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Abstract

Objective—Among married prostate cancer (PC) patients, the spouse is often the primary
provider of emotional support and personal care. However, few studies have investigated spouses’
illness beliefs (i.e., about disease duration and treatment control) and their impact on patients’
quality of life (QOL). Spouses’ beliefs about disease duration (timeline) were hypothesised to
mediate relationships between spouses’ treatment control beliefs and patients” QOL six months
later.

Methods—Fifty-three patients, who underwent localised treatment for PC, and their spouses,
completed an illness beliefs measure (the revised Illness Perception Questionnaire). Patients
completed a QOL measure (the Functional Assessment of Cancer Therapy — General) six months
later.

Results—Spouse timeline beliefs mediated the association between spouse treatment control
beliefs and patient QOL six months later (total indirect effect = —0.71, 95% CI 0.02-2.03). That is,
spouse beliefs that the treatment would control their loved one's illness led to beliefs that the
disease would be of shorter duration, which in turn led to improved patient QOL six months later.
This relationship did not occur with patients’ beliefs.

Conclusions—Results highlight the important influence of spouse illness beliefs over time on

patient QOL with implications for clinical care and dyadic research.
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Introduction

Prostate cancer (PC) is the most common cancer diagnosis in men in the US and the second
leading cause of cancer death in US men after lung cancer (American Cancer Society,
2012). Although survival rates for those with localised PC are high (Howlader et al., 2011),
the quality of life (QOL) of men with PC may still be negatively affected by the various
treatments available to them (e.g., surgery, radiation therapy, active surveillance; Thompson
et al., 2007). Sexual dysfunction and urinary dysfunction, for example, are potential adverse
effects of surgery and radiation therapy (Dunn & Kazer, 2011; Galbraith, Ramirez, & Pedro,
2001). Active surveillance may be associated with increased psychological distress and
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worries about cancer progression or metastasis (Bailey, Wallace, & Mishel, 2007; Hedestig,
Sandman, & Widmark, 2003; Wallace, 2003).

The experience of cancer itself has often been construed as a stressful event for patients and
their spouses (Butler et al., 2005; Jim & Jacobsen, 2008; Kangas, Henry, & Bryant, 2002).
The cognitive processing literature on adjustment to trauma suggests that when a traumatic
event occurs, it can challenge an individual's core assumptions about the self and other
people (Epstein, 1973; Janoff-Bulman, 1992; Parkes, 1971). Such core assumptions may
also include beliefs about the controllability and predictability of the world a person inhabits
(Janoff-Bulman, 1992). Following diagnosis, PC patients and their spouses may be faced
with multiple opinions by multiple doctors regarding how to proceed (American Urological
Association, 2007). Hence, once the chosen treatment has been undertaken, beliefs about the
ability of the treatment to control the disease will likely be salient to patients and spouses.

Research has shown that patients’ beliefs about their illness are important predictors of QOL
in a wide range of illnesses (e.g., Alsen, Brink, Persson, Brandstrom, & Karlson, 2010;
Covic, Seica, Gusheth-Tatomir, Gavrilovici, & Goldsmith, 2004; Tiemensma et al., 2011)
including PC (Traeger et al., 2009). Leventhal and colleagues’ self-regulation theory
(Leventhal, Nerenz, & Steele, 1984) has provided a useful framework for describing
patients’ beliefs and expectations of their illness. In short, illness beliefs regarding a health
threat lead patients to engage in behaviors to manage the event, which then lead to
appraisals to evaluate the outcome of those actions. Such illness beliefs (also referred to as
illness representations or illness perceptions) include the following components: identity,
consequences, timeline, control/cure and cause). Traeger and colleagues (2009) investigated
illness beliefs in men who were within 18 months of completing treatment for localised PC.
A number of illness beliefs (treatment control, illness coherence, negative consequences, or
personality and behavioural causes of PC) combined explained a significant variance in
emotional well-being.

