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Early breast cancer affects one in every nine women along with their families. 
Advances in screening and biomedical interventions have changed the face of 
breast cancer from a terminal condition to a chronic disease with biopsychoso-
cial features. The present review surveyed the nature and extent of psychological 
morbidity experienced by the breast cancer survivor and her spouse during the 
post-treatment phase, with particular focus on the impact of disease on the mari-
tal relationship. Interpersonal processes shown to unfold in couples facing breast 
cancer, as well as risk factors associated with greater psychological morbidity, 
were reviewed. Moreover, interpersonal processes central to coping with chronic 
illness and adjustment were reconceptualized from the point of view of attach-
ment theory. Attachment theory was also used as the grounding framework for an 
empirically supported couples-based intervention, Emotionally Focused Therapy, 
which is advanced as a potentially useful treatment option for couples experi-
encing unremitting psychological and relational distress following diagnosis and 
treatment for breast cancer. 

Breast cancer has become an impor-
tant public health concern both in Canada 
and worldwide. Currently the most preva-
lent female malignancy across all age groups, 
breast carcinoma accounts for 30% of all 
new cancers. Within the Canadian popula-
tion, 22,300 new cases of breast cancer are 
diagnosed annually, of which 5,300 lives are 
claimed (Canadian Cancer Statistics, 2007). 

Trend analyses over a thirty-year pe-
riod from 1969 to 1999 reveal a cumulative 
incidence increase of 30%, which appears to 
have stabilized (National Cancer institute of 
Canada, 2007). At present one in nine Ca-
nadian women will be diagnosed with breast 

cancer during their lifetime (National Cancer 
Institute of Canada, 2007). Notwithstanding 
the steady rise in incidence, breast cancer 
mortality rates have dropped from 33.1 per 
100, 000 women in 1990 to 23 per 100,000 
in 2007 (Canadian Cancer Statistics, 2007). 
The considerable gap between incidence rates 
and mortality is largely due to a combination 
of factors: enhanced risk awareness in the 
general population, participation in screen-
ing programs, improved detection technolo-
gies, and development of more effective sys-
temic treatments. Today, 162,600 Canadian 
women have survived invasive breast cancer 
diagnosed at some point within the last 15 
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years (National Cancer Institute of Canada, 
2007). 

Increased survivorship has essentially 
transformed the disease from what was for-
merly accepted as a terminal condition to one 
of chronicity (Sherman & Hossfeld, 1990) 
with biopsychosocial sequelae (Cassileth, 
1979; Engel, 1977). Since patients are now 
living longer, they are faced with multiple 
challenges beyond the acute phase of medical 
treatment. These include dealing with hav-
ing been diagnosed with a potentially life-
threatening illness, long-term effects of toxic 
treatments, the possibility of recurrence even 
after many years of apparently successful 
treatment, career interruptions, and financial 
strain. Adequate resolution of these concerns, 
however, cannot be removed from a pre-ex-
isting marital context, which affects and is 
affected by disease and treatment variables. 
The pivotal role of the marital relationship 
has been receiving gradual recognition by re-
searchers within the psychosocial oncology 
literature. Northouse (1993), for example, 
redefines breast cancer as a “biopsychosocial 
problem that occurs in the context of an in-
tense personal relationship that affects, and 
is affected by, the disease process in circular 
reciprocity.” Baider and Kaplan-De Nour 
(1988b), similarly, describe cancer as a “fam-
ily affair.” 

The aims of this article are to (1) re-
view the nature and significance of psycho-
logical morbidity experienced by the breast 
cancer survivor and her spouse along the ill-
ness trajectory, with particular emphasis on 
the post-treatment phase, (2) discuss the im-
pact of breast cancer on the marital relation-
ship, and (3) review empirically established 
interpersonal processes shown to unfold 
in couples facing breast cancer, as well as 
identify risk factors associated with greater 
psychological morbidity. Interpersonal pro-
cesses central to coping with chronic illness 
and adjustment are then reconceptualized 
from the point of view of attachment theory. 
Attachment theory also provides the ground-
ing framework for an empirically supported 
couples-based intervention, Emotionally Fo-

cused Therapy (EFT), which is presented as 
a potentially useful treatment option for cou-
ples experiencing unremitting psychological 
and relational distress following diagnosis 
and treatment for breast cancer. 

ADjUSTMENT TO BREAST 
CANCER ALONG THE  
ILLNESS TRAjECTORY

Adjustment or psychosocial adapta-
tion to cancer has been defined as an on-
going process in which the individual at-
tempts to manage emotional distress, solve 
specific cancer-related problems, and gain 
mastery and control over cancer-related life 
events (Brennan, 2001, Folkman et al., 2000, 
Kornblith, 1998, Nicholas et al., 2000). The 
adjustment process, therefore, is not a sin-
gle unitary concept, but rather a series of 
ongoing coping responses to multiple tasks 
associated with living with breast cancer. It 
is important to distinguish between normal 
adaptive responses versus problematic ones 
in patients with breast cancer, in order to 
intervene appropriately. Assessment of the 
appropriateness of an emotional response 
requires taking into account several factors, 
including the disease stage and where the pa-
tient falls in the cancer continuum from pre-
diagnosis, confirmed diagnosis, treatment, 
remission, and recurrence (Simonton & 
Sherman, 1998). Such disease-related vari-
ables, while relevant, will invariably interact 
with a patient’s inner resources, as well as 
those of her partner, to produce a distinct 
emotional response, which will vary in its 
adaptiveness.

Holland (2000) describes the “nor-
mal” or expected responses to receiving 
the diagnosis of a life-threatening illness, 
such as cancer, as consisting of three ma-
jor phases; initial response, dysphoria, and 
longer-term adaptation. Initial reactions can 
be intense and typically involve feelings of 
shock, disbelief, and often denial of medical 
findings. Patients are often unable to clearly 
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process or remember any information as a 
result of the emotional upheaval, directly 
linked to enhanced long-term potentiation 
in the amygdale secondary to chronic stress 
(Amunts et al., 2005). Once the new “reality” 
is acknowledged, feelings of depression, anx-
iety, insomnia, anorexia, and poor concen-
tration typically soar (Epping-Jordon et al., 
1999; Jamison, Wellisch, & Pasnau, 1978). 
With more information regarding treatment 
options, adequate social support, and initia-
tion of medical therapy, intrusive thoughts 
about the illness and the possibility of death 
may subside, although variation has been re-
ported with respect to the temporal stability 
of PTSD (Andrykowski et al., 2000). Longer-
term adaptation is marked by the emergence 
of more lasting and permanent coping styles. 
During the post-treatment phase, adjustment 
typically involves utilization of a variety of 
coping strategies, the most useful of which 
has been shown to be emotionally expres-
sive coping (Stanton et al., 2000; Stanton, 
Danoff-Burg, Cameron, & Ellis, 1994; Stan-
ton, Kirk, Cameron, & Danoff-Burg, 2000). 
Emotionally expressive coping is defined as 
strategies involving active processing and ex-
pression of negative emotional reactions to 
stressors. By one year following diagnosis, 
adjustment levels tend to plateau (Northouse, 
2001), with minimal spontaneous change or 
improvement thereafter.

PSYCHOLOGICAL MORBIDITY 
ASSOCIATED WITH 
 BREAST CANCER 

Research generally converges on 
the finding that a cancer diagnosis gener-
ates greater distress levels compared to any 
other disease (Shapiro et al., 2001). While 
it is true that most women manage to sur-
vive the threat of diagnosis and the invasive 
treatments associated with breast carcinoma 
(Anderson et al., 1994; Baker, Marcellus, 
Zabora, Polland, & Jodrey, 1997), approxi-
mately one-third continue to experience un-

remitting psychological, relational, as well 
as health-related distress during the first two 
years following treatment (Dean, 1987; Mor-
ris, Greer, & White, 1977; Shields, Travis, 
& Rousseau, 2000). Depression appears to 
be the most prevalent psychological issue in 
breast cancer survivors (Lansky et al., 1985) 
followed by anxiety (Derogatis et al., 1983). 

Studies primarily assessing patients 
within the first year of diagnosis have re-
ported rates of up to 42% experiencing 
psychiatric and/or psychological disturb-
ance, in the form of depression, anxiety, or 
both, which, in turn, compromised quality 
of life (Derogatis, et al., 1983; Dean, 1987; 
Hughes, 1982; Kissane et al., 2004; Surtees, 
1980; van’t Spijker, Trijsurg, & Duivenvoor-
den, 1997). Within this proportion of psych-
ologically distressed patients, an anxiety 
disorder and major depression were diagnos-
able in 8.6% and 9.6% of sampled patients, 
respectively. Similar findings have been re-
ported in other studies (Maguire et al., 1985; 
Spiegel, 1996). 

Life-threatening illness and its highly 
stressful medical procedures have also been 
associated with the development of post-
traumatic stress disorder (PTSD) or PTSD-
like symptoms in some women (e.g., Doerfler, 
Pbert, & DeCosimo, 1994). According to the 
Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-IV-TR, 2000, p. 464), 
“being diagnosed with a life-threatening ill-
ness constitutes a traumatic event.” The lim-
ited number of existing studies has reported 
cancer-related PTSD prevalence rates in the 
range of 5-10% (Alter et al., 1996; Cordova 
et al., 1995) that persisted up to one year 
post surgery in a sub-set of patients (Tjems-
land, Soreide, & Malt, 1998). Indeed only 
a minority of breast cancer survivors do ac-
tually develop PTSD symptoms of sufficient 
magnitude to meet diagnostic criteria, Amir 
and Ramati (2002) point out that most pa-
tients develop partial or sub-syndromal lev-
els of PTSD which, while not meeting estab-
lished clinical criteria to warrant a clinical 
diagnosis, result in impaired quality of life 
that merits clinical attention nonetheless.
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Aside from severe psychiatric disturb-
ance, which is not as common among breast 
cancer survivors as once thought (Bloom 
et al., 1987; Glanz & Lerman, 1992; Gor-
don et al., 1980; Moyer & Salovey, 1996), 
women do report having to confront signifi-
cant psychosocial concerns and emotional 
sequelae that may be equally distressing par-
ticularly close to or at completion of medical 
treatment and thereafter. For example, the 
most potent concern for patients with ear-
ly stage breast disease is fear of recurrence 
and uncertainty regarding the future (Fertig, 
1997; Gotay, 1984; Spencer et al., 1999). 
In fact 30% of women describe the time 
of chemotherapy completion as distressing 
(Ward, Viergutz, & Tormey, 1992), due to 
loss of frequent and reassuring doctor vis-
its and no longer being in active treatment, 
both of which seem to be associated with a 
sense of safety. Other highly rated concerns 
include long-term effects of adjuvant treat-
ments (e.g., fertility, feeling less feminine), fi-
nancial strain, and “not being able to live out 
important relationships and having life with 
a partner cut short” (Spencer et al., 1999). 
Body image was moderately problematic, 
particularly for younger women, who also 
experienced stronger sexual and partner-
related complications in relation to older 
women (Spencer et al., 1999).

While the nature and degree of psych-
ological disturbance potentially triggered 
by the breast cancer experience can be far-
reaching for the patient, the illness does rep-
resent a health concern that ultimately im-
pacts spouses and children too. The salience 
of a woman’s spousal relationship in par-
ticular during a potentially life-threatening 
illness has received increasing recognition 
from several researchers in the field, who 
contend that breast cancer is best understood 
as a “family problem” that affects spouses as 
much as patients (Baider, 1988; Lasry et al., 
2003; Northouse, 1993). 

