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SUMMARY

Urinary and sexual dysfunctions are side effects of radical prostatectomy (RP) for prostate cancer (PC) that
contribute to depression. Despite the effectiveness of support groups at reducing depression in cancer patients, men
typically do not participate in them. The purpose of this pilot study was to test the effects of a dyadic intervention
(one-to-one support) on social support (Modified Inventory of Socially Supportive Behaviors), self-efficacy
(Stanford Inventory of Cancer Patient Adjustment), and depression (Geriatric Depression Scale). Subjects were
randomized to group. Controls (N=15; Mage=59.7) received usual care. Experimentals were paired with long-term
survivors (LTS) who had RP and who had treatment side effects in common. Experimentals (N=15; Mage=57.5)
met with a LTS 8 times in 8 weeks to discuss concerns associated with survivorship. No significant differences were
detected on social support, but after 4 weeks, significant differences were present on depression between controls and
experimentals, however these differences were not seen at 8 weeks. After 8 weeks, there were also significant
differences on self-efficacy between controls and experimentals. Weekly anecdotal data supported the feasibility and
acceptance of the intervention that was a low cost strategy effective at reducing depression and increasing self-
efficacy in men treated by RP. Future research directions and clinical application is presented. Copyright # 2003
John Wiley & Sons, Ltd.

INTRODUCTION

Prostate cancer is the most common solid organ
cancer in American men and ranks second for
cancer related mortality (American Cancer So-
ciety, 1999). Men who are eligible for curative
therapy by radiation or surgery (radical prosta-
tectomy) commonly experience treatment side
effects such as urinary and sexual dysfunction,

but the prevalence of these long-standing side
effects is greater for those treated by radical
prostatectomy (Carty, 1991; Fowler et al., 1995).
These unfamiliar and challenging somatic condi-
tions tend to challenge a man’s confidence in his
ability to overcome these difficulties and result in
low self-efficacy (Beckham et al., 1997; Boehm
et al., 1995; Cunningham et al., 1991; Davison and
Degner, 1997). Consequently, the altered physical
function coupled with low self-efficacy may give
rise to increased depressive symptomology com-
mon to many with cancer (Cain et al., 1986;
Clarke, 1998; Frank-Stromborg et al., 1984;
Jonler et al., 1994; Massie et al., 1994; Massie
and Holland, 1984; 1990; McDaniel et al., 1995;
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McGarvey et al., 1998; McQuellon et al., 1998;
Newport, and Nemeroff, 1998; Spiegel 1995;
Valente et al., 1994; Van Erps et al., 1998; van’t
Spijker et al., 1997; Weisman, 1976; Wortman,
1984). Although interventions designed to enhance
self-efficacy in other populations have been bene-
ficial in decreasing depressive symptoms (Beckham
et al., 1997), little is known about the role self-
efficacy plays in ameliorating depressive symptoms
associated with prostate cancer and its treatment
(Cunningham et al., 1993).

The purpose of this pilot study was to test the
effects of a peer support program (‘Friends-for-
Life’) between men recently treated by radical
prostatectomy and long-term survivors (greater
than 3 years). The intervention that was expected
to increase self-efficacy and decrease depression
was developed based on the vicarious experience
underpinnings of Bandura’s self-efficacy theory
(Bandura, 1997).

MATERIAL AND METHODS

Support Partners}10 men (nine White and one
Black [M age = 68.2 years]) who were long-term
survivors of prostate cancer (greater than three
years) were recruited to act as dyadic support
partners. They were required to have stable
prostate specific antigen levels (PSA; an increase
in this measure is an indicator of prostate cancer
growth) throughout the year just prior to the start
of the study. This precaution helped reduce the
likelihood of the support partner having concern
of his own cancer progression that was expected to
diminish his ability to provide support to another
man. Additionally the support partner was English
speaking and had a radical prostatectomy
that resulted in urinary and sexual dysfunction
following his treatment. Support partners
participated in a 2-h training session where skills
required in the intervention and possible topics of
dyadic discussion were talked about. Support
partners were expected to share their life experi-
ences with subjects, much as would be expected
with two best friends discussing a common
problem.

