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Abstract
Background—Partners of men treated for prostate cancer report more emotional distress
associated with a diagnosis of prostate cancer than the men report; the duration of distress for
partners is seldom examined.

Objectives—The purpose of this study was to determine the long-term effects of prostate cancer
treatment on partners’ appraisal of their caregiving experience, marital satisfaction, sexual
satisfaction, and quality of life (QOL) and factors related to these variables.

Methods—This exploratory study evaluated QOL among spouses of prostate cancer survivors at
24 months after treatment. Partners completed a battery of self-report questionnaires in a
computer-assisted telephone interview.

Results—The sample consisted of 121 partners with average age of 60 years. There was a
significant relationship between partners’ perceptions of bother about the man’s treatment
outcomes and negative appraisal of their caregiving experience and poorer QOL. Younger partners
who had a more negative appraisal of caregiving also had significantly worse QOL.

Conclusions—Men’s treatment outcomes continued to bother the partner and resulted in more
negative appraisal and lower QOL 2 years after initial prostate cancer treatment. Younger partners
may be at greater risk of poorer QOL outcomes especially if they have a more negative view of
their caregiving experience.

Implications for Practice—Findings support prior research indicating that prostate cancer
affects not only the person diagnosed with the disease but also his partner. Partners may benefit
from tailored interventions designed to decrease negative appraisal and improve symptom
management and QOL during the survivorship period.
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Prostate cancer remains the most common form of non-cutaneous cancer affecting men. A
very high percentage of these men respond to treatment and are living with symptoms
associated with the disease and the outcomes of treatment over an extended period.
Although treatment options vary, these options often result in changes within the family that
affect the quality of life (QOL) of the couple.1–3 Spouses play a central role in men’s choice
of treatment4 and in maintaining men’s QOL5,6 and are the major providers of emotional
support7,8; however, there is an emotional cost.9 Although spouses report more emotional
distress associated with a diagnosis of prostate cancer than their husbands report,10,11 the
duration of distress for spouses is seldom examined. The overall purpose of this study was to
determine the long-term effects of certain medical and demographic factors on spouses’
appraisal of their caregiving experience, sexual satisfaction, marital satisfaction, and QOL at
24 months following treatment. This study expanded on a large, multisite (6 sites across the
United States) prospective study being conducted with prostate cancer patients, which also
evaluated spouses’ satisfaction with their husbands’ medical treatment.9 The specific
objectives of this study were to (1) describe the multidimensional QOL, marital satisfaction,
and sexual satisfaction of spouses of men treated for prostate cancer at 2 years following
treatment and (2) identify factors associated with spouse’s appraisal of caregiving, sexual
satisfaction, marital satisfaction, and QOL.

Theoretical Perspective and Review of Literature
The stress-coping model adopted from Lazarus and Folkman12 served as the theoretical
framework that guided the development of this study of spouse-caregivers’ experiences.
According to the model (Figure), selected patient disease factors and preexisting spouse
personal factors may influence how spouses appraise a caregiving experience and manage
the demands related to it. These factors can affect sexual satisfaction, marital satisfaction,
and the QOL of the individual.

Antecedent Factors
Patient disease factors include the type of treatment men receive for prostate cancer, which
is related to the type of symptoms that they experience. Many studies have reported that
bowel problems, bladder difficulties, and sexual dysfunction occur following treatment for
prostate cancer. Incontinence, impotence, and loss of libido affect the lives of both the
patient and his spouse13,14 and, in turn, may affect each person’s QOL.15 Other research has
shown that the severity of the disease at the time of diagnosis affects the appraisal of the
patient and the spouse. Severity indicates how far the disease has spread within the prostate,
to nearby tissue, and to other organs. The severity of disease is an important factor in
selecting treatment as well as in predicting prognosis. Pretreatment cancer severity may
affect a spouse’s appraisal of her husband’s illness. A higher cancer index score may cause
appraisal of more threat related to prostate cancer.16

