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ABSTRACT
Objective: There is an increasing amount of literature acknowledging the significance of addressing the psychosocial impact of
prostate cancer (PCa) on couples' relationship functioning and well‐being. However, research on developing and evaluating
psychological interventions for individuals and couples coping with PCa remains limited. This systematic review aimed to
critically evaluate and synthesise the effectiveness of psychological interventions in improving the relationship functioning of
couples affected by PCa and to identify the moderating role of several methodological characteristics of intervention studies.
Methods: Five databases MEDLINE, PsycINFO, Embase, Global Health, and Cochrane Library were searched up to September
2024. Twenty‐three studies with randomised trials and a total sample size of 3333 participants were included. Random effects
meta‐analyses for relationship functioning, sensitivity analysis for outliers, and publication bias analysis were conducted.
Results: The results showed that psychological interventions had a non‐significant trivial effect (g = 0.06, p = 0.328) on
improving relationship functioning among couples coping with PCa. Subgroup analyses identified two potential moderators:
firstly, the intervention format (conjoint vs. individual; p = 0.005), and secondly, the intervention frequency (session number
< 6 vs. session number ≥ 6; p = 0.004).
Conclusions: The findings suggest that more high‐quality intervention studies are needed to improve the relationship func-
tioning of those affected by PCa, with screening processes to select more representative samples at entry. The implications for
clinical practice highlight the need to tailor interventions to the specific needs of couples coping with PCa.

1 | Introduction

In the UK, approximately 52,300 men are diagnosed with
prostate cancer (PCa) each year [1]. While patients' survival
rates and life expectancies have increased due to earlier detec-
tion and improved treatments, concerns remain regarding the
chronic psychological issues associated with PCa, such as

depression and anxiety [2]. It is important to note that not only
patients but also their partners can be affected by these psy-
chological consequences [3, 4]. The term ‘couple's disease’ has
been coined to emphasise the impact of PCa on relationship
functioning and the mental well‐being of both partners [5, 6].
Negative impacts on relationships can be observed at the early
stage of diagnosis [7]. After treatment, patients may experience
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a range of medical complications, including erectile, urinary,
and bowel dysfunction. These complications can alter their
masculine self‐image, leading to feelings of shame and embar-
rassment [8, 9]. Consequently, these emotions may make it
difficult for patients to maintain intimate relationships with
their partners [10, 11].

It is also evident that partners may experience more distress
than patients. After treatment, patients are more likely to rely
on their partners as primary caregivers [12, 13]. Partners may
feel overwhelmed while dealing with multiple stressors, such as
attending to patients, dealing with uncertainty, and maintaining
a work‐life balance [14, 15]. Without having those issues
addressed and resolved, the relationship functioning can be
disrupted, and each partner's psychosocial adaptation and well‐
being will be compromised [4, 16].

Psychological interventions, such as psychosocial and psycho-
sexual therapies, have been developed to assist individuals and
couples affected by PCa [17, 18]. Empirical research has taken
two different approaches to determine the effectiveness of psy-
chological interventions in alleviating the adverse impact of PCa
on relationship functioning. The first approach involves patients
and partners receiving the interventions together (e.g., Refs. [4,
19]). Interventions that focus on couples tend to address dyadic
adjustment and therefore may provide a more detailed exami-
nation of the impact of PCa on the patient‐partner relationship
through interpersonal interactions. This approach may enhance
the effectiveness of interventions by encouraging communica-
tion and shared learning within couples, thus facilitating their
dyadic adjustment [20]. Another approach is to provide indi-
vidual interventions for patients and partners (e.g., Refs. [21,
22]). Research has shown that patients and their partners may
experience different stressors and adopt distinct coping and
communication patterns [23, 24]. Therefore, interventions
tailored to the individual needs of patients and partners may be
more effective and allow for more flexible consultations [25].

Relationship‐focused interventions in PCa primarily target
participants' communication skills, as these skills are essential
for promoting dyadic adjustment and are amenable to change
through psychological interventions [14]. Psychoeducation and
self‐management training are also commonly included to
enhance coping skills, which are critical for confronting chal-
lenges posed by PCa, such as dealing with uncertainty and
making treatment decisions [26]. Although different approaches
to intervention have been employed, it remains unclear which
factors determine their effectiveness in improving desired out-
comes, including communication, coping, and relationship
functioning. A recent meta‐analysis of couple‐based in-
terventions for couples coping with breast cancer found no
statistically significant effects on dyadic relationship outcomes
[27]. Similarly, another meta‐analysis reported small and non‐
significant effects of couple‐based psychosocial interventions
on relationship functioning across cancer types, with 33% of
interventions specifically targeting couples affected by PCa [28].
While a recent review examined the effects of couple‐based
psychological interventions for PCa patients and their spouses,
it did not specifically explore their impact on relationship
functioning [29]. As a result, there is still a gap in understanding

which types of interventions are most effective in improving
dyadic relationships, particularly for couples coping with PCa.

To date, no meta‐analyses have been conducted to determine
the overall effect size of psychological interventions for people
affected by PCa on relationship functioning, nor to explore the
methodological characteristics of these intervention studies. The
omission of methodological characteristics in previous system-
atic reviews is surprising, as information regarding intervention
frequency, delivery methods (e.g., individual, conjoint), and
sample characteristics (e.g., patient, partner) can offer valuable
insights into whether certain design components of various
studies may have contributed to conflicting results. This may
help in the future development of interventions that are most
beneficial to participants. With this in mind, we conducted the
first systematic review with meta‐analysis to synthesise and
critically evaluate the evidence of clinical trials of psychological
interventions to improve relationship functioning in couples
coping with PCa. The review was guided by two research
questions. First, do psychological interventions significantly
improve relationship outcomes for couples coping with PCa?
Second, do methodological characteristics such as delivery
mode, participant roles, and intervention frequency moderate
the effectiveness of these interventions? By addressing these
questions, this review contributes to the current knowledge by
offering a more nuanced understanding of how specific inter-
vention components can be developed to improve relationship
functioning in couples coping with PCa effectively.

2 | Methods

The review protocol was registered in the PROSPERO database
(CRD42023390813). The review results were reported following
the Preferred Reporting Items for Systematic Reviews and Meta‐
Analyses Field [30] checklist. Ethical approval was not required.

2.1 | Search Strategy

The database search was initially conducted in January 2023,
and an updated search was performed in September 2024. The
MEDLINE (1946 to 30 August 2024), PsycINFO (1806 to 30
August 2024), EMBASE (1947 to 30 August 2024), and Global
Health (1973 to 30 August 2024) databases were searched
through the Ovid search interface with key terms including
‘prostate’ OR ‘prostate cancer’ OR ‘prostate carcinoma’ AND
‘psychological’ OR ‘psychosocial’ OR ‘behavioural’ OR ‘psy-
chosexual’ AND ‘intervention*’ OR ‘therapy*’ OR ‘support*’ (see
Supporting Information S1: Appendix A). Cochrane Library
(1996 to 2 September 2024) was also searched with mesh terms
including (‘Prostatic Neoplasms’ [Mesh]) AND (‘Psychotherapy’
[Mesh] OR ‘Counselling’ [Mesh] OR ‘Psychosocial Support
Systems’ [Mesh]) AND (‘Interpersonal Relations’ [Mesh] OR
‘Family Therapy’ [Mesh] OR ‘Marriage’ [Mesh]) AND (‘Spouses’
[Mesh] OR ‘Partners’ [Mesh]). In addition, relevant articles
were identified by hand‐searching Google Scholar and the
reference lists of the included studies.
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2.2 | Eligibility Criteria

A list of inclusion and exclusion criteria guided the selection
process. Inclusion criteria set out that (1) participants were in-
dividuals diagnosed with prostate cancer and/or their intimate
partners; (2) psychological interventions including psychosocial
and psychosexual were delivered; (3) studies used experimental
or quasi‐experimental designs, such as randomised controlled
trials (RCTs) and controlled clinical trials (CCTs); (4) control
groups were usual care, waitlist control, or no‐treatment con-
trol; (5) studies used validated measures that report on various
aspects of relationship functioning, including relationship
satisfaction, quality, and interaction; (6) studies were published
in English peer‐reviewed journals. Studies were excluded
regarding the following: (1) only used medical and lifestyle in-
terventions such as exercises and physical training that focussed
on physical rather than psychological outcomes; (2) non-
randomised trials (e.g., one‐group pretest‐posttest design) and
case studies were excluded to ensure methodological rigour; (3)
interventions involving caregivers not identified as intimate
partners, such as friends and relatives.

2.3 | Data Extraction

The search results from the database were imported into Covi-
dence, the systematic review management software. After
removing duplicates, two reviewers (H.M. and Y.L.) screened all
titles and abstracts to select relevant articles. The full texts of the
selected articles were then uploaded and assessed based on the
inclusion and exclusion criteria. Any conflicts and ambiguities
were resolved by a third reviewer (Y.Y.). The study character-
istics were extracted, including the author, year of publication,
participant demographics, study design, intervention content,
control group, outcome measure, and main findings. For meta‐
analysis, we extracted reported data on the number of partici-
pants, mean, and standard deviation of each intervention group
at each data collection point. We also extracted other reported
data, such as effect sizes (e.g., Cohen's d) and standard errors.
Extraction was performed independently by two reviewers, H.
M. and Y.Y., followed by a consensus check to resolve any
discrepancies. A 96% agreement rate was achieved among re-
viewers for article selection.

2.4 | Quality Assessment

The quality of each included study was assessed using the
Effective Public Health Practice Project (EPHPP) checklist [31].
The EPHPP is a public health research assessment tool that
evaluates six methodological aspects of a quantitative study: (1)
selection bias, (2) design, (3) confounders, (4) blinding, (5) data
collection methods, and (6) withdrawals and dropouts. Each
aspect can be rated as ‘strong’, ‘moderate’, or ‘weak’. An overall
rating of ‘strong’ is achieved if there are no ‘weak’ ratings,
‘moderate’ if there is one ‘weak’ rating, and ‘weak’ if there are
two or more ‘weak’ ratings. The EPHPP has been evaluated as a
valid and reliable quantitative study assessment tool [32] and
has been used in reviews of psychological intervention studies

[13, 33, 34]. Two reviewers (H.M. and Y.Y) completed the
assessment individually and resolved all conflicts through
discussion.

