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Abstract
Objective: Treatment for localized prostate carcinoma (PCa) is
frequently associated with decrements in sexual functioning and
satisfaction. Given the highly interpersonal nature of these
decrements, interpersonal problems (such as interpersonal sensitivity) may affect recovery of sexual functioning after PCa
treatment through interference with physician and partner
communication and through distorted cognitions surrounding
sexual dysfunction. The objective of the present study was to
determine the effect of interpersonal sensitivity on several
treatment indicators, including response to a group-based
psychosocial intervention. Methods: Participants were 101 older
men recovering from radical prostatectomy who were enrolled in
a randomized controlled trial of a 10-week group-based
cognitive–behavioral stress management (CBSM) intervention.
Measures included the Inventory of Interpersonal Problems and
the sexual functioning subscale of the University of California-

Los Angeles quality-of-life measure. Results: At baseline,
interpersonal sensitivity was related to a belief linking sexual
dysfunction to core male identity (r=.29, Pb.05). Using
hierarchical regression, we found that (a) the CBSM intervention
was effective in promoting sexual recovery in all participants, and
(b) this effect was moderated by interpersonal sensitivity, such
that individuals with higher levels of interpersonal sensitivity
made larger improvements in sexual functioning in response to
CBSM. Conclusions: CBSM was effective in improving sexual
function after radical prostatectomy. Individuals with higher levels
of interpersonal sensitivity were more likely to perceive sexual
dysfunction as a threat to masculine identity and made larger
gains in the CBSM intervention. Results and relevance to the
older male cancer patients are discussed from the perspective of
interpersonal theory.
Published by Elsevier Inc.
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Introduction
Interpersonal sensitivity
The importance of a supportive social environment in the
promotion of health and well-being is one of the best⁎ Corresponding author. 426 Fred C. and Helen Donn Flipse Building,
5665 Ponce de Leon Boulevard, Coral Gables, FL 33146.
E-mail address: fpenedo@miami.edu (F.J. Penedo).
0022-3999/08/$ – see front matter. Published by Elsevier Inc.
doi:10.1016/j.jpsychores.2008.01.004

documented effects in health psychology [1]. Although there
are exceptions [2], in general, individuals with greater
quality of social support tend to live longer and experience
better quality of life across a range of medical conditions
(for a review, see Uchino [3]).
As a corollary to the above, there is also evidence that for
certain individuals, the social network can be a source of
strife and distress [2,4]. Given the reciprocal nature of human
interactions and the expectation for shared support in
relationships, much research has documented the negative
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impact of maladaptive interpersonal traits on social support
[5–7]. One such trait is interpersonal sensitivity.1 In the
context of personality dysfunction research, interpersonal
sensitivity is used to describe a problematic interpersonal
style characterized by being “too sensitive” to others, a
tendency to perceive and elicit criticism, and a chronic
perception of rejection and abandonment [8]. In its more
extreme form, interpersonal sensitivity is associated with
avoidant and borderline personality disorders [8,9].
One model used to explain the impact of interpersonal
sensitivity on an individual's social environment comes from
interpersonal theory [10]. This theoretical and clinical
approach is based on the observation that we create the
quality of our own social networks through our own
interpersonal reactions and perceptions [10,11]. From this
perspective, individuals with high levels of pathological
personality traits (such as interpersonal sensitivity) hold onto
rigid self-concepts and work to confirm these concepts by
evoking certain stereotyped responses from others [11–13].
For these individuals, the majority of social interactions
confirm the belief that others are rejecting and critical [14],
bolstering an already rigid and maladaptive interpersonal
style [15]. High levels of interpersonal sensitivity may
thereby degrade the quality of an individual's social support
network directly (i.e., by creating interpersonal conflict) and
indirectly (i.e., by diminishing the perception of social
support where it does exist). This indirect path may be
especially important for men recovering from cancer, given
recent evidence that perceived social support may be as
important or more important than objective social support in
reducing distress in medical populations [16,17].
Interpersonal sensitivity and psychological interventions
Although there are clear distinctions to be made between
perceptions of social support and those of cohesion/alliance
in a group treatment setting, it is reasonable to expect that the
same maladaptive personality traits might manifest in both
areas. That is, given that interpersonal sensitivity is theorized
to cause problems in an individual's social environment, one
would expect that the same trait would be associated with
decrements in therapeutic alliance and group cohesion, and
thereby in the effectiveness of group-based and individual
interventions. However, while this certainly appears to be
true in diagnosable Axis II conditions [18–25], the literature
describing the effect of subclinical interpersonal problems
such as interpersonal sensitivity on treatment outcomes is
considerably less clear. For example, it has been suggested
that while certain kinds of personality dysfunction (particularly dominant or hostile styles) negatively impact group
1
For clarity, we note that the term “interpersonal sensitivity” is also
used in communication and developmental literature to describe the ability
to accurately perceive the needs, motives, and mood states of others and to
make correct social judgments based on nonverbal cues. This concept is
distinct from our use of the term.