IMPACT OF BREAST CANCER ON 
THE MARITAL RELATIONSHIP

Following diagnosis of a life threaten-
ing illness, patients often cite their spouses as 
their primary sources of support (Lasry et al., 
2003). The illness experience and associated 
treatment regimens are potent enough, how-
ever, to provoke various forms of emotional 
disturbance in patients’ partners, including 
anxiety, depression, and fear of recurrence 
and losing one’s partner to death (Iqbal et al., 
2001). As many as 29% of sampled couples 
who had been receiving cancer treatment re-
port clinically significant levels of emotional 
distress (Rodrigue & Hoffman, 1994). 

Incidentally, there is evidence for con-
cordance between the levels of emotional 
distress experienced by patients and their 
partners (Baider & Kaplan De-Nour, 1988, 
Northouse et al., 1995). Studies addressing 
the couple unit in particular found that in the 
face of a cancer diagnosis, spouses either ex-
perienced similar levels of distress as their af-
fected partners or even more (Ferrell, Ervin, 
Smith, Marek, & Melancon, 2002; Nort-
house, Mood, Templin, Mellon & George, 
2000; Omne-Ponten, Holmberg, Bergstrom, 
Sjoden, & Burns, 1993). Northouse and 
Swain (1987), for example, observed that 
both survivors and their husbands reported 
corresponding initial levels of distress that 
tended to improve slightly one month after 
surgery. In another follow-up study track-
ing couples 18 months post-surgery, Nort-
house (1989) observed that, again, despite 
a decrease in distress scores over time, both 
partners reported similar levels of psycholog-
ical distress. More importantly from a cop-
ing perspective, Northouse and colleagues 
(2001) found that husbands’ and wives’ lev-
els of adjustment to breast cancer, at 1 year 
post-diagnosis, had a significant and direct 
effect on each other’s adjustment.

Difficulties in psychosocial adjustment 
are not solely confined to the early phase of 
illness but may persist over time for both 
wives and husbands in a consistent fashion 
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(Walker, 1997). Dyadic adjustment prob-
lems and elevated emotional distress occur-
ring well into the post-treatment phase have 
been reported in several studies (Baider, 
Kaplan De-Noor, 1988; Ell, Nishimoto, & 
Mantell, 1988; Hagedoorn, Bruunk, Kuijer, 
Wobbes, & Sanderman, 2000; Northouse, 
Mood, Templin, Mellon, & George, 2000; 
Oberst, & Scott, 1988). Goldberg and col-
leagues (1984), for example, found that for 
some couples depression tended to worsen 
over time for both partners. In a longitudinal 
study of 143 newly diagnosed breast cancer 
patients, undertaken by Keitel and colleagues 
(1990), it was found that spouses’ distress 
levels tended to decline over time and that 
those who continued to experience adjust-
ment difficulties were more likely to be mar-
ried to women with relatively higher levels 
of physical symptoms. In another study by 
Omne-Ponten and colleagues (1993), com-
paring the levels of adjustment among hus-
bands of women who had undergone either 
breast-conserving surgery or mastectomy, 
48% were found to experience continued 
emotional distress up to 13 months post-
surgical treatment. This rate was similar to 
that reported in patients themselves, adding 
validity to the reciprocal effect coupled part-
ners have on each other found in previous 
studies.

Taken together, studies appear to con-
verge on the following patterns: 1) dyads 
report similar levels of distress, suggesting 
some degree of congruence in their adjust-
ment processes; 2) distress levels in couples 
appears to decline over time; and 3) for a 
sizeable proportion of couples there contin-
ues to be elevated levels of unremitting dis-
tress even after the immediate shock and cri-
sis of diagnosis and treatment (Baider et al., 
1984; Sabo et al., 1986; Wellisch et al., 1978; 
Zahlis et al., 1993). While the rates of dissat-
isfaction and divorce in couples facing breast 
cancer are not any higher than in couples in 
the general population, there is evidence of 
more strain and conflict (Carter, Carter, & 
Siliunas, 1993; Northouse, Templin, Mood, 
& Oberst, 1998; Wai Ming, 2002). Not sur-

prisingly, couples who were at high risk for 
marital breakdown were those who faced the 
breast cancer experience with pre-existing 
marital problems, where the illness added 
further demands and strain on their rela-
tionship (Carter, Carter, & Siliunas, 1993; 
Lewis& Hammond, 1992; Lichtman, Taylor, 
& Wood, 1987; Morris, Greer, White, 1977; 
Northouse, 1989). 

INTERPERSONAL PROCESSES 
IN COUPLES FACING BREAST 
CANCER: EMPIRICAL FINDINGS

The emotional support provided by an 
intimate partner can have a profound buff-
ering effect on the stress levels experienced 
by the breast cancer patient as she contends 
with both the psychological and physiologi-
cal sequelae of her illness (Krant & John-
son, 1978; Lewis & Deal, 1995; Northouse, 
1984). Emotional support is conceptualized 
in the literature as communication of care, 
concern, empathy, comfort, and reassur-
ance both verbally and nonverbally, such 
as through facial expressions and gestures 
(Helgeson & Cohen, 1996; House, 1981). 
Specifically, provision of emotional support 
by husbands has been linked to lower emo-
tional distress, fewer depressive symptoms 
(Roberts, 1994; Tatelman, 1999) and better 
role adjustment in their wives who were ex-
periencing breast cancer (Northouse, 1995). 
In fact, emotional support, as opposed to 
informational or instrumental support (i.e., 
problem-solving), emerged as the most pre-
ferred type of support cited by women fac-
ing breast cancer, particularly if they experi-
enced greater impairment from their illness 
and treatment course (Manne, Alfieri, Tay-
lor, & Dougherty, 1990a, ref). This is con-
sistent with a study by Pistrang & Barker 
(1995) who observed that increasing feelings 
of vulnerability in the breast cancer patient 
were assuaged by intimate exchanges that 
were characterized by high empathy and low 
withdrawal from the spouse. 
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A woman’s intimate relationship seems 
to provide a unique type of support that if 
absent or experienced aversively in this par-
ticularly stressful period will predictably lead 
to a greater likelihood of mood disturbance, 
according to a number of studies (Burg & 
Seeman, 1994; Carter & Carter, 1994; Ko-
erner, Prince, & Jacobson, 1994; Paykel, 
1979, Prince & Jacobson, 1995). Facing 
breast cancer and its associated stressors, 
however, can unwittingly propel couples 
to interact with each other in unsupportive 
ways, as each spouse attempts to cope and 
regulate perceived partner distress (Gurowka 
& Lightman, 1995; Lyons, Sullivan, Ritvo 
& Coyne, 1995). Spousal interactional pat-
terns in the context of early breast cancer 
and their association with overall adjustment 
has been examined by a number of research-
ers yielding three general patterns observed 
in relationships; open engagement, mutual 
avoidance (also known as protective buffer-
ing), and pursue-withdraw (Manne, Ostroff, 
Norton, Fox, Goldstein, 2006; Northouse et 
al., 1995; Zunckel, 2002). 

Couples who openly engaged were 
characterized by a high degree of emotional 
expressivity. The ability of couples to openly 
engage in communication of their feelings 
about the illness has been linked to positive 
adjustment, enhanced cohesiveness, and de-
creased destructive conflict (e.g., Northouse, 
1984; Spiegel et al., 1983; Vess, Moreland, 
& Schwebel, 1985). Although these studies 
studied primarily women with metastatic 
breast cancer, others have led to complemen-
tary findings (e.g., Stanton et al., 2000). Spe-
cifically, in a study of 92 women diagnosed 
with Stage 1 and 2 breast carcinoma, those 
found to cope using emotional expression 
around their diagnosis had fewer cancer-re-
lated morbidities, decreased distress, and en-
hanced health and vigor three months post-
assessment. (Stanton et al., 2000).

The second pattern, mutual avoid-
ance, was examined in one study address-
ing coping processes of couples facing breast 
cancer where some partners, in an effort not 
to upset each other, withheld sharing their 

feelings of distress and worries (Northouse 
et al., 1995), which, in turn, undermined ad-
justment in both partners. In a longitudinal 
study, Manne, Dougherty, Veach and Kless 
(1999) observed a similar pattern of “pro-
tective buffering” (p. 235), which was as-
sociated with higher distress in wives three 
months later. The phenomenon of protec-
tive buffering observed in some couples was 
compared to open communication and ac-
tive engagement in a study by Hagedoorn, 
Kuijer, Buunk, DeJong, Wobbes, and Sand-
erman (2000). Predictably, the latter pattern 
of communication predicted higher marital 
satisfaction and better adjustment in the face 
of illness. Similarly, breast cancer survivors 
who confided in their partners during times 
of crises enjoyed better prognoses, as mea-
sured by survival (Weihs, Enright, & Sim-
mens, 2002). These findings are particularly 
relevant in view of the positive relationship 
between quality of the marital relationship 
and adjustment responses in both partners 
(Rodrigue & Park, 1996), as well as disease 
recovery in patients (Burman & Margolin, 
1992). 

Other studies have also examined the 
impact of unilateral avoidance, specifically 
husbands’ avoidance in reaction to their 
partners’ illness, where wives desired more 
closeness. Sabo and colleagues (1986), for 
example, found that while their wives were 
undergoing mastectomies, some men tended 
to adopt a “protector’s role” while simulta-
neously avoiding any open expression of feel-
ing. This was, in turn, experienced aversively 
by spouses, in addition to being perceived as 
insensitive and rejecting. Avoidance of open 
discussion about the cancer experience and 
its association with greater distress is a recur-
ring finding in the cancer literature (Spiegel, 
Bloom, & Gottheil, 1983; Vess, Moreland, 
Schwebel, & Kraut, 1988). This also paral-
lels findings from the non-cancer literature 
linking husbands’ withdrawal behavior to 
aversive states of emotion in their respec-
tive wives (Christensen & Heavey, 1990; 
Christensen & Malmuth, 1995; Christensen 
& Shenk, 1991; Gottman, 1993; Gottman, 



Naaman et al. 327

1994; Gottman & Levenson, 1992; Noller 
& Feeney, Bonnell, & Callan, 1994), thus 
creating higher levels of marital dissatisfac-
tion and conflict. 

In the context of breast cancer, hus-
band’s avoidance is arguably the most dele-
terious interactional pattern to marital func-
tioning and adjustment. In the face of crisis, 
patterns of relating to one another become 
particularly intensified. Avoiding discussion 
of the cancer has been shown to lead to com-
munication problems, even among those 
couples who initially reported high levels of 
marital satisfaction (Lichtman et al., 1987). 
For other couples, long-standing negative 
patterns of communication escalate dur-
ing the illness trajectory, directly impacting 
the extent of destructive conflict and strain 
on each partner’s experiences (Cohen & 
Wellisch, 1978; Vess et al., 1985). 

The third interactional pattern ob-
served in some couples facing breast can-
cer, initially noted by Manne and colleagues 
(1997), entails a cycle of pursue and with-
drawal from the wife and husband, respec-
tively. Where emotional support and open 
engagement were unavailable, some breast 
cancer survivors tended to engage in criti-
cism, which was favorably experienced as 
a sign of engagement (Pistrang & Barker, 
1995). In such transactions, the distress as-
sociated with dispensing marital criticism is 
conjectured to be more tolerable than com-
plete withdrawal on the husband’s part. 
Unfortunately, the pursuing wife’s behavior 
propels further distancing and withdrawal 
from her husband, leading to lower marital 
satisfaction (Manne et al., 1997).

