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Abstract

The present study evaluated intimacy as a mechanism for the effects of holding back sharing 

concerns about cancer on couples’ psychological distress, well-being, and marital satisfaction 

using the actor-partner interdependence model (APIM), and evaluated 2 possible moderators of 

these associations: the number of patient and spouse cancer concerns. We had 139 men treated for 

localized prostate cancer in the past year and their spouses complete surveys about holding back 

sharing cancer concerns, intimacy, distress, and relationship satisfaction, as well as patient and 

spouse cancer concerns. APIM-indicated that the association between holding back sharing 

concerns, and patient and spouse distress, well-being, and relationship satisfaction could be 

partially accounted for by their influence on patient and spouse perceptions of relationship 

intimacy. The number of cancer concerns did not moderate the mediational model. Holding back 

has strong associations with both partners’ well-being and distress. Holding back sharing concerns 

was particularly detrimental for couples’ intimacy and relationship satisfaction.

Correspondence concerning this article should be addressed to Sharon L. Manne, Rutgers Cancer Institute of New Jersey, 195 Litde 
Albany Street, New Brunswick, NJ 08903. mannesl@cinj.rutgers.edu. 
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The diagnosis and treatment of prostate cancer can affect both patients’ and spouses’ 

psychological functioning. Along with the emotional and practical challenges that 

accompany the diagnosis of any type of cancer, the long-term treatment effects of prostate 

cancer, particularly impaired sexual functioning and urinary incontinence (Burnett et al., 

2007; Gacci et al., 2009), can pose a significant psychological challenge for patients 

(Trinchieri, Nicola, Masini, & Mangiarotti, 2005). For men, the loss of sexual functioning, 

which can be permanent, is a significant concern (Penson et al., 2005). Prostate cancer also 

can impose an emotional toll on spouses. Studies have suggested that spouses of men 

diagnosed with prostate cancer report high levels of psychological distress (Couper et al., 

2006). Specific concerns about the patient’s side effects (Winters-Stone, Lyons, Bennett, & 

Beer, 2014), relationship satisfaction (Manne, Badr, Zaider, Nelson, & Kissane, 2010), and 

sexual satisfaction (Garos, Kluck, & Aronoff, 2007) contribute to spouse distress. Unlike 

other cancers, which indirectly impact the spouse, prostate cancer can directly impact 

spouses. For couples who had an active sex life prior to the diagnosis, changes in patients’ 

sexual functioning may adversely affect spousal quality of life. Recent studies have 

suggested that marital quality may decline after diagnosis, particularly as perceived by 

female spouses (Couper et al., 2006). Primary relationships are challenged by stressors such 

as completing medical care, dealing with changes in personal priorities, managing one’s own 

and one’s spouse’s distress, solving novel medical issues, and attempting to maintain a sense 

of relationship “normalcy” (Malcarne et al., 2002).

Open marital communication, typically defined as sharing worries and concerns with one’s 

spouse, is critical to managing these stressors effectively. Qualitative studies have described 

the importance of open communication (Wootten et al., 2014), and quantitative studies have 

suggested that open communication is associated with higher patient and spouse quality of 

life and marital satisfaction (Song et al., 2012). Despite the known importance of open 

communication in maintaining the well-being of both prostate cancer patients and their 

primary relationships, couples may struggle to communicate effectively about their 

challenges (Langer, Brown, & Syrjala, 2009). Qualitative research has shown that men may 

hold back sharing concerns about erectile dysfunction and other physical changes to their 

wives, and wives may also hold back discussing their worries and concerns (Garos et al., 

2007; Hawes et al., 2006; Wootten et al., 2014). The only quantitative study evaluating the 

role of holding back sharing concerns in distress and well-being among couples coping with 

prostate cancer found that holding back was associated with greater distress for patients and 

spouses (Manne et al., 2010).

Relationship Intimacy Model of Cancer Adaptation

The relationship intimacy model of cancer adaptation (RIM; Manne & Badr, 2008) proposes 

that relationship communication influences couples’ individual and relationship functioning 

by its effects on relationship intimacy. This model integrates several theories including the 
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relationship intimacy process theory (Reis & Patrick, 1996), relationship resilience theory 

(Stafford & Canary, 1991), and behavioral exchange marital theory (Gottman et al., 1976). 

An integrative model better addresses the complex dynamics of how couples manage a 

traumatic life stressor such as cancer (Manne & Badr, 2010). RIM proposes that both 

relationship-enhancing and relationship-compromising communications between partners 

influence couples’ psychological adaptation to cancer and relationship satisfaction via their 

impact on relationship intimacy. Relationship-enhancing behaviors include three categories: 

(a) perceived self- and partner disclosure about cancer concerns; (b) perceived responses by 

one’s partner’s to these disclosures in an understanding manner; and (c) relationship 
engagement, defined as an awareness that one partner’s cancer poses a threat to the 

relationship and the impact should be discussed and managed as a team and the degree to 

which partners maintain important relationship activities during the illness. Relationship-

compromising behaviors include three categories: (a) critical responses, (b) pressure 

withdrawal, and (c) avoidant behaviors such as conveying discomfort when cancer is 

broached and/or holding back sharing concerns to avoid conflict or burden one’s partner. 

Aspects of the REM have been evaluated. Intimacy has been shown to mediate the 

association between self-disclosure and relationship satisfaction and/or distress (Manne, 

Badr, & Kashy, 2012; Manne et al., 2010). Similar findings have been reported for perceived 

partner disclosure (Manne et al., 2010). Greater cancer-specific relationship awareness and 

discussion about cancer’s relationship impact are associated with greater intimacy among 

couples coping with breast cancer (Manne, Siegel, Kashy, & Heckman, 2014). In terms of 

relationship-compromising communication, intimacy has been shown to mediate the 

association between perceived criticism and pressure withdrawal and partners’ distress 

(Manne et al., 2010).

In comparison with other communication behaviors included in the RIM, holding back has 

received less attention. One reason is that holding back is not visible to one’s partner 

because partners cannot see what is not being shared and must detect that it is occurring. 

Thus, effects on one’s partner are less reliably assessed. Research has indicated that 

romantic partners perceive, either accurately or inaccurately, when the other partner is 

holding back (Impett et al., 2012; Impett, Le, Kogan, Oveis, & Keltner, 2014). Holding back

—either on the part of the person engaging in it or the person who perceives or is not aware 

that the other person is engaging in it—may be costly for both partners and the relationship. 

