prior work, we developed and evaluated a six session couple-focused group 

intervention for early stage breast cancer patients and their spouses (Manne et al., 2005). 

This six session structured cognitive-behavioral couples’ intervention focused on bolstering 

relationship communication and couples’ coping skills such as problem solving and stress 

management as a dyad. Results indicated that patients reported lower depressive symptoms 

at the six month follow-up as compared with usual care. The couples’ group intervention 

reduced depression significantly more and improved positive well-being more among those 

patients who rated their spouses as unsupportive prior to beginning the intervention group.

Despite the fact that the couples’ group intervention was effective, there are a number of 

unanswered questions. Most importantly, the couple-focused group intervention was a 

structured and skill-based intervention. Common factors of group therapy, which include the 

provision of emotional support between group members, could also be responsible for the 

reductions in depressive symptoms in addition to the skill-based components. Indeed, 

common factors mediate effects of other types of group therapy (e.g., Day, Halpin & Thorn, 

2015). As noted above, one of the primary benefits of groups for persons undergoing 

specific life stressors is that sharing common experiences facilitates a sense of community 

with group members and thereby reduces isolation. Second, although the original couple-

focused group intervention reduced patient depression at a six month follow-up (Manne et 

al., 2005), longer-term outcomes and spouse outcomes were not assessed, dyadic-level 

analyses were not employed, and relationship outcomes (e.g., relationship satisfaction) were 

not evaluated. Third, because we were following couples for longer period of time, we 

enhanced the couple-focused group intervention in the current study with the goal of achieve 

a longer-term treatment effect by adding two sessions to the couples’ group intervention, 

more in-session skill practice, and more between-session skill practice. The enhanced 

intervention was called the Enhanced Couples Group (ECG). Finally, when evaluating the 

efficacy of an intervention, it is important to consider that interventions may not be 

efficacious for all participants. As noted above, we found that patient reported partner 

unsupportive behavior moderated the couples’ group effects (Manne et al., 2005). However, 

additional treatment moderators were not assessed. Pre-intervention relationship quality 

(Baucom et al., 2015) and patient distress (Hopko et al., 2015) have been shown to moderate 

both couple and individual therapy effects, respectively.

Manne et al. Page 3

J Consult Clin Psychol. Author manuscript; available in PMC 2017 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



This study sought to advance the original couple-focused group intervention by enhancing 

practice of skills, by comparing it with an alternative treatment approach, by assessing 

spouse and relationship outcomes, by analyzing dyads (rather than individuals), and by 

testing additional treatment moderators. The study had two aims. The first aim was to 

evaluate the efficacy of the ECG intervention and a Support Group Intervention (SG) on 

couples’ psychological and relationship functioning. SG emphasized the participants’ 

expression of emotions and the provision of group support, but did not teach specific skills. 

We proposed that ECG would have stronger effects than SG on patient and partner distress, 

well-being, and relationship satisfaction. Although we did not predict differences in 

outcomes for patients and partners, we included a role variable in our analyses to assess 

whether such differences emerged. The data analytic models included a series of covariates, 

as well as all main effects and interactions for three variables: treatment condition, role, and 

time. The second aim was to examine the role of three moderators: patient’s pre-intervention 

distress, patient’s pre-intervention perceived partner unsupportive behavior, and patient’s 

pre-intervention relationship satisfaction. We proposed that ECG would be more effective 

than SG among couples in which the patient reported higher levels of pre-intervention 

distress, higher perceived partner unsupportive behavior, and lower levels of relationship 

satisfaction. That is, the skill-based intervention would be more effective in helping those 

who come into the intervention lacking social support from their spouses. To assess the 

second aim, we added initial status on each moderator to the models so that they included 

the covariates and all main effects and interactions between the moderator variable, 

treatment condition, role, and time.

 Methods

 Participants

Participants were 302 women with early stage breast cancer and their significant others (two 

female spouses). Patient participants were approached for study participation from the 

outpatient clinics of oncologists practicing in three comprehensive cancer centers in the 

Northeastern United States or in several smaller local community hospital oncology 

practices. Criteria for study inclusion were as follows: a) patient had a primary diagnosis of 

Ductal surgery in the last twelve months, but could be in active treatment (e.g., radiation or 

chemotherapy); c) patient and spouse were 18 years of age or older; d) patient and spouse 

were able to give informed consent; e) patient and spouse were English-speaking, f) patient 

currently married or living with a significant other of either sex, and; g) couple lives within 

one hour commuting distance to the center from which they were recruited. We included 

women with DCIS because the most studies suggest that levels of distress and fear about 

cancer recurrence are similar to levels reported by women with invasive breast cancer 

(Lauzier et al., 2010; Liu et al., 2011; van Gestel et al., 2006).

 Procedures

Eligible patients were identified and approached either after an outpatient visit or by 

telephone contact or by mail. Patient and spouse were given a written informed consent 

document and the study questionnaire to complete and return by mail. Couples were 

randomly assigned to ECG or SG by a computerized program from the Biostatistics Program 
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at Fox Chase Cancer Center (PRESAGE). Randomization was done after both partners’ 

consents and the Time 1 surveys were completed. The four assessment time points were 

baseline, one-week after the eight-week intervention, 6 months post-intervention, and 12 

months post-intervention. Couples were paid $15 per person for completing the baseline 

survey, $20 per person for completing the Time 2 survey, $25 per person for completing the 

Time 3 survey, and $30 per person for completing the Time 4 survey. They were paid $15, 

$20, $25, $30, $35, $40, $45 and $50 for attending Groups 1 to 8, respectively. Enrollment 

began in March, 2008 and the last couple was enrolled in July, 2013. The Institutional 

Review Board for each site approved this study.