Spouse factors are preexisting characteristics of the spouse that include demographic factors:
age, education, family income, comorbidities, and the spouse’s own bother related to the
husband’s treatment effects. Younger age in couples managing an illness has been
associated with higher psychological distress, whereas older age has been associated with
lower psychological distress.17 Educational level has been associated with more perceived
benefit in breast cancer survivors,18 but in prostate cancer spouses, less education has been
associated with more spousal distress.19 Lower income or changes in income resulting from
treatment for prostate cancer may affect the resources available to help the couple cope with
the treatment outcomes and therefore cause more perceived threat. The health status of the
spouse also can affect appraisal of caregiving and QOL. Physical changes associated with
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the development of comorbid conditions associated with aging may have a negative effect
on the spouse’s appraisal of caregiving.20

The type of treatment selected for prostate cancer is related to the type of symptoms that
men experience. Changes related to the spouse’s treatment adverse effects, as discussed
above, can affect spouses’ appraisal of the patient’s illness and consequently diminish the
QOL of the couple.2,5,8,21 A decrease in the patient’s energy level and an increase in urinary
frequency have been associated with a worsening of QOL in the spouse.8 Litwin et al22

found that sexual function was significantly related to marital satisfaction in prostate cancer
couples.

Appraisal Factors
Appraisal of caregiving refers to the spouse’s evaluation of the experience of providing care
and consists of 3 components: general stress, perceived threat, and perceived benefit
(Figure). Studies indicate that the degree of perceived general stress and perceived threat is
directly related to negative appraisal by the person. On the other hand, higher perceived
benefit is inversely related to negative appraisal of illness. Furthermore, negative appraisal
has been associated with poorer QOL outcomes in cancer patients and their caregivers.8,13,23

General stress associated with caregiving can diminish the QOL of the caregiver. Soloway et
al24 found that spouses of prostate cancer patients reported more emotional distress
associated with the diagnosis than did their husbands; as the man’s problems increased,
there was a reciprocal decrease in QOL of the spouse. Spouses express ongoing worries
about the patient’s illness that disturbs their sleep and sense of well-being,14 which may
affect the spouses’ appraisal of the patient’s illness and in turn the spouse’s QOL.

Perceived threat, harm, or loss that is anticipated, although identified less often in men
treated for prostate, has been associated with mood disturbance.25,26 Furthermore, in
patients, age had an inverse relationship with threat appraisal.27 No studies in spouses were
found in which threat was a variable studied.

Although a cancer diagnosis can cause distress, there is a growing body of literature that
suggests that there may also be beneficial effects associated with the illness. There is some
evidence that stressful events can result in a personal growth through improved self-
understanding and increased value of being with family and friends.14,28 Some couples have
expressed positive changes as a result of their experiences including development of closer
relationships, more appreciation of life, recognition of positive qualities and strengths, and
improved health practices.14,29,30

Sexual Satisfaction
Sexuality has been found to be a critical component of health-related QOL in patients with
prostate cancer. In a recent study of couples in the early posttreatment phase, problems with
sexual function were reported more often by the spouse than the patient.31 Additional
research is needed to better understand the long-term effect of living with prostate cancer on
sexual satisfaction.

Marital Satisfaction
Research on women with breast cancer found that the appraisal of illness negatively affected
marital adjustment, which in turn affected marital satisfaction and family life.32 Research in
prostate cancer spouses on the effect appraisal of caregiving has on spouses’ marital
satisfaction is not well understood.
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QUALITY OF LIFE—Quality of life is defined as an overall experience of physical,
functional, psychological, and social well-being.33 Research has shown that cancer, in
general, affects the QOL of the family,8 but that prostate cancer in particular so strongly
affects the spouse as well as the patient it has been referred to as a “relationship disease.”34

Spouses take on the role of maintaining emotional balance, internalizing their feelings, and
trying to maintain a positive outlook for their husbands.2,4,35 because the spouse is a major
source of support for the patient with prostate cancer, the spouses’ response to treatment
outcomes can potentially affect the quality of patients’ lives as well as their own.1,31,36

In summary, most psychosocial studies cited were conducted shortly after treatment.
Consequently, the persistence of treatment effects on sexual or marital satisfaction and QOL
in longterm survival is not well understood. Prior research in prostate cancer seldom
addresses the QOL of spouses, even though research has shown that the QOL of one
member of the dyad affects the QOL of the other. This study attempts to examine these
long-term effects for the spouse.