Participants}30 men who had recently under-
gone a radical prostatectomy for prostate cancer
were randomized to control or dyadic experimen-
tal group. Controls received usual care. Those
assigned to the dyads were matched with a support
partner based on race to control for cultural

variations that may have precluded the men from
free and open discussion. Recruitment took place
at a large university-affiliated teaching hospital
and a Veterans Affairs medical center in a mid-
western city. Eligible men were 45 years and older
and English speaking. They were recruited six
weeks after surgery during a follow-up visit to
their urologist. Recruiting men at the six-week
urology appointment allowed sufficient time to
pass for the emergence of treatment side effects.
Excluded were those with a prior medical history
of cancer since they were likely to have established
coping strategies previously, those who were
terminally ill, and those who had recently experi-
enced the loss of a loved one since the depression
associated with grief would confound the results of
this study.

SAMPLE

One hundred men were eligible but 51 refused (42
non-responders [all from one site] and nine due to
lack of interest). An additional 21 men were
excluded for various reasons such as geographical
location outside the study area (14), death of a
loved one within the prior year (4), not able to
speak English (1), and past medical history of
other types of cancer (2). Thirty-two men agreed
to participate but two withdrew (both in the
experimental group) for fear of incontinence
during travel to and from the dyadic meetings.
Hence, 30 men completed the study (M age=58
years; ages ranged from 48 to 67 years).

The majority of those participating were White
(82%) married men (79%), who had a high school
or higher education (85%), reported annual
incomes greater than $50,000 (56.7%), and were
employed full time (62%). About 70% of the
participants had a health examination at least once
a year, 53.4% were screened for prostate cancer at
least once a year, and 36.7% had never been
screened prior to their diagnosis. The majority
(86.7%) had never participated in a support group
prior to the study, but two men (both randomly
assigned to the control group) had attended a
prostate cancer support group one time prior to
the study with no subsequent visits. In addition,
two men attended Alcoholics Anonymous support
groups, one from the control group and one from
the experimental group. None of the participants
attended a prostate cancer support group during
the study period. (see Table 1).
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Table 1. Sample Demographic Characteristics by Group

Characteristics Group

Control (n=15) Experimental (n=15)

M S.D. M S.D. t (28)

Age (in years) 59.7 6.6 57.5 6.7 0.9

Comorbidity 0.4 0.6 0.5 0.8 �0.2

Number Percent Number Percent w2
Ethnicity

White 12 80 13 87 1

Black 2 13 2 13

Hispanic 1 6 } }

Marital Status

Married 13 87 11 73 1.4

Divorced 2 13 3 20

Widowed } } } }

Single } } 1 6

Education

Less high school 3 20 1 6 1.3

High school 6 40 6 40

Graduated College 4 27 5 33

Post-Graduate 2 13 3 20

Income Level (in thousands)

Less than $30 4 27 2 13 1.4

$30–$49 3 20 4 27

$50–$74 3 20 5 33

Greater than $75 5 33 4 27

Employment

Full Timea 7 47 12 80 7

Part Timeb 2 13 } }

Retired 5 33 1 6

Disabled 1 6 1 6

Unemployed } } 1 6

Frequency of Annual Health Care

Less than once/Year 4 27 5 33 2.5

Once a year 4 27 7 47

More than once/Year 7 47 3 20

Frequency of Prostate Cancer Screening Prior to Diagnosis

Never 5 33 6 40 2.7

Less than once/year 2 13 1 6

Once a year 6 40 8 53

More than once/year 2 13 } }

Self-help Group Participation

No 14 93 12 80 2.2

Cancer Support Group } } 2 13

Other Support Group (Alcoholics Anonymous) 1 6 1 6

aMore than 20 hours per week.
bLess than 20 hours per week.
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PSYCHOSOCIAL MEASURES

Social support was measured in this study using
the 41-item Modified Inventory of Socially Sup-
portive Behaviors (Krause and Markides, 1990).
Participants rated items of support from 0 (never)
to 4 (very often). Responses were the sum total of
scores that could range from 0 to 164 with
higher scores indicating greater social support.
The instrument had been tested with diverse
populations of older adults and it had good
internal consistency with Cronbach’s alpha that
reached 0.83 (Krause et al., 1992; Krause et al.,
1990).