climate and attendance [26,27], other styles (particularly
more submissive and avoidant styles) are related to a greater
sense of working therapeutic alliance and an enhanced
perception of group altruism [28–30]. There is also
evidence suggesting that personality dysfunction is associated with better treatment outcome in supportive and
cognitive–behavioral interventions [31,32], particularly
when considered in the context of presenting distress [33].
Taken together, these data suggest that while many
diagnosable Axis II conditions interfere with treatment
efficacy, a certain degree of avoidant or submissive
personality characteristics (of the kind associated with
interpersonal sensitivity) may actually serve to augment
benefit from interventions via a number of pathways
(discussed in detail in the Discussion section).
Psychological interventions for men recovering
from prostate carcinoma treatment
Prostate carcinoma (PCa) is the most common solid tumor
malignancy in American men and results in nearly 30,000
deaths annually [34]. Whereas risk factors for PCa are not
clearly understood, the disease is clearly related to aging, as
N70% of all cases occur in men aged over 65 years [34].
Although surgical removal of the prostate gland is associated
with a high 10-year survival rate in localized cases (93%)
[34], sexual dysfunction is a common and often enduring side
effect of this treatment [35–37]. In one major survey, 85% of
patients reported experiencing some erectile dysfunction
within the last 6 months even 4.3 years after treatment, and
61% reported moderate or extreme distress relating to this
dysfunction [35]. Prior work has indicated that psychological
interventions directed at psychoeducation or teaching of
stress management skills can improve aspects of quality of
life in men recovering from PCa treatment [38,39]. Less is
known about how these interventions affect physical
recovery—including recovery of sexual functioning—after
medical treatments are completed. The present study
addressed this gap and also tested the role of interpersonal
sensitivity as a possible moderator of intervention effects.
Present study
The present study had three primary aims. First, we
tested the effects of a 10-week group-based cognitive–
behavioral stress management (CBSM) program on the
promotion of sexual functioning in a group of older men
recovering from localized PCa. This intervention (discussed
below) targeted a variety of issues surrounding recovery
from PCa. In terms of sexual dysfunction, the CBSM
intervention was designed to: (a) provide pragmatic
education regarding treatment options for erectile dysfunction; (b) broaden definitions of sexuality to include options
other than intercourse; (c) provide participants a safe and
supportive environment wherein they could address their
concerns about sexuality and sexual function; (d) provide
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participants with skills to effectively discuss sexual
dysfunction with partners; and (e) train participants to
challenge distorted cognitions surrounding sexual performance. We hypothesized that the CBSM intervention would
be associated with larger improvements in sexual functioning than would occur in a control condition.
As a second aim, we sought to evaluate interpersonal
sensitivity as a moderator of this intervention. Although
there are few studies describing interpersonal sensitivity in
PCa, this variable may be particularly salient in this
population for a number of reasons. From a purely practical
perspective, the demands associated with PCa treatment
require effective interpersonal communication with one's
physician and partner and reliance on a social network to
provide tangible and emotional support. For individuals with
high interpersonal sensitivity, the ability to effectively
communicate about such sensitive topics without suspiciousness, guardedness, or fear of rejection may be lacking.
Moreover, treatment for localized PCa requires placing
considerable trust in other people (such as one's medical
team), especially given the consequences of treatment
failure. For individuals with high interpersonal sensitivity,
placing total trust in others may generate considerable
anxiety. These speculations are supported by recent data
suggesting that individuals with poorer interpersonal relationships tend to react to PCa diagnosis and treatment with
more self-blame [40] and greater distress when seeking
support from others [41].
In terms of the impact of interpersonal sensitivity on the
efficacy of the CBSM intervention, one recent study
demonstrated that certain negative baseline indicators
traditionally associated with interpersonal problems (i.e.,
low self-esteem and depression) were predictive of larger
treatment gains in a psychoeducational intervention for men
recovering from localized PCa [42]. Furthermore, we have
previously demonstrated that interpersonal sensitivity is
related to poorer sexual function (r=−.28), deficits in
perceived partner support (r=−.37), and poorer doctor–
patient communication (r=−.27) [43]. Given the clear need
for intervention suggested by these findings, as well as
literature showing that a degree of interpersonal dysfunction
may be helpful in group interventions [33], we hypothesized
that a CBSM approach emphasizing recovery of sexual
function (e.g., sexual aid education and partner communication) would be more effective for individuals reporting
higher levels of interpersonal sensitivity.
As a third aim, we sought to understand the impact of
interpersonal sensitivity on the perception that sexual
dysfunction is a threat to masculine identity. Treatment for
PCa may generate schematic challenges, such as the need to
separate one's sexual functioning from representations of
masculinity and self-worth. Given the interpersonal theory
conceptualization that the core of interpersonal pathology is
an inflexibility in one's core schemas and an inability to alter
self-representations to match environmental demands, we
hypothesized that higher levels of interpersonal sensitivity
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would be associated with a greater tendency to see sexual
dysfunction as a threat to core masculine identity.