2.5 | Data Analyses

The first step involved performing a qualitative synthesis to
describe the characteristics of the included studies. Subse-
quently, studies with sufficient quantitative data to obtain effect
sizes were selected for meta‐analyses. Relationship outcomes
were measured using patient‐ and partner‐reported data, treated
as distinct effect sizes. Furthermore, each intervention group
was considered separately for the meta‐analysis for studies with
multiple interventions. All included studies were RCTs and re-
ported no significant baseline differences between groups, so
baseline adjustment was not required. Post‐treatment means
and standard deviations reported at the final time points were
collected to calculate effect sizes pooled for the final meta‐
analysis, considering the variation in the reported timing of
the follow‐up among studies. Effect sizes were calculated using
Hedges' g, which adjusts for small sample sizes and provides a
more accurate measure than Cohen's d [35]. Hedges' g repre-
sents the standardised mean difference between the post‐
treatment scores of the treatment group and the control
group, corresponding to values of 0.2, 0.5, and 0.8 indicating
small, moderate, and large effect sizes [36]. A random‐effects
model was employed for all analyses, on the assumption of
natural heterogeneity among studies. In instances where mul-
tiple outcome measures for relationship quality or satisfaction
were reported in included studies, an investigation into the
potential for correlated effects would be conducted. The I2 sta-
tistic indicated low (25%), moderate (50%), and high (70%)
between‐study heterogeneity. A 95% confidence level and a p‐
value of 0.05 were selected. The analyses were performed using
R (version 4.2.2) and RStudio (version 2022.12.0 þ 353 for Mac)
with the R meta package [37].

2.6 | Publication Bias

The study implemented a funnel plot and Egger's regression test
[38] to examine the possible existence of publication bias in the
relationship functioning effects. The funnel plot displayed each
effect, and an asymmetrical distribution of all effects around the
averaged effect size would indicate the presence of publication
bias. To test for asymmetry, Egger's regression test was con-
ducted, which generated quantitative evidence. A significant
result from Egger's test indicates the potential presence of
publication bias. The objective of combining these two methods
was to provide a more robust and reliable assessment of publi-
cation bias in the analysis. Subsequently, a sensitivity analysis
was conducted to identify any outlying effects that may distort
the pooled effect estimate. An effect is considered an outlier if
there is no overlap between its confidence interval and the
pooled effect's confidence interval [35]. Differences in treatment
effects before and after excluding outliers were reported if any
outliers were detected.
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2.7 | Subgroup Analysis

Subgroup analyses were conducted to identify moderators that
contribute to the variation in the effects of psychological in-
terventions on relationship functioning. The first analysis
distinguished between individual‐based and couple‐based in-
terventions. The second analysis compared interventions with
cognitive‐behavioural components with interventions without
cognitive‐behavioural components. Additionally, the study
investigated the impact of intervention frequency, distinguish-
ing between sessions less than six and those equal to or greater
than six. Furthermore, subgroup analyses were conducted to
examine the effects of the delivery method (in‐person vs.
remote) and participant role (patient vs. partner). The existence
of moderators was indicated by statistically significant differ-
ences between subgroups. All subgroup analyses adhered to the
benchmark of having a minimum of four studies (k ≥ 4) in each
subgroup [39].

3 | Results

3.1 | Study Selection

The PRISMA flow diagram (see Figure 1) displays information
about the screening and study selection process. The results of
the database search were uploaded into Covidence for
screening. Overall, 6680 articles from electronic database
searches and reference mining were imported. After removing
duplicates, 4658 studies were screened based on their titles and
abstracts. Of these, 4513 studies were excluded, leaving 145
studies with full texts assessed for eligibility. Following eligi-
bility checks, 23 studies were included in the systematic review.
The most common reasons for exclusion were conference ab-
stracts (n = 34) and lack of relevant outcomes relevant to the
focus of this review (n = 43). Of the 23 studies included, 16 had
sufficient quantitative data and were therefore included in the
meta‐analysis.

3.2 | Sample Characteristics

The combined number of participants in all the studies was 3333
(see Table 1). The sample size varied from 40 to 474 individuals.
Out of the 23 studies, 16 predominantly recruited couples [4, 14,
19, 40–52], 5 studies solely involved patients [21, 22, 53–55], and 2
studies exclusively targeted partners [25, 56]. Although one study
took on caregivers as participants, it was included because 32 out
of 33 caregivers identified as spouses/partners [19]. Based on the
reported data, patients' mean age ranged from 60 to 73 years,
while partners' mean age was between 55.7 and 63.6 years. The
mean length of the relationship ranged between 27 and 39.7 years.
Patients were at different stages, from pre‐diagnosis to post‐
treatment. Although three studies [46, 49, 51] included same‐
sex couples, the remaining studies only recruited heterosexual
couples. Baseline demographic characteristics did not differ
significantly among the participants across all studies. With re-
gard to geographical location, only one study [42] was conducted
in the Eastern region (the Taiwan region), while the remainder

were conducted in theWestern regions such as the United States,
the United Kingdom, and Canada.

3.3 | Interventions

Following a previous review [17], the intervention components
across studies in this research were classified into the following
categories: education (34%), communication (20%), peer support
(10%), decision support (4%), relaxation (6%), supportive coun-
selling (4%), and cognitive‐behavioural (22%). The initial six
modules concentrate on sharing information, communication
training, providing support, and meditation. These are distinct
from the cognitive‐behavioural module, which teaches partici-
pants to work with their positive and negative thoughts and set
goals to maintain behavioural changes. Several conceptual
frameworks and theoretical models were mentioned across
studies, such as the cognitive‐behavioural model, the relation-
ship intimacy model of cancer adaptation, and the mindfulness‐
based cognitive model. Most interventions were focussed on
couples (69.6%), while a smaller percentage were either patient‐
focused (21.7%) or partner‐focused (8.7%). Interventions were
regularly delivered to participants either in person (60.9%) or
remotely (39.1%) via phone or online websites.

3.4 | Design of Studies

The majority of the studies were RCTs, with only one being
quasi‐experimental with an intervention randomisation [42].
Five studies had multiple interventions [40–42, 46, 50]. Apart
from one study [41] that had a long‐term follow‐up report
extending to 5 years, the follow‐up times ranged from 3 weeks to
12 months.

3.5 | Outcome Measures

The commonly used outcome measures for relationship func-
tioning were the dyadic adjustment scale (DAS) and its revised
(R‐DAS) and abbreviated versions (A‐DAS), which were applied
in 14 studies (see Table 1). The remaining measures were the
Index of Marital Satisfaction (IMS; [14]), the Post‐Traumatic
Growth Inventory (PTGI) subscale related to others [56], the
Marital Affection subscale of the Prostate Cancer‐Related
Quality of Life Scale (PCaQoL; [55]), the 5‐item Marital In-
teractions Scale (MIS; [22]), the Relationship Satisfaction
Questionnaire (RSQ; [54]), the Family Relationship Index (FRI;
[43]), the Self‐Esteem and Relationship Questionnaire (SEAR;
[21, 53]) and the Systemic Clinical Outcome and Routine
Evaluation (SCORE‐15; [49]).

3.6 | Quality of Studies

Divisional and total ratings from the EPHPP checklist were
obtained (see Table 2). The overall assessment results showed
that 17 studies were rated as weak ([4, 14, 21, 22, 40, 41, 44–46,
48–53, 55, 56]), and 5 studies were rated as moderate [25, 42, 43,
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47, 54], and only one study [19] was rated as strong. Examining
each component individually, selection bias and blinding
received the highest number of weak ratings, at 70% and 90%
respectively. In contrast, the components of study design, con-
founders, data collection methods, and withdrawals were rated
more favourably, with strong or moderate ratings in 100%, 95%,
100%, and 76% of cases, respectively.

3.7 | Publication of Bias

Based on the visual inspection of the funnel plot (k= 30, Figure 2),
the distribution of effect sizes appears to be relatively symmetri-
cal, indicating no potential publication bias. Furthermore, the
results of Egger's test were not significant (intercept = −0.975;
95%CI [−1.98,−0.03]; p= 0.068). Twooutlierswere detected.One

FIGURE 1 | PRISMA diagram.

5 of 17



T
A
B
LE
1

|
St
ud

y
ch
ar
ac
te
ri
st
ic
s.

A
ut
ho
r

(y
ea
r)

D
es
ig
n

Sa
m
pl
e
si
ze

an
d

ch
ar
ac
te
ri
st
ic
s
T
he
or
et
ic
al
fr
am
ew
or
ks

In
te
rv
en
ti
on
s
an
d
co
nt
ro
l

gr
ou
p

In
te
rv
en
ti
on

co
m
po
ne
nt
s

N
um
be
r

of
se
ss
io
ns

D
el
iv
er
y

fo
rm
at

O
ut
co
m
e

m
ea
su
re

In
cl
ud
ed

in
M
et
a

C
ar
ls
on

et
al
.

(2
01
7)

R
C
T

N
=
77

co
up

le
s

Pa
t.
M

ag
e

=
65
.8
7

Pa
r.
M

ag
e

=
61
.7
0

N
M

In
d.
In
t:
Su

pp
or
tiv

e
ex
pr
es
si
ve

th
er
ap
y

C
on

:T
re
at
m
en
ta

s
us
ua

l

C
,P

S
6

In
‐p
er
so
n

IM
S

Ye
s

M
al
ca
rn
e

et
al
.

(2
01
9)

R
C
T

N
=
16
4
sp
ou

se
s

Pa
r.
M

ag
e

=
61
.5
4

Br
ig
ht

ID
EA

S
m
od

el
In
d.
In
t:
Pr
ob
le
m
‐s
ol
vi
ng

th
er
ap
y

C
on

:U
su
al

ps
yc
ho

so
ci
al

ca
re

E
6
to

8
In
‐p
er
so
n

D
A
S

Ye
s

M
an

ne
et

al
.

(2
00
4)

R
C
T

N
=
60

pa
rt
ne
rs

Pa
r.
M

ag
e

=
59
.6
3

R
el
.M

le
ng

th
=
33
.6
6

St
re
ss

an
d
co
pi
ng

th
eo
ry
,

co
gn

iti
ve

an
d
so
ci
al

pr
oc
es
si
ng

th
eo
ri
es

of
ad
ap
ta
tio

n
to

di
ffi
cu
lt
lif
e

ev
en
ts

In
d.
In
t:
Ps
yc
ho

‐e
du

ca
tio

na
l

in
te
rv
en
tio

n
C
on

:U
su
al

ca
re

E,
C
,P

S
6

In
‐p
er
so
n

PT
G
I‐
re
la
te

to
ot
he
rs

Ye
s

Si
dd

on
s

et
al
.