Methods
Design

This was a companion study within a prospective longitudinal cohort study of men
undergoing treatment for localized prostate cancer and their spouses, PROSTQA [9], who
were recruited between March 2003 and March 2006 at 9 university-affiliated hospitals.
Patients had elected treatment for localized prostate cancer with radical prostatectomy,
radiation therapy, or brachytherapy. The primary purpose of the companion study was to
determine the long-term effects of prostate cancer treatment on spouses’ appraisal of
caregiving, sexual satisfaction, marital satisfaction, and QOL. Spouses participating in the
parent study were recruited for the companion study fromall sites of the parent study9 when
their partners reached the 24-month follow-up from their primary prostate cancer treatment.
All patients and partners provided informed consent.

Sample
The sample consisted of 121 spouses of men treated for prostate cancer: 119 were female
partners and 2 were male partners. No significant differences were found between the
female and male spouses. In the parent study, spouses were eligible to participate if they
were identified by the patient as his spouse (included female or male spouses with or
without marital ties, but who cohabited in the same household and were involved with the
patient for more than a year), were mentally and physically able to participate, and spoke
sufficient English to participate. Of the 685 spouses participating in the PROSTQA cohort
study, 186 had not reached the 24-month time point at the start of this study in 2006 and
were therefore eligible for this study. Spouses participating in the parent study were invited
to participate in this companion study between December 2006 and April 2008. Of the
eligible 186 spouses, 65 spouses did not complete the 24-month study interview. Nine
spouses were not eligible because they were out of the main study (they withdrew or died or
the patient withdrew or died), 14 missed the 24-month interview for both studies, 42 spouses
declined participation in this additional study, resulting in the final sample of 121.

Procedure
After providing informed consent for the supplemental questions of the companion study,
spouses completed a battery of self-report questionnaires in a computer-assisted telephone
interview.
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ANTECEDENT VARIABLES
Patient Disease Factors: Information about the patient’s type of treatment (prostatectomy,
brachytherapy, external beamradiation, and use of neoadjuvant hormonal therapy) and
pretreatment cancer severity (Gleason score) was obtained from the patient’s medical
record. This patient information was collected at baseline in the parent study.

Spouse Person Factors: Demographics were measured with the Risk for Distress (formerly
known as Omega Screening Questionnaire as developed by Weisman and Worden37 and
adopted by Mood.38 The Risk for Distress is composed of 4 parts: (a) demographic and
background information, (b) health history, (c) inventory of current concerns, and (d )
symptom scale. Two parts of the Risk for Distress, the demographic information section and
the health history, were used to measure spousal person factors. Both parts have shown high
reproducibility (>95%). The demographic section includes questions about the respondent’s
age, education, and income at the time of the patient’s treatment.

Spouse Expanded Prostate Cancer Index Composite,1 which consists of 6 questions that
measure spouses’ perception of bother (how much of a problem to the spouse, ranging from
1 = no problem to 5 = big problem) caused by patient’s prostate cancer posttreatment
symptoms (urinary, sexual, bowel, and hormonal).

APPRAISAL—Appraisal was measured with the Appraisal of Caregiving Scale (ACS) as
developed by Oberst39 and modified for this study. This scale is grounded in the cognitive-
transactional theories of stress and coping. This instrument is most appropriately used after
the stressful encounter has occurred and coping has begun, as was the case in this study. The
original instrument was modified based on recent research and the need to adapt the
instrument for a phone survey. The Brief ACS consists of 9 items and measures 2 types of
stressful appraisals, general stressfulness and perceived threat, and 1 type of positive
(nonstressful) appraisal, perceived benefit. All items were taken from the original
instrument. The original instrument items were content validated by family caregivers, a
panel of clinical experts, and a panel of experts familiar with the theory. Construct validity is
well established. The intensity of each item is measured on a 5-point Likert-type scale.
There are 3 items measuring general stressfulness, 3 items measuring perceived threat, and 3
items measuring perceived benefit. Mean scores were calculated, with higher scores
indicating greater general stressfulness, perceived threat, or perceived benefit appraisals.
The 3 subscales were used separately in subsequent analysis.