The CONSORT is shown in Figure 1. Of the 2900 eligible women approached for study 

participation, 302 couples consented and completed the baseline survey (10.4%). The most 

common reason for refusal provided was that the couple was not interested (18.4%) or 

participation would “take too much time” (15.7%). Many (26.7%) did not provide a reason. 

Comparisons were made between patient participants and refusers with regard to available 

data (age, race/ethnicity, cancer stage, performance status). Results indicated that patient 

participants were significantly younger than non-participants (M participants = 55.1, SD = 

10.4, M refusers = 57.2, SD = 20.6, t (2850) = 2.9, p < .01) and patient participants had been 

diagnosed a significantly shorter period of time than non-participants (M participants = 4.8, SD 
= 2.5, M refusers = 10, SD = 7.5, t (2850) =12.0, p < .001). We were not able to compare 

spouse refusers with participants because there was no data collected on spouse refusers.

 Intervention Conditions

 ECG: ECG consisted of eight 90 minute weekly groups led by two therapists. The goals 

of Session 1 were to orient participants, establish rapport with the group leaders, foster 

connections between group members, and facilitate expression of information and feelings 

about the cancer experience. Members discuss their experiences with one another and then 

engaged in a focused-breathing relaxation induction. Session 2 focused on constructive 

communication. Constructive communication skills, speaker-listener role-taking, and how to 

give negative feedback were presented and couples practiced the skills separately. Focused-

breathing relaxation was practiced. Session 3 focused on identifying and expressing support 

needs. A group discussion about how couples handle worries and feelings occurred, which 

was followed by a presentation on support needs. Couples practiced discussing their support 

needs with one another and then created a “Wish List” for positive acts for their spouse to do 

for them. This was followed by progressive muscle relaxation as a group. Session 4 focused 

on being a good support to one’s partner. Couples discussed changes experienced and 

expressed how their partner could help them make a positive change in their lives (e.g., 

exercise). Progressive muscle relaxation was practiced. Session 5 focused on stress 

management and sexual intimacy. Couples discussed their stress responses, viewed a video 

on sexuality and cancer, engaged in separate couples’ discussion about sexuality, and created 

an intimacy deck, which is a list of activities to increase intimacy. Guided imagery was done 

as a group. Session 6 focused on problem solving. Couples practiced the problem-solving 

model using a cancer-related problem. Session 7 focused on emotion-focused coping and 

included partner-assisted cognitive restructuring practice. The group chose a relaxation skill 

to practice. Session 8 focused on assisting couples in identifying priorities and preparing the 
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couple for the post-treatment “survivorship” phase. Home assignments were given to 

couples after Sessions 1 to 7 (e.g., relaxation practice, granting the wish on one’s partner’s 

Wish List). The ECG manual is available from the study’s first author.

 SG: SG also involved eight 90-minute group sessions led by two therapists. The approach 

was person-centered and supportive in nature (Boy, 1990; Hobbs, 1964). The leaders 

encouraged participants to share their experiences with cancer, to express their emotions 

related to the experience, to voice problems they have in coping with the cancer, and to offer 

support to group members. Commonalities were drawn between members’ experiences. 

Each group had a topic for discussion: learning more about each other, making sure your 

needs are met, challenges with health providers, coping with physical and sexual changes, 

coping with family and friends, dealing with employment and life tasks, and coping with the 

future, and survivorship. No formal or didactic information related to relationship 

communication or coping/stress management was provided. The SG manual is available 

from the study’s first author.

 Group leaders and supervision

Thirty-five interventionists served as leaders. The majority were master’s level social 

workers or psychologists (n = 25) or doctoral level psychologists (n = 8). Ninety-one percent 

had prior group therapy experience and 90% had prior couples’ therapy experience. Leaders 

underwent 6–8 hours of training in the manual-based ECG and equivalent training in SG 

with viewing of videotaped sessions and role play practices of groups. To facilitate treatment 

fidelity, the ECG manual was structured and contained in-session exercises and handouts for 

participants. The SG manual included readings on supportive group therapy and rules 

regarding what was considered supportive (e.g., reflection, transparency, validation) and 

what was not considered supportive (e.g., teaching coping skills).

Telephone supervision was provided after each group session (that is, the supervisor listened 

to all groups in this study). A video-recording was rated by the supervisor using a fidelity 

checklist, and written comments were provided. The ECG fidelity checklist contained 

ratings of whether each topic was addressed and whether home assignments were reviewed. 

The SG fidelity checklist contained ratings of the degree to which each group topic was 

explored and the degree to which supportive techniques were used (e.g., maintaining cancer 

focus, validation, and creating a sense of being understood).

 Outcome Measures

 Anxiety, Depression, and Psychological well-being—Participants completed the 

Anxiety (9 items) and Depression (4 items), and the Well-being (10 items) subscales of the 

Mental Health Inventory-38 (Veit & Ware, 1983). Participants used a 6-point Likert scale to 

rate their feelings over the past month. Internal consistencies for the patient scales ranged 

from .87 (Depression, Time 3) to .93 (Anxiety, Time 4), and internal consistencies for 

spouse scales ranged from .86 (Depression, Time 2) to .95 (Well-being, Time 4)

 Cancer distress—Participants completed the Impact of Events Scale (IES, Horowitz, 

Wilner, & Alvarez, 1979), which is a 21-item measure focusing on intrusive and avoidant 
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ideation associated with a stressor, in this case breast cancer and its treatment. Using a 4-

point Likert scale, participants rated how true each statement was during the past week 

(scale range = 0–75). Internal consistencies ranged from .92 to .94 for patients and from .92 

to .93 for spouses.