(2
01
3)

R
C
T

N
=
60

pa
tie

nt
s

Pa
t.
M

ag
e

=
62
.3
4

C
og
ni
tiv

e–
be
ha

vi
ou

ra
l

fr
am

ew
or
k

In
d.
In
t:
C
og
ni
tiv

e‐
be
ha

vi
ou

ra
lg

ro
up

in
te
rv
en
tio

n
C
on

:W
ai
t‐l
is
t

E,
C
B,

C
,R

8
In
‐p
er
so
n

PC
aQ

oL
‐

m
ar
ita

l
af
fe
ct
io
n

Ye
s

Ta
ga
ie

ta
l.

(2
02
1)

R
C
T

N
=
43
1

pa
tie

nt
s

Pa
t.
M

ag
e

=
63
.5
5

C
og
ni
tiv

e
so
ci
al

he
al
th

in
fo
rm

at
io
n
pr
oc
es
si
ng

m
od

el
In
d.
In
t:
Pr
os
ta
te

ca
nc
er

on
lin

e
gu

id
e
&

re
so
ur
ce

fo
r

el
ec
tr
on

ic
su
rv
iv
or
sh
ip

C
on

:E
nh

an
ce
d
us
ua

lc
ar
e

E,
C
B

N
M

In
‐p
er
so
n

5‐
It
em

M
IS

Ye
s

G
ie
sl
er

et
al
.

(2
00
5)

R
C
T

N
=
99

dy
ad
s

Pa
t.
M

ag
e

=
63
.8

Pr
ox
im

al
‐d
is
ta
lf
ra
m
ew

or
k

In
d.
In
t:
C
an

ce
r
ca
re

in
te
rv
en
tio

n
C
on

:S
ta
nd

ar
d
ca
re

E
6

In
‐p
er
so
n

D
A
S‐

sa
tis
fa
ct
io
n

Ye
s

O
se
ie

ta
l.

(2
01
3)

R
C
T

N
=
40

pa
tie

nt
s

Pa
t.
M

ag
e

=
67
.2

Tr
an

sa
ct
io
na

lm
od

el
of

st
re
ss

an
d
co
pi
ng

In
d.
In
t:
O
nl
in
e
su
pp

or
t

gr
ou

p
C
on

:U
su
al

ca
re

E,
PS

6
R
em

ot
e

R
SQ

N
o

(C
on

tin
ue
s)

6 of 17 Psycho‐Oncology, 2025



T
A
B
LE
1

|
(C
on

tin
ue
d)

A
ut
ho
r

(y
ea
r)

D
es
ig
n

Sa
m
pl
e
si
ze

an
d

ch
ar
ac
te
ri
st
ic
s
T
he
or
et
ic
al
fr
am
ew
or
ks

In
te
rv
en
ti
on
s
an
d
co
nt
ro
l

gr
ou
p

In
te
rv
en
ti
on

co
m
po
ne
nt
s

N
um
be
r

of
se
ss
io
ns

D
el
iv
er
y

fo
rm
at

O
ut
co
m
e

m
ea
su
re

In
cl
ud
ed

in
M
et
a

N
el
so
n

et
al
.(
20
24
,

20
19
)

R
C
T

N
=
19
1

pa
tie

nt
s

Pa
t.
M

ag
e

=
60

A
cc
ep
ta
nc
e
an

d
co
m
m
itm

en
t

th
er
ap
y
fr
am

ew
or
k

In
d.
In
t:
A
cc
ep
ta
nc
e
an

d
co
m
m
itm

en
tt
he
ra
py

C
on

:E
nh

an
ce
d
m
on

ito
ri
ng

C
B

7
M
ix
ed

SE
A
R

Ye
s
(2
02
4)

N
o
(2
01
9)

C
ha

m
be
rs

et
al
.(
20
19
,

20
15
)

R
C
T

N
=
18
9
co
up

le
s

Pa
t.
M

ag
e

=
62
.7

Pa
r.
M

ag
e

=
59
.7
8

R
el
.M

le
ng

th
=
32
.4
8

Pe
er

su
pp

or
tf
ra
m
ew

or
ks

C
on
.I
nt
1:

N
ur
se

co
un

se
lli
ng

in
te
rv
en
tio

n
C
on
.I
nt
2:

Pe
er

su
pp

or
t

in
te
rv
en
tio

n
C
on

:U
su
al

ca
re

E,
SC

,D
S

E,
PS

,C
6
to

7
R
em

ot
e

R
em

ot
e

R
ev
is
ed
‐

D
A
S

Ye
s
(2
01
5)

N
o
(2
01
9)

C
ou

pe
r

et
al
.

(2
01
5)

R
C
T

N
=
62

co
up

le
s

Pa
t.
M

ag
e

=
64

Pa
r.
M

ag
e

=
61

N
M

C
on
.I
nt
:C

og
ni
tiv

e
ex
is
te
nt
ia
l

co
up

le
th
er
ap
y

C
on

:U
su
al

ca
re

C
B,

PS
6

In
‐p
er
so
n

FR
I‐

re
la
tio

ns
hi
p

fu
nc
tio

n

Ye
s

K
ar
ls
en

et
al
.

(2
02
1)

R
C
T

N
=
35

co
up

le
s

Pa
t.
M

ag
e

=
63

Pa
r.
M

ag
e

=
61

So
ci
al

co
gn

iti
ve

th
eo
ry

C
on
.I
nt
:P

ro
‐c
an

in
te
rv
en
tio

n
C
on

:U
su
al

ca
re

E,
SC

6
In
‐p
er
so
n

D
A
S

Ye
s

La
m
be
rt

et
al
.

(2
02
2)

R
C
T

N
=
33

dy
ad
s
þ

16
pa
tie

nt
s

St
re
ss

an
d
co
pi
ng

fr
am

ew
or
k,

fr
am

ew
or
k
of

dy
ad
ic

co
pi
ng

,
se
lf‐
ef
fic
ac
y
th
eo
ry

C
on
.I
nt
:T

EM
PO

C
on

:W
ai
t‐l
is
t

C
B,

C
,D

S
10

R
em

ot
e

R
ev
is
ed
‐

D
A
S

Ye
s

La
m
be
rt

et
al
.

(2
01
6)

R
C
T

N
=
42

co
up

le
s

Pa
t.
M

ag
e

=
63
.7

Pa
r.
M

ag
e

=
59
.9

R
el
.M

le
ng

th
=
33
.7

N
M

C
on
.I
nt
:C

op
in
g‐
to
ge
th
er

C
on

:M
in
im

al
et
hi
ca
lc

ar
e

E,
R

1
R
em

ot
e

R
ev
is
ed
‐

D
A
S

Ye
s

M
an

ne
et

al
.

(2
01
9)

R
C
T

N
=
23
7
co
up

le
s

Pa
t.
M

ag
e

=
61

Pa
r.
M

ag
e

=
57

R
el
.M

le
ng

th
=
27

R
el
at
io
ns
hi
p
in
tim

ac
y
m
od

el
of

ca
nc
er

ad
ap
ta
tio

n
C
on
.I
nt
:I
nt
im

ac
y‐
en
ha

nc
in
g

th
er
ap
y

C
on

:U
su
al

ca
re

C
B,

C
5

R
em

ot
e

D
A
S

Ye
s

(C
on

tin
ue
s)

7 of 17



T
A
B
LE
1

|
(C
on

tin
ue
d)

A
ut
ho
r

(y
ea
r)

D
es
ig
n

Sa
m
pl
e
si
ze

an
d

ch
ar
ac
te
ri
st
ic
s
T
he
or
et
ic
al
fr
am
ew
or
ks

In
te
rv
en
ti
on
s
an
d
co
nt
ro
l

gr
ou
p

In
te
rv
en
ti
on

co
m
po
ne
nt
s

N
um
be
r

of
se
ss
io
ns

D
el
iv
er
y

fo
rm
at

O
ut
co
m
e

m
ea
su
re

In
cl
ud
ed

in
M
et
a

M
an

ne
et

al
.

(2
01
1)

R
C
T

N
=
71

co
up

le
s

Pa
t.
M

ag
e

=
60

Pa
r.
M

ag
e

=
55
.7

R
el
.M

le
ng

th
=
27

R
el
at
io
ns
hi
p
in
tim

ac
y
m
od

el
of

ca
nc
er

ad
ap
ta
tio

n
C
on
.I
nt
:I
nt
im

ac
y‐
en
ha

nc
in
g

th
er
ap
y

C
on

:U
su
al

ca
re

C
B,

C
5

In
‐p
er
so
n

D
A
S

N
o

R
ob
er
ts
on

et
al
.

(2
01
6)

R
C
T

N
=
43

co
up

le
s

Pa
t.
M

ag
e

=
63
.7

R
el
.M

le
ng

th
=
32
.1

Fa
m
ily

sy
st
em

s
th
eo
ry

C
on
.I
nt
:R

el
at
io
na

l‐
ps
yc
ho

se
xu

al
in
te
rv
en
tio

n
C
on

:U
su
al

ca
re

E
6

In
‐p
er
so
n

SC
O
R
E‐
15

Ye
s

Sc
ho

ve
r

et
al
.

(2
01
2)

R
C
T

N
=
11
5
co
up

le
s

Pa
t.
M

ag
e

=
64

R
el
.M

le
ng

th
=
33

Se
ns
at
e
fo
cu
s
fr
am

ew
or
k

C
on
.I
nt
1:

C
A
R
ES

(fa
ce
‐to

‐
fa
ce
)

C
on
.I
nt
2:

C
A
R
ES

(w
eb
)

C
on

:W
ai
t‐l
is
t

C
B,

C
,E

C
B,

C
,E

3
In
‐p
er
so
n

R
em

ot
e

A
bb
re
vi
at
ed
‐

D
A
S

N
o

Th
or
nt
on

et
al
.

(2
00
4)

R
C
T

N
=
80

pa
tie

nt
s

þ
65

pa
rt
ne
rs

Pa
t.
M

ag
e

=
61
.1
6

Pa
r.
M

ag
e

=
57
.2
3

R
el
.M

le
ng

th
=
28

N
M

C
on
.I
nt
:C

om
m
un

ic
at
io
n

en
ha

nc
em

en
ti
nt
er
ve
nt
io
n

C
on

:N
C
C
C

C
1

In
‐p
er
so
n

D
A
S

N
o

W
al
ke
r

et
al
.