The ACS has been used in a variety of populations including caregivers of cancer patients.
Studies that have used the ACS used a summative score for the entire scale.31,40 In the
original work by Oberst,39 the internal consistency α coefficient for the general stressfulness
scale was .73, for the perceived threat scale is .90, and for the perceived benefit scale is .74.
The α coefficient for the general stressfulness scale in this study was .69, for the perceived
threat scale is .67, and for the perceived benefit scale is .82.

MARITAL SATISFACTION—Satisfaction with the marital relationship was assessed with
the Brief Version of the Dyadic Adjustment Scale (DAS),41,42 a 4-item instrument that
measures couple satisfaction with the relationship (the degree to which the couple is
satisfied with the present state of the relationship and its commitment to continuance). A
total marital satisfaction score was calculated as the sum of the items on the scale. Higher
scores represent more distress in the marital relationship. Comparison of the DAS-4 to the
DAS-32 indicates that the brief version is a comparable measure of couple satisfaction.42

This scale has been used to assess marital satisfaction in cancer patients.43,44 In the original
work by Sabourin et al,42 the α coefficient for the DAS-4 was between .84 and .92. The α
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coefficient for the DAS-4 in this study was .57. Marital satisfaction may include other
factors not measured in this population, limiting the reliability of the DAS.

SEXUAL SATISFACTION—Satisfaction with the sexual relationship in the marriage was
measured by using the Sexual Satisfaction Scale (SSS), which was investigator developed to
supplement the DAS and focuses specifically on sexual satisfaction of spouses of men with
prostate cancer. The items were content validated by an expert in sexuality in older adults
and an expert in prostate cancer research. The 3-item questionnaire measures satisfaction
with relationship intimacy, the affect of prostate cancer treatments on the sexual
relationship, and overall sexual satisfaction. The intensity of each item is measured using a
5-point Likert-type scale, with higher scores indicating greater sexual satisfaction. Internal
consistency reliability for this study was established at .80.

Quality of life was measured using 2 QOL scales, a generic QOL scale (Medical Outcomes
Study Short-Form Health Survey [MOS SF-12])45 and a cancer-specific QOL scale
developed for caregivers of cancer patients (Caregiver Quality of Life Index–Cancer Scale
[CQOLC]).46 The MOS SF-12 consists of 12 items that form a physical component (PCS)
and mental health component (MCS) summary scale. Responses are made in different
multiple-choice formats. Extensive psychometric testing has been completed on this
instrument, including studies with cancer patients, and has shown strong evidence of validity
and reliability.

The CQOLC was developed specifically to measure the QOL of caregivers of patients with
cancer.46 The CQOLC consists of 35 items using a 5-point Likert-type scale. The maximum
total score is 140. Higher scores reflect better QOL. The instrument was tested in a group of
family caregivers of patients with lung, breast, or prostate cancer receiving curative
treatment. The α coefficient reliability for this study was .87. The instrument had good
convergent validity with other QOL and emotional distress measures. Divergent validity
with measures of physical health, social support, and social desirability also was reported.
The instrument was found to be responsive to changes in health state of the patient as well.

Statistical Analysis
Descriptive statistics were generated for all variables in the data set. For the description of
spouse’s marital relationship, sexual satisfaction, and QOL, summary scores for the DAS-4,
SSS, SF-12, and the CQOLC were used.

Spearman correlation coefficients were used to examine relationships among variables.
Multiple linear regressions were conducted to determine if patient disease factors (type of
treatment and pretreatment cancer severity) and spouse characteristics (age, education,
health status, and symptom bother) were associated with the appraisal of caregiving, marital
satisfaction, sexual satisfaction, and QOL.

Results
Description of the Sample

Table 1 describes demographic characteristics of the sample. The table indicates that 98% of
the 121 spouses were female, 20% had a high school education or less, 92% were white,
58% were not currently employed, and 42% reported household incomes greater than $100
000. The average age of the spouses was 60 years (range, 40–83 years), and the average age
of the patients was 64 years (range, 44–81 years), which was significantly different.