Examination of withdrawing or dis-
tancing behavior of some husbands in reac-
tion to their wives’ illness has been examined 
in some studies. Specifically, some partners 
report feeling burnt out, secondary to chron-
ic exposure to their wives’ negative affective 
responses (Revenson, 1994; Wellisch, 1985) 
and also experience as complaints their 
wives disclosures about their emotional and 
physical reactions to their illness (Revenson, 
1994). Since husbands, as previously men-

tioned, respond to their wives’ diagnoses 
with their own increased mood disturbance 
(Baider, Perez, & Kaplan de-Nour, 1988; 
Carter & Carter, 1994), withdrawal from en-
gagement is argued to be one form of affect 
regulation, albeit a maladaptive one. With-
drawal, as previously mentioned, is related 
to an enhanced risk for mood disturbance in 
the ill spouse (Grandstaff,1976; Primomo et 
al., 1990). 

In summary, unsupportive patterns of 
relating predictably lead to greater marital 
distress, especially in the context of a life-
threatening illness, which can further exacer-
bate depressive symptoms in women (Bloom, 
1982; Ptacek, Ptacek & Dodge, 1994). The 
distress experienced in the context of marital 
strife can, moreover, undermine one’s ability 
to cope with an imminent stressor and also 
limit one’s ability to obtain support in oth-
er relationships (Coyne, 1986). In fact, the 
spousal relationship has been found to be 
of significant emotional potency such that, 
if troubled, ensuing distress cannot be sim-
ply overcome by additional social support 
(Pistrang & Barker, 1995). Taken together, 
empirical studies examining interpersonal 
processes in the context of a potentially life-
threatening illness converge on the central-
ity of the marital relationship in mediating 
coping, and overall adjustment of both part-
ners. 

While many couples clearly possess 
the emotional resources required to weather 
the crisis of a cancer diagnosis and its psy-
chosocial implications, there is evidently 
variation in the manner in which couples ef-
fectively cope with this difficult experience. 
Understanding normative processes as well 
as individual variation in emotional regula-
tion, coping and adjustment is important in 
relation to being able to identify couples at 
risk for developing unremitting distress and 
adjustment difficulties, in addition to offering 
suitable remediation. Clinical intervention, 
however, requires a theoretically informed 
framework to guide clinicians in working 
with such couples and the multitude of issues 
they face. Attachment theory arguably pro-
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vides the most cohesive and well-articulated 
framework, which unifies both intrapersonal 
and interpersonal processes that emerge in 
the face of challenge. Adult attachment the-
ory provides the theoretical anchor for Emo-
tionally Focused Therapy, a couples-based 
intervention offered to couples experiencing 
adjustment difficulties following breast can-
cer illness. 

ATTACHMENT THEORY

Attachment theory is primarily con-
cerned with the salience of interpersonal re-
lationships, which serve to maintain adapta-
tion (Bowlby, 1973, 1988). Bowlby argued 
that humans are endowed with a biological 
propensity to seek and maintain proximity 
to attachment figures. These close relational 
ties serve to buffer anxiety as well as offer 
physical protection, particularly during times 
of stress (Bowlby, 1982, 1969, 1973). With-
in the attachment system, Bowlby outlined 
several universal aspects. First, attachment 
figures confer a safe physical and emotional 
space, or safe haven. The secure base afford-
ed through proximity to attachment figures 
allows the organism to explore the world in 
a non-defensive manner and thrive. Second, 
proximity-seeking tendencies are behavioral 
manifestations of in-born affect regulation 
strategies aimed at protecting the individual 
from real or imagined threat and ensuing dis-
tress. And third, due to its survival value, the 
attachment behavioral system is manifested 
throughout the human life span or from the 
“cradle to the grave” (Bowlby, 1979). Bowl-
by’s theory also accounts for interpersonal 
differences observed in behavioral attach-
ment systems.

Attachment theory has undergone ex-
tensive integration with research on adult re-
lationships (Hazan & Shaver, 1987; 1994). 
The attachment model of adult intimacy 
views a relationship between couples in 
terms of a bond with an irreplaceable other. 
This psychological tie is a function of four 

interrelated elements, emotional, cognitive, 
behavioral, and physiological processes that 
interact to optimize survival. An individual’s 
response to any real or perceived separa-
tion from or loss of an attachment figure, 
particularly in the face of threat, has been 
shown to instigate a predictable series of re-
sponses designed to re-instill the bond and 
to facilitate an adaptive response to environ-
mental demands (Bowlby, 1969, 1988). For 
example, research in adults has shown that 
departure of one partner of a dyad is associ-
ated with a heightened overt display of prox-
imity-seeking behaviors in the other partner 
(Fraley & Shaver, 1998). Similarly, adults 
demonstrate a behavioral tendency to seek 
others for support while, or immediately fol-
lowing, encountering stressful events (Kobak 
& Duemmelr, 1994; Lazarus & Folkman, 
1984). Proximity-seeking behavior in the 
face of physical/psychological stress or threat 
has clear survival value in that comfort and 
security are obtained from an attachment 
figure thereby restoring any psychological/
physical homeostatic deviations to optimal 
states, which in turn enhance adaptation to 
or coping with the presenting stressor. 

Central to attachment theory is the 
concept of internal working models, which 
accounts for the interpersonal differences 
observed in attachment behavioral systems 
(Bartholomew & Horowitz, 1991; Collins 
& Read, 1990; Main, Kaplan, & Cassidy, 
1985). These constitute organized internal 
representations of the self in relation to sig-
nificant others. Beliefs and feelings of oneself 
are partially dependent on perceived acces-
sibility and responsiveness of an attachment 
figure to one’s needs for security and comfort 
(Cassidy, 1988). Internal working models 
provide a cohesive framework from which 
attachment-related events are interpreted 
and revised (Bowlby, 1973). 

In the context of close relationships, 
working models tend to give rise to attach-
ment strategies, which are essentially habit-
ual forms of engagement that become salient 
in times of fear or uncertainty, such as re-
ceiving a breast cancer diagnosis or having to 
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undergo invasive treatments. Secure attach-
ment is based on the perception that attach-
ment figures are accessible and responsive to 
a vulnerable-feeling self facing an uncertain 
future. The unsure self is soothed through 
exchanges from a responsive and attuned at-
tachment figure. Exchanges that are marked 
by emotional engagement ultimately consti-
tute the building blocks of secure bonding, 
and the relationship becomes defined as a 
safe haven. 

In contrast, unresponsiveness of an 
attachment figure will instigate less than 
secure patterned responses or attachment 
strategies by the individual in an attempt to 
re-instill some connection with an irreplace-
able other. Insecure forms of engagement 
are limited in number and can be organized 
along a two-dimensional model: anxiety 
(self) and avoidance (other) (Brennan, Clark, 
& Shaver, 1998). Adults endorsing eleva-
tions on attachment anxiety, along with low 
attachment avoidance, typically engage in 
emotionally intense pursuits of loved ones, 
marked by clinging and even aggressive be-
haviors, in their attempt to re-engage their 
significant other when feeling vulnerable. 
Adults who are low on anxiety and high on 
avoidance, on the other hand, cope with the 
aversiveness associated with an absent safe 
connection by suppressing attachment needs 
altogether. Such individuals employ distanc-
ing strategies to avoid distressing emotional 
engagement with attachment figures. 

These habitual ways of engagement, 
also known as attachment styles in the litera-
ture (Sroufe, 1996), may be conceptualized 
as filters for construing attachment experi-
ences, which affect how people cope in the 
face of adversity. Two characteristic features 
distinguish attachment strategies from fixed 
cognitive schema. First is the interpersonal 
and reciprocally reinforcing nature of attach-
ment strategies that becomes particularly sa-
lient in close relationships. Second, is their 
emotional nature, as stressed by Bowlby 
(1969). Specifically, it is the emotional qual-
ity of attachment strategies which ultimately 
organizes dyadic interactions, but also makes 

them open for revision following corrective 
emotional experiences (Johnson, 2002).

A THEORY OF AFFECT 
REGULATION AND COPING

Attachment theory is primarily a theo-
ry of affect regulation. Attachment strategies 
or habitual ways of engaging one’s significant 
other in times of threat are manifestations of 
a biobehavioral control system that becomes 
activated in the face of danger. Its activation 
serves to promote emotional and physical 
proximity towards the goal of achieving a 
felt sense of security. Close relational bond-
ing has a protective impact on emotional and 
physical health, including restoration of im-
mune competence, as well as mediating opti-
mal coping with adversity, including chronic 
illness (Kiecolt-Glaser et al., 1993). It is the 
secure emotional aspect of connectedness 
that promotes effective self-regulation, open-
ness to experience and new learning, and in-
tegration of information (McFarlane & van 
der Kolk, 1996).

In contrast, emotional connection that 
is desperately needed from an attachment 
figure, but not forthcoming for a variety 
of reasons, culminates in relational distress 
(Simpson & Rholes, 1994) and is associated 
with symptoms of post-traumatic stress and 
depression (Whissman, 1999). In the context 
of such relationships, couples find it difficult 
to weather a potentially traumatic experi-
ence, such as a life-threatening diagnosis and 
its often taxing medical treatments. Specifi-
cally, the absence of secure attachment will 
likely result in feelings of being flooded with 
fear and helplessness, an inability to cope 
adequately, and to adapt to new situations 
(Bowlby, 1973, 1969; Cassidy & Shaver, 
1999). The relationship becomes defined as 
insecure, and couples become readily con-
sumed by absorbing and compelling states of 
negative affect that entrap them in dysfunc-
tional cycles of interacting with one another. 
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 Habitual ways of engaging one anoth-
er in the context of close relationships, which 
determine the extent of secure connection 
created, seems to be one of the determin-
ing factors as to whether a couple can pull 
through in the face of trauma or not. Specifi-
cally, a large body of research clearly associ-
ates attachment strategies with variation in 
emotional expression, emotional regulation, 
and goal-directed behavior in adults, such 
as seeking social support (Kobak & Sceery, 
1988). A general model proposed by Col-
lins and Read (1994) specifies that the vari-
ous attachment strategies give rise to distinct 
emotional response patterns that vary both 
in nature (positive or negative) and intensity. 
This model has gained wide acceptance and 
is consistent with a substantial body of re-
search from various studies examining the 
differential effects of attachment strategies 
on management of attentional resources, 
appraisal styles, emotional reactivity, pro-
clivity for moving towards significant oth-
ers in times of need, and eliciting their sup-
port (e.g., Bartholomew, 1990; Feeney & 
Kirkpatrick, 1996; Milkunicer & Nachson, 
1991; Mikulincer & Orbach, 1995; Zuroff 
& Fitzpatrick, 1995). 

Indeed several studies have substanti-
ated systematic differences in ways of coping 
with stress, which appear to be guided by dif-
ferent attachment strategies that are pulled 
for in the context of close relationships, and 
overall adjustment (e.g., Collins & Feeney, 
2000; Mikulincer & Florian, 1997; Simpson, 
Rholes, & Nelligan, 1992). In a study of dat-
ing couples, Simpson and colleagues (1992) 
observed that, in reaction to experienced 
anxiety, secure women showed a tendency 
to seek partner support, whereas avoidant 
women showed the opposite pattern. Simi-
lar findings were reported by Mikulincer, 
Florian, & Weller (1993), where securely at-
tached adults evidenced higher support-seek-
ing behavior in relation to their anxious or 
avoidant counterparts. Anxious individuals 
were more prone to engage in emotion-fo-
cused coping that emphasized negative emo-
tions, whereas avoidants were more likely to 

adopt repressive or emotion-distancing tac-
tics. Another study by Ognibene and Collins 
(1998) reached consistent findings. Securely 
attached individuals readily perceived avail-
able social support and were more likely to 
make use of it, especially in times of stress. 
Anxious individuals, though employing so-
cial support strategies to some extent, also 
engaged in escape-avoidance maneuvers, 
such as smoking, drinking, eating, and drug 
use (Brennan & Shaver, 1995). Avoidants, 
consistent with their negative view of others, 
were the least likely to reach for interperson-
al support, and they most prone to engage in 
escape-avoidance strategies (Mikulincer & 
Nachson, 1991; Ognibene & Collins, 1998; 
Simpson, 1990).