 Relationship Satisfaction—Participants completed the Dyadic Adjustment Scale 

(DAS; Spanier, 1975). The DAS is a widely-used 32 item measure of satisfaction with 

intimate relationships. Higher scores indicated more satisfaction. The maximum score is 

151, and the cutoff score that was used to indicate marital distress was 97. Cronbach’s 

alphas ranged from .93 to .94 for patients and spouses.

 Moderator Measures

 Perceived partner unsupportive behaviors (Manne & Schnoll, 2001)—Patients 

completed the 13-item perceived partner unsupportive behaviors scale, which assessed 

patient perceptions of critical responses from the spouse. Internal consistency was .91 for 

patient ratings.

 Cancer distress and relationship satisfaction—Time 1 scores on the measures 

described above were included as moderators in the analyses.

 Covariate Measures

 Demographic measures—Participant age, sex, race were collected.

 Medical variables—Data regarding current disease stage, date of diagnosis, and Eastern 

Cooperative Oncology Group performance status ratings (ECOG; Zubrod et al., 1960) were 

obtained from chart.

 Physical impairment—The 26-item functional status subscale of the Cancer 

Rehabilitation Evaluation System (CARES: Schag & Heinrich, 1988) was used (range = 0–

104). Cronbach’s alpha was .93.

 Treatment evaluation and Treatment Fidelity

 Treatment evaluation—A 21-item version of Borkovec and Nau’s (1972) scale was 

administered after the last group. Using Likert ratings, items assessed how logical and 

successful sessions were, how helpful leaders were, whether the participant learned 

something new, whether topics were important, interesting, and tuned into needs. Coefficient 

alphas for ECG were .81 for patients and .94 for spouses. Alphas for SG were .89 for 

patients and spouses.

 Treatment Fidelity—The ECG checklist was created from the manual. Criteria 

consisted of topics covered in each session, whether in-session exercises were conducted, 

and whether home assignments were given (yes/no). The score consisted of the percentage 

of topics completed. The SG checklist was based on supportive group therapy techniques 

(Novalis et al., 1993, p.58). The checklist consisted of ratings of seven techniques (e.g., 

reflection, validation, draw commonalities) and techniques not consistent with the model 
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(interruption) Occurrence of each technique in 10-minute segments was rated. Rater training 

consisted of a manual and criteria review and practice ratings using a ten sessions previously 

rated by the project manager. For SG, two raters coded together and consensus was reached 

for each code.

 Data Analytic Approach

Dyadic growth models were estimated using multilevel modeling with restricted maximum 

likelihood. In these models, a person’s outcome (e.g., anxiety) at a particular time point was 

predicted to be a function of all main effects and interactions of three variables: the 

treatment condition (ECG versus SG), the person’s role (patient versus spouse), and a linear 

function of time. In addition to these key predictors, patient age, ethnicity (white versus 

nonwhite), cancer stage (0 and 1 versus 2a, 2b, 3a), patient physical impairment, recruitment 

site, and attendance status (yes/no) were treated as covariates. All dichotomous categorical 

predictors were effects coded (i.e., 1, −1), and quantitative predictors, including data 

collection wave, were grand-mean centered, and so the intercepts refer to the grand mean of 

the outcome. Random effects included in the models were random intercepts (i.e., the extent 

to which participants varied in their average responses), the dyadic correlation between the 

intercepts (e.g., if one person was high in average anxiety was the other partner also 

relatively high on average), random slopes for time and the dyadic correlation between the 

slopes (e.g., if one person’s anxiety is increasing over time, is the partner’s anxiety also 

increasing), random residuals, and the dyadic correlation between the residuals (e.g., if one 

person’s anxiety was especially high at a particular assessment point, was the partner’s 

anxiety also especially high).

 Results

 Descriptive Information about Enrollment, Attendance, and Participants

 Enrollment, Attendance, and Attrition—Figure 1 illustrates the study flow. 302 

couples consented and completed a Time 1 survey. Of these 302 couples, 151 were assigned 

to ECG and 151 were assigned to SG. In total, there were 29 ECG groups and 31 SG groups 

conducted. If one partner was not able to attend a group session, the other partner was 

permitted to attend. Twenty-five couples/one partner (16.6%) attended none or one ECG 

session and 27 couples/one partner (17.9%) attended none or one SG session. One hundred 

seven couples/one partner (71%) attended seven or all 8 ECG sessions and 119 couples/one 

partner (79%) attended all eight SG sessions. The average number of group sessions 

attended by one or both partners was 6.2 (SD = 2.99; range 0–8).

Survey completion is shown in Figure 1. Of the 302 couples who completed Time 1 surveys, 

254 patients and 253 spouses completed Time 2 (84.3%), 235 patients and 236 spouses 

completed Time 3 (77.8%), and 215 patients and 214 spouses completed Time 4 (71.2%). 

Attrition analyses comparing patients who completed all surveys with patients who dropped 

after completing Time 1 on available variables indicated that completers were older (t (266) 

= 2.8, p < .01, M completers = 56.7, M dropped = 50.3) and married longer (t (264) = 2.4, p < .