The table also indicates that prostatectomy (primarily “open” but including a small number
of robotically assisted laparoscopic procedures as well) was the modal treatment of the male
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patients (58%). For analysis, patients who had radiation and radiation plus neoadjuvant
therapy were merged into 1 category and those who had brachytherapy and brachytherapy
plus neoadjuvant therapy were merged into another category because of the small numbers
of cases in these groups.

At the time of diagnosis and treatment, most patients had a Gleason total score of 6,
indicating moderate cancer severity. Because of the small number of cases in Gleason 8 and
9 categories, these 2 categories were merged with the Gleason score of 7 to make 1
category, which indicated more disease severity than in the Gleason 6 category. Analysis of
these groups showed no significant differences among the groups.

QOL, Marital Satisfaction, and Sexual Satisfaction at 24 Months
In order to describe the long-term QOL of spouses of men treated for prostate cancer, we
used means and SD for indicators of QOL of a cohort of spouses from a previous study
immediately following treatment and the present cohort of spouses 2 years following
treatment (as listed in Table 2). Scores on the QOL scale (SF-12) PCS varied from 19 to 62
and on the mental component from 28 to 72, with higher scores representing better reported
QOL. Table 2 indicates the mean score in the sample at 2 years following treatment was
52.24 for the mental component and 49.12 for the PCS. This is greater than the established
healthy female population norm of 48 for the MCS and 49 for the PCS (mean score),47

indicating the respondent spouses were, on average, generally satisfied with their current
QOL. Two-sample t tests were used to compare spouse mean scores at 2 years with a
comparative sample of spouses’ SF-12 mean scores taken immediately following prostate
cancer treatment from an earlier study.31 Mean scores for the PCS and MCS of the SF-12 of
spouses in the current study did not differ significantly from the comparative sample of
spouses just following cancer treatment.

The mean scores of the cancer-specific CQOLC scale indicate more variability in the QOL
of the spouses. The midpoint of possible scores on this scale was 70, with higher scores
indicating poorer QOL. The mean for the CQOLC was 60.04 (SD, 14.28), which is less than
midpoint, indicating a slightly higher QOL for many of the spouses in the current study at 2
years’ follow-up.

The mean sexual satisfaction score of the SSS was 9.34 (SD, 2.27), which was above the
midpoint (7.5) of possible scores, which indicates that spouses on average were generally
satisfied with their sexual relationships.

The mean marital satisfaction score of the DAS-4 for the spouses was 12.54 (SD, 1.49),
which was very near the distress cut point for this scale of 13 (distressed), indicating some
level of distress in the marital relationship within this group of spouses at 2 years.

Factors Associated With Appraisal, Marital Satisfaction, Sexual Satisfaction, and QOL
We next sought to identify factors associated with spouse appraisal of caregiving, marital
satisfaction, sexual satisfaction, and QOL. We first examined bivariate correlations among
study variables. Correlation analysis revealed significant relationships between the subscales
of spouses’ appraisal of caregiving and measures of marital satisfaction, sexual satisfaction,
and both general and cancer-specific QOL (Table 3). Spouses with a negative perception of
caregiving on the threat and stress subscales had lower marital and sexual satisfaction,
poorer cancer-specific QOL, and poorer mental QOL at 24 months following treatment. In
regard to the benefit subscale, spouses with higher perceptions of benefit had lower marital
relationship distress and higher cancer-specific QOL. Physical QOL was not affected by the
appraisal variables.
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Analysis of spouse’s perception of bother about the patient’s treatment outcomes and
appraisal of the spouse’s caregiving experience was performed (Table 4). Spouses who
perceived more bother related to the patient’s urinary function, bowel function, sexual
dysfunction, and problems related to hormone therapy had increased stress and threat on the
appraisal subscales. Furthermore, younger spouses expressed more bother related to
problems with the patient’s sexual dysfunction.

Correlation analyses also showed that spouses’ perceptions of bother related to overall
urinary incontinence, sexual function, and hormone function and vitality were negatively
correlated with sexual satisfaction but had no significant relationship with marital
satisfaction (Table 5). Bother related to problems with urinary function, bowel problems,
sexual dysfunction, and hormone function and vitality resulted in poorer cancer-specific
QOL. Only problems with overall urinary function resulted in spouses’ poorer mental QOL.
Symptom bother was not related to spouses’ physical QOL.