Method
Sample
Participants were 101 men who had undergone radical
prostatectomy for localized (i.e., Stage I or II) PCa.
Participants were recruited for the study through a combination of methods, including distribution of study flyers,
urologist referral, and access to the Florida Cancer Data
System, a cancer registry maintained by the Florida
Department of Health.
Following initial contact, participants were introduced to
the study and asked to complete an initial inclusion/
exclusion screen via telephone. Participants were then
excluded if they had a prior history of cancer or had received
treatment N18 months ago. Because PCa is primarily a
disease of older men, and given that younger men with PCa
tend to have different concerns than their older counterparts
(e.g., greater likelihood of metastatic disease), the CBSM
intervention described below was designed and tailored for
men at or above retirement age. Participants were therefore
excluded if they were b45 years old to ensure the
appropriateness of the intervention to the study participants.
If participants met these initial criteria, they were
scheduled for a follow-up screening in a face-to-face
interview. This screening assessed for other exclusion
criteria, including reading level (less than ninth grade),
cognitive impairment, and active psychiatric symptoms,
including panic attacks, posttraumatic stress disorder,
suicidal ideation, psychosis, or substance dependence in
the past 3 months. This assessment included the Folstein
Mini-Mental Status Examination (N23) [44] and the
Structured Clinical Interview for the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) [45]. Participants who met all inclusion criteria
were provided with an opportunity to ask questions about the
study and signed an informed consent form approved by the
Institutional Review Board.
Following screening and informed consent procedures,
participants completed the baseline assessment battery. They
were then randomly assigned to either the experimental
(10-week group) or the control (1-day seminar) condition.
The procedure for randomization is described in detail
below. The 1-day control seminar was scheduled approximately 6 weeks into the 10-week course of the experimental
condition. Experimental participants were then reassessed
within 2–3 weeks of completion of the 10-week intervention, while control participants were reassessed 7–8 weeks
after the 1-day seminar to ensure parallel time periods
between baseline and postintervention assessments.
As reported in a previous publication from this sample
[43], 121 men completed the baseline assessment. Of these,
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101 completed the postintervention assessment, yielding an
attrition rate of 16.6%. These 101 were included in all
subsequent analyses.
Participants in the present study were primarily nonHispanic White (43%) or Hispanic (38%), followed by
Black (18%). Participants were an average of 60.3 years old
(S.D.=4.9), were primarily married or partnered (78%), had
an average of 14 years of formal education (S.D.=3.3), and
earned an average of US$52,000 annually (S.D.=US
$41,000). The average time since treatment was 9.1 months
(S.D.=4.9), and the average time since diagnosis was
12.5 months (S.D.=6.7).
Experimental condition
The 10-week CBSM intervention for PCa [46] was a
modified version of a protocol originally designed by
Antoni et al. [47] and used with other chronic illness
populations (e.g., breast cancer, HIV, and Chronic Fatigue
Syndrome). CBSM groups were composed of four to six
participants and met once each week for 2 h, which included
90 min of didactic instruction and discussion and 30 min of
relaxation training.
The intervention was generally designed to buffer
distress by providing participants with effective coping
and stress management techniques, as well as with
practical information regarding PCa and recovery. The
10-week time frame was designed to allow for the delivery
of a theory-guided and manualized comprehensive stress
management intervention that targeted issues salient to this
population through the delivery of relaxation exercises, as
well as cognitive, behavioral, and interpersonal skills to
cope with illness-related disruption and other relevant
stressors. Participants were encouraged to engage one
another in discussion regarding their experience with
cancer, and weekly between-sessions homework exercises
were assigned for elaboration on session material. As
discussed earlier, sexual dysfunction was a major area of
emphasis. Other content areas included assertive communication, anger management, rational thought replacement,
utilization of social support, effective doctor–patient
communication, and active coping. All CBSM groups
were led by master's-level clinical psychology students
and/or doctor-of-philosophy-level licensed clinical psychologists trained in the CBSM protocol, and were videotaped
and reviewed to monitor treatment fidelity.
One-day-seminar condition
Participants assigned to the control condition met once
for 4 h, were provided with the same manual, and were
instructed in the same stress management techniques as
were participants in the experimental condition. Control
participants were encouraged to practice stress management and relaxation techniques on a daily basis. Parallel
to the experimental condition, groups consisted of four
to six participants and were co-led by master's-level
clinical psychology students and/or doctor-of-philosophy-