Taken altogether, empirical research 
clearly supports the use of attachment theory 
as a framework of affect regulation that be-
comes activated in the face of danger, giving 
rise to reciprocally determined attachment 
strategies in dealing with stress or trauma. 
By filtering perceptual information, shaping 
emotional regulation, and guiding coping 
strategies, predominant ways of relating are 
argued to hold important implications for 
adjustment and personal well-being, particu-
larly in the face of chronic illness. Therefore, 
to the extent that distress is experienced and 
handled behaviorally, the individual will suc-
cessfully adapt to changing environmental de-
mands. A large body of research concurs that 
secure attachment or connectedness, which 
has been likened to an “inner resource” (Mi-
kulincer & Florian, 1998, p. 144), effectively 
enables the individual to cope more adap-
tively in the face of stress, thereby optimizing 
adaptation. Interpersonally, individuals with 
secure attachment styles are able to seek and 
utilize support provided by significant others 
who through past experience have demon-
strated their accessibility and responsiveness, 
particularly in times of distress. Attachment 
security will, therefore, confer psychological 
benefits, where stressful events are managed 
in a manner proportionate to their gravity 
thereby facilitating adjustment. 
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UNDERSTANDING COPING 
WITH BREAST CANCER FROM 
AN ATTACHMENT THEORY 
PERSPECTIVE

Bowlby (1969) maintained that at-
tachment behavior is most likely activated in 
the face of three main types of conditions: 
dangerous external events (e.g., a terrorist 
attack), physical or emotional withdrawal of 
an attachment figure, and departures from 
homeostasis with respect to physical health, 
such as during pain, fatigue, or sickness. 
Breast cancer poses a substantial threat to 
a woman’s existence and to the attachment 
bond existing between her and her respective 
partner that will result in activation of the at-
tachment behavioral system of both individu-
als. Attachment theory further posits that in 
the face of a potentially “existential plight” 
(Weiss, 1991, p. 5), couples will be physically 
and emotionally propelled towards one an-
other. Several studies addressing couples’ re-
actions to a cancer threat within a marriage 
reported findings consistent with this norma-
tive pattern of proximity-seeking behavior 
in both partners (Friedman, Baer, Nelson, & 
Lane, 1988; Leiber, Plumb, Gerstenzang, & 
Holland, 1976). 

The attachment relationship has been 
found to be of such potency to the adjust-
ment of breast cancer survivors that if trou-
bled, ensuing distress cannot be simply over-
come by additional social support (Pistrang 
& Barker, 1995). The social support inher-
ent to a marital context, however, is explic-
itly differentiated by attachment theory as a 
shared dyadic process consisting of two dis-
tinct systems: a caregiver system and a care-
seeker or attachment system (Bowlby, 1982). 
Kunce and Shaver (1994) point out that de-
spite the disproportionate research accorded 
to the attachment or care-seeker system rela-
tive to the caregiver system, the latter is in 
fact a key component of the dyadic bond. It 
follows, therefore, that efforts at emotional 
regulation, coping, and overall adjustment to 
breast cancer will, predictably, vary through 

the interaction of two partners’ predominant 
ways of relating or attachment styles. Indeed, 
the effect of one’s partner’s preferred mode 
of affect regulation and coping on one’s abil-
ity to regulate stress has been empirically ad-
dressed by several researchers (e.g., Simpson 
et al., 1992; Simpson et al., 2002). 

In an attachment-based study exam-
ining adult interpersonal processes in the 
dyadic system, Collins and Feeney (2000) 
found evidence for normative patterns con-
sistent with previous studies (e.g., Friedman 
et al., 1988; Leiber et al., 1976), as well as 
individual variation in the quality of support 
exchanges. Normatively, higher levels of ex-
perienced stress predicted more emotional 
support sought from respective partners, 
who in turn mobilized behavioral efforts and 
provided coordinated emotional and instru-
mental support. Caregivers demonstrated 
sensitivity as to the type of support elicited 
by their partners (emotional versus instru-
mental), demonstrating a pattern of attune-
ment to partners’ needs, which was, in turn, 
related to improved mood and felt security 
reported by care seekers. Partners’ respective 
attachment styles also interacted to produce 
variation in the nature and quality of sup-
port exchanges. 

Consistent with previous research and 
theoretical predictions, secure care-giver at-
tachment was associated with higher flex-
ibility and better coordinated efforts at care-
giving (Simpson, Rholes, Orina, & Grich, 
2002), more synchronized interactions and 
less dominance (Bouthillier, Julien, Dube, 
Belanger, & Hamelin, 2002; Pietromonaco, 
Greenwood, & Feldman Barrett, 2004). 
Withdrawal behavior, shown to be associ-
ated with high mood disturbance in an ill 
spouse (Grandstaff, 1976; Primomo et al., 
1990), was also less problematic when both 
partners are securely attached (Senchak & 
Leonard, 1992). 

Highly avoidant support seekers, while 
showing a lower likelihood of seeking help 
(Collins & Feeney, 2000; Mikulincer & Flo-
rian, 1995; Ognibene & Collins, 1998) when 
stressed, yielded a mixed pattern relative to 



332 Processes in Breast Cancer and Intervention

care giving that appears to be a function of 
internal working models of self (anxiety di-
mension). For example, higher avoidance 
was associated with a lower likelihood of 
providing support to partners experiencing 
emotional distress (Fraley & Shaver, 1998; 
Simpson et al., 1992), which is consistent 
with Kunce and Shaver’s (1994) finding 
of lack of caring associated with dismiss-
ing avoidant caregivers. In contrast, fearful 
avoidant caregivers, who are higher in anxi-
ety, showed excessive care-giving in relation 
to support sought (Kunce & Shaver, 1994).

Similar to their avoidantly attached 
counterparts, anxiously attached caregivers 
tend to provide less than optimal support in 
response to their distressed partners (Carnel-
ley, Pietromonaco, & Jaffe, 1996; Kunce & 
Shaver, 1996). Collins and Feeney (2000) 
observed a curious pattern in anxiously at-
tached caregivers relative to the quality of 
support-seeking efforts engaged in by their 
partners. Specifically, a partner who made in-
direct requests (e.g., hints) was less likely to 
receive support in comparison to one whose 
support-seeking efforts were more evident 
(e.g., making a direct request). 

Taken together, these findings carry 
clinically important implications for adjust-
ment and well-being of couples with differ-
ent combinations of attachment strategies. 
This point becomes clearer when, for exam-
ple, the adjustment of an avoidant survivor-
anxious caregiver dyad is compared to that 
of a survivor-secure caregiver couple, the lat-
ter survivor of which is more likely to both 
make overt pleas for emotional support, as 
well as receive them, compared to the survi-
vor of the former dyad. 

Attachment theory, in summary, ap-
pears to provide the most comprehensive 
framework unifying both intrapersonal and 
interpersonal processes involved in coping 
and adjustment. Though its utility is thor-
oughly recognized in clinical, developmen-
tal, and personality research, application 
of attachment theory in the medical field, 
and particularly in chronic illness, has been 
relatively neglected (Schmidt, Nachtigall, 

Wuethrich-martone, & Strauss, 2002). To 
date, a total of three separate studies have 
examined patient coping and adjustment to 
chronic illness, including cancer, using at-
tachment-based processes. 

The first cross-sectional study by 
Schmidt and colleagues (2002) investigated 
whether different attachment styles bore any 
relationship to flexible coping in three types 
of medical conditions: breast cancer, chronic 
leg ulcers, and alopecia. Findings indicated 
a moderate effect size between attachment 
style and coping, with insecure attachment 
associated with less flexible coping behavior. 
Specifically, secure attachment was related 
to stronger social support seeking, in keep-
ing with patterns observed elsewhere in the 
literature (e.g., Feeney & Kirkpatrick, 1996). 
Anxious prototypes, in contrast, evidenced 
more negative emotional coping, whereas 
avoidant ones engaged in distancing or dis-
tracting strategies. 

In a study of melanoma survivors, 
Hamama-Raz & Solomon (2006) examined 
the relative contribution of the concepts of 
attachment style, cognitive appraisal, and 
hardiness to psychological adjustment to ill-
ness. With the exception of marital status, 
attachment style emerged as the best pre-
dictor of adjustment in relation to all other 
sociodemographic (e.g., gender, employment 
status) as well as disease-specific variables 
(e.g., stage of illness, time since diagnosis). 
In view of the heterogeneity inherent in 
conceptualizing and measuring psychologi-
cal adjustment, this study used a tool which 
tapped both well-being and feelings of dis-
tress, thereby adding better understanding of 
the differential impact of attachment styles 
on aspects of adjustment. Using a continuous 
self-report measure of attachment (Brennan 
et al., 1998), secure attachment predicted 
higher levels of subjective well-being and 
lower distress. Whereas both anxious and 
avoidant attachment styles were related to 
lower well-being, only anxious patients en-
dorsed higher distress. 

The third study using an attachment 
framework for understanding affective out-
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come involved terminal cancer patients. 
Consistent with findings of the previous two 
studies, attachment style again predicted 
negative affect over and above other back-
ground variables, (time since diagnosis, phys-
ical condition, age, stressful life events). Path 
analyses revealed a direct impact of anxious 
attachment on negative affect, as well as an 
indirect effect through mediation of social 
support. Avoidant attachment, on the other 
hand, seemed to exacerbate negative affect 
only through curtailment of social support. 

In summary, the few studies employ-
ing an attachment perspective to understand-
ing coping with chronic illness converge on 
several key findings. First, attachment style, 
or habitual ways of engagement, accounts 
for the largest variation in psychological ad-
justment to illness, beyond that associated 
with both patient characteristics and disease-
specific variables. Second, secure attachment 
serves as an important inner resource and is 
associated with flexible coping, a prerequisite 
to successful adaptation to changing circum-
stances. Third, although insecure attachment 
is inversely related to adjustment, anxious 
and avoidant attachment styles appear to ex-
ert this effect through different mechanisms. 

PSYCHOLOGICAL TRIALS 

The reality of increased survivorship 
coupled with the extensive body of research 
describing both the nature and extent of psy-
chological morbidity experienced by many 
breast cancer survivors has prompted much 
intervention research primarily aimed at en-
hancing psychological adjustment or aspects 
thereof. Addressing adjustment is a relevant 
clinical endeavor from psychological, physi-
ological, and behavioral perspectives. For 
example, the relationship between difficult 
adjustment and compromised quality of life 
is both intuitive and empirically substanti-
ated (Ganz et al., 2003). From a physiologi-
cal point of view, chronic states of negative 
affect (particularly depression and anxiety), 

associated with poor adjustment to illness, 
tend to compromise immune function, which 
is conjectured to affect disease course in the 
long run (Anisman & Merali, 2003). The 
importance of optimal functional immunity 
(i.e., natural killer cell activity) has, in fact, 
been underscored by independent researchers 
(Dagleish, 2003; Levy et al., 1990), in light 
of its reliable link to disease-free periods and 
the control of micrometastases (Levy et al., 
1990). The relationship between emotional 
distress, immunity, and intervention research 
is reviewed more extensively elsewhere (Her-
bert & Cohen, 1993). Behaviorally, endur-
ing affective disturbance, especially depres-
sion, can interfere with the degree to which 
patients accept adjuvant treatments as nec-
essary. For instance, Colleoni and colleagues 
(2000) found that depressed patients are less 
likely to be proactive in seeking more ag-
gressive treatments that may enhance their 
chances for survival. Furthermore, when de-
pressed patients had agreed to undergo che-
motherapy treatment, depression was shown 
to independently undermine the therapeutic 
effects of systemic treatment (Walker et al., 
1999). The potentially far-reaching effects 
of maladjustment to cancer with respect to 
the psychological, behavioral, and physi-
cal realms have become widely recognized, 
which has provided impetus for the grow-
ing number of intervention studies that have 
spawned the field of psycho-oncology. 