Multiple regression was used to examine how much variance patient disease factors,
including severity of the disease (Gleason score), the type of treatment men received
(prostatectomy, brachytherapy, or external beam radiation therapy), spouse characteristics
(age, education, family income, and health status), and spouse symptom bother, account for
in appraisal of caregiving, marital satisfaction, sexual satisfaction, and QOL.

Predictors of Appraisal
Multiple regression analysis conducted on appraisal of caregiving revealed several
significant effects. Younger age (F = 9.09, P = .003) and patients treated with radiation
therapy (F = 5.36, P = .02) explained 9% of the variance in the appraisal subscale of stress.
Younger age also accounted for 4% of the variance in the appraisal subscale of threat.
Cancer severity and younger age explained 7% of the variance in the appraisal subscale of
benefit. There was no significant effect for other treatment options (radical prostatectomy or
brachytherapy), education, income, comorbidities, or spouse symptom bother on the
appraisal subscales. Tests for mediation on the appraisal subscales showed that only benefit
was a mediator for cancer severity (t = 2.16, P = .03) explaining 3% of the variance.

Predictors of Sexual Satisfaction
We found no significant effect for cancer severity, education, or any of the appraisal
subscales on sexual satisfaction. Income (t = 2.31, P = .02) predicted 19% of the variance in
sexual satisfaction. Spouse symptom bother related to the patient’s sexual function (t =
−6.66, P ≤ .0001) and hormone therapy (t = −2.63, P = .01) predicted 39% of the variance in
sexual satisfaction.

Predictors of Marital Satisfaction
Appraisal subscales of threat (t = 2.27, P = .03) and benefit (t = 2.44, P = .02) explained
25% of the variance in marital satisfaction but was not significant in sexual satisfaction.

Predictors of QOL
Fifty-five percent of the variance in cancer-specific caregiver QOL was explained by
perceptions of stress (t = 4.00, P = .0001), threat (t = 4.06, P < .0001), and benefit (t = 3.22,
P = .002.). Perceptions of threat (t = −2.09, P = .04) and spouse age (t = 2.33, P = .02) also
explained 23% of variance in mental QOL (SF-12).

The study found that age had a significant association with spouse QOL. Results indicate
that younger spouses (<65 years) had lower cancer-specific QOL (t = −2.03, P = .04 and
lower mental QOL (t = 2.80, P = .01). Older age in spouses (t = −2.11, P = .04) and more
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comorbidities (t = −4.49, P < .0001) explained 37% of the variance on spouses’ physical
QOL.

Spouse symptom bother related to the patient’s urinary function (t = 2.12, P = .04) and
bowel difficulties (t = 2.76, P = .01) predicted 17% of the variance in cancer-specific
caregiver QOL. Spouse symptom bother related to the patient’s urinary function
significantly associated with spouse mental QOL (t = −2.14, P = .04) and physical QOL (t =
−2.35 P = .02) on the generic QOL measure (SF-12).

Discussion
This study examined spouses’ appraisal of their current caregiving experience 2 years
following the patients’ treatment for localized prostate cancer. The study also examined
marital satisfaction, sexual satisfaction, and general and cancer-specific QOL of spouses 2
years following treatment. Results for aim 1, which was to describe the multidimensional
QOL, marital satisfaction, and sexual satisfaction of spouses of men treated for prostate
cancer at 2 years following treatment, indicate that spouses’ QOL was generally good on
both the generic and cancer-specific QOL measures.