(2
01
3)

R
C
T

N
=
27

co
up

le
s

Pa
t.
M

ag
e

=
73

N
M

C
on
.I
nt
:E

du
ca
tio

na
l

in
te
rv
en
tio

n
C
on

:U
su
al

ca
re

E
1

In
‐p
er
so
n

D
A
S

N
o

K
em

er
er

et
al
.

(2
02
3)

R
C
T

N
=
68

co
up

le
s

Pa
t.
M

ag
e

=
68

Pa
r.
M

ag
e

=
63

R
el
.M

le
ng

th
=
29

C
og
ni
tiv

e
be
ha

vi
ou

ra
lm

od
el
;

m
in
df
ul
ne
ss
‐b
as
ed

co
gn

iti
ve

m
od

el

C
on
.I
nt
1:

C
og
ni
tiv

e
be
ha

vi
ou

ra
lt
he
ra
py

C
on
.I
nt
2:

M
in
df
ul
ne
ss

th
er
ap
y

C
on

:U
su
al

ca
re

C
B

C
B,

E,
R

4
In
‐p
er
so
n

D
A
S‐
7

Ye
s

(C
on

tin
ue
s)

8 of 17 Psycho‐Oncology, 2025



effect was reported by patients [44], and the other by partners
[43]. The confidence intervals for both outliers were outside the
overall estimated effect size's confidence interval (95%CI [−0.06;
0.17]). Although no publication bias was detected, it is important
to exercise caution when interpreting the overall effect estimates
due to the significant heterogeneity of the data.

3.8 | Primary Analyses

There was no significant difference in the effects of psycho-
logical interventions on relationship functioning outcomes
compared to the control conditions (g = 0.06, p = 0.328
[k = 30]) (see Table 3). Moderate heterogeneity was observed
(I2 = 47.1, p = 0.003 [k = 30]). After removing two identified
outliers, the effect size became almost zero (g = 0.01, p = 0.846
[k = 28]) with low heterogeneity (I2 = 15.1, p = 0.240 [k = 28]).

3.9 | Subgroup Analyses

Potential moderators were identified through subgroup analyses
(see Table 4). The first subgroup category was intervention
format. The effect sizes between conjoint interventions
(g = −0.05, p = 0.393 [k = 22]) and individual interventions
(g = 0.23, p = 0.024 [k = 8]) showed a significant difference
(p = 0.005), indicating that individual interventions had a larger
effect and intervention format (conjoint vs. individual) moder-
ated the effects of psychological interventions on improving
relationship functioning (seeFigure 3). Then,we investigated the
moderating effect of the intervention delivery method by
comparing in‐person and remote methods. Interventions deliv-
ered in person had an effect size of 0.14 (p = 0.260 [k = 14]), while
interventions delivered remotely had an effect size of −0.04
(p = 0.376 [k = 15]). However, the difference in effect sizes was
not significant (p = 0.161). Additionally, no significant modera-
tion results (p = 0.805) were found in terms of the intervention
component. Interventions with (g = 0.07, p = 0.496 [k = 11]) and
without (g = 0.04, p = 0.548 [k = 19]) cognitive‐behavioural
components did not significantly differ in their effect on rela-
tionship outcomes. However, the frequency of the intervention
was found to be a potential moderator in the next subgroup
analysis. Interventions with equal to or more than six sessions
(g = 0.12, p = 0.080 [k = 23]) were more effective (p = 0.004) in
improving relationship functioning compared to interventions
with less than six sessions (g = −0.18, p = 0.074 [k = 6]). Finally,
there was no significant difference (p = 0.583) in effect sizes
between patients (g = 0.03, p = 0.718 [k = 17]) and partners
(g = 0.09, p = 0.334 [k = 13]).

4 | Discussion

The research has two primary aims: firstly, to examine the
effectiveness of psychological interventions for individuals and
couples coping with PCa in improving relationship functioning;
and secondly, to investigate the moderating role of several
methodological characteristics of included intervention studies.
To estimate effect sizes and compare categorical subgroups, this
research incorporated quantitative synthesis, building onT
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previous reviews. These extensions provide insights and future
considerations for designing effective psychological in-
terventions to maximise their impact on producing desired
relationship outcomes for individuals and couples dealing
with PCa.

After applying inclusion and exclusion criteria, 23 intervention
studies were selected, with a total sample size of 3333 individual
participants. Following data extraction, 30 effect samples were
used for quantitative synthesis. The meta‐analytical results
showed a marginal effect of psychological interventions on

TABLE 2 | Quality assessment by the EPHPP.

First author (year)
Selection
bias Design Confounders Blinding

Data
collection

Withdrawals
and dropouts

Total
assessment

Carlson et al. (2017) Weak Strong Strong Weak Strong Weak Weak

Chambers et al. (2019,
2015)

Weak Strong Strong Weak Strong Strong Weak

Chien et al. (2020) Moderate Moderate Strong Weak Strong Strong Moderate

Couper et al. (2015) Weak Strong Strong Moderate Strong Moderate Moderate

Giesler et al. (2005) Weak Strong Strong Weak Strong Moderate Weak

Karlsen et al. (2021) Weak Strong Moderate Weak Strong Strong Weak

Lambert et al. (2022) Moderate Strong Strong Strong Strong Strong Strong

Lambert et al. (2016) Moderate Strong Strong Weak Strong Moderate Moderate

Malcarne et al. (2019) Moderate Strong Strong Weak Strong Strong Moderate

Manne et al. (2004) Weak Strong Strong Weak Strong Strong Weak

Manne et al. (2019) Weak Strong Strong Weak Strong Moderate Weak

Manne et al. (2011) Weak Strong Strong Weak Strong Moderate Weak

Osei et al. (2013) Moderate Moderate Strong Weak Strong Strong Moderate

Robertson et al. (2016) Weak Strong Strong Weak Strong Moderate Weak

Schover et al. (2012) Weak Strong Strong Weak Strong Moderate Weak

Siddons et al. (2013) Weak Strong Strong Weak Strong Weak Weak

Tagai et al. (2021) Moderate Strong Strong Weak Strong Weak Weak

Thornton et al. (2004) Weak Moderate Strong Weak Strong Weak Weak

Walker et al. (2013) Weak Moderate Weak Weak Strong Weak Weak

Kemerer et al. (2023) Weak Strong Strong Weak Strong Strong Weak

Nelson et al. (2024, 2019) Weak Strong Strong Weak Strong Strong Weak

FIGURE 2 | Publication bias for relationship functioning.
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relationship outcomes among individuals and couples coping
with PCa. These findings are consistent with previous reviews
[17, 57] which suggest that psychological interventions have not
had a significant impact on improving relationship outcomes for
individuals and couples affected by PCa. The reasons for this
non‐significant effect are explored through several in-
terpretations derived from the available data.

The use of small and non‐representative samples in intervention
studies may limit the interpretation of results. Many studies
reported that small numbers of participants reduced the statis-
tical power to detect the effects of psychological interventions
on desired outcomes (e.g., Refs. [4, 44, 45]). Furthermore, par-
ticipants from different studies shared similar characteristics
that could lead to ceiling effects. For example, most participants
were middle‐class, white, and well‐educated [46, 48, 58]. These
participants may already have access to support networks that
facilitate their adjustment to PCa. Therefore, they were more
likely to report high baseline scores on relationship functioning
compared to PCa patients with lower socioeconomic status and
education [55]. It should also be noted that a significant pro-
portion of participants who agreed to take part in the study were
in long‐term relationships. According to reported data, the
average duration of relationships was over 30 years. These
participants may already have good communication skills and
report high relationship functioning [51]. Therefore, for partic-
ipants who reported high relationship functioning at pro-
gramme entry, there was little room for improvement to
demonstrate the effects. Findings from a previous study showed
that participants' baseline levels of distress and relationship
functioning moderated the effects of treatment [48]. Although
we attempted to test baseline relationship functioning as a
moderator, this was not achieved as almost all included studies
reported moderate to high relationship functioning at baseline,
resulting in a subgroup level with insufficient numbers to meet
the benchmark (k ≥ 4) for subgroup analysis. To achieve sig-
nificant changes by reducing the risk of the ceiling effect, future
studies should include a screening process to select represen-
tative samples.

Another possible reason for the trivial impact could be the use
of insensitive measures. Such measures may not have the ac-
curacy required to identify subtle changes or enhancements
resulting from an intervention. If the selected measures cannot
capture significant changes in the outcome of interest, the study
may not be able to detect the effects of the intervention. For
example, one study indicated that the SCORE‐15 may lack
sensitivity as a measure of relationship functioning and should
be substituted with other measures such as the DAS in the
future [49]. The DAS has been reported to have high sensitivity
through evaluation studies [59, 60], while the SCORE‐15 is still
being evaluated to establish its clinical cut‐off points [61]. Some
studies have used subscales with narrow score ranges [22, 55,

56], which may hinder the ability to detect changes in desired
relationship functioning outcomes. Hence, future studies should
use relationship functioning measures with strong psychometric
features.

The high level of heterogeneity between studies may also have
contributed to the non‐significant results. Limited research on
the psychosocial impact of PCa in individuals and couples
means there is no comprehensive knowledge for designing the
most effective psychological interventions to improve their
relationship functioning. Therefore, many of the studies
included in this meta‐analysis were pilot studies with explor-
atory purposes. As a result, there was a high degree of hetero-
geneity in terms of differences in treatment components,
samples, data analysis methods, and outcome measures. This
heterogeneity was statistically significant, which emphasises the
need for caution when interpreting the results of this meta‐
analysis.