Self-efficacy was assessed with the 38-item
Stanford Inventory of Cancer Patient Adjustment
(SICPA). Items reflected the subjects’ belief in
their functional abilities when presented with
problems related to cancer, including medical
treatment, communication, activity, personal man-
agement, affective state, and self-satisfaction.
Participants rated items from 0 (not at all
confident) to 10 (completely confident). The
ratings were summed (total scores range from 0
to 380), with a higher score indicating higher
efficacy. Test-retest reliability was high ranging
from 0.70 to 0.97. Cronbach alphas for the
subscales ranged from 0.82 for coping with
medical treatment to 0.92 for affective manage-
ment and communication. The total SICPA scores
correlated highly with the Profile of Mood States
scores (r=�0.73), suggesting that the scale had
good criterion-related validity. The SICPA had an
internal consistency of 0.92 (Cunningham et al.,
1991).

Depression (symptomology) was measured with
the short version of the Geriatric Depression Scale
(GDS) (Brink et al., 1982; Sheikh and Yesavage,
1986). The 15-item instrument was developed to
discriminate between depressive symptoms and
somatic complaints related to illness. The GDS has
a yes/no response format, and the score is the sum
of responses that range from 0 to 15, with higher
scores indicating greater depression. The GDS has
criterion validity with other depression measures
such as the Hamilton Rating Scale for Depression
(r=0.82) (Yesavage et al., 1982) and has sensitivity
to comorbid conditions that contribute to
depression (Yesavage et al., 1982). The internal
consistency is high (Cronbach alpha=0.94) (Yesa-
vage et al., 1982). The GDS is a well-established
instrument that had previously been tested in a
wide variety of populations, including men as

young as 50 years and minorities (Brink et al.,
1982; Montorio et al., 1995).

Health related control variables

Incontinence and erectile dysfunction were
measured with the UCLA Prostate Cancer Index
(Litwin et al., 1998). Both of these factors had the
potential to compromise self-esteem and a sense of
masculinity while contributing to lower self-
efficacy. The UCLA Prostate Cancer Index was
developed to assess outcomes in the care of men
with prostate cancer. The test-retest reliability of
the UCLA Prostate Cancer Index incontinence
and erectile dysfunction subscale is high (r=0.93
for incontinence, and r=0.92 for erectile dysfunc-
tion) and internal consistency is good (a>0.87 for
incontinence and a=0.93 for erectile dysfunction).

The Charlson Index was used to measure
comorbidity known to influence depressive symp-
tomology (Charlson et al., 1994). These scores
reflected physiologic and psychological burden
associated with conditions and treatment for other
disease processes. The score is the sum of all
conditions present with higher scores indicating a
greater risk of debilitating conditions associated
with disease severity.

Satisfaction with the intervention and quality
assurance were measured anecdotally by written
logs recorded by the support partners in after each
weekly session.

PROCEDURE

The Institutional Review Board approved the
study protocol and all subjects consented to
participate after being informed of the risks and
benefits of study involvement.

Those randomly assigned to the experimental
group were paired with a support partner to form
a dyad. Each dyad met 8 times during an 8-week
period. The meetings took place at gourmet coffee
shops that had living room-style setting along with
the relaxed atmosphere necessary for the two men
to carry on a private conversation without feeling
rushed or intimidated.

The emphasis of the intervention was on
producing a supportive environment for the men
to discuss problems typically encountered after
radical prostatectomy such as emotional factors
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and physical factors concerns. Each dyad deter-
mined the focus and direction of its own ex-
changes. Support partners recorded the duration
of the meetings, the focus of discussions, and the
quality of the meetings in weekly logs. Subjects did
not keep written logs since recording experiences
and feelings in this manner may have had a
therapeutic effect of its own (Ballou, 1995). The PI
was able to monitor the quality of the intervention
by assessing the weekly logs. The logs also helped
explain variation, suggest future direction for the
intervention, and provided evidence to standardize
the intervention for the future.