However, there was a subgroup of spouses who had lower cancer-specific QOL mean scores
at 24 months. These were spouses who were younger (<65 years), perceived more threat and
stress in their caregiving role, and experienced more bother by their husbands’ posttreatment
symptoms. Although spouses at 2 years following treatment were generally satisfied with
their sexual relationship, spouses’ marital satisfaction scores indicated some marital distress
as evidenced by the DAS-4 scores near the distress level. Previous research has found that
dyads in relationships that were less satisfying experienced more distress and had been
linked to poorer adjustment to the illness.48,49

Factors Associated With Appraisal, Marital Satisfaction, Sexual Satisfaction, and QOL
Cancer severity at the time of treatment, education, comorbidities, and spouse symptom
bother were not associated with spouse appraisal. Higher income was associated with sexual
satisfaction in this study. Other research has found higher income was related to frequency
of sexual activity in middle-aged and older women.50 Cost was a factor in the ability to use
treatment measures (such as sildenafil) for sexual dysfunction,51 which may be related to
higher sexual satisfaction in this study group among those with higher income. Other
findings from this study indicate that spouses who had negative appraisal of their caregiving
experience had lower marital and sexual satisfaction and poorer QOL. This was especially
evident in younger spouses. Negative appraisal in general was significantly related to lower
QOL in younger spouses (69% of the sample were <65 years of age). Fifty percent of the
spouses in this study were working, possibly creating stress between job commitment and a
desire to be supportive of their husbands. Since patients had treatment for early-stage
prostate cancer, younger spouses and their husbands are more likely to live with the
aftermath of treatment for a longer period. Because the spouse’s age was significantly
different than the age of patient, with many spouses being 4 or more years younger than
their husband, spousal negative appraisal could be related to concern about a shortened time
together. Interventions to help them manage spousal negative appraisal and improve their
QOL would be beneficial. Further analysis revealed significant findings on the
subcomponents of the appraisal of caregiving scale (stress, threat, and benefit) for spouses of
all ages. Perceptions of threat and general stress associated with caregiving were
experienced at 2 years following treatment, creating a negative appraisal of their caregiving
experience. Research has also shown that the extent to which spouses perceive their
situation as stressful has been associated with less life satisfaction,13 a factor that negatively
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affects QOL. Research has shown that the spouses’ appraisal of their caregiving experience
has a strong influence on QOL.13

At 2 years following treatment, spouses still expressed bother related to the patients’
treatment outcomes. The spouse’s version of the Expanded Prostate Cancer Index
Composite, which was discussed earlier, is a measure of the spouse’s perception of bother
that patients’ symptoms caused spouses.9 Spouses who perceived more bother from the
patients’ urinary function, bowel habits, and hormone problems appraised their caregiving
situation more negatively and reported a lower QOL. Furthermore, results indicated that
younger spouses experienced more bother related to the patient’s sexual function at 24
months following his treatment. Soloway and colleagues24 also found that spouses were
distressed by changes in their sexual relationship, and Litwin et al22 found that erectile
dysfunction had a significant negative correlation with marital interaction. Study findings
support suggestions that sexual counseling offered following a diagnosis of prostate cancer
should be extended to spouses as well as the patient to help facilitate the dyad’s successful
adjustment to treatment outcomes.

Predictors of Appraisal, Marital Satisfaction, Sexual Satisfaction, and QOL
Younger age was the only significant predictor of negative appraisal (stress and threat) in
this study. Cancer severity and younger age predicted a small amount of variance on the
benefit subscale. This suggests that younger spouses of men diagnosed with cancer struggle
to find some positive aspect to help them cope with their situation. Previous research also
found living with prostate cancer influenced younger couples’ view of their daily life,
changing priorities and family goals.14 Interventions aimed at positive reframing or finding
meaning in difficult situations may help the younger spouse adjust.

Negative appraisal was a significant predictor of marital satisfaction, cancer-specific QOL,
and mental QOL but not sexual satisfaction. Living with a cancer diagnosis, even when it
has been treated, appears to be a persistent source of distress for spouses. Researchers have
found a reciprocal relationship between spouse and patient adjustment.40,52 This finding
implies a need for spousal interventions designed to diminish negative appraisal and support
positive coping.

Spouse symptom bother related to the patient’s sexual dysfunction and hormone therapy was
a significant predictor of sexual satisfaction. Research has shown that partners often report
lower level of sexual function than patients,31 but spouses often do not discuss sexual issues
with their partner for fear of further increasing the partner’s anxiety related to this issue.24

Spouses may also discount concerns about sexual function in view of the severity of a
cancer diagnosis. This suggests the importance of including the spouse in sexual counseling
following treatment for prostate cancer. Furthermore, it suggests that interventions designed
to facilitate communication within couples managing the aftermath of prostate cancer
treatment may be beneficial.