Following the identification of heterogeneity among studies,
several subgroup analyses were conducted to determine which
subgroups of participants benefited most from psychological
interventions. Our findings indicate that participants benefited
more from individual interventions than conjoint interventions.
This highlights the complexity of designing interventions for
couples coping with PCa. Couple‐focused interventions tradi-
tionally use the conjoint approach due to the benefits of
involving both patients and partners, such as open communi-
cation and shared learning opportunities. However, this
approach can present barriers to recruiting larger and more
representative samples [25]. As previously mentioned, recruit-
ing participants for clinical trials is a common challenge. Over
two‐thirds of included studies implemented conjoint in-
terventions. Many of these reported low recruitment and high
attrition (e.g., Refs. [48, 52, 54]). One possible explanation is that
couples coping with PCa may have found it difficult and un-
comfortable to discuss their differing perspectives on the
importance of sexual dysfunction. For instance, partners often
preferred to accept erectile dysfunction (ED), while patients
viewed it as harmful to intimacy [4]. Also, partners were found
to report mild to severe anxiety due to patients' psychological
distress and sexual dysfunction [62]. This may intensify rela-
tionship tensions and complicate joint interventions, particu-
larly for couples who are already facing challenges such as
poverty, mental health issues, or the demands of parenting. As a
result, couples may experience relationship disruption during
conjoint interventions, leading them to drop out of studies. As
for couples who completed the trials, they may already have
better communication skills upon entering. Therefore, these
issues ultimately result in small and unrepresentative samples
in conjoint interventions. In contrast, individual interventions
offer a more flexible environment without imposing stressful
commitments on patients and partners, as they can have their

TABLE 3 | Random effects results of meta‐analyses.

Outcome Samples k g 95% CI p
Heterogeneity
I2 p

Relationship functioning Full 30 0.06 [−0.06; 0.17] 0.328 47.1 0.003

Exclude outliers 28 0.01 [−0.09; 0.10] 0.846 15.1 0.240
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specific needs addressed. Compared to conjoint interventions,
individual interventions may have a higher uptake rate with a
lower risk of a ceiling effect.

We also identified the frequency of the intervention as a po-
tential moderator in addition to the intervention format. The
significant difference between subgroups suggests that the
overall impact of psychological interventions on relationship
functioning may vary depending on the number of sessions.
Interventions with fewer than six sessions may be more time‐
efficient and accessible for participants with busy schedules
compared to interventions with six or more sessions. However,
shorter interventions may have limited impact, particularly for
complex issues such as relationship functioning. It takes time to
fully comprehend the psychosocial impact of PCa. Therefore,
longer interventions may provide sufficient time for participants
to explore their challenges through extensive and ongoing
training. However, it is important to exercise caution when
making decisions based on observations of a significant differ-
ence between subgroups but non‐significant effects within each
subgroup. There might be some confounders explaining the
subgroup differences. Future studies with larger data sets may
be able to systematically evaluate other aspects of intervention
dosage, such as the proportion and total duration of contact, to
make informed recommendations.

Although no moderating effects of the remaining methodolog-
ical characteristics were found, some recommendations may be
useful for guiding future intervention studies. First, the use of
online‐based interventions has increased since the start of the
Covid‐19 pandemic. Most studies conducted during the
pandemic were delivered remotely (e.g., Refs. [19, 22, 42]).
Although no differences in effects were observed, online in-
terventions may be more economical and flexible compared to
face‐to‐face interventions. However, more cost‐effectiveness
analysis is needed when designing psychosocial interventions
for individuals and couples affected by PCa in the future. Pre-
vious research suggested that interventions were more benefi-
cial for partners [17, 57]. However, our study found no
significant improvements in relationship functioning for either
patients or partners after treatment. The non‐significant results
may be due to ceiling effects observed in the included studies.
Future studies should aim to recruit more distressed couples
with low relationship functioning at baseline, while also iden-
tifying factors such as economic hardship, family strain, or long‐
standing marital conflict, to better understand how these issues
may influence intervention outcomes. Overall, it is important to
keep in mind that subgroup analyses in meta‐analyses are
exploratory and do not provide causal evidence [63].

4.1 | Limitations

This study is the first known to use quantitative synthesis to
examine the effectiveness of psychological interventions on
relationship functioning for couples coping with PCa. While the
study has strengths, it also has limitations that should be
addressed when interpreting the results. The list of evaluated
methodological features of intervention studies through sub-
group analyses is not comprehensive. Subgroup comparisonsT

A
B
LE
4

|
Su

bg
ro
up

an
al
ys
es
.

Su
bg
ro
up
ca
te
go
ry

Su
bg
ro
up
le
ve
l

k
g

95
%
C
I

p
H
et
er
og
en
ei
ty

Su
bg
ro
up
‐p

I2
p

Fo
rm

at
C
on

jo
in
t

22
−
0.
05

[−
0.
18
;0

.0
7]

0.
39
3

16
.8

0.
23
7

0.
00
5

In
di
vi
du

al
8

0.
23

[0
.0
4;

0.
42
]

0.
02
4

50
.1

0.
05
1

C
BT

‐in
cl
us
io
n

M
ix
ed

w
ith

C
BT

11
0.
07
2

[−
0.
16
;0

.3
0]

0.
49
6

44
.8

0.
05
3

0.
80
5

M
ix
ed

w
ith

ou
tC

BT
19

0.
04
2

[−
0.
10
;0

.1
9]

0.
54
8

49
.3

0.
00
8

Fr
eq
ue
nc
y

<
6
se
ss
io
ns

6
−
0.
18
2

[−
0.
39
;0

.0
3]

0.
07
4

0
0.
66
7

0.
00
4

≥
6
se
ss
io
ns

23
0.
11
9

[−
0.
02
;0

.2
5]

0.
08
0

45
.7

0.
01
0

D
el
iv
er
y

In
‐p
er
so
n

14
0.
14
1

[−
0.
12
;0

.4
0]

0.
26
0

57
.6

0.
00
4

0.
16
1

R
em

ot
e

15
−
0.
03
6

[−
0.
12
;0

.0
5]

0.
37
6

0
0.
88
5

R
ol
e

Pa
tie

nt
17

0.
02
7

[−
0.
13
;0

.1
9]

0.
71
8

54
.4

0.
00
4

0.
58
3

Pa
rt
ne
r

13
0.
09
2

[−
0.
11
;0

.2
9]

0.
33
4

37
.6

0.
08
3

N
ot
e:
Si
gn

ifi
ca
nt

su
bg
ro
up

di
ffe

re
nc
es

w
er
e
bo
ld
ed
.

A
bb
re
vi
at
io
n:

C
BT

=
co
gn

iti
ve

be
ha

vi
ou

ra
lt
he
ra
py
.

12 of 17 Psycho‐Oncology, 2025



were not possible due to the limited number of studies for
certain characteristics. For example, baseline relationship
functioning could not be included as a moderator because most
studies reported moderate to high relationship functioning,
making subgrouping unattainable. Also, moderator analyses for
variables such as age, cancer stage, and cancer continuum were
not conducted due to the limited variability and the relatively
small number of included studies, which would have resulted in
subgroups too small to produce reliable results. Future research
with larger datasets should explore how these variables affect
intervention outcomes. Finally, some subgroup analyses had
unbalanced sample size distributions. The subgroup of indi-
vidual interventions (k = 8) and the subgroup of interventions
with less than 6 sessions (k = 6) just passed the minimum
requirement for the subgroup analysis (k ≥ 4). This may lead to
a lack of statistical power, a common issue in subgroup ana-
lyses [64].

Although we found no significant difference between studies
with CB‐based components and those without, we were unable
to isolate the effects of specific intervention components. Most
interventions combined clinical (e.g., CB‐based) and non‐
clinical (e.g., educational or communication skills) compo-
nents, and key details (e.g., the proportion of CB‐based com-
ponents in each study) were often missing. As a result, our
findings reflect the overall effectiveness of psychological in-
terventions but do not allow for conclusions about the relative
effectiveness of individual components. Additionally, the lack of
overlapping interventions and shared comparators made it
impractical to apply network meta‐analysis (NMA) in this re-
view. Future research should address these limitations by
designing studies that examine well‐defined interventions, such
as CB‐based therapies (e.g., trauma‐informed CBT or cognitive
processing therapy). Methods like NMA could then be used to
compare the relative effectiveness of distinct intervention types.

FIGURE 3 | Effect sizes for relationship functioning between conjoint and individual interventions.
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This would provide greater clarity on the most effective ap-
proaches for improving relationship functioning among couples
coping with cancer.

Another limitation of this study is that most of the included
studies were of low quality, as indicated by our study quality
assessment. Although the EPHPP checklist provides a compre-
hensive framework for assessing study quality in this review, it is
important to interpret the assessment results with caution. First,
it should be recognised that criteria such as blinding may not be
fully applicable to psychosocial interventions. Blinding can be a
challenge in these trials because participants and interventionists
are usually aware of the intervention, unlike in pharmacological
trials [65]. In addition, psychosocial interventions may face
unique selection biases due to factors such as stigma and
participant motivation [66]. Therefore, despite the low quality of
most study components in this review, these results should be
interpreted in the context of the specific characteristics of psy-
chosocial studies. Besides, only a small number of studies with
low quality were expected due to the limited research in the field.
While it is acceptable to conduct a quantitative synthesis
combining low‐quality studies, caution must be exercised when
including and interpreting the results of these studies. Analyses
were conducted to detect the level of heterogeneity. Following the
detection of significant heterogeneity, sensitivity and subgroup
analyses were then performed to identify outliers and assess
different study characteristics that may account for differences in
effect sizes. Given the imbalance in study quality ratings, a meta‐
regression to examine the association between effect sizes and
study quality was deemed impractical and, therefore, was not
performed. Hence, future studies with a more balanced distri-
bution of study quality ratings are encouraged to conduct meta‐
regression analyses to explore the potential association between
effect sizes and study quality.

Finally, only studies with randomised trials were included in
this review. Although RCTs are considered the gold standard of
evidence in systematic reviews and meta‐analyses [63], they
often have some practical limitations in intervention studies.
For example, it has been mentioned that it was not possible to
blind participants due to intervention conditions and ethical
considerations [19, 43, 45]. Therefore, to provide a compre-
hensive review of the effects of psychological interventions,
future studies should include a broader representation of studies
by including both RCTs and non‐RCTs. Finally, our review is
specific to PCa. Some recent systematic reviews and meta‐
analyses of psychosocial interventions in other cancer pop-
ulations, such as breast cancer, have also found no significant
overall effect of psychosocial interventions on improving rela-
tionship functioning between patients and their partners [27,
28]. Therefore, future research should explore the applicability
of these findings to other cancer populations. Comparative
studies across different cancer types could further demonstrate
the generalisability of psychosocial interventions and identify
the specific needs of different patient groups. In addition, most
studies were conducted in Western regions and primarily
focussed on heterosexual couples, limiting the applicability of
the findings to other cultural or relationship contexts. Future
research should include diverse geographical locations and
relationship types, such as same‐sex couples, to enhance the
generalisability of the findings.