level licensed clinical psychologists trained in the
CBSM protocol.
Randomization procedure
Twenty-two cohorts ranging from 6 to 18 participants
were recruited throughout the study period. Participants were
assigned to the experimental or the control condition
following one of three randomization procedures depending
on the size of the recruited cohort, in order to assure that each
intervention group consisted of at least four to six
participants. In three cohorts consisting of N12 participants,
we conducted a 1:1 (experimental/control) randomization
procedure. A 2:1 (experimental/control) randomization was
conducted in cohorts consisting of 6–12 participants (three
cohorts). Finally, in the majority of our cohorts (14 cohorts),
all participants were included in a group, and the group was
randomly assigned to either the experimental or the control
condition by flipping a coin.
Measures
Health and sociodemographic measures
Demographics and clinical variables were assessed by
interview. Because comorbid health problems have been
shown to relate to sexual function in this population [48], a
modified version of the Charlson Comorbidities Index (CCI)
[49] was also included in the assessment battery. This
version contained the original 19 categories of the CCI, with
the exception that the “any tumor” category was modified
to ask only about nonskin, prostate, or bladder cancers (i.e.,
to avoid confounding with the diagnosis of PCa present in
the sample).
Sexual functioning and concern
Sexual functioning was assessed using the sexual
functioning subscale of the University of California-Los
Angeles Prostate Cancer Index Composite (UCLA-PCI)
[50]. This subscale asks participants to rate their sexual
desire and ability over the past 4 weeks. Items assess sexual
desire, as well as erectile quality and frequency. Response
items range from 0 (very poor) to 4 (very good), and are
subsequently recoded to reflect an overall percentage of
sexual functioning (i.e., 0–100%). The UCLA-PCI has
been widely used in the PCa literature [51,52] and
demonstrates adequate internal consistency (α=.81) in the
present sample.
Concern about sexual functioning (CASF) was assessed
using a 4-item measure that asked participants to rate their
agreement with statements linking sexual function to
masculine identity. These include “It's important for me to
fulfill my sexual role as a man” and “If a man isn't satisfying
his partner sexually, he can't possibly feel good about
himself.” The CASF is designed for use in men with cancer
and is based theoretically on the concern-about-appearance
subscale of the Measure of Body Apperception (MBA)
created by Carver et al. [53] and Petronis et al. [54] and
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utilized in studies of women with breast cancer. Although
the MBA was originally designed and tested in a population
of women, the items used here have been modified in
respect to gender, and we would expect that the questions
utilized in the CASF have face validity for men. In the
present sample, the CASF demonstrated acceptable internal
consistency (α=.79).
Interpersonal sensitivity
Interpersonal sensitivity was assessed using the 47-item
Inventory of Interpersonal Problems, Personality Disorder
version (IIP-PD) [8]. The IIP-PD consists of five subscales
(interpersonal ambivalence, interpersonal sensitivity, aggression, need for social approval, and lack of sociability) culled
from the original 127-item Inventory of Interpersonal
Problems [55]. The IIP-PD asks participants to rate the
extent to which they agree or disagree with statements
describing interpersonal problems. Response items are 4
(strongly agree), 3 (agree), 2 (neutral), 1 (disagree), and 0
(strongly disagree). As a unifactorial measure, the IIP-PD
has demonstrated strong predictive validity in diagnosing
DSM-IV Axis II pathology [9,56]. In the present sample,