RESULTS

Feasibility

We recruited 32 men (30 of which completed the
8-week protocol), who were randomly assigned to
experimental treatment or usual care, who had
undergone a radical prostatectomy that resulted in
urinary and sexual dysfunction, topics that men
typically prefer not to discuss. Two men dropped
out before starting the study and both were
randomized to the intervention group. All of the
15 men randomly assigned to the dyadic support
program completed the prescribed 8 weeks and
none of the men in either group attended a
prostate cancer support ‘group’ during the study
period. There were no adverse effects related to
participation in the dyadic support program and
anecdotal information suggests the men appre-
ciated the opportunity to participate sug-
gesting the acceptance of this type of supportive
program.

Self-efficacy and social support

Self-efficacy and social support were assessed at
baseline and 8 weeks. Despite randomization, the
control group had significantly greater self-efficacy
at baseline than did the experimental group
(Ms=319.5 and 290.3, respectively (t=2.5,
p=0.05). Using a paired t-test, we assessed within
group differences and found a statistical signifi-
cance for the intervention group only (t=�2.2,
p=0.04). There were no significant differences on
social support between or within groups over time.
(see Table 2).

Depression

To determine the effectiveness of the interven-
tion of depression, our outcome of main interest,
depression was assessed at baseline, 4 weeks, and
8 weeks. Using multivariate repeated measures of
analysis of covariance and controlling for the
effects of baseline depression and self-efficacy, the
results indicated a significant difference in depres-
sion between groups at 4 weeks (F=5.90, p=0.02)
but the difference in depression between groups
after 8 weeks was statistically non-significant
(F=2.22, p=0.14).

Other findings

Urinary and sexual function and bother. There
were no statistical significant differences between
groups on urinary function or bother, or sexual
function. However, after 8 weeks, the dyadic
support group showed significantly less bother by
sexual function compared to controls (t=2.6,
p=0.014. Although not statistically significant,
both groups showed improvement over time in
urinary and sexual function but the dyadic support
group showed greater recovery (about twice as
great) than the control group.

Quality of the dyadic support program

The dyadic logs were used to monitor the
quality of the intervention. Most dyadic meetings
lasted 60min, though the first and last meetings
were longer (Ms=73min and 88min, respec-
tively). The topics of discussion varied consider-
ably, with the most frequent being incontinence,
erectile dysfunction, and prostate specific antigen
testing.

To determine if the routine PSA testing that
took place during the second half of the study
period had a confounding effect on depression, the
anecdotal data from the first 4 weeks was
compared to that of the second 4 weeks of the
study period. During the last half of the study
period the majority (77%) of discussion focused
on PSA, while during the first half its share of the
discussion was lower (50%). The frequency of
discussion about erectile dysfunction decreased
during the last half of the study, as did emotional
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reaction to diagnosis and physical reaction to
treatment (see Table 3).

Anecdotal data from the weekly logs provided
information about subjects’ acceptance of the
intervention and its timing. Examples of subjects’
statements follow. ‘I am not able to say everything I
would want to in a group. . .I must share the time
with others.’ ‘The one-to-one was more focused than
a group and it gave me privacy.’ ‘The timing was
perfect. . .before the surgery and immediately after,
my friends and family were swarming around me.

But after that, it seemed like no one wanted to hear
about my ‘plumbing problems’ and I really couldn’t
talk about it with them either. It was good to have
someone to talk to who knew what I was going
through.’

Since the sample size was small the effect size for
the intervention was assessed using the pooled
variance. Post hoc calculation indicates the inter-
vention had a strong effect on depression at
4 weeks (Es=0.99) but it was small for self-efficacy
(0.20) and social support (0.30) (see Table 4).

Table 2. Means, Standard Deviations, and Percent Change from Baseline of Dependent and Control Variables

Variable Group

Control (n=15) Experimental (n=15)