05, M completers = 26.1 years, M dropped = 20.5 years) than drops. Spouse completers were 
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also significantly older than drops (t (264) =3.6, p < .001, M completers = 58.1 years, M

dropped = 52 years).

 Pre-intervention differences and distress characteristics—Table 1 contains 

summary data for the participants by study condition regarding demographic and medical 

characteristics. Multivariate analysis of covariance and chi-square tests, in which hospital 

site served as a covariate, revealed no differences between the two conditions regarding any 

of the demographic or medical variables included in Table 1. However, there were 

significant site differences on all primary outcomes such that one site was significantly 

higher on anxiety, depression, and lower on well-being and relationship satisfaction. To 

account for these site differences, a dichotomous site variable was created in which that 

particular site was coded as 1 and the other sites were coded as −1, and this variable was 

included as a covariate in all analyses.

Table 2 contains the pre-intervention means and standard deviations for the distress 

measures. To determine rates of depression, we used a cutoff of >1.5 SD above the 

normative mean (Veit & Ware, 1983). Using this cutoff, 38.4% of patients and 48.7% of 

spouses had high depressive symptom scores. In terms of cancer distress, the threshold for a 

high IES scores is greater than 19 (Horowitz, 1982). Using this criterion, 72% of patients 

and 54% of spouses scored over the IES threshold of 19 at Time 1 (Horowitz, 1982). DAS 

scores in the distressed marriage range (< 97; Spanier 1975) were low, with only 11% of 

patients and spouses reporting less than 97 at Time 1.

 Treatment evaluation—Patient ratings were high for ECG (item M = 4.3, scale range 

1–5) and SG (item M = 4.2). Spouse ratings were high for ECG (item M = 4.0) and SG (item 

M = 4.2).

 Treatment Fidelity—A random subset of 30% of each session (e.g., 30% of all Session 

1s, 30% of all Session 4s, etc.) were rated for treatment fidelity. For ECG, mean fidelity 

ranged from 88% (Group 1) to 98% (Group 4). For SG, the occurrence of supportive 

interventions and interventions not consistent with supportive interventions (e.g., 

interpretation) was rated for each 10 minute segment. The average percentage of segments 

where leaders engaged in techniques consistent with the model ranged from 1% for skills 

not utilized frequently in this model (transparency; leader self-disclosure) to 99% for skills 

used in most sessions (e.g., reflection, foster emotional expression).

 Intervention effects

Table 3 reports the fixed effect regression estimates for the analyses of the five outcomes. 

Looking first at the effects of the covariates, couples in which the patient was older tended to 

report significantly lower anxiety, depression, and cancer distress, as well as significantly 

higher well-being and relationship satisfaction. Effect sizes as calculated by Cohen’s ds 

ranged from d = .29 for anxiety to d = .55 for well-being. Couples in which the patient was 

white reported significantly higher anxiety (d = .22) and significantly lower well-being (d = .

33). Physical impairment also related to four of the five outcomes such that when the patient 

experienced greater impairment, the couple on average reported significantly greater anxiety, 
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depression, and cancer distress, as well as significantly lower well-being (ds ranged 

between .75 and .81). As noted previously, recruitment site also showed significant effects, 

with one of the six sites having significantly more negative/less positive outcomes (ds 

ranged between .24 and .38). Finally, cancer stage and session attendance did not predict any 

of the outcomes.

The bottom half of Table 3 presents the estimates and tests of the key study predictors: 

condition, role, and time. As can be seen in the bottom four rows of the table, there were no 

main effects or interactions involving treatment condition. For example, the lack of 

condition main effects suggests that there were no statistically significant differences in 

average outcomes by intervention condition, averaging over time and role. Similarly, the 

lack of a condition by time interaction suggests that change over time was similar for ECG 

and SG couples. Indeed, the only significant effects were for the main effects of time and 

role. Specifically, negative outcomes (i.e., anxiety, depression, and cancer distress) decreased 

significantly over time, and well-being increased significantly over time (ds between 1.25 

and 1.74). The two significant role effects indicate that patients reported significantly higher 

anxiety and cancer distress on average than did their spouses (ds .29 and .75 respectively). 

Finally, as shown in Table 3, there were no differences in relationship satisfaction as a 

function of time, role, or treatment condition.

 Moderation Analyses

We examined the extent to which patient status on three variables measured at Time 1 

moderated the effects of the treatment condition. All moderators were grand mean centered, 

and simple slopes analyses used to follow-up significant interactions were estimated for one 

standard deviation above and below the mean on the moderator. The moderator variables 

included the patient’s initial cancer distress, the patient’s perceived partner unsupportive 

behavior, and the patient’s initial relationship satisfaction. Table 4 shows the results for the 

moderation analyses for factors involving treatment condition (e.g., the moderator by 

condition interaction, the moderator by condition by time interaction). Note that although 

not included in Table 4, the moderation models included the same covariates as in the 

primary analyses, as well as all main effects and interactions between treatment condition, 

role, time, and the moderator. Results for the full models are available from the authors.

The patient’s initial level of cancer distress moderated the effect of the treatment condition 

as well as the interaction between treatment condition and role for three of the five 

outcomes. Note that, because time was grand-mean centered, these interactions, which do 

not involve time, assess differences in mean outcomes averaged over time. Looking first at 

the interaction between treatment condition and patient’s initial cancer distress, the same 

cross-over pattern emerged for anxiety (d = .45), depression (d = .29), and well-being (d = .