Among married cancer patients, the spouse is often the primary provider of emotional
support and personal care, and can promote health behaviours (Hodgkinson et al., 2007).
Not only are most familial caregivers women, but they are also likely to experience more
burden than male caregivers of female patients (e.g., greater negative impact on
employment, greater disruption of personal routines; Siegel, Raveis, Mor, & Houts, 1991).
Despite the important role spouse caregivers play in the care of their loved one, few studies
have examined illness beliefs among spouses and their potential impact on patients” QOL.
One study that did examine illness beliefs in cardiac patients and their spouses focused on
the impact of dissimilarities in illness beliefs on patient self-rated health and coping
strategies (Karademas, Zarogiannos, & Karamvakalis, 2010). The study findings revealed no
significant association between dissimilarities in illness perceptions and patients’ self-rated
health, although they did find relations with certain coping strategies. For example, when the
couple shared the same view of the illness as being coherent, predictable and manageable,
patients reported using less palliative coping and wishful thinking strategies and more
instrumental coping strategies. A second study examined the level of patient and partner
agreement of their appraisals of PC as they related to health-related QOL. Overall, findings
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suggested that (dis)agreement was generally associated with worse adjustment outcomes for
both patients and partners (Merz et al., 2011).

With improved treatment options and excellent survival rates for PC patients, certain illness
beliefs may be particularly salient for patients and spouses — specifically, treatment control
beliefs, and by extension, beliefs about the timeline of the illness (i.e., whether it will be of
short or long duration). Most studies that have examined relations between illness beliefs
and QOL in cancer patients have focused on patients’ illness beliefs, have been cross-
sectional in nature and have not investigated relationships between different individuals’
illness beliefs (e.g., Rozema, Vollink, & Lechner, 2009; Scharloo et al., 2010; Traeger et al.,
2009). With respect to the variables of interest in the present study, Cameron and Moss-
Morris (2006) note that treatment control beliefs are typically associated with timeline
beliefs and there is evidence in the literature to support this relation (Moss-Morris et al.,
2002; Shah, Hull, & Riley, 2009). Furthermore, they appear to be distinct constructs as
evidenced by their modest correlation (Moss-Morris et al., 2002) and have been found to be
related to QOL (e.g., Griva, Jayasena, Davenport, Harrison, & Newman, 2009). Clarifying
the nature of this association, and in turn, its impact on patients” QOL, would help health
care practitioners in the identification and treatment of individuals who might be most prone
to QOL difficulties.

Due to the likely salience of treatment control and timeline beliefs for both PC patients and
their spouses, it is important to examine the magnitude and the direction of associations
among these illness beliefs and patients” QOL. It is likely that for both patients and spouses,
believing that the treatment will be efficacious (i.e., better treatment control) will be
associated with beliefs that the patient's illness will be of short rather than long duration (i.e.,
shorter timeline). The larger scale study did not measure behavioural actions that might have
arisen from the illness beliefs. However, we envisaged that this association would influence
coping behaviours and adaptation responses, reinforce daily life activities and shape
interactions between the couple that would likely bolster the patient's QOL (Leventhal,
Brissette, & Leventhal, 2003). For example, the belief that the illness is treatable, and thus
be of short duration, might lead a spouse to plan more active couple activities “as if” the
patient is healthy, and that actually promote QOL in the patient.

In sum, the purpose of the present study was to explore whether illness beliefs about the
timeline of the illness mediates relations between illness beliefs about treatment control and
patient QOL six months later. We hypothesised that stronger patient beliefs about treatment
control would be associated with stronger patient timeline beliefs (i.e., that their illness
would be of short rather than long duration), which, in turn, would be associated with more
positive perspectives of patient QOL at a later date. Due to the vital role that spouses often
play in their loved one's care and daily life activities, we anticipated that spousal beliefs
would be significant in predicting QOL in their loved ones at a later time point. Thus, we
hypothesised that stronger spousal beliefs about treatment control would be associated with
stronger spousal beliefs that their loved one's illness would be of short (rather than long)
duration, which, in turn, would be associated with better patient QOL six months later.

Psychol Health. Author manuscript; available in PMC 2015 March 19.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Wu et al.

Method

Page 4

Participants and Procedures

Measures

Data for this study come from a large-scale longitudinal study examining QOL and illness
beliefs in PC patients. Spouses were also included in the study in order to examine their
illness beliefs related to their partner's illness and treatment. All study procedures were
approved by the institutional review board at the study site. Informed consent was received
prior to any patient's or their spouse's study involvement. Patients were men diagnosed with
early-stage, localised PC who had not yet decided on a form of treatment, were free of
substantial comorbidity, and fluent in English. Collaborating physicians mailed an informed
consent form and questionnaire to interested and eligible patients and spouses. In order to
capture patients’ illness representations following treatment, this study assessed patients and
spouses six months after recruitment into the study at which time 99% of the patients had
begun or completed treatment (Time 1 for the present secondary analyses). Patients were
assessed again at Time 2 (an additional six months later). Spouses were also assessed at
Time 1. Participants received $10 for each questionnaire they returned. One hundred and
twenty-two couples completed the Time 1 assessment, and 53 couples completed the Time 2
assessment. Data from patients and spouses who responded to both time points were
included in the analyses (n = 53).