The paucity of couples-based interven-
tions within the cancer literature is particu-
larly conspicuous, especially in view of the 
mounting research converging on mutually 
elevated distress levels in the patient and her 
significant other as well as the inextricable 
involvement of the latter in the adjustment 
process. Manne, Winkel, Grana, Ross, Os-
troff, Fox, Miller, and Frazier (2005) aptly 
point out that intervention research does 
“not take advantage of the family context 
of cancer and a key source of support for 
patient, namely the partner” (634). In re-
sponse to this gap, Manne and colleagues 
(2005) developed and tested the efficacy of 
a couples-based group intervention targeting 
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women with early breast cancer. Consistent 
with prior research, higher distress levels at 
study entry were associated with stronger 
treatment gains, and women describing their 
spouses as unsupportive benefited more com-
pared to women with less critical husbands. 
A relatively small but stable treatment effect 
was found only for depression and not anxi-
ety, general well-being, or trauma symptoms 
surrounding the cancer (e.g., avoidance and 
intrusion). This study is the first to address a 
major gap in the psychosocial treatment lit-
erature by evaluating a short-term interven-
tion which capitalizes on resources inherent 
to the dyadic unit and aims to recreate more 
supportive exchanges between partners. 
Notwithstanding, the trial was characterized 
by a high refusal and dropout rate, leading 
the study researchers to speculate about the 
“acceptability” of a group-based couples in-
tervention among breast cancer dyads. 

The final goal of this review is to pres-
ent a theoretically driven intervention offered 
to breast cancer couples experiencing diffi-
culties in adjustment. Emotionally Focused 
Therapy (EFT) is an evidenced-based time-
limited therapeutic approach which bears di-
rectly on the literature reviewed thus far on 
dyadic coping processes during stress and is 
rooted in a firm theory--attachment theory. 

EMOTIONALLY FOCUSED 
THERAPY

Formulated in the early 1980s, Emo-
tionally Focused Therapy (EFT) is a struc-
tured and short-term approach designed to 
treat relational distress (Greenberg & John-
son, 1988; Johnson, 2004). Having under-
gone scientific scrutiny over a span of 15 
years, studies associate EFT with clinically 
relevant change in marital functioning (Al-
exander, Holzworth-Munroe, & Jameson, 
1994; Dunn & Schwebel, 1995), as well as 
stable rates of recovery (Gordon-Walker & 
Manion, 1998). A systematic review of ran-
domized clinical trials assessing the clinical 

efficacy of EFT on marital adjustment re-
ported a clinically robust treatment effect 
size of 1.3 (Johnson, Hunsley, Greenberg, & 
Schindler, 1999). EFT has also been success-
fully adapted to clinical populations where 
relational distress was either comorbid with 
or exacerbated by other stressful couple or 
family concerns, including parenting chroni-
cally ill children (Walker, Johnson, Man-
ion, & Cloutier, 1996), facing post-partum 
depression (Whiffen & Johnson, 1998) or 
dealing with post-traumatic stress disorder 
(Johnson & Williams-Keeler, 1998). Today, 
EFT is recognized as one of the best articu-
lated and evidenced-based approaches for 
treatment of relational distress (Baucom, 
Shoham, Mueser, Daiuto, & Stickle, 1998; 
Gurman & Frankael, 2002). 

Dialectically, EFT arose from a theo-
retical synthesis of experiential, humanistic, 
and systemic approaches to psychotherapy. 
One of its major strengths is its firm ground-
ing in an empirically supported understand-
ing of adult attachment processes (Bartho-
lomew & Perlman, 1994) and nature of 
marital distress (Gottman, 1994). This con-
ceptual understanding, or guiding map, has 
served to integrate intrapersonal and inter-
personal processes involved in partners’ con-
structions of emotional experiences and dy-
adic interactions (Johnson, 1996). Informed 
by attachment theory, EFT views the marital 
relationship as a bond with an irreplaceable 
other (Cohen, 1992). One’s significant other 
is considered to be the primary source of 
support, comfort, and the secure base from 
which the physical/emotional stress of illness 
can be faced. The attachment bond is, there-
fore, characterized by a high affective valence 
(Johnson, 1996), such that if threatened by 
unresponsiveness or inaccessibility will lead 
to a predictable series of events aimed to re-
instill it (Bowlby, 1969). 

EFT regards distressed relationships in 
terms of insecure bonds, where attachment 
needs for physical or emotional closeness, 
comfort, and security, particularly during 
adversity, are not being met. In response to 
attachment threat, individuals will behave 
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in different, but a finite number of ways to 
deal with the experienced distress (Hazan 
& Shaver, 1994). The overarching goal of 
EFT is to foster the creation of secure bonds 
between partners, which in turn facilitates 
emotional connection and resilience in the 
face of adversity. 

The emotionally mediated relationship 
between attachment security and relational 
adjustment is supported by research (Bowl-
by, 1988; Kobak & Hazan, 1991). As such, 
EFT accords emotion a key role in shaping 
dyadic interactions (Johnson, 2004). Spe-
cifically, emotion is viewed as a healthy and 
adaptive mechanism that guides perceptions, 
communicates needs to oneself and others, 
and organizes social interactions. In the con-
text of intimate relationships, attachment 
behaviors are primarily guided and shaped 
by emotion. Predominant emotional experi-
ences of felt insecurity or separation distress 
will therefore organize current interactions, 
typically leading to problematic cycles of 
relating. This perspective fits with Gott-
man’s (1994) research with respect to dis-
tressed relationships. Specifically, he found 
that strained relationships tend to be char-
acterized by partners’ propensity to become 
stuck in absorbing states of negative affect 
that give rise to rigid interactional patterns, 
which lead to further aversive states. John-
son (1996) maintains that distressed couples 
were readily identifiable both by their rigidly 
organized interactional cycles and intense 
negative affect.

EFT further posits that whether in the 
form of negative affective states or rigid in-
teractions, distressed couple are essentially 
manifesting a struggle for attachment secu-
rity (Bowlby 1969). Creation of secure emo-
tional connections between partners is, there-
fore, achieved by eliciting and expanding the 
couples’ core emotional experiences that give 
rise to their interactional positions and then 
effectuating a shift in these interactional po-
sitions. One of the core assumptions of EFT 
is that emotional responses and interactional 
positions are reciprocally determined (John-
son, 2004). They are, therefore, both equally 

addressed in treatment. Empirical evidence 
for the impact of EFT in creating more se-
cure bonds in initially distressed couples has 
been reported (Makinen & Johnson, 2006). 
Secure bonds, in turn, have been shown to 
be powerfully associated with physical and 
emotional health and well-being, with resil-
ience in the face of stress and trauma, and 
with optimal personality development (Bur-
man and Margolin, 1992; Schmaling & Sher, 
2000). 

EFT is a structured therapeutic inter-
vention that has been manualized (Johnson, 
2004). It consists of three major stages en-
compassing nine steps (Table 1) which de-
lineate specific therapeutic tasks that can be 
delivered in approximately 10 to 15 sessions 
(Johnson, 2004). 

The first stage involves assessment and 
the delineation of problematic cycles between 
partners, such as pursue/withdraw and the 
absorbing states of emotion that are associ-
ated with them. At the end of this stage of 
therapy, the couple is able to dislodge from 
negative cycles and have stabilized their rela-
tionship. Partners start to view the cycle as 
the enemy rather than each other. Excerpts 
from treatment sessions of a couple in their 
fifties are provided to illustrate how EFT dif-
fuses negative cycles that escalate secondary 
to breast cancer-related needs, leaving the 
patient alone, more vulnerable, and less able 
to deal with the aftermath of the illness. This 
is a couple who entered treatment displaying 
a classic pursue/attack–withdraw/stonewall 
cycle.

HUSBAND: Things are better now. She’s 
not on my back like before … you know 
it was like when I returned home from 
work or if I went out to see my friends, 
she would be waiting for me ready to 
pick up a fight … 

WIFE: Well, you don’t hide with your 
friends every night like you used to  … 
you come home at a decent hour. Oh, 
yes, and sober [sounds sarcastic], and 
I know I can at least talk to you when 
I’m upset about something, like when 
the nurse called the other day telling me 
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that the doctor wanted to see me for the 
mammogram findings. You came home 
late, but at least you weren’t drinking.

HUSBAND: [becomes quiet and looks 
away]

THERAPIST: So, what’s happening for 
you Jack? [still looking away) Marie just 
told you that she is finding you’re more 
available now and that she can talk to 
you. Then she sounded a little sarcastic 
when mentioning how you don’t drink as 
much as before.

HUSBAND: [Long pause. Then looks 
at therapist). Well, it’s like things going 
back again to the old way  …  I feel like 
she’s attacking again, nothing is good 
enough and no matter what I do … 
[looks away]

THERAPIST: It’s very difficult for you to 
hear this. My sense is that you’re trying 
really hard, and there is some part of you 
that feels really scared; does that fit for 
you?

HUSBAND: Yes, like it doesn’t matter 
what I do, it’s never good enough.

THERAPST: Hmmm. That’s part of that 
cycle that you both get trapped in.

WIFE: Things have been getting better, I 
said. Last week was really tough, because 
I got the phone call from the clinic in the 
afternoon and didn’t know what time 
you would be home so I can talk to you. 

HUSBAND: I did remember that you 

would be getting that phone call follow-
ing the mammogram. You just assumed 
that I forgot.

THERAPIST: You’re disappointed that 
Marie doubted you?

HUSBAND: Yeah. How can I forget 
something like that? But it’s rough, you 
know, I mean trying to be there all the 
time and making it all right. Sometimes it 
feels like I can never make it. 

In the second stage, both partners are 
able to access and utilize their respective 
emotional experiences as a guide to their 
needs. They also begin to communicate these 
needs in a way that maximizes their partner’s 
responsiveness. Usually the more withdrawn 
partner is able to express the emotional ex-
perience that evoked the withdrawal in the 
first place (e.g., “I was afraid of losing you 
to cancer”) and is able to ask their partner 
for the responses that will make emotional 
engagement more possible. For example, a 
withdrawn husband states that he will not 
tolerate sarcasm and hostile criticism but 
needs his wife’s acceptance. The more hostile 
partner will then begin to explore the emo-
tional realities that evoked the relationship 
dance. This usually involves expressing hurts, 
fears, and disappointments and taking new 
risks with one’s partner. It is at this point, as 
this partner is invited into a new dance, that 

TABLE 1

Stage1: Assessment and De-escalation

Step 1 Create therapeutic alliance and delineate conflict

Step 2 Identify negative interaction cycle (e.g., pursue/withdraw)

Step 3 Access unacknowledged emotions (e.g., fear, longing) underlying interactional 
positions

Step 4 Reframe the cycle as the “enemy” and partners as “victims of the cycle”

Stage 2: Changing Interactional Positions 

Step 5 Promote identification of disowned needs

Step 6 Promote acceptance of partner’s experience and create new cycle

Step 7 Facilitate expression of needs and wants

Stage 3: Consolidation of Change

Step 8 Facilitate emergence of new solutions to old relational issues

Step 9 Consolidate new interactional positions/cycle
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the particular incidents, such as attachment 
injuries, may surface (e.g., “you left me all 
alone when the pathology report came back 
positive”) and need to be processed. Embed-
ded within the second stage of treatment are 
two discernable process shifts, also known 
as change events: withdrawer re-engagement 
and blamer softening. These change events 
are powerful as they have the ability “to heal 
past injuries and wounds in the relationship” 
and create powerful new bonding events 
and the construction of a new positive cycle 
(Johnson, 1999, p. 21). 