33), such that when cancer distress was high (i.e., one standard deviation above average) 

average outcomes, averaging over the two partners and time, were more positive in SG 

relative to ECG, but when cancer distress was low, average outcomes were more positive in 

ECG relative to SG. For example, when cancer distress was high the estimated marginal 

mean for anxiety in SG was M = 19.48 (SE = .63), but in ECG, M = 21.49 (SE = .63). In 

contrast, when initial cancer distress was low, the estimated marginal mean for ECG was M 
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= 15.40 (SE = .61) but for SG, M = 16.76 (SE = .62). This interaction is graphed in Figure 2. 

Similarly, for depression, when initial cancer distress was high in SG the estimated marginal 

mean was M = 8.42 (SE = .30) but in ECG the mean was M = 8.96 (SE = .30) and when 

initial cancer distress was low, the mean for ECG was M = 6.73 (SE = .29) but for SG M = 

7.24 (SE = .29). When initial cancer distress was high, positive well-being was higher in SG, 

M = 59.22 (SE = 1.32), than in ECG, M = 56.16 (SE = 1.32), and the pattern was reversed 

when the initial cancer distress was low, ECG M = 64.71 (SE = 1.27) and SG M = 62.43 (SE 

= 1.28).

The interactions between initial cancer distress and treatment condition were somewhat 

qualified by individual role (patient versus spouse) in that there were three significant 

interactions between initial cancer distress, treatment condition, and individual role (ds 

ranged from .30 to .39). The estimated marginal means and standard errors for these 

interactions are presented in Table 5, and the interaction predicting anxiety is graphed in 

Figure 3. In SG, for the two negative outcomes (anxiety, depression) when patient’s initial 

distress was high, the patient’s negative outcomes were considerably higher than the 

spouse’s negative outcomes. In contrast, when the patient’s initial cancer distress was low, 

the spouses’ outcomes were more negative than the patient’s outcomes. The parallel pattern 

emerges for well-being. In ECG, when patient initial cancer distress was high, the patient’s 

outcomes were more negative than the spouse outcomes, but when initial cancer distress was 

low the patients’ and partners’ outcomes were similar. There is one divergence from this 

pattern. For well-being, when initial cancer distress was high, patients and partners in ECG 

were similar in well-being, but when initial cancer distress was low, patient well-being was 

higher than spouse well-being.

Table 4 also shows that the patient’s initial perception of partner unsupportive behavior 

moderated the effect of condition for anxiety (d = .28), but not for the other outcomes. The 

moderated treatment effect for high and low partner unsupportive behavior revealed a pattern 

similar to that found for patient’s initial cancer distress. When the patient’s perceived partner 

unsupportive behavior was high, couples in SG, M = 18.49 (SE = .66), were less anxious on 

average (averaging over person and time) than were couples in ECG, M = 20.22 (SE = .69), 

but when the patient’s perceived partner unsupportive behavior by the spouse was low, 

average anxiety in ECG, M = 16.37 (SE = .69), was lower than in SG, M = 17.03 (SE = .71).

There was also a significant four-way interaction between patient initial perceived partner 

unsupportive behavior, time, treatment condition, and role for anxiety (d = .29; see Figure 

4). Simple slopes analyses indicated that when partner unsupportive behavior was high, 

there was a marginally significant positive interaction between treatment and time for 

patients, b = .328, t (247) = 1.86, p = .064, but when partner unsupportive behavior was low, 

this interaction was significantly negative, b = −.353, t (246) = 2.04, p = .042. Neither 

interaction was significant for spouses. When the patient’s perceived partner unsupportive 

behavior was high, patients decreased in anxiety over time to a greater degree in SG, b = 

−1.575, t (236) = 6.58, p < .001, than in ECG, b = −.920, t (256) = 3.55, p < .001. In 

contrast, when patient perceived unsupportive partner behavior was low, patients in ECG 

dropped more over time, b = −1.114, t (245) = 4.62, p < .001 than in SG, b = −.408, t (247) 

= 1.64, p = .103.
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Finally, when patient’s initial relationship satisfaction was treated as a moderator, 

interactions between initial satisfaction, condition, and time emerged for anxiety (d = .35) 

and well-being (d = .36), but not for the other three outcomes. These interactions, one of 

which is graphed in Figure 5, suggest that although anxiety decreased over time and well-

being increased over time, the patient’s initial relationship satisfaction had a much stronger 

effect in SG relative to ECG. That is, in ECG for patients with high initial relationship 

satisfaction, the change in anxiety over time was b = −.873, t (210) = 4.68, p < .001 and for 

patients in ECG with low initial relationship satisfaction, this change was similar b = −.785, 

t (239) = 3.94, p < .001. In contrast, in SG when the patient reported high initial relationship 

satisfaction both partners showed moderate decreases in anxiety over time, b = −.542, t (212) 

= 2.90, p = .004 but when initial relationship satisfaction was low, this decrease was 

especially strong, time b = −1.481, t (223) = 7.71, p < .001. The same pattern emerged for 

well-being, ECG with high initial relationship satisfaction, time b = 1.728, t (214) = 5.21, p 
< .001, ECG with low initial relationship satisfaction, time b = 1.513, t (241) = 4.31, p < .

001, SG with high relationship satisfaction, time b = .958, t (215) = 2.88, p = .004, SG with 

low initial relationship satisfaction, time b = 2.622, t (224) = 7.72, p < .001.