Holding back entails suppression of emotions and a reduction in authenticity (English & 

John, 2013) and/or not acting in a way that is congruent with inner feelings, attitudes, and/or 

beliefs (Sheldon, Ryan, Rawsthorne, & Ilardi, 1997). For these reasons, holding back is 

associated with greater distress (English, 2009), relationship dissatisfaction (Butler et al., 

2003; Impett et al., 2012), and fewer positive emotions toward one’s partner (Butler et al., 

2003); and heightened cardiovascular responding (Butler et al., 2003) on the part of the 

individual engaging in this behavior. Because authenticity fosters trust (Kernis, 2003), 

holding back feelings on the part of one partner has a detrimental impact on the other partner 

in terms of greater less perceived rapport with the person holding back (Butler et al., 2003), 

and relationship dissatisfaction and conflict (Impett et al., 2014). In the cancer context, 

holding back compromises intimacy because it may impede the opportunity for feeling 

supported, increases the isolation that can accompany a cancer diagnosis, interferes with 
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solving problems, and/or reduces the likelihood that couples maintain a “we” approach to 

coping with cancer (Manne & Badr, 2008). The one study mat evaluated whether intimacy 

mediated the association between holding back and distress among couples coping with 

prostate cancer did not support this hypothesis (Manne et al., 2010).

In the present study, previous work is extended. First, we expanded the examination of the 

associations between holding back, intimacy, and outcomes beyond psychological distress 

by including global well-being and relationship functioning. We evaluated well-being and 

distress separately because positive and negative aspects of emotional functioning are known 

to be separate domains of experience with separate predictors/correlates (Reich, Zautra, & 

Davis, 2003). Second, we included a larger sample size to evaluate a possible moderator of 

the associations between holding back sharing concerns, intimacy, and psychological and 

relationship outcomes. We evaluated the level of patient and partner concerns as an 

exploratory moderating variable. It was proposed that, among patients and partners 

endorsing high levels of concerns, holding back would be more detrimental for intimacy and 

psychological and relationship outcomes because these individuals were experiencing more 

stressors that they are suppressing and not sharing with their loved one.

This study had three aims. The first aim was to examine levels of holding back among 

couples and to evaluate the role of a person’s perceptions of holding back on his or her own 

and his or her spouse’s intimacy. We hypothesized that (a) spouses would report more 

holding back than patients, (b) holding back sharing concerns about the sexual relationship 

would be common, and (c) more holding back would be related to lower levels of one’s own 

and one’s partner’s intimacy. The second aim was to examine relationship intimacy as a 

mechanism for the associations between holding back on well-being, distress, and 

relationship satisfaction. We hypothesized that intimacy would mediate the association 

between holding back and psychological and relationship outcomes, with both significant 

actor and partner effects (e.g., couple effects). The exploratory aim was to evaluate a 

moderating effect for the level of patient and partner cancer concerns in the mediation 

model. We examined whether holding back had a stronger association across outcomes 

among patients and/or spouses endorsing more concerns.

Our analyses incorporated actor-partner interdependence modeling. Ledermann, Macho, and 

Kenny (2011) proposed an extension of the actor-partner interdependence model (APIM; 

Kenny, Kashy, & Cook, 2006) that can be used to estimate and test mediational processes in 

dyadic data. In this model, the effect of a person’s input (X1) on his or her outcome (Y1), 

which is called the person’s actor effect, can be mediated by his or her own standing on the 

mediator variable (M1) as well as his or her partner’s standing on the mediator (M2). In the 

present study (shown in Figure 1), the effect of a person’s holding back (X1) on his or her 

outcome (Y1; e.g., well-being), can be mediated by his or her own standing on intimacy 

(M1) as well as his or her partner’s standing on intimacy (M2). In other words, the effect of 

the patient’s holding back on his own well-being may be mediated by his own intimacy or 

by his spouses’ intimacy, and likewise the effects of the spouse’s holding back on the 

spouse’s well-being may be mediated by either her own intimacy or the patient’s intimacy. 

The partner effect in the APIM also may be mediated via the actor’s or partner’s standings 

on the mediator. That is, the effect of the person’s holding back (X1) on his or her partner’s 
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well-being (Y2) may be mediated by either the person’s intimacy (M1) or the partner’s 

intimacy (M2). Therefore, the effect of the spouse’s holding back on the patient’s well-being 

may be mediated by the spouse’s intimacy or it may be mediated by the patient’s intimacy. 

Likewise, the effect of the patient’s holding back on the spouse’s well-being may be 

mediated by the patient’s intimacy or the spouse’s intimacy. Examining the specific dyadic 

paths of mediation is a unique approach that has considerable potential to provide insights 

into dyadic, couple-level processes for patients and their spouses. For example, if one 

person’s holding back is associated with their own as well as their spouse’s intimacy, and/or 

the person’s intimacy is associated with both their own and their spouse’s distress, we learn 

that the effects of holding back have influences on both partners, and on the couple, rather 

than solely on the individual holding back.

Method

Participants

The sample was comprised of men diagnosed with localized prostate cancer who were seen 

at four medical centers in the Northeastern United States. These data were collected as part 

of a randomized clinical trial (RCT) of two couple-focused counseling interventions 

(Manne, unpublished data). Eligibility for the RCT were, surgery and/or radiation treatment 

for nonmetastatic prostate cancer in the last year, Eastern Cooperative Oncology Group 

(ECOG) performance status score of 0 or 1 (Oken et al., 1982), married or living with a 

significant other of either gender (cohabiting for a year or more), and either patient or spouse 

had elevated cancer-specific distress, a score at recruitment ≥ 15 (patient) or ≥ 16 (partner) 

on the Impact of Events Scale (IES; Horowitz, Wilner & Alvarez, 1979), 18 years of age or 

older, did not have a hearing impairment, and lived within a 2-hr commuting distance of the 

center.

Among the 1,844 patients approached and asked to complete the IES screening measure, 

1,610 patients and/or partners completed the IES screener (84.6%). Of these 1,610 couples, 

841 couples did not meet the IES eligibility criterion (52.2%). Of the 769 eligible couples, 

651 refused (81.8%) and 145 signed a consent form (18.2%). Of these 145 couples, 139 

completed a survey. Overall, the acceptance rate among eligible couples (139/796) was 

17.4%. The most common reasons for refusal were that they thought the study would take 

“too much time” (18%) and that they would not benefit from participation (13%). 

Comparisons were made between patient participants and refusers on available data (i.e., 

age, Gleason score, time since diagnosis, cancer stage). Results indicated that participants 

were significantly younger, t(320) = 3.6, p < .001; Mrefusers = 63.8, Mparticipants = 59.8, and 

had been diagnosed for a longer period of time, t(320) = 3.5, Mrefusers = 6.44 months, 

Mparticipants = 8.26 months.