Withdrawer re-engagement takes 
place when the withdrawn partner goes be-
yond risking occasional engagement with the 
pursuing partner, but takes an active and en-
gaged stance in the relationship. Below is an 
excerpt capturing a change event consistent 
with withdrawer re-engagement.

HUSBAND: [looks at his spouse]. When 
the pathology report came back posi-
tive, it was like a bad dream I couldn’t 
wake up from  …  I didn’t know what 
do to  … I was petrified for you, for the 
children  …  This was one I couldn’t fix 
and I felt like a total failure. 

WIFE: I had no idea you were feeling this 
way. I mean you never showed it, and 
it seemed like everything else was more 
important. I felt all alone and scared to 
have to deal with this, you know the sur-
gery, the chemo, it was awful … It’s like 
seeing a whole different side of you.

THERAPIST: Jack, you felt so over-
whelmed and scared yourself in the face 
of this new reality and didn’t know how 
to comfort Margie. 

HUSBAND: Yes. I didn’t want to share 
my fears with her. I didn’t feel it was fair. 
... this was about her, not me. I felt like I 
needed to take care of her, not the other 
way around. 

Another critical change event known 
as blamer softening needs to take place, with 
the support of the therapist, if partners suc-
ceed in redefining their relationship. Blamer 
softening is when a “previously hostile/criti-
cal partner asks, from a position of vulnera-

bility and within a high level of experiencing, 
for reassurance, comfort, or for an attach-
ment need to be met.” (Bradley & Furrow, 
2004, p. 234). Likened to an antidote to in-
security in a relationship, blamer softening 
is considered to be a potent change event in 
EFT, because it promotes an increased sense 
of safety, trust, and emotional closeness. 
Studies have further linked it to recovery 
from relational distress (Johnson & Green-
berg, 1988).

Blamer softening is a change event 
which typically follows withdrawer re-en-
gagement. After the withdrawn partner re-
sponds to the previously critical partner in 
a caring and supportive manner, the thera-
pist then supports the critical (now softened) 
partner to formulate her attachment needs 
and longings, and to share these with her 
partner. This, in turn, pulls for a different 
interactional cycle between partners. Blamer 
softening is illustrated below:

WIFE: I thought … I mean … It didn’t 
seem like you cared about me, but you 
were busy trying to take care of every-
thing else. I really had no idea you were 
feeling this way. It reminded me of when 
this happened to my own mother … 
you know, I shared this many years ago, 
when we were still engaged … [became 
quiet]

THERAPIST: Marie … what is happen-
ing for you at this moment? 

WIFE: My father left my mother after 
she had her mastectomy; he left us 
behind for another woman. Mother said 
it was because he couldn’t take how she 
looked after the surgery. He kept with-
drawing until he stopped living with us.

THERAPIST: [in a quiet voice]. So you 
got scared when Jack started withdraw-
ing that the same thing would happen 
to you?

WIFE: [nods and bursts into tears]. He’d 
never done that before the cancer hap-
pened. But when it did, I was afraid I’ll 
be all by myself and deal with this alone.

THERAPIST: Marie, can you tell Jack 
what you just told me? Can you tell him 
how afraid you’ve been feeling?
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WIFE: I’m scared I’ll be all by myself 
with the children. I’m petrified that you 
won’t be able to handle how I look after 
the surgery and leave me for someone 
else.

THERAPIST: Jack, what is it like for you 
to hear Marie say these things?

HUSBAND: I wanted to make everything 
okay for you … you know … you were 
going through a lot during treatments. I 
didn’t want you to do any work around 
the house, with the kids and all that … I 
guess I took on more than I should and 
stopped spending time with you, like 
you kept saying. I didn’t know me not 
spending time with you reminded you of 
that story and made you feel this way. 
I’m sorry … this is really the last thing 
I want is to hurt you. [husband felt safe 
during this transaction and was able to 
reach out and hold his partner’s hands 
reassuringly and both remain quiet for a 
few minutes].

THERAPIST: Marie, can you turn to 
Jack and tell him what you need from 
him?

WIFE: I want you to hold me, especially 
after we come back from my check-ups. 
I need you to spend time with me right 
after those hospital appointments and 
tell me that you still care about me.

Following this session, the initially 
critical wife softened and became more re-
sponsive in her interactions with her hus-
band. Her greater responsiveness, in turn, fa-
cilitated him remaining open and accessible. 
New cycles of relating gradually emerged. 

The final stage is concerned with in-
tegration and consolidation of the positive 
changes that occurred during therapy. By 
reflecting on the process of therapy and vali-
dating new emotions and new interaction 
patterns that have replaced the former nega-
tive interactional cycle, couples can construct 
clear models and narratives of their relation-
ship. With this new ability to communicate 
clearly about crucial issues, they can solve 
ongoing problems in the relationship.

CONCLUSIONS 

Breast cancer is becoming increasingly 
recognized as a chronic illness which impacts 
the entire family. While many families seem 
to adjust adequately in the face of such medi-
cal adversity, others become unwittingly en-
trapped in unremitting cycles of relational 
distress, exacerbated by various forms of 
psychological morbidity, such as depression, 
and anxiety. Negatively charged interactions 
adversely impact mental and physical health 
(Salovey et al., 2000). The powers of secure 
attachment bonds to significant others, on 
the other hand, have been clearly linked to 
emotional/physical health and well-being as 
well as general resilience, particularly in the 
face of trauma. Notwithstanding, systematic 
reviews have consistently lamented the con-
spicuous absence of theoretically driven in-
terventions which take advantage of the dy-
adic unit. EFT, a short-term and empirically 
validated approach, is presented here as an 
important treatment choice for couples fac-
ing adjustment difficulties following breast 
cancer. Grounded in attachment theory, EFT 
helps couples by alleviating relational dis-
tress and restoring healthier ways of relating 
in a marital and familial context. By focus-
ing on the quality of attachment exchanges 
and promoting emotional engagement, EFT 
offers partners the ability to respond to each 
other in more supportive ways, thereby cre-
ating more secure connections. Secure con-
nections, in turn, confer more resilience. 
Specifically, partners are able to step away 
from reactive cycles of compellingly negative 
emotion, express their needs more clearly, 
and use one another as a source of support 
in regulation of the fear, helplessness, anger, 
and uncertainty often associated with breast 
cancer and facing the future. The relation-
ship becomes the safe haven from which 
comfort may be sought when attachment 
needs are primed. By the end of treatment, 
the relationship will essentially provide the 
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necessary antidote against feelings of vul-
nerability often experienced in the context 
of breast cancer. As the positive interactions 
consolidated in treatment become enacted 
over time, each partner’s sense of felt security 

in relation to the other deepens, increasing 
the couple’s ability to both tolerate and cope 
with adversity. 

REFERENCES

Alexander, J.F., Holtzworth-Munroe, A., & 
Jameson, P. (1994). The process and outcome 
of marital and family therapy. Research re-
view and evaluation. In A. Bergin & S. Gar-
field (Eds.), Handbook of Psychotherapy and 
Behavior Change (pp. 595-612). New York: 
Wiley.

Alter, C. L., Pelcovitz, D., Axelrod, A., Gold-
enberg, B., Harris, H., Meyers, B., Grobois, B., 
Mandel, F., Septimus, A., & Kaplan, S. (1996). 
Identification of PTSD in cancer survivors. Psy-
chosomatics, 37, 137–143.

Amir, M., & Ramati, A. (2002). Post-traumatic 
symptoms, emotional distress and quality of 
life in long-term survivors of breast cancer: A 
preliminary research. Anxiety Disorders, 16, 
191-206.

Amunts, K., Kedo, O., Kindler, M., Pieperhoff, 
P., Mohlberg, H., Shah, N., Habel, U., Sch-
neider, F., & Zilles, K. (2005). Cytoarchitecton-
ic mapping of the human amygdala, hippocam-
pal region and entorhinal cortex: Intersubject 
variability and probability maps. Anatomy and 
Embryology, 210(5-6), 343–352.

Andrykowski, M.A., Cordova, M.J., McGrath, 
P.C., Sloan, D.A., & Kenady, D.E. (2000). Sta-
bility and change in posttraumatic stress dis-
order symptoms following breast cancer treat-
ment: A 1-year follow-up, Psycho-Oncology, 9, 
69-78.

Baider, L., Kaplan De-Noor, A. (1988a). Ad-
justment to cancer: Who is the patient – the 
husband or the wife? Israel Journal Medical 
Science, 24, 631-636.

Baider, L., & Kaplan De-Nour, A. (1988b). 
Breast cancer—a family affair. In C. Cooper 
(Ed.), Stress and Breast Cancer (pp. 155–170). 
New York: Wiley.

Baider, L. and Kaplan De-Nour, (1998) A., 
Breast cancer: a family affair.  In Stress and 
Breast Cancer, C.L. Cooper (Ed.), John Wiley 
& Sons, London and New York, Chapter 8, pp. 
155-170.

Baker, R., Marcellus, D., Zabora, J., Polland, 
A., Jodrey, D. (1997). Psychological distress 
among adult patients being evaluated for bone 
marrow transplantation. Psychosomatics, 
38(1), 10-19.

Bartholomew, K. (1990). Avoidance of intima-
cy: An attachment perspective. Journal of Social 
and Personality Relationships, 7, 147-178 .

Bartholomew, K., & Horowitz, L.M. (1991). 
Attachment styles among young adults: A test 
of a four category model. Journal of Personal-
ity and Social Psychology, 61, 226-244.

Baucom, D., Shoham, V., Mueser, K., Daiuto, 
A., & Stickle, T. (1998). Empirically supported 
couple and family interventions for marital dis-
tress and adult mental health problems. Jour-
nal of Consulting and Clinical Psychology, 66, 
52-88 .

Bloom, J. R., Cook, M., Fotopoulos, S., Flam-
er, D., Gates, C., Holland, J. C., Muenz, L. 
R., Murawski, B., Penman, D., & Ross, R. D. 
(1987). Psychological response to mastectomy: 
A prospective comparison study. Cancer, 59, 
189-196.

Bouthillier, D., Julien, D., Dube, M., Belanger, 
I., & Hamelin, M. (2002). Predictive validity 
of adult attachment measures in relation to 
emotion regulation behaviors in marital in-
teractions. Journal of Adult Development, 9, 
291-305.

Bowly, J. (1969). Attachment. New York: Basic 
Books.



340 Processes in Breast Cancer and Intervention

Bowlby, J. (1973). Attachment and Loss: Vol. 
2. Separation, Anxiety and Anger. New York: 
Basic Books. 

Bowlby, J. (1979). The Making and Breaking 
of Affectional Bonds. London: Tavistock.