Participant characteristics are given in Table 1. The patient sample consisted of 53 men who
had undergone localised treatment for non-metastatic PC. Their average age was 64.52 years
(SD =9.02 years). Most were Caucasian (92.5%). Just over half of the sample (56.6%) had
completed a college education. The average age of their spouses was 60.59 years (SD = 9.54
years). Spouses were also mostly Caucasian (94.3%), and 39.6% had completed a college
education. For the patients, PC diagnosis had occurred on average 94 days (SD = 100 days)
prior to the baseline (pre-treatment) time point for the larger scale study. The first
assessment time point for the current analyses occurred six months after that time point to
ensure that patients had already completed localised treatment. Most of the patient
participants received radiation therapy (56.6%).

Treatment control and timeline beliefs were measured using the treatment control and the
timeline (acute/chronic) subscales of the revised IlIness Perception Questionnaire — revised
(IPQ-R; Moss-Moirris et al., 2002), a well-validated self-report measure of illness beliefs as
described by Leventhal's self-regulatory model (Leventhal et al., 1984). Although the IPQ-R
has a subscale for timeline (cyclical), this was not used for the study due to the fact that PC
patients in the early stages of their disease are more likely to deal with a relatively discrete
treatment course (e.g., radical prostatectomy, external beam radiation therapy) and less
likely to deal with a cyclical illness experience as might be found in other illnesses (e.g.,
asthma, schizophrenia). An example of a treatment control item is ‘My treatment will be
effective in curing my PC’ and an example of a timeline item is “The prostate cancer will
last a short time’. Patients and spouses rated items on a five-point Likert response scale,
ranging from 1 = strongly disagree to 5 = strongly agree. Negatively valenced items were
reverse coded so that higher scores on these subscales equated with more positive beliefs
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about treatment control and a shorter PC timeline. Internal consistency for patients on this
measure was good (Cronbach's a = 0.88) and acceptable for spouses (Cronbach's a = 0.74).

Patient general QOL was assessed with the Functional Assessment of Cancer Therapy —
General instrument (Cella et al., 1993). This 27-item scale is a commonly used and well-
validated measure of the functional status of cancer patients. It measures four primary QOL
domains: physical well-being (e.g., ‘I am bothered by side effects of treatment’), social/
family well-being (e.g., ‘I get emotional support from my family”), emotional well-being
(e.g., ‘1 worry that my condition will get worse”) and functional well-being (e.g., ‘| am able
to work [include work at home]’). Negatively valenced items were reverse-coded. A total
general QOL score was generated by summing all subscale scores. Higher total scores
represent better general QOL. In this study, internal reliability was excellent (Cronbach's a =
0.90).

Sociodemographic and medical variables included self-reported age, race, and level of
education. Medical variables were gathered from medical chart review and self-report, and
included days since diagnosis and type of treatment received. Additional medical variables
were gathered about sexual function and urinary function. Sexual function was measured
using three items from the sexual adjustment questionnaire (Waterhouse & Metcalfe, 1986)
assessing ‘whether the patient has had the desire for sexual activity’, ‘whether he is too tired
for sexual activity’ and ‘whether he had been able to get and keep an erection when sexually
excited’. The second item was reverse coded so that higher scores had a positive valence.
Items were scored on a five-point scale (1 = not at all; 5 = very much) with higher scores
pointing to higher levels of sexual function. Principal component analysis (PCA) of the three
items in our earlier work yielded a single component (Diefenbach & Mohamed, 2007).
Cronbach's a for this study was 0.52. Urinary function was measured using three items from
the American Urological Association symptom index (Barry et al., 1992). That is, ‘whether
the patient had a sensation of his bladder not emptying completely after he finished
urinating’, ‘whether frequent day time urination has been a problem’, and ‘whether frequent
night time urination has been a problem’. Results of PCA in our earlier work (Diefenbach &
Mohamed, 2007) indicated a single component. Accordingly, we combined the three items
to construct a scale to assess urinary function. Cronbach's a for the present study was 0.80.
Items were reverse coded so that higher scores had a positive valence. Note that all medical
variables were measured at Time 1.