4.2 | Clinical Implications

For health practitioners working with individuals and couples
affected by PCa, our systematic review suggests that individual
interventions may offer enhanced benefits for improving rela-
tionship functioning compared to conjoint interventions. Indi-
vidual interventions, tailored to participants' unique needs and
offering flexible engagements, show higher uptake rates among
more representative samples. Additionally, interventions
featuring longer sessions (i.e., six or more sessions) may provide
sufficient time to address the complex psychosocial impact of
PCa on relationship functioning. To maximise the impact of
psychological interventions, practitioners should consider
selecting participants who exhibit distress and low relationship
functioning at entry, while also being mindful of potential
limitations in the available evidence.

5 | Conclusion

The findings of this systematic review contribute to the current
literature on using psychological interventions to improve
relationship functioning among couples coping with PCa.
Although previous interventions did not significantly impact
relationship functioning, recruiting more representative sam-
ples of participants with high distress and low relationship
functioning may lead to substantial effects in future studies.
Identified potential moderators through subgroup analyses may
assist practitioners in developing future effective interventions
by using individual formats and longer sessions. Nevertheless,
more clear indications are required as research into the appli-
cation of psychological interventions for individuals affected by
PCa is still limited. Outlined limitations in this study emphasise
the necessity for additional high‐quality research to investigate
further methodological characteristics and study design that
could impact the effect's magnitude.

Acknowledgements

The authors thank all researchers whose studies are included in this
meta‐analysis. The authors also thank the academic support librarian,
Rowena Stewart, for providing support and advice on how to use elec-
tronic databases.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that supports the findings of this study are available in the
supplementary material of this article.

References

1. Cancer Research UK, “Prostate Cancer Statistics,” (2021), https://
www.cancerresearchuk.org/health‐professional/cancer‐statistics/
statistics‐by‐cancer‐type/prostate‐cancer.

2. O. Brunckhorst, S. Hashemi, A. Martin, et al., “Depression, Anxiety,
and Suicidality in Patients With Prostate Cancer: A Systematic Review
and Meta‐Analysis of Observational Studies,” Prostate Cancer and

14 of 17 Psycho‐Oncology, 2025

https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/prostate-cancer
https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/prostate-cancer
https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/prostate-cancer


Prostatic Diseases 24, no. 2 (2021): 281–289, https://doi.org/10.1038/
s41391‐020‐00286‐0.

3. M. K. Hyde, M. Legg, S. Occhipinti, et al., “Predictors of Long‐term
Distress in Female Partners of Men Diagnosed With Prostate Cancer,”
Psycho‐Oncology 27, no. 3 (2018): 946–954, https://doi.org/10.1002/pon.
4617.

4. S. L. Manne, D. A. Kashy, T. Zaider, et al., “Couple‐Focused In-
terventions for Men With Localized Prostate Cancer and Their Spouses:
A Randomized Clinical Trial,” British Journal of Health Psychology 24,
no. 2 (2019): 396–418, https://doi.org/10.1111/bjhp.12359.

5. A. Lafaye, S. Petit, P. Richaud, N. Houédé, F. Baguet, and F. Cousson‐
Gélie, “Dyadic Effects of Coping Strategies on Emotional State and
Quality of Life in Prostate Cancer Patients and Their Spouses,” Psycho‐
Oncology 23, no. 7 (2014): 797–803, https://doi.org/10.1002/pon.3483.

6. S. Varner, G. Lloyd, K. W. Ranby, S. Callan, C. Robertson, and I. M.
Lipkus, “Illness Uncertainty, Partner Support, and Quality of Life: A
Dyadic Longitudinal Investigation of Couples Facing Prostate Cancer,”
Psycho‐Oncology 28, no. 11 (2019): 2188–2194, https://doi.org/10.1002/
pon.5205.

7. N. Collaço, R. Wagland, O. Alexis, A. Gavin, A. Glaser, and E. K.
Watson, “The Experiences and Needs of Couples Affected by Prostate
Cancer Aged 65 and Under: A Qualitative Study,” Journal of Cancer
Survivorship 15, no. 2 (2021): 358–366, https://doi.org/10.1007/s11764‐
020‐00936‐1.

8. J. Bowie, O. Brunckhorst, R. Stewart, P. Dasgupta, and K. Ahmed,
“Body Image, Self‐Esteem, and Sense of Masculinity in Patients With
Prostate Cancer: A Qualitative Meta‐Synthesis,” Journal of Cancer
Survivorship 16, no. 1 (2022): 95–110, https://doi.org/10.1007/s11764‐
021‐01007‐9.

9. K. A. Ettridge, J. A. Bowden, S. K. Chambers, D. P. Smith, M. Mur-
phy, S. M. Evans, D. Roder, and C. L. Miller, “‘Prostate Cancer Is Far
More Hidden…’: Perceptions of Stigma, Social Isolation and Help‐
Seeking Among Men With Prostate Cancer,” European Journal of
Cancer Care 27, no. 2 (2018): e12790, https://doi.org/10.1111/ecc.12790.

10. S. L. Manne, D. Kashy, S. Myers‐Virtue, et al., “Relationship
Communication and the Course of Psychological Outcomes Among
Couples Coping With Localised Prostate Cancer,” European Journal of
Cancer Care 30, no. 4 (2021), https://doi.org/10.1111/ecc.13401.

11. A. Mehta, C. E. Pollack, T. W. Gillespie, et al., “What Patients and
Partners Want in Interventions That Support Sexual Recovery After
Prostate Cancer Treatment: An Exploratory Convergent Mixed Methods
Study,” Sexual Medicine 7, no. 2 (2019): 184–191, https://doi.org/10.
1016/j.esxm.2019.01.002.

12. N. P. Areia, G. Fonseca, S. Major, and A. P. Relvas, “Psychological
Morbidity in Family Caregivers of People Living With Terminal Cancer:
Prevalence and Predictors,” Palliative and Supportive Care 17, no. 03
(2019): 286–293, https://doi.org/10.1017/S1478951518000044.

13. A.‐K. Kleine, N. Hallensleben, A. Mehnert, K. Hönig, and J. Ernst,
“Psychological Interventions Targeting Partners of Cancer Patients: A
Systematic Review,” Critical Reviews in Oncology/Hematology 140
(2019): 52–66, https://doi.org/10.1016/j.critrevonc.2019.05.008.

14. L. E. Carlson, C. R. Rouleau, M. Speca, J. Robinson, and B. D. Bultz,
“Brief Supportive‐Expressive Group Therapy for Partners of Men With
Early Stage Prostate Cancer: Lessons Learned From a Negative Ran-
domized Controlled Trial,” Supportive Care in Cancer 25, no. 4 (2017):
1035–1041, https://doi.org/10.1007/s00520‐016‐3551‐1.

15. D. Pinks, C. Davis, and C. Pinks, “Experiences of Partners of Pros-
tate Cancer Survivors: A Qualitative Study,” Journal of Psychosocial
Oncology 36, no. 1 (2018): 49–63, https://doi.org/10.1080/07347332.2017.
1329769.

16. A. Wood, S. Barden, M. Terk, and J. Cesaretti, “Prostate Cancer: The
Influence of Stigma on Quality of Life and Relationship Satisfaction for

Survivors and Their Partners,” Journal of Psychosocial Oncology 37, no. 3
(2019): 350–366, https://doi.org/10.1080/07347332.2018.1489442.

17. S. K. Chambers, M. K. Hyde, D. P. Smith, et al., “New Challenges in
Psycho‐Oncology Research III: A Systematic Review of Psychological
Interventions for Prostate Cancer Survivors and Their Partners: Clinical
and Research Implications,” Psycho‐Oncology 26, no. 7 (2017): 873–913,
https://doi.org/10.1002/pon.4431.

18. R. Mundle, E. Afenya, and N. Agarwal, “The Effectiveness of Psy-
chological Intervention for Depression, Anxiety, and Distress in Prostate
Cancer: A Systematic Review of Literature,” Prostate Cancer and Pros-
tatic Diseases 24, no. 3 (2021): 674–687, https://doi.org/10.1038/s41391‐
021‐00342‐3.

19. S. D. Lambert, L. R. Duncan, S. N. Culos‐Reed, et al., “Feasibility,
Acceptability, and Clinical Significance of a Dyadic, Web‐Based, Psy-
chosocial and Physical Activity Self‐Management Program (TEMPO)
Tailored to the Needs of Men With Prostate Cancer and Their Care-
givers: A Multi‐Center Randomized Pilot Trial,” Current Oncology 29,
no. 2 (2022): 785–804, https://doi.org/10.3390/curroncol29020067.

20. T. W. Regan, S. D. Lambert, A. Girgis, B. Kelly, K. Kayser, and J.
Turner, “Do Couple‐Based Interventions Make a Difference for Couples
Affected by Cancer?: A Systematic Review,” BMC Cancer 12, no. 1
(2012): 279, https://doi.org/10.1186/1471‐2407‐12‐279.

21. C. Nelson, R. M. Saracino, S. Napolitano, H. Pessin, J. B. Narus, and
J. P. Mulhall, “Acceptance and Commitment Therapy to Increase
Adherence to Penile Injection Therapy‐Based Rehabilitation After
Radical Prostatectomy: Pilot Randomized Controlled Trial,” Journal of
Sexual Medicine 16, no. 9 (2019): 1398–1408, https://doi.org/10.1016/j.
jsxm.2019.05.013.

22. E. K. Tagai, S. M. Miller, S. V. Hudson, et al., “Improved Cancer
Coping From a Web‐based Intervention for Prostate Cancer Survivors: A
Randomized Controlled Trial,” Psycho‐Oncology 30, no. 9 (2021): 1466–
1475, https://doi.org/10.1002/pon.5701.

23. D. Bodschwinna, G. Weissflog, H. Döhner, et al., “Couples Coping
With Hematological Cancer: Support Within and Outside the Couple –
Findings From a Qualitative Analysis of Dyadic Interviews,” Frontiers in
Psychology 13 (2022): 855638, https://doi.org/10.3389/fpsyg.2022.855638.