the interpersonal sensitivity subscale demonstrated strong
internal consistency (α=.81).
Design and statistics
The present study was a 2×2 randomized repeatedmeasures design with two levels of the intervention
condition (experimental or control) and two time points
(baseline and postintervention).
Interpersonal sensitivity and baseline measures
Baseline correlations between interpersonal sensitivity
and sexual functioning variables in this sample are presented
elsewhere [43]. Briefly, in this prior study from the same
sample, interpersonal sensitivity was negatively associated
with preintervention sexual function outcomes.
In the present study, bivariate correlation was used to test
the hypothesis that interpersonal sensitivity was associated
with a greater tendency to link sexual dysfunction to core
masculine identity (i.e., at baseline).
Control variables
In order to minimize demographic confounds, baseline
demographic, medical, and health measures were correlated with postintervention sexual functioning. These
variables included age, time since diagnosis, time since
treatment, use of medications [separate analyses were
performed for use (yes/no) of antihypertensives, analgesics,
blood glucose regulators, antidepressants, and sedatives/
hypnotics], medical comorbidities, income, education and
ethnicity (White, Black, or Hispanic). Only age (r=−.22,
Pb.05), medical comorbidities (r=−.25, Pb.05), and use
of sexual aids such as Viagra or vacuum pump in the past
4 weeks (dummy coded as yes/no; r=.20, Pb.05) were
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significantly related to postintervention sexual functioning
and were controlled for in the regression analyses
described below.
Interpersonal sensitivity as a moderator of the intervention
Hierarchical multiple regression was used to determine
the relationship between postintervention sexual functioning
and intervention condition. We then tested the interaction of
intervention condition and interpersonal sensitivity in
predicting postintervention sexual functioning after addition
of relevant covariates. Moderation was tested as per
guidelines described by Holmbeck [57]. In this approach,
all predictor variables were centered prior to analysis, and an
intervention×interpersonal sensitivity interaction term was
created using the centered data. After control variables had
been entered, main effects for intervention and interpersonal
sensitivity were entered, followed by their interaction.
Following significance of the interaction term, two new
variables describing high and low interpersonal sensitivities
were created by subtracting or adding (respectively) 1 S.D.
from the interpersonal sensitivity mean. Separate regression
slopes were then computed for the effect of CBSM on
postintervention sexual function for each of these two
interpersonal sensitivity groups (i.e., high and low). These
slopes were then evaluated individually for statistical
significance [57].
Data screening
Prior to data centering or analysis, we tested predictor and outcome variables for normality and outliers
(N3 S.D. from the mean). We then tested for multicolinearity among predictor variables in the moderated
regression analyses.
All predictor and outcome variables met the assumption of normality, as indicated by skewnessb1.5 and
kurtosisb2.0. No outliers were detected on any measure.
To test assumptions of regression, postintervention
sexual function was regressed on baseline sexual function,
CBSM intervention status, and interpersonal sensitivity
(entered as a single block). Examination of the residual
scatterplot suggested linearity and homoscedasticity (e.g.,
the points were clustered evenly along the 0 line in a
roughly rectangular fashion). Multicolinearity was assessed
using the Tolerance cutoff value of 0.1. All Tolerance
values were N.60 (i.e., for baseline sexual function,
the CBSM intervention, and interpersonal sensitivity
before centering).