Limitations
While this study provided a closer look at the experiences of spouses of prostate cancer
patients at 2 years following treatment, it has some limitations. First, the findings of this
study report on one point in time; consequently, causal inferences cannot be made. Second,
all variables reported are based on self-report and may not reflect objective distress in
spouses. Finally, even though the sample was recruited from multiple sites across the
country, it was composed primarily of middle- and upper-middle-class, well-educated, white
spouses and therefore is not reflective of the ethnic/racial diversity of the population of
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dyads living with prostate cancer as a whole. Future studies are needed with ethnic
minorities and individuals of lower educational and incomes levels.

Implications for Practice
Findings in this study (continued negative appraisal of their caregiving experience;
continued bother from the patients’ urinary function, bowel habits, and hormone problems
leading to more negative appraisal of their caregiving situation and a lower QOL) point to
the need to include the spouse in follow-up care offered to the patient. Interventions to help
spouses manage their negative appraisal and improve their QOL are needed. Interventions
aimed at positive reframing or finding meaning in difficult situations may be especially
helpful to younger spouses. Interventions designed to facilitate communication within
couples managing the aftermath of prostate cancer treatment could decrease negative
appraisal. Study findings support suggestions that sexual counseling offered following a
diagnosis of prostate cancer should be extended to spouses as well as the patient to help
facilitate the dyad’s successful adjustment to treatment outcomes.

Conclusions
This study adds to a growing body of research on spouses of men treated for prostate cancer.
Findings support the now well-established concept that prostate cancer affects not only the
person diagnosed with the disease but also his spouse. In this study, spouses’ negative
appraisal of their caregiving experience had a reciprocal affect on QOL: more negative
appraisal resulted in more marital distress, less satisfaction with the sexual relationship, and
lower QOL scores. Younger spouses of men with prostate cancer are an at-risk group who
may benefit from intervention because they have more negative appraisals and lower QOL.
There is a need for even longer-term assessment of spouses of prostate cancer patients
because men’s treatment outcomes (urinary function, bowel habits, and hormone symptoms)
continue to affect spouses’ QOL for at least 2 years after treatment.
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Figure.
Conceptual framework of factors affecting spouses’ quality of life.
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Table 1

Sample Characteristics

Characteristics
Spouses (n = 121),

n (%)

Gender

   Female 119 (98)

   Male 2 (2)

Education

   High school or less 24 (20)

   Some college/graduate 60 (50)

   Postgraduate 37 (30)

Race

   White 111 (92)

   Black 6 (4)

   Asian 2 (2)

   Other 2 (2)

Employment status

   No employment 71 (58)

   Part-time employment 20 (17)

   Full time 30 (25)

Couples’ income

   $10 000–$30 000 10 (8)

   $30 001–$100 000 58 (48)

   >$100 001 51 (42)

   Missing data 4 (2)

Treatment

   Prostatectomy 72 (58)

   Radiation therapy 21 (17)

   Brachytherapy 20 (17)

   Neoadjuvant + external beam radiation therapy 7 (6)

   Neoadjuvant + brachytherapy 2 (2)

Gleason total score (severity)

   6 73 (60)

   7 41 (34)

   8 5 (4)

   9 2 (2)
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Table 4

Relationship of Spouse Expanded Prostate Cancer Index Composite (EPIC) to Appraisal and Age (Spearman
Correlation Coefficients)

Stress Threat Benefit Age

Problem urinary incontinence 0.16 0.11 0.07 −0.12

Irritation or blockage 0.30a 0.15 −0.05 −0.06

Overall urinary function 0.34a 0.20b 0.08 −0.13

Bowel habits 0.29a 0.19b −0.02 −0.11

Sexual function 0.20b 0.10 −0.06 −0.32a

Hormone function 0.40a 0.26b 0.07 −0.17

Abbreviation: EPIC, Expanded Prostate Cancer Index Composite.

a
P < .05.

b
P < .01.
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