Bowlby, J. (1982). Attachment and Loss: Vol. 
1. Attachment (2nd ed.). New York: Basic 
Books.

Brennan, K. A., & Shaver, P. R. (1995). Dimen-
sions of adult attachment, affect regulation, 
and romantic relationship functioning. Per-
sonality and Social Psychology Bulletin, 21(3), 
267-282.

Brennan, J. (2001). Adjustment to cancer - 
coping or personal transition? Psychooncology 
Jan-Feb;10(1):1-18.

Burg, MM, TE Seeman. (1994). Families and 
Health: the negative side of social ties. Annals 
of Behavioral Medicine, 16:109-115.

Burman, B., & Margolin, G. (1992). Analysis 
of the association between marital relationships 
and health problems: An intercational perspec-
tive. Psychological Bulletin, 112, 39-63.

Carnelley, K.B., Piteromonaco, P.R., & Jaffe, K. 
(1996). Attachment, caregiving, and relation-
ship functioning in couples: Effects of self and 
partners. Personal Relationships, 3, 257-278.

Carter, R.E., Carter, C.A., & Siliunas, M. 
(1993). Marital adaptation and interaction of 
couples after a mastectomy. Journal of Psycho-
social Oncology, 11, 69-81.

Cassidy, J. (1988). Child-mother attachment 
and the self in six year olds. Child Develop-
ment, 59, 121-134.

Cassileth, B.R., & Lief, H.I. (1979). Cancer: A 
biopsychosocial model. In B.R. Cassileth (Ed.). 
The Cancer Patient: Social and Medical Aspects 
of Care (pg 17-31). Hillsdale: Leas & Febiger.

Christensen, D.N. (1983). Postmastectomy 
couple counseling: An outcome study of a 
structured treatment protocol. Journal of Sex 
and Marital Therapy, 9(4), 266-275.

Colleoni, M., Mandala, M., Peruzzotti, G., 
Robertson, C., Bredart, A., & Goldhirsch, A. 

(2000). Depression and degree of acceptance 
of adjuvant cytotoxic drugs. Lancet, 356, 
1326-1327.

Collins, N. L., & Feeney, B. C. (2000). A safe 
haven: An attachment theoretical perspective 
on support seeking and caregiving in intimate 
relationships. Journal of Personality and Social 
Psychology, 78, 1053-1073.

Collins, N., & Read, S. J. (1990). Adult attach-
ment, working models, and relationship quali-
ty in dating couples. Journal of Personality and 
Social Psychology, 58, 644-663.

Collins, N., & Read, S. J. (1994). Cognitive 
representations of adult attachment: The struc-
ture and function of working models. In K. 
Bartholomew & D. Perlman (Eds.), Advances 
in Personal Relationships. Vol 5. Attachment 
Processes in Adulthood (pp. 53-90). London: 
Jessica-Kingsley.

Cordova, M. J., Andrykowski, M. A., Kenady, 
D. E., McGrath, P. C., Sloan, D. A., & Redd, 
W. H. (1995). Frequency and correlates of post-
traumatic-stress-disorder-like symptoms after 
treatment for breast cancer. Journal of Consult-
ing and Clinical Psychology, 63, 981–986.

Coyne, J. C., & DeLongis, A. (1986). Going 
beyond social support: The role of social rela-
tionships in adaptation. Journal of Consulting 
and Clinical Psychology, 54, 454–460.

Doerfler, L.A., Pbert, L., & DeCosimo, D. 
(1994). Symptoms of posttraumatic stress dis-
order following myocardial infarction and cor-
onary artery bypass surgery. General Hospital 
Psychiatry, 16, 193–199. 

Ell, K., Nishimoto, R., & Mantell, J. (1988). 
Longitudinal analysis of psychological adapta-
tion among family members of patients with 
cancer. Journal of Psychosomatic Research, 
32(4-5), 429-438.

Engel, G.L. (1977). The need for a new medical 
model: A challenge for biomedicine. Science, 
196, 129-136.

Epping-Jordan, J.E., Compas, B.E., Osowiecki, 
D.M., Oppedisano, G., Gerhardt, C., & Primo, 
K. (1999). Psychological processes in breast 



Naaman et al. 341

cancer: Process of emotional distress. Health 
Psychology, 18, 315-326.

Feeny, B.C., Noller, P., & Hanrahan, M. (1994). 
Assessing adult attachment. In M.B. Sperling 
& W.H. Berman (Eds.), Attachment in Adults: 
Clinical and Developmental Perspectives (pp. 
128-152). New York, Guilford 

Feeney, B. C., & Kirkpatrick, L. A. (1996). Ef-
fects of adult attachment and presence of ro-
mantic partners on physiological responses to 
stress. Journal of Personality and Social Psy-
chology, 70, 255-270.

Ferrell, B., Ervin, K., Smith, S., Marek, T., 
& Melancon, C. (2002). Family perspectives 
of ovarian cancer. Cancer Practice, 10(6), 
269-276.

Fertig DL. (1997) Depression in patients with 
breast cancer: prevalence, diagnosis, and treat-
ment. Breast J 1997, 3:292–302.

Fraley, R.C., & Shaver, P.R. (1998). Airport 
separations: A naturalistic study of adult at-
tachment dynamics in separating couples. Jour-
nal of Personality and Social Psychology, 75, 
1198-1212.

Friedman, L., Baer, P., Nelson, D. & Lane, M. 
(1988). Women with breast cancer: Perception 
of family functioning and adjustment to illness. 
Psychosomatic Medicine, 50, 529-540.

Ganz, P.A., Guadagnoli, E., Landrum, M.B., 
Lash, T.L., Rakowski, W., & Silliman, R.A. 
(2003). Breast cancer in older women: Qual-
ity of life and psychosocial adjustment in the 
15 months after diagnosis. Journal of Clinical 
Oncology, 21(21), 4027-4033.

Glanz, K., & Lerman, C. (1992). Psychosocial 
impact of breast cancer: A critical review. An-
nals of Behavioral Medicine, 14, 204-212.

Goldberg, J.A., Scott, R.N., & Davidson, P.M. 
(1992).  Psychological morbidity in the first 
year after breast surgery. European Journal of 
Surgical Oncology, 18, 327–331.

Gordon, W. A., Freidenbergs, I., Diller, L., Hib-
bard, M., Wolf, C., Levine, L., Lipkins, R., 
Ezrachi, O., & Lucido, D. (1980). Efficacy of 
psychosocial intervention with cancer patients. 

Journal of Consulting and Clinical Psychology, 
48, 743-759. 

Gordon-Walker, J., Johnson, S., Manion, I., & 
Cloutier, P. (1996). An emotionally focused in-
tervention for couples with chronically ill chil-
dren. Journal of Consulting and Clinical Psy-
chology, 64, 1029-1036.

Gotay, C. C. (1984). The experience of cancer 
during early and advanced stages: The views 
of patients and their mates. Social Science & 
Medicine, 18, 605-613.

Gotay C. C. (1984). The experience of cancer 
during early and advanced stages: The views of 
patients and their mates. Soc Sci Med, 18(7): 
605-613.

Gottman, J. (1994). What Predicts Divorce? 
The Relationship Between Marital Processes 
and Marital Outcomes. Hillsdale, NJ: Erl-
baum.

Gurowka, K.J., & Lightman, E.S. (1995). 
Supportive and unsupportive interactions as 
perceived by cancer patients. Social Work in 
Health Care, 21, 71-88.

Hagedoorn, M., Bruunk, B.P., Kuijer, R.G., 
Wobbes, T., & Sanderman, R. (2000) Couples 
dealing with cancer: Role and gender differenc-
es regarding psychological distress and quality 
of life. Psycho-Oncology, 9, 232-242

Hagedoorn, M., Kuijer, R.G., Buunk, B.P., De 
Jong, G., Wobbes, T., & Sanderman, R. (2000). 
Marital satisfaction in patients with cancer: 
Does support from intimate partners benefit 
those who need it most? Health Psychology, 
19, 274-282.

Hamama-Raz, Y., & Solomon, Z. (2006). Py-
chological Adjustment of Melanoma Survivors. 
The contribution of hardiness, attachment, and 
cognitive appraisal. Journal of individual Dif-
ferences, 27(3), 172-182

Hazan, C., & Shaver, P. (1987). Romantic love 
conceptualized as an attachment process. Jour-
nal of Personality and Social Psychology, 52, 
511-524.

Helgeson, V.S. & Cohen, S. (1996). Social sup-
port and adjustment to cancer: Reconciling 



342 Processes in Breast Cancer and Intervention

descriptive, correlational, and intervention re-
search. Health Psychology, 15, 135-148.

Herbert, T.B., & Cohen, S. (1993). Stress and 
immunity in humans: A meta analytic review. 
Psychosomatic Medicine, 55(4), 364-379.

House, T.A.(1981). Work, Stress and Social 
Support. Reading, MA: Addison-Wesley.

Jamieson, K.R., Wellish, D,K., Pasnau, O.R. 
(1979). Psychosicual Aspects of Mastectomy: I 
The Woman’s perspective. American Journal of 
Psychiatry,135, 432 - 436.

Johnson, S.M., & Williams-Keeler, L. (1998). 
Creating healing relationships with trauma: 
The use of emotionally focused couples thera-
py. Journal of Marital and Family Therapy, 24, 
25-40.

Johnson, S.M., Hunsley, J., Greenberg, L.S., 
& Schindler, D. (1999). Emotionally Focused 
Therapy: Status and challenges. Clinical Psy-
chology: Science and Practice, 6, 67-79.

Johnson, S.M. (2002). Emotionally Focused 
Therapy with Trauma Survivors: Strengthening 
Attachment Bonds. New York: Guilford.

Johnson, S. M. (2004).The Practice of Emo-
tionally Focused Couples Therapy: Creating 
Connections. New York: Brunner/Mazel.

Kobak, R.R., & Sceery, A. (1988). Attachment 
in late adolescence: Working models, affect reg-
ulation and representations of self and others. 
Child development, 59, 135-146.

Koerner, K., Prince, S., & Jacobson, N.S. 
(1994). Enhancing the treatment and preven-
tion of depression in women: The role of in-
tegrative behavioral couple therapy. Behavior 
Therapy. ;25:373–390.

Kunce, L.J., & Shaver, P.R. (1994). An attach-
ment-theoretical approach to caregiving in 
romantic relationships. In K. Bartholomew & 
D. Perlman (Eds.), Advances in Personal Rela-
tionships. Vol. 5 (pp 205-237). London: Jessica 
Kingsley. 

Lazarus, R. S., & Folkman, S. (1984). Stress, 
appraisal, and coping. New York: Springer.

Leiber, L., Plumb, M.M., Gerstenzang, M.L., & 
Holland, J. (1976). The communication of af-
fection between cancer patients and their spous-
es. Psychosomatic Medicine, 38, 379-389.

Lewis, F.M., Hammond, M.A. (1992). Psy-
chosocial adjustment of the family to breast 
cancer: A longitudinal analysis. Journal of the 
American Women’s Medical Association, 47, 
194-200.

Lichtman, R.R., Taylor, S.E., & Wood, J.V. 
(1987) Social support and marital adjustment 
after breast cancer. Journal of Psychosocial 
Oncology, 5, 47-74.

Lyons, R.F., Sullivan, M.J.L., Ritvo, P.G., & 
Coyne, J.C. (1995). Relationships in Chronic 
Illness and Disability. Thousand Oaks, CA: 
Sage.

Maguire, P., Hopwood, P., Tarrier, N., Howell, 
T. (1985). Treatment of Depression in cancer 
patients. Acta Psychiatrica Scandinavica Sup-
plementum. Vol. 320, 81-84.