Results
Attrition analyses
As reported in a previous publication from this sample
[43], 121 men completed the baseline assessment. Of these,
101 completed the postintervention assessment, yielding an
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Table 1
Baseline characteristics, by experimental condition
Mean

Interpersonal sensitivity
Baseline sexual function
Medical comorbidities
Age
Years of education
Months since diagnosis
Months since radical prostatectomy
Income (thousands)

S.D.

Experimental (n=60)

Control (n=41)

Experimental (n=60)

Control (n=41)

t

31.1
26.1
1.0
60.6
14.3
13.2
9.4
53.7

29.5
19.2
1.7
59.9
13.9
13.9
10.7
54.3

6.9
22.5
1.5
4.8
2.9
7.6
5.3
42.0

6.4
15.6
1.7
5.6
3.6
5.7
4.9
40.0

1.2 (ns)
1.7 (ns)
−2.2 ⁎
0.75 (ns)
0.77 (ns)
−0.56 (ns)
−1.2 (ns)
−0.74 (ns)

ns, not significant.
⁎ Pb.05.

Mean sexual function at baseline for the entire sample
was 23.8% (S.D.=20.6%). Regarding desire, 38.7% of
participants rated their level of sexual desire as very poor or
poor, while 35% rated desire as fair to good. Similarly, a
majority (58.5%) of participants rated their ability to reach
orgasm as very poor or poor, while only 32.1% indicated
fair or good orgasmic functioning. Eighty-eight percent of
participants rated their ability to have an erection as very
poor or poor, while only 4.7% rated their ability as good
or very good. Despite these reported decrements, only 25%
of participants reported attempting to improve sexual
function over the past 4 weeks via medication, implant,
or vacuum pump.

attrition rate of 16.6%. Individuals who completed the
postintervention assessments did not differ from those who
completed only the preintervention assessment on measures
of income, age, time since diagnosis or treatment, education,
or sexual function (all P'sN.15).
Randomization analyses
At baseline, participants assigned to the experimental
(CBSM) condition did not vary from those in the control
condition in terms of education, income, baseline sexual
function, time since diagnosis, time since radical prostatectomy, or baseline interpersonal sensitivity. Individuals in the
control condition did report more medical comorbidity than
did those in the experimental condition (CCI=1.7 vs. 1.0;
t=2.2, Pb.05). However, this difference appeared to be
driven by a single individual in the control condition with a
CCI that was N3.5 S.D. from the mean. As described above,
this variable was controlled for in all regression analyses.
These data are presented in Table 1.

Interpersonal sensitivity and baseline measures
Bivariate correlation analysis indicated that baseline
interpersonal sensitivity was a significant correlate of
concern about sexual function (r=.29, Pb.05), such that
individuals with higher interpersonal sensitivity were
more likely to see sexual dysfunction as a threat to
masculine identity.

Sample characteristics
Intervention effects and moderation by
interpersonal sensitivity
In a hierarchical regression model controlling for baseline
sexual functioning, age, medical comorbidities, and use of
sexual aids, CBSM group assignment was a significant
predictor of postintervention sexual functioning (β=.14,
Pb.05; see Table 2 and Fig. 1). By way of comparison, those

Participants in this sample had a mean modified CCI of
1.3 (S.D.=1.7), with the majority reporting comorbid
connective tissue disease (24%), followed by peripheral
vascular disease (15%) and diabetes (10%). These scores are
generally consistent with those reported in other studies of
men with localized PCa [58,59].