 Discussion

This article is the first to report the results of a randomized, controlled couple-focused group 

intervention comparing two group therapy approaches for women treated for localized breast 

cancer and their spouses. The strength of this randomized controlled clinical trial included 

multilevel analyses which evaluated the impact of the interventions on dyads, the close 

attention to treatment fidelity to each model with weekly supervision, and the one year 

follow-up. The results did not support the study’s primary hypothesis. Depression, anxiety, 

and cancer distress declined and well-being improved for couples enrolled in both ECG and 

SG. That is, neither treatment was superior in terms of reduction of distress or improvements 

in well-being, and the effect sizes for these changes over time were quite large. Our results 

were not consistent with our moderator hypothesis that ECG would have stronger effects for 

more distressed patients. Rather, each group intervention was more effective for patients 

with different personal and relationship characteristics. Among patients reporting higher 

levels of pre-intervention cancer distress, average anxiety and depression were lower among 

SG couples than ECG couples over the one year time period patients were followed. 

However, when pre-intervention patient cancer distress was low, average anxiety and 

depression were lower among ECG couples relative to SG couples. The same effects were 

seen when psychological well-being was examined. Moreover, a similar pattern was 

illustrated when the moderator effect for pre-intervention patient-reported marital 

satisfaction was examined as a moderator and anxiety and well-being were evaluated as 

outcomes. For pre-intervention perceived unsupportive partner behavior, the same result was 

seen for anxiety: When patients’ perceived unsupportive partner behavior was high, average 

anxiety was lower in SG than in ECG, but when patients’ unsupportive partner behavior was 

low, anxiety was lower in ECG than in SG. Furthermore, when patients’ perceived 

unsupportive behavior was high, it was the patients in SG who decreased most in anxiety 

over time, but when patient’s perceived unsupportive behavior was low, the patients in ECG 

decreased in anxiety over time to a greater degree than patients in SG. This consistent 
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pattern for anxiety, and to a lesser extent, for well-being, indicates that the SG was more 

effective for couples in which the patient reported more individual distress and/or 

relationship distress, and the skill-based ECG was more effective for couples in which the 

patient was not distressed, either individually or in their relationship. In terms of clinically-

meaningful effects, the moderator effect sizes were consistently in the small to moderate 

range in size. Thus, our results suggest that the moderator effects may represent a clinically-

significant change.

There are several studies indicating that distressed cancer patients may benefit more from 

psychological interventions (Helgeson, Lepore, & Eton, 2006; Scheier et al., 2007), but 

these studies evaluate individual therapy rather than group- or couple-based therapy. 

However, there is very little known about putative moderators for either group-based or 

couple-based approaches for cancer patients. Helgeson and colleagues (2000) compared an 

educational group with a peer-led discussion group for women diagnosed with early stage 

breast cancer. They found that educational groups showed greater benefits on the physical 

fu55nctioning of women who started the study with fewer psychological resources as 

compared with women with more psychological resources. They also found that peer-led 

discussion groups were helpful for women who lacked support from their partners or 

physicians, but harmful for women who had high levels of support. In our prior study 

evaluating the couple-focused skill-based group intervention which is similar in the 

approach used in the ECG, we found that the skill-based intervention had stronger effects on 

women who began the group experience with higher levels of perceived partner 

unsupportive behavior (Manne et al., 2005). When hypothesizing about the reasons why SG 

was more effective among couples where the patient was more distressed, less supported by 

her spouse, and/or less satisfied with her relationship, the explanation may lie in the SG’s 

processes and goal. The primary goal of SG was to foster the expression of feelings about 

the cancer experience, facilitate group support, and provide validation, reassurance, and a 

greater understanding among group members that they have experiences in common. There 

was a great deal more interaction between group members in SG as compared with ECG. 

Thus, distressed patients in SG may be able to obtain desired reassurance and support from 

other group members – both from other patients and other patients’ spouses. Patients 

reporting unsupportive responses from their spouse may be able to bolster their perceived 

support from other group members. Spouses who are unsupportive (perceived as such by the 

patient) may be able to observe other spouses providing empathy, validation, and support to 

both their own partner and other patients in the group. Because ECG was skill-based and 

couples practiced skills separately with one another during the group sessions, couples did 

not engage in group discussions where observing other couples interact was possible. 

Although an in-depth examination of group therapy processes is beyond the scope of this 

study, our preliminary results suggest that group engagement as measured by the Group 

Climate Questionnaire (GCQ; MacKensie, 1983) (e.g., the degree to which the group is 

characterized by mutual liking and caring, and by collaborative, problem solving efforts, 

active participation, and self-disclosure) and group support as measured by the Emotional 

Support Scale (Zimet et al., 1988) adapted for a group format (J. Johnson, personal 

communication, June 1, 2006) (defined as the degree of emotional support offered by the 

group to the participant) was significantly higher among patients and partners in SG as 
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compared with ECG. In addition, group avoidance as measured by the GCQ (defined as the 

degree to which members are dependent on the leader, experience remoteness from other 

group members, and conform to norms) and the group conflict as measured by the GCQ 

(defined as friction and anger between group members) was rated significantly lower by SG 

participants than by ECG participants. These findings suggest that SG may have reduced 

distress among the most distressed patients due to offering them opportunities to express 

their feelings and obtain support. However, the exact reasons will require future attention to 

possible mediators.