Mean (S.D.) % Change Mean (S.D.) % Change t

Depressiona

Pre-test 1.7 (2.2) } 2.2 (3.3) } –0.5

4 weeks 1.7 (1.7) 0 0.3 (0.6) –88 3.2**

Post-test 2.1 (2.3) 20.0 0.4 (0.8) –82 2.7*

Self-Efficacy

Pre-test 319.5 (37.5) } 290.3 (40.6) } 2.5*

Post-test 309.7 (36.5) �3.0 314.9 (26.3) 9 0.7

Self-Efficacy Emotional Sub-scale

Pre-test 77.7 (10.4) } 69.1 (12.1) } 2.1*

4 weeks 78.9 (8.2) 2.0 76.1 (5.9) 10 1.0

Post-test 74.8 (11.2) �3.0 75.7 (6.7) 10 �0.3

Social Support

Pre-test 101.7 (17.9) } 98.2 (11.8) – 0.6

Post-test 100.7 (17.3) �0.1 95.5 (11.1) –3 1.0

Pre-test Comorbidity 0.4 (0.6) } 0.5 (0.8) } –0.3

Urinary Function

Pre-test 57.9 (23.9) } 35.5 (18.9) } 2.8**

Post-test 74.0 (28.6) 28 57.0(26.8) 61 1.7

Urinary Bother

Pre-test 50.0 (31.3) } 40.0 (28.0) } 0.9

Post-test 66.6 (38.6) 33 63.3 (26.5) 59 0.3

Sexual Function

Pre-test 8.5 (6.8) } 11.6 (11.4) } �0.9

Post-test 13.0 (16.4) 53 20.4 (13.5) 76 �1.4

Sexual Brother

Pre-test 51.7 (40.6) } 26.7 (35.9) } 1.8*

Post-test 56.7 (41.7) 1 26.7 (32.0) 0 2.0*

ahigher scores indicate greater depression
*p� 0.05. **p� 0.01.
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Table 3. Frequency of Dyadic Discussion Topics

Topic Frequency First 4 weeks Second 4 weeks

n Percent n Percent

PSA 0 5 50 2 22

1–3 5 50 6 66

>3 } } 1 11

Incontinence 0 4 40 5 50

1–3 5 50 4 40

>3 1 10 1 10

Erectile Dysfunction 0 1 10 3 30

1–3 7 70 7 70

>3 2 20 } }

Physical Reaction to 0 5 50 5 50

Treatment* 1–3 4 40 5 50

>3 1 10 } }

Emotional Reaction 0 1 10 6 60

to Diagnosis 1–3 9 90 4 40

>3 } } } }

Family and Loved 0 3 27 2 20

Ones 1–3 6 54 7 70

>3 2 18 1 10

Other Prostate Cancer related topics** 0 1 10 3 30

1–3 8 80 6 60

>3 1 10 1 10

Unrelated Topics 0 0 0 1 10

1–3 6 66 6 60

>3 3 33 3 30

*Other than incontinence, erectile dysfunction, or PSA.
**Related to prostate cancer but not listed.

Table 4. Correlation matrix of major variables at baseline (N=30)

Core Indicator Depression Self-efficacy Social support Health

Total Emotion Urinary Sexual

Function Bother Function Bother

Self-efficacy �0.65**

Social support 0.13 0.05 0.06

Health

Urinary function �0.08 0.24 0.19 �0.09

Urinary bother �0.01 0.25 0.20 �0.24 0.73**

Sexual function �0.08 0.00 �0.03 �0.15 0.19 0.49**

Sexual bother �0.26 0.33* 0.42** �0.09 0.49** 0.25 �0.27

Comorbidity �0.24 0.10 �0.11 �0.15 0.10 0.10 0.06 0.23

*p� 0.05. **p� 0.01.
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DISCUSSION

This is the first time a dyadic support intervention
has been tested in a population of men treated for
prostate cancer. Although the purpose of the study
was to test the effect of the intervention on
depression, self-efficacy, and social support, it also