Statistical Analyses

Potential covariates were selected from sociodemographic and medical variables that had
been found to be associated with adjustment and QOL in previous research (i.e., age,
ethnicity/race, years of education, treatment type, time since diagnosis, sexual functioning
and urinary functioning; Diefenbach & Mohamed, 2007; Rosenfeld, Roth, Gandhi, &
Penson, 2004; Sanda et al., 2008). Bivariate correlations (or point biserial correlations for
dichotomized variables) were then used to determine the sociodemographic and medical
covariates that were significantly related to patient QOL at Time 2. The covariates used in
all mediation analyses were patient age, patient sexual function, and patient QOL at Time 1.
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Mediation analyses were conducted while adjusting for covariates (i.e., patient age, sexual
function, and Time 1 QOL). We predicted that spouses’ beliefs about the timeline of their
loved one's illness would mediate relations between spouses’ treatment control beliefs and
patients’ QOL six months later. In parallel analyses, we also predicted that patients’ beliefs
about the timeline of their illness would mediate relations between their treatment control
beliefs and QOL six months later. To test mediation effects, we conducted mediation
analyses using bootstrapping. This analysis provides estimates of the effect of an
independent variable on a mediator (a path), the effect of a mediator on a dependent variable
(b path), the direct effect of an independent variable on a dependent variable (¢ path) and
then the indirect effect of an independent variable on a dependent variable whilst accounting
for a mediator (¢’ path). In Baron and Kenny's (1986) approach, certain statistical criteria
must be met — i.e., the independent variable must be correlated with the dependent variable,
the independent variable must be correlated with the mediator, the mediator must affect the
dependent variable, and then if path ¢’ is closer to zero than c, the potential mediator is
deemed to be a mediator of the relationship between X and Y. However, the causal steps
approach has been heavily criticised for having very low statistical power to detect real
mediation effects (Fritz & Mackinnon, 2007; MacKinnon, Lockwood, Hoffman, West, &
Sheets, 2002). The a and b paths are mutually related so that a strong a path could limit the
significance of the b path (Lundgren, Dahl, & Hayes, 2008).

Bootstrapping is a statistical method that involves repeatedly sampling from the data set to
obtain multiple estimates of the indirect effect (i.e., the effect of the independent variable on
the dependent variable through the mediator). Using this method, we were able to generate
5,000 bootstrapped samples. Point estimates and 95% bias corrected and accelerated
confidence intervals for indirect and total effects were generated. Advantages to using this
statistical approach to testing mediation effects compared to Baron and Kenny's (1986)
causal steps approach include: (i) bootstrapping of the sampling distribution (a non-
parametric approach to effect-size estimation and hypothesis testing) does not rely on the
assumption of normal sampling distributions of the indirect effects; (ii) type Il error is
reduced because it requires fewer inferential tests; and (iii) multiple mediators can be tested
at the same time (Preacher & Hayes, 2004). These analyses allowed for statistical control of
covariates that were not proposed to be mediators of the total effect. Whereas inferential
testing bases significant findings typically on p-values of less than 0.05, bootstrapping bases
significant findings upon confidence intervals that do not contain zero.

When participants who completed the Time 2 assessment (n = 53) were compared with
participants who did not complete the Time 2 assessment (n = 69) on sociodemographic and
pre-treatment symptom variables for which data were available, only one difference was
noted. T-tests indicated that patients who completed the Time 2 assessment were more likely
to report better urinary function at Time 1 (M = 4.34, SD = 0.72) than patients who did not
complete the Time 2 assessment (M = 3.80, SD = 0.96; t[97] = 3.15, p = 0.002).

Bivariate correlations and descriptive data for study variables are shown in Table 2.
Descriptive data analyses showed that both patients and spouses generally agreed that
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treatment would control the disease (patients M = 3.95, SD = 0.65; spouses M =3.91, SD =
0.72), but did not expect either a short or a long disease timeline (patients M = 3.28, SD =
0.88; spouses M = 3.20, SD = 0.84).

The mediation designs tested in the present study (using unstandardised coefficients) are
depicted in Figures 1 and 2. We first examined the role of patients’ treatment control and
timeline beliefs on patients” QOL. In Figure 1, the total effect of patient treatment control
beliefs at Time 1 on patients’ QOL at Time 2 (six months later) is represented by path c, and
path c’ is the direct effect of patient treatment control beliefs on patients’ QOL after
controlling for patient timeline beliefs. The indirect effect is exerted on patients” QOL
through the proposed mediator of patient timeline beliefs. After controlling for covariates
(patient age, patient sexual functioning and patients’ QOL) at Time 1, results indicated that
patient timeline beliefs did not mediate the effect of patient treatment control beliefs on
patients’ QOL because the bias corrected and accelerated bootstrap confidence interval
included zero. Note that the coefficients of the covariates presented are the partial regression
weights for the covariates in the model of the outcome variable.