24. F. Meier, S. Cairo Notari, G. Bodenmann, T. A. Revenson, and N.
Favez, “We Are in This Together — Aren't We? Congruence of Com-
mon Dyadic Coping and Psychological Distress of Couples Facing Breast
Cancer,” Psycho‐Oncology 28, no. 12 (2019): 2374–2381, https://doi.org/
10.1002/pon.5238.

25. V. L. Malcarne, C. M. Ko, S. C. Roesch, R. Banthia, and G. R. Sadler,
“Efficacy of Problem‐solving Therapy for Spouses of Men With Prostate
Cancer: A Randomized Controlled Trial,” Psycho‐Oncology 28, no. 3
(2019): 497–504, https://doi.org/10.1002/pon.4964.

26. L. Vartolomei, S. F. Shariat, and M. D. Vartolomei, “Psychothera-
peutic Interventions Targeting Prostate Cancer Patients: A Systematic
Review of the Literature,” European Urology Oncology 1, no. 4 (2018):
283–291, https://doi.org/10.1016/j.euo.2018.04.011.

27. M. Li, L. Zhang, N. Li, et al., “Effects of Couple‐based Dyadic In-
terventions on Breast Cancer Patients and Their Intimate Partners: A
Systematic Review and Meta‐analysis,” Journal of Advanced Nursing 79,
no. 9 (2023): 3192–3213, https://doi.org/10.1111/jan.15639.

28. M. Vintilă, A. M. Ştefănuţ, and P. Sârbescu, “Effectiveness of Couple
Psycho‐Oncological Interventions in Increasing Patients and Their
Partners' Adaptation to Disease: A Systematic Review and a Meta‐
Analysis,” Current Psychology 41, no. 1 (2022): 216–238, https://doi.
org/10.1007/s12144‐019‐00543‐z.

29. B. Shen, J. Sun, Z. Yu, G. Xu, and Y. Zhou, “Are Couple‐based
Psychological Interventions Beneficial for the Mental Health of Pros-
tate Cancer Patients and Their Spouses? A Systematic Review and Meta‐
analysis,” Clinical Psychology & Psychotherapy 31, no. 1 (2024): e2925,
https://doi.org/10.1002/cpp.2925.

15 of 17

https://doi.org/10.1038/s41391-020-00286-0
https://doi.org/10.1038/s41391-020-00286-0
https://doi.org/10.1002/pon.4617
https://doi.org/10.1002/pon.4617
https://doi.org/10.1111/bjhp.12359
https://doi.org/10.1002/pon.3483
https://doi.org/10.1002/pon.5205
https://doi.org/10.1002/pon.5205
https://doi.org/10.1007/s11764-020-00936-1
https://doi.org/10.1007/s11764-020-00936-1
https://doi.org/10.1007/s11764-021-01007-9
https://doi.org/10.1007/s11764-021-01007-9
https://doi.org/10.1111/ecc.12790
https://doi.org/10.1111/ecc.13401
https://doi.org/10.1016/j.esxm.2019.01.002
https://doi.org/10.1016/j.esxm.2019.01.002
https://doi.org/10.1017/S1478951518000044
https://doi.org/10.1016/j.critrevonc.2019.05.008
https://doi.org/10.1007/s00520-016-3551-1
https://doi.org/10.1080/07347332.2017.1329769
https://doi.org/10.1080/07347332.2017.1329769
https://doi.org/10.1080/07347332.2018.1489442
https://doi.org/10.1002/pon.4431
https://doi.org/10.1038/s41391-021-00342-3
https://doi.org/10.1038/s41391-021-00342-3
https://doi.org/10.3390/curroncol29020067
https://doi.org/10.1186/1471-2407-12-279
https://doi.org/10.1016/j.jsxm.2019.05.013
https://doi.org/10.1016/j.jsxm.2019.05.013
https://doi.org/10.1002/pon.5701
https://doi.org/10.3389/fpsyg.2022.855638
https://doi.org/10.1002/pon.5238
https://doi.org/10.1002/pon.5238
https://doi.org/10.1002/pon.4964
https://doi.org/10.1016/j.euo.2018.04.011
https://doi.org/10.1111/jan.15639
https://doi.org/10.1007/s12144-019-00543-z
https://doi.org/10.1007/s12144-019-00543-z
https://doi.org/10.1002/cpp.2925


30. M. J. Page, J. E. McKenzie, P. M. Bossuyt, et al., “The PRISMA 2020
Statement: An Updated Guideline for Reporting Systematic Reviews,”
BMJ (2021): n71, https://doi.org/10.1136/bmj.n71.

31. B. H. Thomas, D. Ciliska, M. Dobbins, and S. Micucci, “A Process
for Systematically Reviewing the Literature: Providing the Research
Evidence for Public Health Nursing Interventions,” Worldviews on
Evidence‐Based Nursing 1, no. 3 (2004): 176–184, https://doi.org/10.
1111/j.1524‐475X.2004.04006.x.

32. S. Armijo‐Olivo, C. R. Stiles, N. A. Hagen, P. D. Biondo, and G. G.
Cummings, “Assessment of Study Quality for Systematic Reviews: A
Comparison of the Cochrane Collaboration Risk of Bias Tool and the
Effective Public Health Practice Project Quality Assessment Tool:
Methodological Research,” Journal of Evaluation in Clinical Practice 18,
no. 1 (2012): 12–18, https://doi.org/10.1111/j.1365‐2753.2010.01516.x.

33. N. Anderson and G. Ozakinci, “Effectiveness of Psychological In-
terventions to Improve Quality of Life in People With Long‐Term
Conditions: Rapid Systematic Review of Randomised Controlled Tri-
als,” BMC Psychology 6, no. 1 (2018): 11, https://doi.org/10.1186/s40359‐
018‐0225‐4.

34. S. Riches, L. Azevedo, A. Vora, et al., “Therapeutic Engagement in
Robot‐assisted Psychological Interventions: A Systematic Review,”
Clinical Psychology & Psychotherapy 29, no. 3 (2022): 857–873, https://
doi.org/10.1002/cpp.2696.

35. M. Harrer, P. Cuijpers, T. A. Furukawa, and D. D. Ebert, Doing
Meta‐Analysis with R: A Hands‐On Guide. 1st ed. (New York:
Chapman & Hall/CRC, 2021), https://www.routledge.com/Doing‐Meta‐
Analysis‐with‐R‐A‐Hands‐On‐Guide/Harrer‐Cuijpers‐Furukawa‐Ebert/
p/book/9780367610074.

36. J. Cohen, Statistical Power Analysis for the Behavioral Sciences. 2nd
ed. (New York: Routledge, 1988).

37. G. Schwarzer, “Meta: An R Package for Meta‐Analysis,” R News 7,
no. 3 (2007): 40–45.

38. M. Egger, G. D. Smith, M. Schneider, and C. Minder, “Bias in Meta‐
Analysis Detected by a Simple, Graphical Test,” BMJ 315, no. 7109
(1997): 629–634, https://doi.org/10.1136/bmj.315.7109.629.

39. R. Fu, G. Gartlehner, M. Grant, et al., “Conducting Quantitative
Synthesis When Comparing Medical Interventions: AHRQ and the
Effective Health Care Program,” Journal of Clinical Epidemiology 64, no.
11 (2011): 1187–1197, https://doi.org/10.1016/j.jclinepi.2010.08.010.

40. S. K. Chambers, S. Occhipinti, L. Schover, et al., “A Randomised
Controlled Trial of a Couples‐Based Sexuality Intervention for Men
With Localised Prostate Cancer and Their Female Partners: A Couples‐
Based Sexuality Intervention for Men With Prostate Cancer,” Psycho‐
Oncology 24, no. 7 (2015): 748–756, https://doi.org/10.1002/pon.3726.

41. S. K. Chambers, S. Occhipinti, A. Stiller, et al., “Five‐year Outcomes
From a Randomised Controlled Trial of a Couples‐based Intervention
for Men With Localised Prostate Cancer,” Psycho‐Oncology 28, no. 4
(2019): 775–783, https://doi.org/10.1002/pon.5019.

42. C. Chien, H. Chung, K. Liu, et al., “Effectiveness of a Couple‐based
Psychosocial Intervention on Patients With Prostate Cancer and Their
Partners: A Quasi‐experimental Study,” Journal of Advanced Nursing 76,
no. 10 (2020): 2572–2585, https://doi.org/10.1111/jan.14471.

43. J. Couper, A. Collins, S. Bloch, et al., “Cognitive Existential Couple
Therapy (CECT) in Men and Partners Facing Localised Prostate Cancer:
A Randomised Controlled Trial,” BJU International 115, no. S5 (2015):
35–45, https://doi.org/10.1111/bju.12991.

44. R. B. Giesler, B. Given, C. W. Given, et al., “Improving the Quality of
Life of Patients With Prostate Carcinoma: A Randomized Trial Testing
the Efficacy of a Nurse‐Driven Intervention,” Cancer 104, no. 4 (2005):
752–762, https://doi.org/10.1002/cncr.21231.

45. R. V. Karlsen, P. E. Bidstrup, A. Giraldi, et al., “Couple Counseling
and Pelvic Floor Muscle Training for Men Operated for Prostate Cancer

and for Their Female Partners: Results From the Randomized ProCan
Trial,” Sexual Medicine 9, no. 3 (2021): 100350, https://doi.org/10.1016/j.
esxm.2021.100350.

46. B. M. Kemerer, B. Zdaniuk, C. S. Higano, et al., “A Randomized
Comparison of Group Mindfulness and Group Cognitive Behavioral
Therapy vs Control for Couples After Prostate Cancer With Sexual
Dysfunction,” Journal of Sexual Medicine 20, no. 3 (2023): 346–366,
https://doi.org/10.1093/jsxmed/qdac038.

47. S. D. Lambert, P. McElduff, A. Girgis, et al., “A Pilot, Multisite,
Randomized Controlled Trial of a Self‐Directed Coping Skills Training
Intervention for Couples Facing Prostate Cancer: Accrual, Retention,
and Data Collection Issues,” Supportive Care in Cancer 24, no. 2 (2016):
711–722, https://doi.org/10.1007/s00520‐015‐2833‐3.

48. S. L. Manne, D. W. Kissane, C. J. Nelson, J. P. Mulhall, G. Winkel,
and T. Zaider, “Intimacy‐Enhancing Psychological Intervention for Men
Diagnosed With Prostate Cancer and Their Partners: A Pilot Study,”
Journal of Sexual Medicine 8, no. 4 (2011): 1197–1209, https://doi.org/10.
1111/j.1743‐6109.2010.02163.x.