It was interesting to note that ECG was more effective than SG for patients who had less 

psychological distress, among patients who perceived that their partners were less 

unsupportive, and among patients who reported higher levels of marital satisfaction. These 

findings are surprising in light of the fact that ECG’s focus was on enhancing relationship 

communication skills, dyadic problem solving, partner-assisted cognitive restructuring, and 

couples’ stress management, which would be important therapeutic targets for distressed 

women and/or women reporting less marital satisfaction. Future analyses evaluating the 

impact of ECG and SG on relationship communication may shed light on the reasons for this 

finding.

Before closing, it is important to point out limitations and future directions. Most 

importantly, we had a high rate of study refusal. There was also a relatively high rate of 

couples who dropped from the ECG and SG conditions before the groups began. While 

couples’ completion of seven to eight groups was acceptable (71–79%), it was not as high as 

anticipated. Participants were significantly younger and diagnosed a shorter period of time 

than study refusers. In addition, participants who completed all study surveys were older and 

married longer than participants, and their spouse were also older. This attrition may have 

affected the study’s results. Overall, the relatively high rate of drop and refusal raises 

concern about the acceptability of a couple-focused group intervention model for women 

with early stage breast cancer. A second limitation regards our sample composition, which 

was comprised of primarily Caucasian, relatively well-educated, and primarily heterosexual 

couples. Our intervention may have had a different impact for less educated, minority, or 

same-sex couples. Third, due to the large number of analyses that would have been required, 

we did not assess possible moderators such as patient emotional expressivity or coping 

strategies (Manne et al., 2007a), partner characteristics (e.g., partner distress) , or medical 

characteristics (e.g., disease stage). Fourth, the study did not include a no-treatment control 

condition. Thus, it is impossible to discern whether reductions in distress and improvements 

in well-being over time shown would have been found whether or not we intervened with the 

couples. Fifth, because the majority of spouses were men and all patients were women, the 

findings confounded sex and role. Future research should examine treatment effects for these 

couple-focused group interventions among a patient population that is comprised of mixed 

sex (e.g., colorectal cancer). Finally, we did not control for multiple comparisons, which 

may have inflated the significant findings.

The results of this study suggest that different couple-focused group intervention approaches 

may be a better “fit” for certain types of patients and add to the growing literature that “one 

size fits all” is not the case for psychotherapy for cancer patients (Helgeson, Lepore & Eton, 
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2006; Manne et al., 2007b; Scheier et al., 2007). Patients exhibiting greater distress and 

relationship dissatisfaction may benefit from a group support therapy, while those patients 

exhibiting less distress in more satisfying relationships may benefit from a more structured 

skill-based couples group. Future research should evaluate potential psychological 

mechanisms for the intervention effects, particularly indicators of group therapy processes, 

and whether our intervention is efficacious among women with other types of cancer and 

women with more advanced stages of cancer. Future work should also consider focusing on 

distressed patients or partners and/or distressed relationships. We did not screen for 

distressed individuals or distressed relationship, and less than half of the patients and 

partners endorsed elevated depressive symptom scores. Our results may have differed if 

distress levels among all group members were higher.
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Figure 1. 
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Figure 2. 
Interaction between treatment condition and patient’s initial cancer distress predicting 

anxiety. For mean comparisons * p < .05, ** p < .01
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Figure 3. 
Interaction between treatment condition, patient’s initial cancer distress, and role (patient vs. 

spouse) predicting anxiety. For mean comparisons within level of distress * p < .05, ** p < .

01
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Figure 4. 
Interaction between treatment condition, role (patient vs spouse), and perceived partner 

unsupportive behavior predicting anxiety. Slopes are significantly different from zero if * p 

< .05, ** p < .01
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Figure 5. 
Interaction between treatment condition, time, and patient’s initial relationship satisfaction 

predicting anxiety. All simple slopes are significantly different from zero.
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Table 1

Pre-Intervention Demographic and Disease Information by Intervention Group

SG ECG

Variable Patients
(n= 151)

Spouses
(n= 151)

Patients
(n= 151)

Spouses
(n=151)

Age (years) 54.4 (9.9) 55.5 (11.1) 55.8 (10.9) 57.1 (11.6)

Sex

  Female 151 (100) 0 (00) 151 (100) 2 (1.4)

  Male 0 (0) 151 (100) 0 (0) 149 (98.6)

Race

  Non-hisp white 130 (86.1) 121 (80.1) 129 (85.4) 128 (84.1)

  Black 14 (9.3) 13 (8.6) 12 (7.9) 13 (8.6)

  Asian 1 (0.7) 1 (0.7) 2 (1.3) 2 (1.3)

  Hispanic 4 (2.6) 11 (7.3) 6 (4.0) 4 (2.6)

  Hawaiian/Pacific 1 (0.7) 0 (0) 1 (0.7) 0 (0)

  Islander

  Other 1 (0.7 3 (2.0) 1 (0.7) 2 (1.3)

  Missing 0 (0) 2 (1.3) 0 (0) 2 (1.3)

Years of education

  < college 60 (39.7) 59 (39.1) 67 (44.4) 67 (44.3)

  > college 89 (58.9) 92 (60.0) 84 (55.6) 82 (54.3)

  Missing 2 (1.3) 0 0 2 (1.3)

Median income $100,000 $100,000 $95,000 $95,000

Relationship Length
(years)

23.7 (13.3) 25.5 (15.5)

Employment

  Full-time 67 (44.4) 96 (63.6) 55 (36.4) 90 (59.6)

  Part-time 18 (11.9) 7 (4.6) 19 (12.6) 8 (5.3)

  Not working 65 (43.0) 45 (27.8) 77 (50.9) 51 (31.1)