We then examined the role of spouses’ treatment control and timeline beliefs on patients’
QOL. In Figure 2, the total effect of spouse treatment control beliefs at Time 1 on patients’
QOL at Time 2 (six months later) is represented by path ¢, and path ¢’ is the direct effect of
spouse treatment control beliefs on patients’ QOL after controlling for spouse timeline
beliefs. The indirect effect is exerted on patients’ QOL through the proposed mediator of
spouse timeline beliefs. After controlling for covariates (i.e., patient age, patient sexual
functioning and patient urinary functioning at Time 1), patients” QOL at Time 1 was found
to be the most important predictor of their QOL 6 months later (p < 0.001). Results also
indicated that spouse timeline beliefs mediated the effect of spouse treatment control beliefs
on patients” QOL, over and above the effect of patients’ QOL at Time 1 on QOL at Time 2,
as evidenced by the bias corrected and accelerated bootstrap confidence interval, which did
not include zero.

Discussion

This study examined associations among patients’ and spouses’ beliefs about treatment
control and disease timeline and the patients” QOL over a six-month period following
localised PC treatment. Study results revealed significant mediation effects of spouses’
timeline beliefs on the association between spouses’ treatment control beliefs and patients’
QOL. No significant mediation effect of patients’ timeline beliefs on the association
between patients’ treatment control beliefs and their QOL was found.

Descriptive data analyses showed that both patients and spouses generally agreed that the
treatment would control the PC. There are two potential reasons for these outcomes. First,
we included only patients with early stage, localised diseases in this study. Because
treatment of localised PC is quite effective with an average 5-year survival rate of 95%
regardless of type of treatment, it is likely that communication with the physician regarding
the efficacy of PC treatment might have strengthened the patient's and spouse's beliefs about
treatment control. Second, control beliefs, in general, among cancer patients and caregivers
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are important in understanding coping and adaptation to illness (Lobchuk, McPherson,
McClement, & Cheang, 2011; Osowiecki & Compas, 1998; Taylor, Lichtman, & Wood,
1984). Therefore, and according to the self-regulation model, higher levels of treatment
control beliefs might reflect ongoing adaptive coping responses to cancer and treatment
among both patients and spouses (Cameron & Moss-Morris, 2006). With respect to the
finding that both patients and their spouses expect neither a short nor a long disease timeline
(suggesting that they believed the illness would be of moderate duration), there are likely to
be variations in how patients understand ‘moderate’. In the absence of a clearer indication of
what moderate means to them (e.g., a few months vs. weeks), we can only speculate at this
stage. Future research would benefit from a more specific measurement of patients’ and
spouses’ duration beliefs.

Results also indicated that patient timeline beliefs did not mediate the effect of patient
treatment control beliefs on patient's QOL. Although illness perceptions have indeed
predicted emotional QOL in a range of medical populations (Alsen et al., 2010; Covic et al.,
2004; Tiemensma et al., 2011; Traeger et al., 2009), it is likely that the lack of significant
mediation effect of timeline beliefs on associations between their treatment control beliefs
and QOL six months later might be related to the strength of the association between initial
QOL (Time 1) and QOL six months later (Time 2). In other words, regardless of patients’
illness beliefs, patients” QOL (i.e., the composite of social/family, emotional, functional, and
physical QOL) dominates illness beliefs as the most important predictor of their QOL at a
later time point.

Unlike for patients, spouse timeline beliefs mediated the effect of spouse treatment control
beliefs on patient's QOL at Time 2 even after controlling for their QOL at Time 1. Spouses
experience their loved one's illness vicariously and, thus, their cognitions (i.e., beliefs) are
likely to exert significant influence on patients’ adjustment. Patients of spouses who
reported higher treatment control beliefs and, in turn, shorter expected disease timelines,
were more likely to report better QOL at a later time point. In the stress and coping
literature, Lazarus and Folkman (1984) state that the extent to which a stressful event is
perceived as controllable, is important in influencing the number and type of coping
responses that an individual will use. Indeed, there is reason to believe that caregiver
expectations about the efficacy of treatment and, in turn, the timeline of their loved one's
illness, may impact patient outcomes through adaptation processes and coping responses.
Spouses are often the primary caregiver for cancer patients (Hodgkinson et al., 2007) and
many patients also view their spouse as a partner in coping with cancer (Butler, Downe-
Wamboldt, Marsh, Bell, & Jarvi, 2000). Learman and colleagues (Learman, Avorn, Everitt,
& Rosenthal, 1990) noted a ‘Pygmalion effect’ in their research with nursing home patients
and their caregivers. In their study, the clinical status of nursing home residents was found to
be positively influenced by caregiver expectations, particularly emotional aspects of their
well-being and the incidence of severe illness (though not their functional independence).
There is reason to believe that a similar Pygmalion effect occurred with the PC patients in
this study because spouses’ beliefs about treatment control (i.e., their expectations about the
efficacy of treatment) and, in turn, the timeline of the disease, influenced patients’ general
QOL following treatment. That is, spouses’ beliefs likely shaped interactions between the
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couple, reinforced daily life activities, and influenced coping behaviors that bolstered
patients’ QOL.