49. J. Robertson, P. McNamee, G. Molloy, et al., “Couple‐Based Psy-
chosexual Support Following Prostate Cancer Surgery: Results of a
Feasibility Pilot Randomized Control Trial,” Journal of Sexual Medicine
13, no. 8 (2016): 1233–1242, https://doi.org/10.1016/j.jsxm.2016.05.013.

50. L. R. Schover, A. L. Canada, Y. Yuan, et al., “A Randomized Trial of
Internet‐Based Versus Traditional Sexual Counseling for Couples After
Localized Prostate Cancer Treatment: CAREss Counseling Program,”
Cancer 118, no. 2 (2012): 500–509, https://doi.org/10.1002/cncr.26308.

51. A. A. Thornton, M. A. Perez, and B. E. Meyerowitz, “Patient and
Partner Quality of Life and Psychosocial Adjustment Following Radical
Prostatectomy,” Journal of Clinical Psychology in Medical Settings 11, no.
1 (2004): 15–30, https://doi.org/10.1023/B:JOCS.0000016266.06253.95.

52. L. M. Walker, A. J. Hampton, R. J. Wassersug, B. C. Thomas, and
J. W. Robinson, “Androgen Deprivation Therapy and Maintenance of
Intimacy: A Randomized Controlled Pilot Study of an Educational
Intervention for Patients and Their Partners,” Contemporary Clinical
Trials 34, no. 2 (2013): 227–231, https://doi.org/10.1016/j.cct.2012.
11.007.

53. C. Nelson, N. Boukhalfa, H. Pessin, E. Schofield, and J. Mulhall,
“(121) Acceptant and Commitment Therapy to Increase Compliance to
Sexual Dysfunction Treatments in Men With Prostate Cancer: 6‐ and 12‐
Month Data From a Randomized Controlled Trial,” Journal of Sexual
Medicine 21, no. Supplement_2 (2024): qdae002.110, https://doi.org/10.
1093/jsxmed/qdae002.110.

54. D. K. Osei, J. W. Lee, N. N. Modest, and P. K. T. Pothier, “Effects of
an Online Support Group for Prostate Cancer Survivors: A Randomized
Trial,” Urologic Nursing 33, no. 3 (2013): 123–133, https://doi.org/10.
7257/1053‐816x.2013.33.3.123.

55. H. M. Siddons, A. C. Wootten, and A. J. Costello, “A Randomised,
Wait‐List Controlled Trial: Evaluation of a Cognitive‐Behavioural Group
Intervention on Psycho‐Sexual Adjustment for Men With Localised
Prostate Cancer: Psycho‐Sexual Adjustment to Localised Prostate Can-
cer,” Psycho‐Oncology 22, no. 10 (2013): 2186–2192, https://doi.org/10.
1002/pon.3273.

56. S. Manne, J. Babb, W. Pinover, E. Horwitz, and J. Ebbert, “Psy-
choeducational Group Intervention for Wives of Men With Prostate
Cancer: Psychoeducational Interventions for Spouses,” Psycho‐Oncology
13, no. 1 (2004): 37–46, https://doi.org/10.1002/pon.724.

57. K. E. Chisholm, M. P. McCabe, A. C. Wootten, and J. M. Abbott,
“Review: Psychosocial Interventions Addressing Sexual or Relationship
Functioning in Men With Prostate Cancer,” Journal of Sexual Medicine
9, no. 5 (2012): 1246–1260, https://doi.org/10.1111/j.1743‐6109.2012.
02687.x.

58. R. McCorkle, M. L. Siefert, M. F. E. Dowd, J. P. Robinson, and M.
Pickett, “Effects of Advanced Practice Nursing on Patient and Spouse

16 of 17 Psycho‐Oncology, 2025

https://doi.org/10.1136/bmj.n71
https://doi.org/10.1111/j.1524-475X.2004.04006.x
https://doi.org/10.1111/j.1524-475X.2004.04006.x
https://doi.org/10.1111/j.1365-2753.2010.01516.x
https://doi.org/10.1186/s40359-018-0225-4
https://doi.org/10.1186/s40359-018-0225-4
https://doi.org/10.1002/cpp.2696
https://doi.org/10.1002/cpp.2696
https://www.routledge.com/Doing-Meta-Analysis-with-R-A-Hands-On-Guide/Harrer-Cuijpers-Furukawa-Ebert/p/book/9780367610074
https://www.routledge.com/Doing-Meta-Analysis-with-R-A-Hands-On-Guide/Harrer-Cuijpers-Furukawa-Ebert/p/book/9780367610074
https://www.routledge.com/Doing-Meta-Analysis-with-R-A-Hands-On-Guide/Harrer-Cuijpers-Furukawa-Ebert/p/book/9780367610074
https://doi.org/10.1136/bmj.315.7109.629
https://doi.org/10.1016/j.jclinepi.2010.08.010
https://doi.org/10.1002/pon.3726
https://doi.org/10.1002/pon.5019
https://doi.org/10.1111/jan.14471
https://doi.org/10.1111/bju.12991
https://doi.org/10.1002/cncr.21231
https://doi.org/10.1016/j.esxm.2021.100350
https://doi.org/10.1016/j.esxm.2021.100350
https://doi.org/10.1093/jsxmed/qdac038
https://doi.org/10.1007/s00520-015-2833-3
https://doi.org/10.1111/j.1743-6109.2010.02163.x
https://doi.org/10.1111/j.1743-6109.2010.02163.x
https://doi.org/10.1016/j.jsxm.2016.05.013
https://doi.org/10.1002/cncr.26308
https://doi.org/10.1023/B:JOCS.0000016266.06253.95
https://doi.org/10.1016/j.cct.2012.11.007
https://doi.org/10.1016/j.cct.2012.11.007
https://doi.org/10.1093/jsxmed/qdae002.110
https://doi.org/10.1093/jsxmed/qdae002.110
https://doi.org/10.7257/1053-816x.2013.33.3.123
https://doi.org/10.7257/1053-816x.2013.33.3.123
https://doi.org/10.1002/pon.3273
https://doi.org/10.1002/pon.3273
https://doi.org/10.1002/pon.724
https://doi.org/10.1111/j.1743-6109.2012.02687.x
https://doi.org/10.1111/j.1743-6109.2012.02687.x


Depressive Symptoms, Sexual Function, and Marital Interaction After
Radical Prostatectomy,” Urologic Nursing 27, no. 1 (2007): 65–77. Dis-
cussion 78–80.

59. W. K. Halford, R. Chen, K. L. Wilson, J. Larson, D. Busby, and T.
Holman, “Does Therapist Guidance Enhance Assessment‐Based Feed-
back as Couple Relationship Education?,” Behaviour Change 29, no. 4
(2012): 199–212, https://doi.org/10.1017/bec.2012.20.

60. S. R. Zubrick, K. A. Ward, S. R. Silburn, et al., “Prevention of Child
Behavior Problems Through Universal Implementation of a Group
Behavioral Family Intervention,” Prevention Science 6, no. 4 (2005): 287–
304, https://doi.org/10.1007/s11121‐005‐0013‐2.

61. R. B. Miller, C. A. Nebeker‐Adams, S. R. Anderson, A. B. Bradford,
and L. N. Johnson, “The Development of a Reliable Change Index and
Cutoff Score for the SCORE‐15,” Journal of Marital and Family Therapy
49, no. 1 (2023): 36–48, https://doi.org/10.1111/jmft.12600.

62. S. K. Chambers, L. Schover, L. Nielsen, et al., “Couple Distress After
Localised Prostate Cancer,” Supportive Care in Cancer 21, no. 11 (2013):
2967–2976, https://doi.org/10.1007/s00520‐013‐1868‐6.

63. J. P. T. Higgins, J. Thomas, J. Chandler, et al., Cochrane Handbook
for Systematic Reviews of Interventions (Chichester, UK: Wiley, 2019),
https://doi.org/10.1002/9781119536604.

64. P. Cuijpers, J. W. Griffin, and T. A. Furukawa, “The Lack of Sta-
tistical Power of Subgroup Analyses in Meta‐Analyses: A Cautionary
Note,” Epidemiology and Psychiatric Sciences 30 (2021): e78, https://doi.
org/10.1017/S2045796021000664.

65. I. Boutron, F. Tubach, B. Giraudeau, and P. Ravaud, “Blinding Was
Judged More Difficult to Achieve and Maintain in Nonpharmacologic
Than Pharmacologic Trials,” Journal of Clinical Epidemiology 57, no. 6
(2004): 543–550, https://doi.org/10.1016/j.jclinepi.2003.12.010.

66. A. Woodall, C. Morgan, C. Sloan, and L. Howard, “Barriers to
Participation in Mental Health Research: Are There Specific Gender,
Ethnicity and Age Related Barriers?,” BMC Psychiatry 10, no. 1 (2010):
103, https://doi.org/10.1186/1471‐244X‐10‐103.

Supporting Information

Additional supporting information can be found online in the Sup-
porting Information section.

17 of 17

https://doi.org/10.1017/bec.2012.20
https://doi.org/10.1007/s11121-005-0013-2
https://doi.org/10.1111/jmft.12600
https://doi.org/10.1007/s00520-013-1868-6
https://doi.org/10.1002/9781119536604
https://doi.org/10.1017/S2045796021000664
https://doi.org/10.1017/S2045796021000664
https://doi.org/10.1016/j.jclinepi.2003.12.010
https://doi.org/10.1186/1471-244X-10-103

	Effectiveness of Psychological Interventions in Improving Relationship Functioning Among Couples Coping With Prostate Cance ...
	1 | Introduction
	2 | Methods
	2.1 | Search Strategy
	2.2 | Eligibility Criteria
	2.3 | Data Extraction
	2.4 | Quality Assessment
	2.5 | Data Analyses
	2.6 | Publication Bias
	2.7 | Subgroup Analysis

	3 | Results
	3.1 | Study Selection
	3.2 | Sample Characteristics
	3.3 | Interventions
	3.4 | Design of Studies
	3.5 | Outcome Measures
	3.6 | Quality of Studies
	3.7 | Publication of Bias
	3.8 | Primary Analyses
	3.9 | Subgroup Analyses

	4 | Discussion
	4.1 | Limitations
	4.2 | Clinical Implications

	5 | Conclusion
	Acknowledgements
	Conflicts of Interest
	Data Availability Statement