  Missing 1 (0.7) 3 (2.0) 0 (0) 1 (.7)

Psych. Care (yes) 75 (49.7) 19 (12.6) 147 (48.7) 29 (19.2)

ECOG rating

  0 132 (87.4) 135 (89.4)

  1 14 (9.3) 12 (7.9)

  Missing 5 (3.3) 4 (2.6)

Stage of disease

  0 42 (27.8) 37 (24.5)

  1 56 (37.0) 67 (44.3)

  2 47 (32.1) 38 (25.2)

  3a 6 (4.0) 9 (5.6)

Months since dx 4.8 (2.5) 4.9 (2.5)

  Range < 1 −13.6 1 – 13.6

Surgery
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SG ECG

Variable Patients
(n= 151)

Spouses
(n= 151)

Patients
(n= 151)

Spouses
(n=151)

  Mastectomy 74 (49.9) 82 (54.3)

  BCS 77 (51.0) 69 (45.7)

Current treatment

  None 74 (49.0) 70 (46.4)

  Chemotherapy 46 (30.5) 39 (25.8)

  Radiation 27 (17.9) 32 (21.2)

  Chemo/Rad 2 (1.3) 3 (2.0)

  Missing 2 (1.3) 7 (4.6)

Hospital Site

  Bryn Mawr 6 (4.0) 6 (4.0)

  Christiana 74 (49.0) 75 (49.7)

  CINJ 6 (4.0) 5 (3.3)

  Cooper 16 (10.6) 17 (11.3)

  FCCC 33 (21.9) 35 (23.2)

  Virtua 16 (10.6) 13 (8.6)

Note. Numbers in parentheses are percentages for categorical variables and standard deviations for continuous variables (age, relationship length). 
Sample sizes are pre-intervention figures. Dx = diagnosis, BCS = breast-conserving surgery, CINJ = Cancer Institute of New Jersey, FCCC = Fox 
Chase Cancer Center
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Table 2

Means and Standard Deviations for Study Outcomes by Intervention Group

SG ECG

Variable Patients Spouses Patients Spouses

Depression

  Time 1 8.8 (3.4) 8.4 (3.2) 8.9 (3.5) 8.4 (3.5)

  Time 2 7.8 (2.9) 7.3 (2.9) 7.6 (3.2) 7.4 (2.8)

  Time 3 7.4 (2.9) 7.0 (2.8) 7.2 (3.0) 7.1 (2.9)

  Time 4 7.2 (2.9) 6.7 (2.5) 7.3 (3.6) 7.0 (3.0)

Anxiety

  Time 1 20.5 (8.0) 19.1 (6.9) 21.1 (8.2) 19.3 (7.1)

  Time 2 18.4 (6.9) 17.0 (5.7) 18.7 (7.2) 17.7 (6.4)

  Time 3 18.0 (7.4) 16.4 (5.7) 17.6 (6.8) 17.2 (6.4)

  Time 4 17.2 (6.0) 15.6 (4.7) 17.8 (7.1) 16.4 (6.3)

Cancer Distress

  Time 1 33.5 (21.6) 26.1 (19.0) 33.9 (21.9) 24.2 (18.7)

  Time 2 26.3 (20.4) 19.2 (17.0) 25.6 (19.3) 18.4 (16.8)

  Time 3 20.8 (18.8) 15.6 (15.7) 22.6 (19.8) 15.3 (15.0)

  Time 4 20.6 (18.2) 14.1 (14.1) 19.3 (20.5) 13.4 (14.7)

Well-being

  Time 1 57.4 (13.3) 56. 9 (12.1) 57.0 (13.7) 56.5 (13.5)

  Time 2 61.0 (12.4) 60.4 (11.7) 61.5 (12.8) 59.7 (12.4)

  Time 3 62.3 (11.8) 61.2 (12.5) 62.9 (12.7) 61.9 (11.0)

  Time 4 62.7 (11.1) 62.1 (12.5) 62.4 (13.2) 62.4 (12.1)

Relationship Satisfaction

  Time 1 116.9 (16.3) 116.9 (16.8) 115.9 (18.0) 116.7 (17.2)

  Time 2 119.4 (15.5) 119.1 (17.0) 121.3 (14.5) 118.9 (17.0)

  Time 3 117.7 (16.1) 119.9 (14.8) 120.3 (14.6) 120.3 (11.0)

  Time 4 117.3 (15.1) 118.3 (15.4) 119.6 (17.7) 119.1 (16.8)
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Table 5

Estimated marginal means and standard errors describing the three-way interaction between patient initial 

cancer distress, treatment condition, and role

ECG SG

Patient Spouse Patient Spouse

M (SE) M (SE) M (SE) M (SE)

Anxiety

Initial CD High 22.55 (0.73) 20.43 (0.77) 21.92 (0.73) 17.04 (0.78)

Initial CD Low 15.37 (0.70) 15.42 (0.77) 15.48 (0.71) 18.03 (0.76)

Depression

Initial CD High 9.32 (0.33) 8.61 (0.37) 9.24 (0.33) 7.60 (0.37)

Initial CD Low 6.61 (0.32) 6.86 (0.37) 6.67 (0.32) 7.80 (0.36)

Well-Being

Initial CD High 56.21 (1.42) 56.12 (1.52) 57.30 (1.42) 61.15 (1.53)

Initial CD Low 66.15 (1.37) 63.27 (1.50) 65.42 (1.38) 59.44 (1.49)

Note. CD = Cancer Distress.
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