One limitation of this study is that we did not specifically examine behavioural actions that
arose from the illness beliefs under study. The analyses did, however, provide an indication
of possible mechanisms that need to be explored in future studies. There are also limitations
to the generalisability of the present findings. First, this sample focused exclusively on PC
patients and their spouses. Men diagnosed with early-stage PC have better prognosis and
treatment control relative to many other cancer patients (American Cancer Society, 2011).
Thus, principles obtained from this research might not be applicable to other health
conditions in which disease controllability might not be guaranteed. Second, the sample was
largely Caucasian, well-educated, and middle-class. Therefore, it is not known to what
extent the present findings would apply to patients and spouses of different ethnic
backgrounds or socioeconomic status. Third, the representativeness of the sample may be
further limited by selection bias, in that those who completed the study tended to report
better urinary functioning than those who did not complete the study.

Conclusions and Future Directions

We have demonstrated evidence of a mediation effect of spouses’ timeline beliefs on the
association between their treatment control beliefs and PC patients’ QOL. These findings
highlight the powerful influence of spouses’ beliefs and expectations about treatment
outcomes on patients’ QOL. Although this study provides us with valuable insights into the
importance of involving spouses in psychological interventions focused upon improving
patient's QOL, there is a great need for future research that focuses on understanding the
interrelationships between patients” and spouses’ illness beliefs (such as the similarity or
dissimilarity of beliefs), how they might influence both patients’ and spouses’ QOL at
different stages of the cancer experience (e.g., at diagnosis, during treatment, and after initial
treatment), the mechanisms through which spouses’ beliefs impact patients’ QOL (e.qg.,
behavioural/coping mechanisms), and whether there is a gender effect (e.g., Kim et al.,
2008). In sum, this study highlights the important influence of spouses’ illness beliefs on
patients’ QOL, and the need for more research and development of interventions in dyadic
coping and patient adjustment. It also demonstrates the importance of accepting and
including spouses as partners in the health care team and, thus, involving them in the disease
and treatment consultation process.
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Figure 1. Mediation design with patient timeline beliefs as mediator
Patient treatment control beliefs are hypothesised to exert indirect effects on patients’ QOL

through patient timeline beliefs; *p < 0.05; ***p < 0.001.
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Figure 2. Mediation design with spouse timeline beliefs as mediator

Spouse treatment control beliefs are hypothesised to exert indirect effects on patients” QOL

through spouse timeline beliefs; *p < 0.05; ***p < 0.001.
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Table 1
Participant characteristics (n=53).

Characteristic n % M SD Range
Patient age 645 9.0  43-84
Spouse age 60.6 9.5 46-79
Patient ethnicitya:

Caucasian 49 925

African American 3 57

Spanish/Latino/Hispanic 1 19
Spouse ethnicitya:

Caucasian 50 943

African American 2 38

Spanish/Latino/Hispanic 1 19
Patient educational Ievelb:

Grade school 6 113

High school 17 321

College degree 18 340

Post graduate degree 12 226
Spouse educational Ievelb:

Grade school 1 19

High school 31 585

College degree 12 226

Post graduate degree 9 170
Days since diagnosis to Time 1 944 995 24-556
Type of treatment":

Radiation therapy 28 52.8

Surgery 14 264

Radioactive seed implantation 5 94

Surgery and radiation therapy 1 19

Radiation therapy and seed implantation 1 19

Radiation therapy and watchful waiting 1 19

Missing 3 57

Notes

a . . .
For analyses, ethnicity was coded as 0=non-Caucasian, 1=Caucasian.

b . .
For analyses, educational level was coded as O=less than college degree, 1=college degree or higher

C .
For analyses, type of treatment was coded as 0=non-surgical treatment, 1=surgery
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