Procedures

Letters were sent to participants. Next, they were seen during an outpatient visit or contacted 

by telephone. The patient was first administered the IES. If the patient met screening 

eligibility, the couple was invited to participate. If the patient did not meet screening 

eligibility, the spouse was contacted and screened. If the spouse was eligible, the couple was 
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invited to participate. If interested, they were provided with an informed consent and the 

questionnaire to return by mail. If the consent and survey were not returned within 2 weeks, 

participants were contacted. Participants were followed up by telephone weekly until the 

consent and survey were returned. If the material was not returned after 2 months, a 

reminder letter was sent. If the material was not returned after 3 months, the participant was 

considered a study refuser. Participants signed an informed consent form approved by their 

institution’s Institutional Review Board.

Measures

Demographic information—Age, ethnicity, gender, education level, income, 

occupational status, relationship (married, cohabiting) and length of marriage/relationship 

were collected.

Medical information—Gleason score, cancer stage, and time since diagnosis were 

collected from the medical chart. Current erectile function was evaluated using the erectile 

functioning sub-scale of the International Index of Erectile Function (ITEF-EF; Rosen et al., 

1997). Five items were rated on 5- and 6-point Likert scales (0 = no sexual activity to 5 = 

always; Cronbach’s α = .94). Urinary function was assessed with the urinary function 

subscale of the Prostate Cancer Index (Litwin et al., 1998). Five items were rated on a 4-

point Likert scale (0 = everyday to 4 = not at all; Cronbach’s α = .84).

Holding back sharing concerns—A 10-item measure adapted from Pistrang and 

Barker (1995) was used. Participants rated how much they held back talking to their partner 

about 10 cancer-related problems in the past week on a scale of 0 to 5 (0 = not at all to 5 = 

great deal) with higher scores indicating greater levels of holding back. Internal consistency 

reliabilities in the present study, α = .88 for patients and α = .87 for spouses, were similar to 

prior research (Manne et al., 2010).

Mediator

Relationship intimacy—The Personal Assessment of Intimacy in Relationships (PAIR; 

Schaefer & Olsen, 1981) is a seven-item scale (1 = strongly disagree to 5 = strongly agree) 

assessing emotional closeness. It has been used in studies of intimacy among healthy 

married couples (Talmadge & Dabbs, 1990). The scale has demonstrated good internal 

consistency in previous work focusing on prostate cancer patients (Manne et al., 2010). 

Internal consistencies were: αs = .88 for patients and spouses.

Outcomes

Well-being—The Positive Well-Being subscale of the Mental Health Inventory −38 (Veit & 

Ware, 1983) was used. This 14-item scale assessed life satisfaction, hope for the future, 

enjoyment of life, and ability to relax. Participants used a 6-point Likert scale (6 = none of 
the time to 1 = all of the time) to rate their feelings over the past month. Higher scores 

indicated greater well-being. Internal consistencies were: αs = .94 for patients and spouses.

Distress—The Psychological Distress subscale of the Mental Health Inventory −38 (Veit & 

Ware, 1983) was used. This 24-item scale assessed anxiety, depression, and lack of 

Manne et al. Page 6

J Fam Psychol. Author manuscript; available in PMC 2017 January 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



behavioral and emotional control. Participants used a 6-point Likert scale (6 = none of the 
time to 1 = all of the time) to rate their feelings over the past month. Higher scores indicated 

more distress. Internal consistencies were: αs = .94 for patients and spouses.

Relationship satisfaction—The well-validated 32-item Dyadic Adjustment Scale (DAS) 

is the most widely used measure of relationship satisfaction (Spanier & Filsinger, 1983). 

Scores can range from 0 to 151; scores below 97 indicate relationship distress. Internal 

consistencies were: αs = .94 for patients and spouses.

Moderators

Number of cancer concerns (both partners)—Participants were asked to rate 10 

cancer-related concerns (the same concerns on the holding back measure) on a 5-point 

Likert scale (1 = not at all to 5 = great deal). Patients rated their concerns about their own 

symptoms and spouses rated concerns about the patient’s symptoms. The score reflected the 

number of concerns for each participant rated somewhat, very, or extremely concerned. 

Totals could range from 0 concerns rated above somewhat to 10 concerns rated above 

somewhat.

Results

Descriptive Information on the Study Sample

The sample consisted of 139 couples, and descriptive statistics for demographic and medical 

variables are presented in Table 1. The mean age of patients was 61 years and spouse 57 

years. The majority was White, non-Hispanic, and had completed a college degree or higher 

education. Most couples were married (given the specific meaning of “partner” in the APIM, 

for clarity of presentation, we refer to the partners as spouses regardless of actual marital 

status). The average time since diagnosis was 8 months. Sixteen percent of the sample had 

higher risk disease (more likely to show cancer progression; Gleason score ≥ 8).

The average DAS scores for patients (M = 116.6, SD = 16.6, Mdn = 119, range = 70–148) 

and spouses (M = 113.4, SD = 18.7, Mdn = 118, range = 36–145) were not significantly 

different than published means for married couples (M = 114.8, SD = 17.8) in the general 

population (Spanier, 1976). Approximately 19.3% of patients and 21.6% of spouses reported 

DAS scores below 97, indicating low levels of marital satisfaction. In terms of the level of 

cancer—specific distress when couples screened into the trial, in 98 cases (70.5%), only the 

patient was above the distress criterion, in 26 cases (18.7%) only the spouse was above the 

distress criterion, and in 15 cases (10.7%), both partners were above the distress criterion.

Descriptive Information and Demographic and Medical Correlates of Holding Back

Table 2 presents patient and spouse holding back means for each cancer-related concern. 

Table 3 presents the descriptive information for variables included in the models. Patients 

were most likely to hold back sharing concerns about their sexual relationship and the 

relationship in general. Spouses were most likely to hold back about disease progression/

death and their sexual relationship. Patients were least likely to hold back about their jobs 

and finances. Spouses were least likely to hold back about relationships with other family/
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friends and dissatisfaction with the patient’s bodily appearance. Overall, spouses reported 

significantly more holding back than patients, which was associated with a moderate effect 

size.

Average levels of patient’s holding back in the present study (M = 1.7) were higher than the 

previous work with prostate cancer patients (M = 1.1, SD = 1.03; Manne et al., 2010), and 

slightly higher than spouse-reported holding back (M = 1.47, SD = 1.06). Comparisons of 

patients’ and spouses’ responses indicated that patients were more likely to hold back 

sharing concerns about finances and their job, while spouses were more likely to hold back 

sharing concerns about physical symptoms, cancer treatment, emotional reactions to cancer, 

and fears of disease progression. Effect sizes for significant differences ranged from small 

(physical symptoms) to moderate (fears of recurrence).

Among patients, higher levels of holding back were associated with younger age, r = −.19, p 
< .05, and a shorter relationship, r = −.22, p < .01. Among spouses, higher levels of holding 

back were associated with a shorter relationship, r = −.26, p < .05. Medical variables were 

not associated with patient or spouse holding back, distress, or well-being, or relationship 

satisfaction and not included in the mediation models.