demonstrated the feasibility of providing support
to men recently treated by radical prostatectomy
for prostate cancer by trained lay support partners
(see Figures 1–3). Moreover, this study produced
essential information necessary to standardize the
delivery of this type of supportive care in the
future.
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The support partners successfully provided an
acceptable means of peer support in a community
setting for a uniquely vulnerable population of
men who by their own volition chose not to
participate in prostate cancer support ‘groups’.
Moreover, the very low attrition rate (6%) coupled
with the anecdotal evidence reported in the weekly
logs demonstrated the willingness of men to
participate in this type of support program and
that this unique strategy of support was effective at
meeting the emotional support needs of men
surviving prostate cancer and the aftermath of its
treatment. As reported above, none of the subjects
in either the control or the experimental group
chose to attend a prostate cancer support group
during the study. These findings support the work
by Deans and colleagues (Deans et al., 1988) who
reported men typically do not take advantage of
support group opportunities perhaps due to their
reluctance to discuss issues surrounding urinary
and sexual dysfunction that may be embarrassing
to discuss in a group setting. However, all of the
men receiving the dyadic intervention met with
their support partners for all of the prescribed
eight dyadic sessions. This consistent attendance
along with data from the dyadic logs supported
the men’s acceptance of the intervention, and
several expressed a preference for meeting one-to-
one in-lieu of a support group. Comments from
the dyadic logs also provided support for the
timing of the intervention as being appropriate for
assisting the men with the emotional reaction to
treatment, treatment side effects, and periodic PSA
diagnostic testing.

Depression}Although the baseline depression
scores were low, the side effects of urinary and
sexual dysfunction were expected to have a
negative impact on depression over time (i.e.,
increased depressive symptoms), which although
not statistically significant here, was the result for
the control group subjects who did not receive the
dyadic intervention. The dyadic intervention was
expected to reduce depression for men with
prostate cancer and it did result in statistically
significant lower levels of mean depression scores
at 4 weeks. This outcome is remarkable since it
contradicts what others have reported about the
ability to obtain measurable gains from psychoso-
cial interventions in less than 8 to 12 sessions
(Howard et al., 1986). Moreover, the effect size of
the dyadic intervention on depression was large
and was consistent with what others have reported
for individual psychotherapy (Hellbom et al.,

1998) and support group interventions (Cunning-
ham, 1989; 1995; Cunningham et al., 1993; Fawzy,
1995; Fawzy et al., 1990; Fawzy and Fawzy, 1994;
Fawzy et al., 1995). Although psychotherapy and
support groups have been effective at reducing
depression among cancer patients (Coreil and
Behal, 1999; Gray et al., 1997), they require
specialized training and are reported by our
sample as not appealing to men. In contrast,
dyadic support partners required minimal training
to administer the intervention in a community
setting and the dyad participants found the
intervention an acceptable means of emotional
support.

Although multivariate repeated measures of
analysis of covariance indicated depression was
no longer statistically significant after 8 weeks, this
may be a factor of the small sample size. More-
over, information from the dyadic logs revealed
that the men were anticipating PSA testing that
coincided with the second half of the study period
and this may have been a central factor in levels of
concern that may have contributed to depressive
symptomology. Moreover, consistent with the
work of others, the PSA testing came at a time
when support from family and friends diminished,
which may have compounded the problem (de
Leeuw, et al., 2000a,b, 2001). Since the most recent
experience these men had had with PSA diagnostic
testing prior to this point, which coincided with
the end of our study period, was that which
initially confirmed their prostate cancer diagnosis
that was a threat to the man’s life. Hence, it is not
surprising that the PSA topical discussion in-
creased during the second half of the study and the
concerning effect it had. Even the trained support
partners reported to us when they were due for a
periodic PSA testing. This periodic concern that
may be a factor in depressive symptomology
suggests the need to study this population long-
itudinally. We did evaluate the data to determine if
dichotomizing the depression scores by the re-
commended cutoff (scores greater than 5 out of 15)
would have an effect on our results. However, only
two men had scores greater than 5 and they both
had received clinical verification that their PSA
levels were discernable indicating they still had
cancer. For the most part, the increase in depres-
sion was smaller for those participating in the
dyadic intervention than for those in the control
group (6% versus 20%, respectively). It remains
unclear if the concern over PSA results was
temporal or would have as profound an affect if
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the intervention were to last more than 8 weeks.
Further research is needed to assess depression
further out.

Self-Efficacy}Dyadic intervention in this study
took advantage of the unique similarity between
the experimental participants and the support
partners, i.e., both men were treated for prostate
cancer with the same treatment modality and both
had similar treatment side effect experiences. It
was this similarity that we believe made it possible
for participants to look to the support partner as
men who are ‘just like me.’ The high correlation
between self-efficacy and depression (r=�0.65,
p50.01) suggests that self-efficacy may explain a
large portion of variance in depression for this
group. Unfortunately, we were not able to test this
supposition since the sample size limited our use of
sophisticated statistical techniques.