Main, M., Kaplan, N., & Cassidy, J. (1995). Se-
curity in infancy, childhood and adulthood: A 
move to the level of representation. In I. Brether-
ton & E. Waters (Eds.), Growing Points of At-
tachment Theory and Research. Monograph of 
the Society for Research in Child Development, 
50(1-2, Serial No.209, pp. 66-104).

Manne, S., Dougherty, J., Veach, S., Kless, R. 
(1999). Hiding worries from one’s spouse: Pro-
tective buffering among cancer patients and 
their spouses. Cancer Research, Therapy and 
Control, 8, 175–188.

Manne, S., Taylor, K., Dougherty, J. & Ke-
meny, N. (1997). Supportive and negative re-
sponses in the partner relationship: Their asso-
ciation with psychological adjustment among 
individuals with cancer. Journal of Behavioral 
Medicine, 20, 101-125.

Manne, S.L., Alfieri, T., Taylor, K.L., & Dough-
erty, J. (1999). Spousal negative responses to 
cancer patients: The role of social restriction, 
spouse mood, and relationship satisfaction. 
Journal of Clinical and Consulting Psychology, 
67, 353-361.



Naaman et al. 343

Manne, S.L., Winkel, G., Grana, G., Ross, S., 
Ostroff, J.J., Fox, K., Miller, E., & Frazier, T. 
(2005). Couple-focused group intervention for 
women with early stage breast cancer. Journal 
of Clinical and Consulting Psychology, 73(4), 
634-646.

Manne, S.L., Ostroff, J.S., Norton, T.R., Fox, 
K., Goldstein, L., & Grana, G. (2006). Cancer-
related relationship communication in couples 
coping with early stage breast cancer. Psycho-
Oncology, 15, 234-247.

McFarlane, A.C., & van der Kolk, B.A. (1996). 
Trauma and its challenges to society. In B.A. 
van der Kolk, A.C. McFarlane, & L. Weisaeth 
(Eds.), Traumatic Stress: The Effects of Over-
whelming Experience on Mind, Body, and So-
ciety (pp. 24-45). New York: Guilford.

Meyer, M., & Mark, M. (1995). Effects of psy-
chosocial interventions with adult cancer pa-
tients: A meta-analysis of randomized experi-
ments. Health Psychology, 14(2), 101-108.

Mikulincer, M., & Nachshon, O. (1991). At-
tachment styles and patterns of self-disclosure. 
Journal of Personality and Social Psychology, 
61, 321-331.

Mikulincer, M., & Florian, V. (1995). Ap-
praisal of and coping with a real-life stressful 
situation: The contribution of attachment style. 
Personality and Social Psychology Bulletin, 21, 
406-414.

Mikulincer, M., & Orbach, I. (1995). Attach-
ment styles and repressive defensiveness: The 
accessibility and architecture of affective mem-
ories. Journal of Personality and Social Psy-
chology, 68(5), 917-925.

Morris, T., Greer, H.S., & White, P. (1977). 
Psychological and social adjustment to mastec-
tomy: a two year follow-up study. Cancer, 40, 
2381-2387.

Moyer, A., & Salovey, P. (1996). Psychosocial 
sequelae of breast cancer and its treatment. An-
nals of Behavioral Medicine, 18, 110-125.

Northouse, L. & Peters-Golden. H. (1993). 
Cancer and the family: strategies to assist 
spouses, Seminars in Oncology Nursing, 9 (2), 
pp. 74–82.

Northouse, L.L. (1984). The impact of cancer 
on the family: Overview of the literature. In-
ternational Journal of Psychiatry in Medicine, 
14(3), 87 113.

Northouse, L.L., & Swain, M.A. (1987). Ad-
justment of patients and husbands to the initial 
impact of breast cancer. Nursing Research, 36, 
221-225.

Northhouse, L.L. (1989). A longitudinal study 
of the adjustment of patients and husbands to 
breast cancer. Oncology Nursing Forum, 16, 
511-516.

Northouse, L.L, Templin, T., Mood, D., & 
Oberst, M.T. (1998). Couples’ adjustment to 
breast cancer and benign breast disease: A lon-
gitudinal analysis. Psycho-Oncology, 7, 37-48.

Northouse, L.L. Mood, D., Templin, T., Mel-
lon, S., & George, T. (2000). Couples’ patterns 
of adjustment to colon cancer. Social Science 
Medicine, 50, 271-284.

Oberst, M.T., & Scott, D. (1988). Post-dis-
charge distress in surgically treated cancer pa-
tient and their spouses. Research in Nursing 
Health, 11, 223-233.

Ognibene, T. C., & Collins, N. L. (1998). 
Adult attachment styles, perceived social sup-
port, and coping strategies. Journal of Social 
and Personal Relationships, 15, 323-345. 

Omne-Ponten, M., Holmberg, L., Bergstrom, 
R., Sjoden, P., & Burns, T. (1993). Psychosocial 
adjustment among husbands of women treated 
for breast cancer: Mastectomy vs. breast con-
serving surgery. European Journal of Cancer, 
29A, 1393-1397.

Pietromonaco, P. R., Greenwood, D., & Feld-
man Barrett, L. (2004). Conflict in adult close 
relationships: An attachment perspective. In 
W. S. Rholes & J. A. Simpson (Eds.), Adult 
Attachment: New Directions and Emerging Is-
sues (pp. 267-299). New York: Guilford.

Pistrang, N., & Barker, C. (1995). The part-
ner relationship in psychological response to 
breast cancer. Social Science and Medicine, 40, 
789-797.



344 Processes in Breast Cancer and Intervention

Prince, S. E., & Jacobson, N. S. (1995). Cou-
ple and family therapy for depression. In E. E. 
Beckham, & W. R. Leber (Eds.), Handbook 
of depression (2nd ed.), (pp. 404-424). New 
York: Guilford.

Rodrigue, J.R., & Park, T.L. (1996). General 
and illness specific adjustment to cancer. Rela-
tionship to marital status and marital function-
ing. Journal of Psychosomatic Research, 40(1), 
29-36.

Rodrigue, J. R., & Hoffman, R. G., III. (1994). 
Caregivers of adults with cancer: Multidimen-
sional correlates of psychological distress. Jour-
nal of Clinical Psychology in Medical Settings, 
1, 231–244.

Sabo, D., Brown, J. and Smith, C. (1986) The 
male group and mastectomy: support groups 
and men’s adjustment. J. Psycho-Oncol. 4, 
19–31.

Schmidt, S., Nachtigall, C., Wuethrich-Mar-
tone, O., & Strauss, B. (2002). Attachment and 
coping with chronic illness. Journal of Psycho-
somatic Research, 53, 763-773.

Senchak, M., & Leonard, K. E. (1992). At-
tachment styles and marital adjustment among 
newlywed couples. Journal of Social and Per-
sonal Relationships, 9, 51-64.

Sherman, C.D., & Hossfeld, D.K. (1990). 
Breast cancer. In D.K. Hossfeld, D. Sherman, 
R.R. Love, & F.X. Bosch (Eds.), Manual of 
Clinical Oncology (p. 253-271). New York: 
Springer-Verlag.

Shields, C.G., Travis, L.A., & Rousseau, S.L. 
(2000). Marital attachment and adjustment in 
older couples coping with cancer. Aging and 
Mental Health, 4(3), 223-233.

Simonton, S.S., & Sherman, A.C. (1998), Psy-
chological aspects of mind-body medicine: 
Promises and pitfalls from research with cancer 
patients. Alternative Therapies in Health and 
Medicine, 4(4) 50-67.

Simpson, J. A., Rholes, W. S., & Nelligan, J. 
S. (1992). Support seeking and support giv-
ing within couples in an anxiety-provoking 
situation: The role of attachment styles. Jour-

nal of Personality and Social Psychology, 62, 
434-446.

Spiegel, D. (1996). Cancer and Depression. Brit-
ish Journal of Psychiatry, 168 (30), 109-116.

Spencer, S.M., Lehman, J.M., Wynings, C., 
Arena, P., Carver, C.S., Antoni, M.H., Der-
hagopian, R.P., Ironson, G., & Love, N. (1999). 
Concerns about breast cancer and relations to 
psychosocial well-being in a multiethnic sam-
ple of early stage patients. Health Psychology, 
18(2) 159-116.

Sroufe, L.A. (1996). Emotional Development: 
The Organization of Emotional Life in the 
Early Years. Cambridge, UK: Cambridge Uni-
versity Press.

Stanton, A. L., Kirk, S. B., Cameron, C. L., & 
Danoff-Burg, S. (2000). Coping through emo-
tional approach: Scale construction and valida-
tion. Journal of Personality and Social Psychol-
ogy, 78, 1150-1169.

Stanton, A. L., Danoff-Burg, S., Cameron, C. 
L., & Ellis, A. P. (1994). Coping through emo-
tional approach: Problems of conceptualiza-
tion and confounding. Journal of Personality 
and Social Psychology, 66, 350-362.

Stanton, A.L., Danoff-Burg, S., Cameron, C.L., 
Bishop, M., Collins, C.A., Kirk, S.B., Sworowk-
si, L.A., & Twillman, R. (2000). Emotionally 
expressive coping predicts psychological and 
physical adjustment to breast cancer. Journal 
of Clinical and Consulting Psychology, 68(5), 
875-882. 

Tatelman, S.S. (1999). Social support, marital 
status in relation to psychological symptoms 
among survivors of breast cancer. Dissertation 
Abstracts International, 60(3-B), 1318 (UMI 
No. 9921296).

Tjemsland, L., Søreide, J.A., & Malt, U.F. 
(1998). Post-traumatic distress symptoms in 
operable breast cancer III: Status one year af-
ter surgery. Breast Cancer Research and Treat-
ment, 47, 141–151.

Wai Ming, V.M. (2002). Psychological pre-
dictors of marital adjustment in breast cancer 
patients. Psychology, Health and Medicine, 7, 
37-51.



Naaman et al. 345

Walker, L.G., Heys, S.D., Walker, M.B., Ogs-
ton, K., Miller, I.D., Hutcheon, A.W., Sarkar, 
T.K., Ah-See, A.K., & Eremin, O. (1999). Psy-
chological factors can predict the response to 
primary chemotherapy in patients with locally 
advanced breast cancer. European Journal of 
Cancer, 35(13), 1783-1788.

Ward, S.E., Viergutz, G., & Tormey, D. (1992). 
Patients’ reactions to completion of adjuvant 
breast cancer therapy. Nursing Research, 41(6) 
362-366.

Weihs, K.L., Enright, T., & Simmens, S. (2002). 
High quality spousal or long term partner rela-
tionships predict time to recurrence of breast 
cancer, after control for disease severity. Psy-
chosomatic Medicine, 64(1), 107.

Whisman, M.A. (1999). Marital dissatisfaction 
and psychiatric disorders: Results from the na-
tional comorbidity study. Journal of Abnormal 
Psychology, 108, 701-706.

Zunkel, G. (2002). Relational coping process-
es: Couples’ response to a diagnosis of early 
breast cancer. Journal of Psychosocial Oncol-
ogy, 20(4), 39-55.

Zuroff, D.C., & Fitzpatrick, D.K. (1995). De-
pressive personality styles: Implications for 
adult attachment. Personality and Individual 
Differences, 1(2), 253-265.



Copyright of Psychiatry: Interpersonal & Biological Processes is the property of Guilford Publications Inc. and

its content may not be copied or emailed to multiple sites or posted to a listserv without the copyright holder's

express written permission. However, users may print, download, or email articles for individual use.