Table 2
Effect of CBSM on sexual functioning
Step

Variable

β

P

R2

R2▵

F for R2▵

P for R2▵

1

Age
Comorbidities
Baseline sexual functioning
Use of sexual aids (yes/no)
CBSM group assignment

−0.01
−0.09
0.73
0.10
0.15

ns
ns
b.01
ns
b.05

.57

.57

44.47

b.01

.59

.02

5.03

b.05

2

F(5,97)=34.39, Pb.01.
ns, not significant.
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improved slightly over time, participants with higher levels
of interpersonal sensitivity appear to be particularly
responsive to the effect of CBSM intervention. These data
are presented visually in Fig. 2.

Discussion

Fig. 1. Effect of CBSM on sexual functioning.

in the experimental condition made a 37.4% improvement in
sexual functioning score over the 10 weeks, while those in
the control condition improved by only 11.5%.
We next tested a moderated regression model in which
personality dysfunction and CBSM group assignment were
entered as main effects, followed by their interaction. The
overall model accounted for 61% of the variance in
postintervention sexual functioning [F(7,94)=24.43,
Pb.001; see Table 3). The interaction factor was significant
(β=.19, Pb.05) and accounted for an additional 2.3% of the
variance in postintervention sexual functioning after control
variables and the main effects of personality dysfunction and
CBSM group assignment.
Post-hoc regression analyses indicated that for men with
higher interpersonal sensitivity, those assigned to the CBSM
intervention showed larger pre–post change in sexual
functioning (pre: mean=19.4, S.D.=17.4; post: mean=43.4,
S.D.=34.2) versus controls (pre: mean=21.8, S.D.=13.8;
post: mean=22.4, S.D.=17.7; β=.29, Pb.01). For individuals
with lower levels of interpersonal sensitivity, the relationship
between CBSM group assignment and postintervention
sexual functioning was not significant (β=.03, PN.70), with
no difference in pre–post changes between experimental
(pre: mean=31.2, S.D.=28.1; post: mean=33.6, S.D.=32.2)
and control (pre: mean=25.4, S.D.=11.6; post: mean=25.2,
S.D.=15.0) groups. Therefore, while all participants

To our knowledge, this is the first study to investigate the
role of interpersonal sensitivity in a group-based psychosocial intervention for men recovering from PCa. Consistent
with studies of personality traits in medical populations [60],
as well as our own work [43], we found that higher levels of
interpersonal sensitivity at baseline were associated with a
tendency to perceive sexual dysfunction as a threat to core
masculinity. As hypothesized, the CBSM intervention was
effective in promoting recovery of sexual functioning for all
participants. However, consistent with some prior work
[33,42], we found that interpersonal sensitivity at baseline
moderated the efficacy of the CBSM intervention, such that
men beginning the study with higher levels of interpersonal
sensitivity showed the greatest gains in sexual functioning
after the intervention period.
Whereas the finding that individuals with interpersonal
problems are more likely to interpret sexual dysfunction as a
threat to their sense of masculinity is somewhat intuitive, our
finding of enhanced intervention efficacy for these individuals requires some elaboration. It is plausible that
individuals who are willing to report interpersonal sensitivity
demonstrate insight into the fact that some of their problems
have interpersonal sources. They may have more room for
improvement in key outcome variables, preventing a ceiling
effect that may exist in comparison groups [33]. Furthermore, we found that interpersonal sensitivity was positively
associated with the CASF scale, suggesting that men with
significant interpersonal sensitivity are more likely to see
sexual dysfunction as threatening to a core sense of male
identity. With sexual dysfunction, this identity becomes
threatened, and individuals' coping resources may be
strained or overwhelmed. This may lead them to avoid or
deny issues relating to sexual ability and desire. For these
men, a group setting with appropriate modeling from less
dysfunctional participants and education regarding options