Despite randomization the experimental group
had significantly lower self-efficacy than the
control group at baseline, but by eight weeks it
was similar in both groups. However, paired t-tests
results indicated self-efficacy was significantly
higher in the dyadic support group at 8 weeks
but this difference was not seen in the control
group. These findings are consistent with those of
others who tested the effects of support groups on
self-efficacy (Cunningham et al., 1993).

LIMITATIONS

The study took place in a large Midwestern urban
setting and the sample was not representative of
the larger population of men with prostate cancer.
The majority of participants were White, married,
reasonably well educated men with annual house-
hold incomes greater than $50,000 and who had
been screened early enough to have their cancer
diagnosed while still curable. Hence, our sample
consisted solely of men who had had a radical
prostatectomy for prostate cancer at large tertiary
care medical centers. Due to the large geographic
area these large medical centers serve, 14 men were
excluded due to location outside of the study area.
Moreover, 49% of men eligible either implicitly or
explicitly refused to participate. This high refusal
rate may have affected our results since the reason
non-responders did not participate could not be
determined due to an institutional policy at the
sole refusal recruitment site that prohibited our
collecting any data on patients until consent was

signed. This policy significantly limited our ability
to determine if demographic or medical character-
istics biased our sample among responders and
non-responders; which raises additional concern
about the representativeness of the sample and the
generalizability of our findings. The small number
of minority men (in this case, black men) who
participated also makes it difficult to generalize
findings to minority populations.

This study investigated the effects of pairing two
men who both had had a radical prostatectomy
and these results supported the dyadic intervention
for men who had non-clinical levels of depression.
It is not known if meeting with the trained support
partners was central to these results or if similar
results would have been seen if patients had met
with men who were not trained or did not have
prostate cancer.

The measures of self-efficacy and sexual func-
tion both had items that required clarification
from the data collector. Hence, some of the men
may have interpreted the items differently than
others and that may have confounded study
results.

CLINICAL IMPLICATIONS

Urinary and sexual dysfunctions are common
treatment side effects of radical prostatectomy
that contribute to depression (Stanford et al.,
2000). This study has shown dyadic intervention to
be effective at reducing depression and increasing
self-efficacy in men who have undergone radical
prostatectomy. Although no research about the
effects of comprehensive psychosocial assessment
for men with prostate cancer to determine if they
have adequate support systems was found, clinical
implications drawn from this study are consistent
with what others have reported about screening
cancer patients for adequate social support sys-
tems (de Leeuw et al., 2000a,b). That is, those who
lack adequate support systems are at risk for
greater depression following cancer treatment.
Since sexual and urinary consequences associated
with radical prostatectomy are embarrassing and
difficult for men to discuss with their friends and
family, these men commonly lack adequate sup-
port and are at greater risk for depression. In
addition, these topics are central issues to men at a
time when the social support typically received
immediately after surgery diminishes that further

B.A. WEBER ET AL.56

Copyright # 2003 John Wiley & Sons, Ltd. Psycho-Oncology 13: 47–60 (2004)



increases the risk for depression and sets these men
apart as a uniquely vulnerable population.

Organizing a core group of volunteer former
patients to act as support partners is a low cost
means of support that was effective in reducing
depression and increasing self-efficacy for men in
the dyadic support program who had had a radical
prostatectomy. Moreover, men who do have a
history of attending prostate cancer support
groups are logical and appropriate people to carry
out this type of support intervention since they
need minimal training, have experience in both
receiving and offering support, and are able to
carry out the intervention in a community setting.

The support partners’ contribution to the
success and acceptance of the dyadic intervention
was associated with their personalities and their
willingness to share their experiences. Because
there are unique side effects associated with each
type of treatment for prostate cancer, one essential
characteristic of the support partners was that they
had had a history of the same cancer diagnosis,
similar treatment as their dyadic partners, and
experience with similar treatment side effects. For
example, bowel dysfunction was not a concern for
men who had undergone a radical prostatectomy,
but it would be for men who undergo radiation
therapy. We recommend another essential char-
acteristic of support partners is emotional stability;
hence, only men with a stable PSA and the
recommendation of either their health care provi-
der or a support group facilitator were asked to
participate. It was important that support partners
had a genuine concern for others, were nonjudg-
mental, effective communicators, were cognitively
intact, and could maintain confidentiality.