Descriptive Analyses of Associations Between Specific Topics of Holding Back and 
Intimacy

To examine differences in the associations between holding back sharing different concerns 

across outcomes, Pearson correlations were examined. Results are shown in Table 4. For 

patients, across all outcomes, the strongest associations were with concerns about the 

relationship with one’s spouse (average r = −.46), and the weakest associations were with 

financial concerns (average r = .25). For spouses, across outcomes, the strongest associations 

were with concerns about one’s relationship with one’s spouse (average r = −.50), and the 

weakest associations were with fears about disease progression (average r = −.29).

Actor and Partner Effects of Holding Back on Intimacy, Actor and Partner Effects of 
Intimacy on Psychological and Relationship Outcomes, and the Mediation Model

Mediational analyses were conducted using the framework of the actor-partner 

interdependence mediation model (APIMeM; Ledermann et al., 2011). We used structural 

equation modeling (AMOS Version 21; Arbuckle, 2012) with a boot-strapping approach to 

estimate and evaluate our mediational APIM model. As recommended by Ledermann et al., 

(2011) the first step in the analysis was to test whether there were significant differences in 

the covariance patterns for patients and their spouses—in other words, we tested whether the 

dyad members could be treated as indistinguishable, which considerably simplifies the 

APIMeM. These tests revealed that, for the most part, an indistinguishable model fit the data 

well. The one exception was that there were some differences in mean levels of responses on 

the variables in the model. To address this, we specified an indistinguishable model 

predicting the three outcomes that allowed for mean differences between patients and 

spouses, but did not estimate separate actor and partner effects for patients and spouses. The 

model fit well for all three outcomes, with χ2(9) = 10.94, p = .280, comparative fit index 

(CFI) = .992, root mean square error of approximation (RMSEA) = .039 for the model 
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predicting well-being; χ2(9) = 9.86, p = .362, CFI = .996, RMSEA = .026 for the model 

predicting distress; and χ2(9) = 11.57, p = .239, CFI = .993, RMSEA = .046 for the model 

predicting relationship satisfaction. Models for well-being and relationship satisfaction with 

unstandardized path coefficients are depicted in Figures 2 and 3, respectively. The model 

predicting distress was similar to the model predicting well-being and can be obtained from 

Sharon L. Manne. Note that the indistinguishable nature of the models can be seen in the 

equality of path coefficients for patients and spouses.

As shown in Figures 2 and 3, holding back was negatively associated with both the person’s 

and the partner’s perception of intimacy. Moreover, Figure 2 illustrates that holding back 

was negatively associated with the person’s own well-being, but not with his or her partner’s 

well-being and the person’s intimacy was positively related to the person’s own well-being 

but not his or her partner’s well-being. For distress, there was a similar pattern of actor 

effects but not partner effects. Holding back positively predicted the person’s own distress, 

but not the partner’s distress. Intimacy negatively predicted the person’s own distress but not 

the partner’s distress.

Figure 3 presents the results predicting relationship satisfaction. In the figure, only actor 

effects for holding back on relationship satisfaction were significant. Individuals who 

reported holding back more tended to report lower relationship satisfaction. However, unlike 

the other two outcomes, there were both actor and partner effects for intimacy. Individuals 

who reported more relationship intimacy were more satisfied with their relationships and 

individuals whose partners reported more relationship intimacy also were more satisfied.

Next, Ledermann and colleagues’ (2011) approach was used to evaluate the mediational 

paths for each mediator separately using a boot-strapping methodology. Beginning with the 

model predicting well-being, the effect of a person’s holding back on that person’s well-

being was significantly mediated by the person’s intimacy. This indirect actor-actor 

mediational effect was b = −2.24, β = −.17, p < .001, 95% CI [−3.37, −1.31]. The negative 

association between a person’s holding back and that person’s well-being was mediated by 

the person’s own intimacy. There was evidence that the effect of a person’s holding back on 

his or her partner’s well-being was mediated by the partner’s intimacy, b = −0.88, β = −.07, 

p = .001, [−1.56, −0.41] (i.e., partner-partner mediation). The other two mediational paths 

(i.e., the effect of the person’s holding back on the partner’s well-being mediated by the 

person’s intimacy and the effect of the person’s holding back on the person’s well-being 

mediated by the partner’s intimacy) were not statistically significant. A similar pattern of 

mediation was found for distress. The effect of a person’s holding back on his or her own 

distress was mediated by his or her reports of intimacy, b = 1.31, β = .08, p = .016, [0.28, 

2.59]. The effect of the person’s holding back on his or her partner’s distress was mediated 

by the partner’s intimacy, b = 0.51, β = .03, p = .008, [0.14, 1.12]. The other two possible 

indirect mediational paths were not statistically significant.

Finally, the results predicting relationship satisfaction suggested that all four indirect paths 

of mediation attained statistical significance. The strongest mediation occurred via the actor-

actor route with b = −4.64, β = −.23, p < .001, 95% CI [−6.32, −3.22]. Thus, the association 

between a persons’ holding back and his or her own relationship satisfaction was mediated 
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by his or her intimacy. The next strongest indirect effect was for the effect of the person’s 

holding back on his or her partner’s relationship satisfaction via the person’s intimacy, b = 

−1.97, β = −.10, p < .001, [−2.95, −1.22]. The association between a person’s holding back 

and the partner’s relationship satisfaction also was mediated by the partner’s intimacy, b = 

−1.82, β = −.09, p = .001, [−3.06, −0.80], and finally the indirect effect of holding back on a 

person’s own relationship satisfaction was partially mediated by the partner’s intimacy, b = 

−0.77, β = −.04, p = .001, [−1.40, −0.31].

Kenny and colleagues (2006) suggested that the ratio of partner effects to actor effects (k = 

partner/actor) could be an informative index of dyadic patterns in the APIM. When this ratio 

is 0, an actor-only pattern is indicated. When the ratio is a 1, a couple-oriented pattern is 

indicated (i.e., outcomes are equally affected by actor and partner). When the ratio is 

negative, a social comparison or contrast model is implied. In our models, the actor and 

partner paths between holding back and intimacy yielded k = .391, p < .001. This figure 

suggests that although the actor had a greater effect than the partner, both played a role in 

determining a person’s outcome.

In contrast, the ratio for associations between relationship intimacy and both distress (k = −.

366, p = .353) and well-being (k = − .100, p = .542) did not differ significantly from 0. As 

seen in the Figure 2, a person’s intimacy related only to that person’s well-being (and 

distress). However, in the model predicting relationship satisfaction, the ratio of partner to 

actor, k = .424, p < .001, suggested that although a person’s relationship intimacy had a 

stronger association with his or her own relationship satisfaction, the partner’s intimacy also 

played an important role.