Table 3
Moderation of CBSM, by interpersonal sensitivity
Step

Variables

β

P

R2

R2▵

F for R2▵

P for R2▵

1

Age
Comorbidities
Baseline sexual functioning
Use of sexual aids (yes/no)
Interpersonal sensitivity
CBSM group assignment
Interpersonal sensitivity×CBSM group assignment

0.01
−0.07
0.73
0.09
0.14
0.14
0.19

ns
ns
b.01
ns
b.05
b.05
b.05

.59

.59

34.80

b.01

.62

.03

4.17

b.05

.64

.02

6.04

b.05

2
3

F(7,94)=24.43, Pb.01.
ns, not significant.
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Fig. 2. Change in sexual functioning, by CBSM assignment and level of interpersonal sensitivity.

for treatment would serve to (a) provide the practical
information these participants were avoiding, (b) normalize
feelings of anxiety surrounding a perceived loss of male
status, and (c) model appropriate partner communication
regarding sexual dysfunction, thereby decreasing performance anxiety associated with sexual intimacy. The
exposure to interpersonal situations in a controlled environment may also be corrective for interpersonally sensitive
individuals, in that a group leader may be able to direct
attention to their tendency to elicit negative reactions from
other group members and challenge distorted interpretations
of group interactions. By doing so, the therapist (and other
group members) may serve to interrupt the “self-fulfilling
prophecies” theorized to exist in these individuals [13] and
thereby improve their ability to effectively communicate
needs and feelings. This effect may be particularly salient as
it relates to sexual functioning, as improvement depends not
only on physical changes but also on effective interpersonal
and partner communication [61].
Clearly, this study is preliminary and has limitations.
Although we suspect that participants with high interpersonal sensitivity may have modeled the approaches of more
functional members, we did not measure group process
variables directly and can therefore only speculate as to their
importance. A more detailed assessment of group climate
would have provided us with better information. In addition,
the fact that we did not assess the sexual partners of
participants gave us only half of the picture in terms of sexual
activity and communication. Although several researchers
have already moved in this direction [62,63], further work
incorporating measures of personality dysfunction along
with partner perceptions could help to elucidate these
relationships. Since we did not perform midintervention
assessments or monitor homework completion, we are
unable to make statements regarding the necessary “dose”
of CBSM to promote change in sexual function. In addition,
our use of the CCI to measure medical comorbidities may not
have been ideal given this measure's intended use as a
predictor of mortality after hospitalization. Finally, while our

control condition was designed to provide participants with
the same information as was given to those in the
experimental condition, the difference in contact with other
participants and clinicians (4 h vs. 20 h) is a threat to the
validity of comparisons to the control group.
Despite these limitations, we believe that this research is
unique in several ways. First, this is one of the first reports
stating that a group-based CBSM intervention can be used to
effectively target sexual recovery in men treated for PCa.
Although the mechanism of change is not clear, we can
speculate that a combination of education in the use of sexual
aids, training in effective communication, and other stress
management skills, and the normalizing environment of the
group all played a role. Second, this work is the first to apply
interpersonal theory constructs to the problem of medically
induced sexual dysfunction. Interpersonal theory seems a
particularly appropriate template for discussing these issues,
given the interpersonal nature of sexual activity. We also
believe that these data add to a growing literature supporting
the “targeting” of psychosocial interventions such as CBSM
towards individuals who are both at highest risk for negative
outcome and the most likely to benefit from group treatment.
In our study, these men were those with the highest
interpersonal sensitivity—a trait associated with lower levels
of sexual quality of life that did not improve without
intervention. Finally, while these data replicate other work
demonstrating the detrimental influence of personality
problems in medical settings, they also emphasize the
potential applicability of group interventions in improving
care for these individuals.
Future work could focus on interventions that blend
group support with partner involvement, targeted at groups
most likely to show benefit (i.e., those with the highest
interpersonal sensitivity or other negative baseline treatment indicators). Additional areas for research include
determining the best timing for these interventions in the
cancer treatment experience, illuminating the psychosocial
and biobehavioral mechanisms that might explain these
effects, and determining whether the effects might general-
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ize to other treated cancer patients (e.g., women undergoing treatment for breast cancer) via similar or different mechanisms.
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