RESEARCH IMPLICATIONS

Additional research is needed to test the dyadic
intervention with a larger sample in order to both
replicate findings and increase generalizability.
Men in this study were found to have low baseline
levels of depression as measured with the Geriatric
Depression Scale. Although some would argue
that future research in this area should consider
screening men for a certain level of depression for
inclusion into the study, these pilot results indicate
that depression begins to manifest over time
(beginning approximately 10 weeks after surgery)
as men endure the physiological and emotional

consequence of disease and treatment. Hence,
excluding men recently treated who show no sign
of depression at baseline may be excluded to their
own detriment later. Although the dyadic inter-
vention was found to decrease depression and
increase self-efficacy for those participating in the
dyadic support program, it may also have utility
with other outcomes (e.g., uncertainty associated
with PSA testing) and at different points in time,
such as the period of time when men are faced with
treatment decisions.

Anecdotal data from the dyadic logs provided a
foundation of topics that are important to men
recovering from radical prostatectomy. Future
research is needed to test the dyadic support
program that follows more of a standard approach
to support through structured discussion that
includes the topics that were shown to be
important to men in this study.

Although the intervention had a large effect on
depression, the enduring effect should be studied.
In addition, comparison of the effectiveness of
dyadic intervention versus the effectiveness of
support groups is needed. Unexpectedly, a number
of dyadic support program participants attended
prostate cancer support groups with their dyadic
support partners after the study period. Perhaps a
combination treatment of the dyadic support
program and support group would be beneficial
and acceptable to men with prostate cancer as it
has been with women who have breast cancer
(Samarel et al., 1997).

Two of the support partners had the opportu-
nity to interact in more than one dyad. Although
this occurred so infrequent to statistically analyze
in our study, future research should be carried out
to test the effectiveness of the support partner
based on the number of dyadic interactions in
which he has been involved. Research is also
needed to test whether secondary characteristics of
support partners have an influence on study
outcomes. For example, what are the effects of
age, socioeconomic status, or marital status on the
quality of the dyadic intervention?

Physical function improved in both groups over
time. However, the men in the experimental group
had greater improvements over time than men in
the control group. Future research is needed to
explore the short- and long-term effects of dyadic
support on physical function outcomes. Finally,
future research is needed to test the effective-
ness of dyadic intervention compared to support
group participation and in other populations: for
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example, people with other health problems,
women and children, and healthy people that
experience a life altering event such as retirement,
miscarriage, or bereavement.

CONCLUSION

To date, little has been reported about the
emotional impact of prostate cancer, its treatment,
and the treatment side effects. This pilot study
launches the investigation into understanding the
needs of this group that is uniquely at-risk for
depression. By pairing men (dyads), who were
newly diagnosed with prostate cancer and who had
undergone a radical prostatectomy with long-term
survivors of similar circumstance, this study
demonstrated the effectiveness of dyadic interven-
tion that was an acceptable means of support for
men who will face the consequences of radical
prostatectomy throughout survivorship. Although
the small sample size precluded the use of
advanced statistical methods and the expected
corresponding effects of social support were not
found, depression was significantly reduced and
self-efficacy increased for those having the dyadic
intervention. The majority of men in both groups
never took advantage of a support group before,
during, or after the study period. However,
subjects and their corresponding dyadic support
partners reported that they planned to maintain
contact with each other, and some of the support
partners reported that they had successfully
invited their dyadic partners to prostate cancer
support group meetings at the conclusion of the
dyadic intervention. The timing of support seemed
appropriate although future research is needed to
determine if dyadic intervention is effective at
different time points, such as the time when men
make decisions about which treatment they should
undergo.

Dyadic intervention is an innovative, low cost
and acceptable means of support for men that may
increase self-efficacy and decrease depression and
can be integrated into practice with minimal effort
and training.
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