Moderation of the Mediated Effects of Holding Back on Outcomes Using the APIM

We examined whether the number of patient and spouse concerns moderated the mediational 

model. To perform these analyses, we dichotomized these variables using median splits. We 

then reran the models in Figures 2 and 3 (also for distress, not shown in the figures), 

allowing the indirect paths to differ for couples who were high versus low on the moderator. 

We used chi-square difference tests to evaluate whether there was evidence that the 

mediational or indirect effects differed across the moderation variable for patients and 

spouses.

Discussion

In this study, we evaluated the levels of holding back in the primary relationships of men 

with prostate cancer and their spouses as well as the associations between holding back 

sharing and relationship intimacy and psychological and relationship outcomes. Using the 

RIM, we examined whether intimacy was a mediator between holding back and 

psychological distress, well-being, and relationship satisfaction. Our results indicated that 

patients frequently held back sharing concerns about their sexual relationship with spouses 

and about their relationships’ quality. Spouses most frequently held back sharing their fears 

about disease progression or death and about their sexual relationship with patients. Thus, 

both partners held back sexual concerns, which is consistent with prior qualitative work 

(e.g., Wootten et al., 2014). As previously reported among wives of men with prostate cancer 
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(Manne et al., 2010), spouses reported significantly more holding back than patients. These 

findings are not consistent with some studies that have shown that female spouses held back 

less (Porter, Keefe, Hurwitz, & Faber, 2005) or studies not showing gender differences with 

regard to holding back (Zakowski et al., 2003). Because almost all of the spouses were 

wives, it is possible that these findings reflect gender effects rather than role effects. Indeed, 

there is a large literature suggesting that women were more likely to sacrifice for the benefit 

of their relationships (e.g., Duarte & Thompson, 1999), particularly when providing care to 

a spouse with cancer (Ussher & Sandoval, 2008). Average levels of patients’ and spouses’ 

holding back were significantly higher than averages reported in our prior work with 

prostate cancer patients (Manne et al., 2010), which may be due to our sample consisting of 

couples in which patient, spouse, or both reported elevated cancer distress.

We used the APIM to examine the relation between holding back sharing concerns and 

psychological and relationship outcomes. We focused on determining whether relationship 

intimacy served as a possible mechanism for both actor and partner effects. Holding back 

was negatively associated with both the person’s (actor effects) and the partner’s perception 

(partner effects) of relationship intimacy. Holding back also was negatively associated with 

the person’s own well-being and positively associated with the person’s psychological 

distress (actor effects), but not with his or her partner’s well-being and distress (partner 

effects). The person’s relationship intimacy was positively related to the person’s own well-

being and negatively related to the person’s psychological distress (actor effects), but not his 

or her partner’s well-being and distress (partner effects). Holding back was associated with 

one’s own well-being and distress by impacting one’s own intimacy and with one’s partner’s 

well-being and distress via the partner’s intimacy. That is, holding back was associated with 

well-being and distress through its association with the person’s own experienced intimacy 

(not their partner’s). In summary, holding back on the part of either partner had a detrimental 

association with one’s own and one’s spouse’s perceived relationship intimacy, but only had 

effects on one’s own distress and well-being. Our results are consistent with the RIM 

(Manne & Badr, 2008). We find it interesting that previous work did not support a 

mediational role for intimacy in the association between holding back and distress (Manne et 

al., 2010). Potential reasons are the smaller sample size in the prior study and that 

recruitment of distressed couples strengthened associations between holding back and 

distress.

Mediational analyses for the effects of holding back on relationship satisfaction indicated 

strong dyadic effects. Each person’s holding back was associated with their own relationship 

satisfaction by influencing both their own and their partner’s intimacy, and each partner’s 

experienced intimacy influenced both their own and their partner’s relationship satisfaction. 

Holding back on the part of either partner was strongly negatively associated with couples’ 

closeness and relationship satisfaction. Using non-APIM, correlational approaches, similar 

findings between holding back and relationship intimacy and relationship satisfaction have 

been reported in prior work (Porter et al., 2005). A possible reason for the strong dyadic 

effects on relationship satisfaction is that the correlations between intimacy and relationship 

satisfaction for both patients and partners was very large in magnitude (rs = .68 and .76).
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An examination of partner effects for holding back across psychological and relationship 

outcomes suggest that partner effects were evident for intimacy and relationship satisfaction 

but not for one’s partner’s distress and well-being. Our findings are consistent with prior 

work suggesting a detrimental effect of one partner’s holding back on the other partner’s 

relationship intimacy and satisfaction (Impett et al., 2014). However, the literature on partner 

effects for holding back on distress and well-being has been inconsistent, with some studies 

suggesting that holding back impacts the other person’s distress (Impett et al., 2014) and 

other studies not supporting this association (Butler et al., 2003). In the present study, we did 

not evaluate perceived holding back (perception that the partner was holding back), and thus 

we do not know whether the recipient of holding back accurately perceived that it occurred. 

Our study is novel in that we assessed partner effects of holding back as reported by the 

person holding back, but future studies should include recipient’s perception. In summary, 

when relationship outcomes are considered, holding back on the part of either partner in a 

close relationship is negatively associated with couples’ perceived relationship intimacy and 

relationship satisfaction, which is consistent with the RIM.

The moderated-mediation analyses suggested that the level of patient or partner cancer 

concerns did not moderate the mediational model. This is relatively surprising because 

holding back when there were a greater number of worries would, from a clinical standpoint, 

be more stressful for the individual holding back and increase both distress and isolation. It 

is interesting to note that the number of concerns was significantly positively correlated with 

holding back. Thus, patients and spouses who had more concerns also held back more from 

discussing their concerns with each other, which is possibly due to a desire to protect one 

another from upset.

Exploratory analyses examining whether holding back about certain topics had stronger 

associations than others yielded interesting differences and similarities, with regard to topics 

and role of the partner (patient or spouse). For patients, holding back concerns about the 

marital relationship and cancer treatment were most strongly associated with intimacy, 

marital satisfaction, and well-being, while holding back concerns about physical appearance 

changes and financial issues were least strongly associated with intimacy, relationship 

satisfaction, and distress. For spouses, holding back concerns about cancer treatment was 

most strongly associated with lower marital satisfaction and well-being. It is surprising that 

holding back about financial issues was most strongly associated with lower intimacy for 

spouses. Holding back concerns about recurrence was most weakly associated with all four 

outcomes for spouses. The latter finding is surprising because of the known link between 

recurrence fears and patient distress. Both partners’ holding back concerns about the 

relationship and cancer treatment were associated with less intimacy and relationship 

dissatisfaction indicating concerns about these topics may be important for couples to share.

There are study limitations. First, the sample was screened to include only couples in which 

either patient, spouse, or both partners exhibited elevated cancer-specific distress. Thus, we 

do not know whether the findings would generalize to a sample of patients and/or spouses 

who did not report elevated cancer-specific distress. Second, our sample was comprised of 

men with nonmetastatic disease and the most couples were relatively satisfied with their 

relationships. Thus, our findings may not generalize to men with later stage prostate cancer 
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and/or patients and spouses in unsatisfying relationships. Third, the participation rate was 

relatively low (17%). This participation rate is comparable to prior couples-based 

intervention studies (Manne et al., 2006). However, participants were younger and had been 

diagnosed for a longer period of time than nonparticipants, which could have made our 

results less able to be generalized to older and/or more recently diagnosed patients. Fourth, 

the sample size was relatively small for a moderated-mediation analysis, and future studies 

should include larger sample sizes. Fifth, effect sizes for the mediational models were of a 

relatively small magnitude (.1). Sixth, due to the fact that radiation is widely available in 

community settings and we collected data at cancer center settings, the majority of our 

sample had undergone prostatectomy rather than radiation. Although treatment type was not 

associated with any variables in the analyses, future studies should include a greater 

proportion of men undergoing radiation therapy. Seventh, patients were all men and spouses 

were primarily women. Whether these findings hold true for cancers diagnosed in women 

should be evaluated so that gender effects can be separated from role effects. Eighth, the data 

are cross-sectional and alternative models are possible. For example, it is possible that lower 

marital satisfaction influenced higher levels of couples’ holding back and/or that lower 

perceived intimacy resulted in more holding back. The cross-sectional design is also a 

limitation with respect to the mediational analysis. As Maxwell and Cole (2007) noted, 

mediation is a longitudinal process and the use of cross-sectional data to assess mediation 

typically generates biased estimates. When using longitudinal approaches, investigators 

would need to evaluate the correct intervals needed for the assessment of holding back at 

Time 1 (i.e., how long after diagnosis do couples realize that they are actively holding back 

from sharing concerns), changes in intimacy at Time 2 (i.e., how long does it take for 

holding back to have an impact on a person’s intimacy), and outcomes at Time 3. Thus, 

although our cross-sectional results may be imprecise, they suggest the data are at minimum 

consistent with our model.

The findings have clinical implications. Because holding back was detrimental to individual 

adjustment and relationship satisfaction, encouraging couples to discuss concerns rather than 

hold back with one another may be important. Patients and spouses do not nominate similar 

concerns that they hold back sharing with one another. Tailoring approaches to encourage 

communication of each partner’s unique concerns will be important. Because holding back 

was related to both partners’ intimacy, well-being, distress, and relationship satisfaction, it 

will be important to reduce holding back not only on the part of patients, but also on the part 

of spouses, and to discuss the importance of open communication in maintaining 

relationship satisfaction. Because results suggest that intimacy may be a mechanism for 

holding back’s effects, it can be viewed as a marker for therapeutic progress and should be 

assessed by clinicians working with couples. Because relationship satisfaction is a dyadic 

outcome associated with both partners’ holding back and intimacy, it should be considered a 

key outcome in research study utilizing a couple-focused intervention. Clinicians may 

benefit from reducing holding back and work to improve intimacy in couples where patient, 

partner, or both, evidence elevated cancer-specific distress. However, future studies should 

evaluate if these associations hold among couples where neither evidences cancer-specific 

distress before firm clinical implications are formed. Overall, our findings suggest that open 
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communication about prostate cancer is an important goal for couples coping with prostate 

cancer.

References

Arbuckle, JL. AMOS 21.0 [Computer software]. Crawfordville, FL: Amos Development; 2012. 

Burnett AL, Aus G, Canby-Hagino ED, Cookson MS, D’Amico AV, Dmochowski RR. the American 
Urological Association Prostat Cancer Guideline Update Panel. Erectile function outcome reporting 
after clinically localized prostate cancer treatment. The Journal of Urology. 2007; 178:597–601. 
http://dx.doi.org/10.1016/jjuro.2007.03.140. [PubMed: 17570435] 

Butler EA, Egloff B, Wlhelm FH, Smith NC, Erickson EA, Gross JJ. The social consequences of 
expressive suppression. Emotion. 2003; 3:48–67. http://dx.doi.org/10.1037/1528-3542.3.l.48. 
[PubMed: 12899316] 

Couper J, Bloch S, Love A, Macvean M, Duchesne GM, Kissane D. Psychosocial adjustment of 
female partners of men with prostate cancer: A review of the literature. Psycho-Oncology. 2006; 
15:937–953. http://dx.doi.org/10.1002/pon.1031. [PubMed: 16521081] 

Duarte LM, Thompson JM. Sex differences in self-silencing. Psychological Reports. 1999; 85:145–
161. http://dx.doi.org/10.2466/pr0.1999.85.1.145. [PubMed: 10575980] 

English, T. Unpublished doctoral dissertation. Berkeley: University of California; 2009. Emotional 
suppression and social functioning in young and older adults. 

English T, John OP. Understanding the social effects of emotion regulation: The mediating role of 
authenticity for individual differences in suppression. Emotion. 2013; 13:314–329. http://dx.doi.org/
10.1037/a0029847. [PubMed: 23046456] 

Gacci M, Simonato A, Masieri L, Gore JL, Lanciotti M, Mantella A, Carini M. Urinary and sexual 
outcomes in long-term (5+ years) prostate cancer disease free survivors after radical prostatectomy. 
Health and Quality of Life Outcomes. 2009; 7:94–102. http://dx.doi.org/10.1186/1477-7525-7-94. 
[PubMed: 19912640] 

Garos S, Kluck A, Aronoff D. Prostate cancer patients and their partners: Differences in satisfaction 
indices and psychological variables. Journal of Sexual Medicine. 2007; 4:1394–1403. http://
dx.doi.org/10.1111/j.1743-6109.2007.00545.x. [PubMed: 17634055] 

Gottman J, Notarius C, Markman H, Banks D, Yoppi B, Rubin M. Behavior exchange theory and 
marital decision making. Journal of Personality and Social Psychology. 1976; 34:14–23. http://
dx.doi.org/10.1037/0022-3514.34.1.14. 

Hawes S, Malcarne V, Ko C, Sadler G, Banthuia R, Sherman S, Schmidt J. Identifying problems faced 
by spouses and partners of patients with prostate cancer. Oncology Nursing Forum. 2006; 33:807–
814. http://dx.doi.org/10.1188/06.ONF.807-814. [PubMed: 16858462] 

Horowitz M, Wilner N, Alvarez W. Impact of Event Scale: A measure of subjective stress. 
Psychosomatic Medicine. 1979; 41:209–218. http://dx.doi.org/
10.1097/00006842-197905000-00004. [PubMed: 472086] 

Impett EA, Kogan A, English T, John O, Oveis C, Gordon AM, Keltner D. Suppression sours sacrifice: 
Emotional and relational costs of suppressing emotions in romantic relationships. Personality and 
Social Psychology Bulletin. 2012; 38:707–720. http://dx.doi.org/10.1177/0146167212437249. 
[PubMed: 22389432] 

Impett E, Le B, Kogan A, Oveis C, Keltner D. When you think your partner is holding back: The costs 
of perceived partner suppression during relationship sacrifice. Social Psychological & Personality 
Science. 2014; 5:542–549. http://dx.doi.org/10.1177/1948550613514455. 

Kenny, D.; Kashy, D.; Cook, W. Dyadic data analysis. New York, NY: Guilford Press; 2006. 

Kernis M. Toward a conceptualization of optimal self-esteem. Psychological Inquiry. 2003; 14:1–26. 
http://dx.doi.org/10.1207/S15327965PLI1401_01. 

Langer SL, Brown JD, Syrjala KL. Intrapersonal and interpersonal consequences of protective 
buffering among cancer patients and caregivers. Cancer. 2009; 115(Suppl. 18):4311–4325. http://
dx.doi.org/10.1002/cncr.24586. [PubMed: 19731352] 

Manne et al. Page 14

J Fam Psychol. Author manuscript; available in PMC 2017 January 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://dx.doi.org/10.1016/jjuro.2007.03.140
http://dx.doi.org/10.1037/1528-3542.3.l.48
http://dx.doi.org/10.1002/pon.1031
http://dx.doi.org/10.2466/pr0.1999.85.1.145
http://dx.doi.org/10.1037/a0029847
http://dx.doi.org/10.1037/a0029847
http://dx.doi.org/10.1186/1477-7525-7-94
http://dx.doi.org/10.1111/j.1743-6109.2007.00545.x
http://dx.doi.org/10.1111/j.1743-6109.2007.00545.x
http://dx.doi.org/10.1037/0022-3514.34.1.14
http://dx.doi.org/10.1037/0022-3514.34.1.14
http://dx.doi.org/10.1188/06.ONF.807-814
http://dx.doi.org/10.1097/00006842-197905000-00004
http://dx.doi.org/10.1097/00006842-197905000-00004
http://dx.doi.org/10.1177/0146167212437249
http://dx.doi.org/10.1177/1948550613514455
http://dx.doi.org/10.1207/S15327965PLI1401_01
http://dx.doi.org/10.1002/cncr.24586
http://dx.doi.org/10.1002/cncr.24586


Ledermann T, Macho S, Kenny D. Assessing mediation in dyadic data using the actor-partner 
interdependence model. Structural Equation Modeling. 2011; 18:595–612. http://dx.doi.org/
10.1080/10705511.2011.607099. 

Litwin MS, Hays RD, Fink A, Ganz PA, Leake B, Brook RH. The UCLA prostate cancer index: 
Development, reliability, and validity of a health-related quality of life measure. Medical Care. 
1998; 36:1002–1012. http://dx.doi.org/10.1097/00005650-199807000-00007. [PubMed: 9674618] 

Malcarne VL, Banthia R, Varni JW, Sadler GR, Greenbergs HL, Ko CM. Problem-solving skills and 
emotional distress in spouses of men with prostate cancer. Journal of Cancer Education. 2002; 
17:150–154. [PubMed: 12243220] 

Manne S, Badr H. Intimacy and relationship processes in couples’ psychosocial adaptation to cancer. 
Cancer. 2008; 112(Suppl. 11):2541–2555. http://dx.doi.org/10.1002/cncr.23450. [PubMed: 
18428202] 

Manne S, Badr H. Intimacy processes and psychological distress among couples coping with head and 
neck or lung cancers. Psycho-Oncology. 2010; 19:941–954. http://dx.doi.org/10.1002/pon.1645. 
[PubMed: 19885852] 

Manne S, Badr H, Kashy DA. A longitudinal analysis of intimacy processes and psychological distress 
among couples coping with head and neck or lung cancers. Journal of Behavioral Medicine. 2012; 
35:334–346. http://dx.doi.org/10.1007/s10865-011-9349-1. [PubMed: 21556790] 

Manne S, Badr H, Zaider T, Nelson C, Kissane D. Cancer-related communication, relationship 
intimacy, and psychological distress among couples coping with localized prostate cancer. Journal 
of Cancer Survivorship: Research and Practice. 2010; 4:74–85. http://dx.doi.org/10.1007/
s11764-009-0109-y. [PubMed: 19967408] 

Manne S, Ostroff J, Winkel G, Grana G, Fox K. Partner unsupportive responses, avoidant coping, and 
distress among women with early stage breast cancer: Patient and partner perspectives. Health 
Psychology. 2005; 24:635–641. [PubMed: 16287411] 

Manne S, Siegel S, Kashy D, Heckman CJ. Cancer-specific relationship awareness, relationship 
communication, and intimacy among couples coping with early-stage breast cancer. Journal of 
Social and Personal Relationships. 2014; 31:314–334. http://dx.doi.org/
10.1177/0265407513494950. [PubMed: 25242854] 

Maxwell SE, Cole DA. Bias in cross-sectional analyses of longitudinal mediation. Psychological 
Methods. 2007; 12:23–44. http://dx.doi.org/10.1037/1082-989X.12.1.23. [PubMed: 17402810] 

Oken MM, Creech RH, Tormey DC, Horton J, Davis TE, McFadden ET, Carbone PP. Toxicity and 
response criteria of the Eastern Cooperative Oncology Group. American Journal of Clinical 
Oncology. 1982; 5:649–655. http://dx.doi.org/10.1097/00000421-198212000-00014. [PubMed: 
7165009] 

Penson DF, McLerran D, Feng Z, Li L, Albertsen PC, Gilliland FD, Stanford JL. 5-year urinary and 
sexual outcomes after radical prostatectomy: Results from the prostate cancer outcomes study. The 
Journal of Urology. 2005; 173:1701–1705. http://dx.doi.org/10.1097/01.ju.0000154637.38262.3a. 
[PubMed: 15821561] 

Pistrang N, Barker C. The partner relationship in psychological response to breast cancer. Social 
Science & Medicine. 1995; 40:789–797. http://dx.doi.org/10.1016/0277-9536(94)00136-H. 
[PubMed: 7747213] 

Porter LS, Keefe FJ, Hurwitz H, Faber M. Disclosure between patients with gastrointestinal cancer and 
their spouses. Psycho-Oncology. 2005; 14:1030–1042. http://dx.doi.org/10.1002/pon.915. 
[PubMed: 15712247] 

Reich J, Zautra A, Davis M. Dimensions of affect relationships: Models and their integrative 
implications. The Journal of General Psychology. 2003; 7:66–83.

Reis, H.; Patrick, B. Attachment and intimacy: Component processes. In: Higgins, ET.; Kruglanski, 
AW., editors. Social psychology: Handbook of basic principles. New York, NY: Guilford Press; 
1996. p. 523-563.

Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J, Mishra A. The international index of 
erectile function (UEF): A multidimensional scale for assessment of erectile dysfunction. Urology. 
1997; 49:822–830. http://dx.doi.org/10.1016/S0090-4295(97)00238-0. [PubMed: 9187685] 

Manne et al. Page 15

J Fam Psychol. Author manuscript; available in PMC 2017 January 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://dx.doi.org/10.1080/10705511.2011.607099
http://dx.doi.org/10.1080/10705511.2011.607099
http://dx.doi.org/10.1097/00005650-199807000-00007
http://dx.doi.org/10.1002/cncr.23450
http://dx.doi.org/10.1002/pon.1645
http://dx.doi.org/10.1007/s10865-011-9349-1
http://dx.doi.org/10.1007/s11764-009-0109-y
http://dx.doi.org/10.1007/s11764-009-0109-y
http://dx.doi.org/10.1177/0265407513494950
http://dx.doi.org/10.1177/0265407513494950
http://dx.doi.org/10.1037/1082-989X.12.1.23
http://dx.doi.org/10.1097/00000421-198212000-00014
http://dx.doi.org/10.1097/01.ju.0000154637.38262.3a
http://dx.doi.org/10.1016/0277-9536(94)00136-H
http://dx.doi.org/10.1002/pon.915
http://dx.doi.org/10.1016/S0090-4295(97)00238-0


Schaefer MT, Olson DH. Assessing intimacy: The PAIR inventory. Journal of Marital and Family 
Therapy. 1981; 7:47–60. http://dx.doi.org/10.1111/j.1752-0606.1981.tb01351.x. 

Sheldon K, Ryan R, Rawsthorne L, Ilardi B. Trait self and true self: Cross-role variation in the big-five 
personality traits and its relations with psychological authenticity and subjective well-being. 
Journal of Personality and Social Psychology. 1997; 73:1380–1393. http://dx.doi.org/
10.1037/0022-3514.73.6.1380. 

Song L, Northouse LL, Zhang L, Braun TM, Cimprich B, Ronis DL, Mood DW. Study of dyadic 
communication in couples managing prostate cancer: A longitudinal perspective. Psycho-
Oncology. 2012; 21:72–81. http://dx.doi.org/10.1002/pon.1861. [PubMed: 20967920] 

Spanier GB. Measuring dyadic adjustment: New scales for assessing the quality of marriage and 
similar dyads. Journal of Marriage and the Family. 1976; 38:15–28.

Spanier, G.; Filsinger, E. The Dyadic Adjustment scale. Marriage and family assessment: A 
sourcebook for family therapy. Beverly Hills, CA: Sage; 1983. p. 155-168.

Stafford L, Canary D. Maintenance strategies and romantic relationship type, gender, and relational 
characteristics. Journal of Social and Personal Relationships. 1991; 8:217–242. http://dx.doi.org/
10.1177/0265407591082004. 

Talmadge LD, Dabbs JM Jr. Intimacy, conversational patterns, and concomitant cognitive/emotional 
processes in couples. Journal of Social and Clinical Psychology. 1990; 9:473–488.

Trinchieri A, Nicola M, Masini F, Mangiarotti B. Prospective comprehensive assessment of sexual 
function after retropubic non nerve sparing radical prostatectomy for localized prostate cancer. 
Italian Archives of Urology and Andrology. 2005; 77:219–223.

Ussher J, Sandoval M. Gender differences in the construction and experiencing of cancer care: The 
consequences of the gendered positioning of carers. Psychology & Health. 2008; 23:945–963. 
http://dx.doi.org/10.1080/08870440701596585. [PubMed: 25160921] 

Veit CT, Ware JE Jr. The structure of psychological distress and well-being in general populations. 
Journal of Consulting and Clinical Psychology. 1983; 51:730–742. http://dx.doi.org/
10.1037/0022-006X.51.5.730. [PubMed: 6630688] 

Winters-Stone KM, Lyons KS, Bennett JA, Beer TM. Patterns and predictors of symptom 
incongruence in older couples coping with prostate cancer. Supportive Care in Cancer. 2014; 
22:1341–1348. http://dx.doi.org/10.1007/s00520-013-2092-0. [PubMed: 24337765] 

Wootten AC, Abbott JM, Osborne D, Austin DW, Klein B, Costello AJ, Murphy DG. The impact of 
prostate cancer on partners: A qualitative exploration. Psycho-Oncology. 2014; 23:1252–1258. 
http://dx.doi.org/10.1002/pon.3552. [PubMed: 24764291] 

Zakowski SG, Harris C, Krueger N, Laubmeier KK, Garrett S, Flanigan R, Johnson P. Social barriers 
to emotional expression and their relations to distress in male and female cancer patients. British 
Journal of Health Psychology. 2003; 8:271–286. http://dx.doi.org/10.1348/135910703322370851. 
[PubMed: 14606973] 

Manne et al. Page 16

J Fam Psychol. Author manuscript; available in PMC 2017 January 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://dx.doi.org/10.1111/j.1752-0606.1981.tb01351.x
http://dx.doi.org/10.1037/0022-3514.73.6.1380
http://dx.doi.org/10.1037/0022-3514.73.6.1380
http://dx.doi.org/10.1002/pon.1861
http://dx.doi.org/10.1177/0265407591082004
http://dx.doi.org/10.1177/0265407591082004
http://dx.doi.org/10.1080/08870440701596585
http://dx.doi.org/10.1037/0022-006X.51.5.730
http://dx.doi.org/10.1037/0022-006X.51.5.730
http://dx.doi.org/10.1007/s00520-013-2092-0
http://dx.doi.org/10.1002/pon.3552
http://dx.doi.org/10.1348/135910703322370851


Figure 1. 
Proposed direct effect (top panel) and indirect, mediated effect (bottom panel) models of 

holding back, relationship intimacy, and outcomes.
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Figure 2. 
Mediated model of associations between holding back, intimacy, and well-being. Values in 

parentheses are standardized path coefficients. **p < .01.
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Figure 3. 
Mediated model of associations between holding back, intimacy, and relationship 

satisfaction. Values in parentheses are standardized path coefficients. **p < .01.
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