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Uncertainty and Quality of Life
of Older Men Who Undergo Watchful Waiting
for Prostate Cancer

Meredith Wallace, PhD, RN, CS-ANP

Purpose/Objectives: To explore uncertainty, anxiety, and the personal
manner in which uncertainty is understood, and explain the health-related
and affective quality of life (QOL) of men who undergo watchful waiting
for prostate cancer.

Design: Descriptive, quantitative, survey approach.

Setting: United States.

Sample: A national sample of 21 men diagnosed with prostate can-
cer (X age = 76 years) who had elected to receive no treatment for their
disease.

Methods: 19 subjects who met the criteria contacted the researcher
and completed the mailed questionnaire.

Main Research Variables: Uncertainty and QOL.

Findings: Moderate yet significant relationships were found between
each of the independent variables. Significant relationships were found
among uncertainty, anxiety, and the perception of danger (a dimension
of QOL). Using hierarchical multiple regression, a model was built to
explain 60% of the variance in this QOL dimension.

Conclusions: This study supports that men who undergo watchful
waiting are uncertain and that this uncertainty results in their perception
of danger and influences their affective health-functioning QOL. This
study lends further support for the Uncertainty in lliness Model in the
watchful waiting population.

Implications for Nursing: The findings of this study imply that in-
creased teaching and patient care management regarding watchful wait-
ing are needed both before and after the treatment decision has been
made. This study provides the framework for further study on interven-
tions to improve the QOL of this population.

world and the fourth most common cancer among

men (Parkin, Pisani, & Ferlay, 1999). In the United
States, prostate cancer isthe most prevalent cancer in men, with
220,900 new cases estimated for 2003 (American Cancer So-
ciety, 2003). Low desath rates and the high risks and costs asso-
ciated with treatment have led some patients and physiciansto
choose not to aggressively treat prostate cancer but rather to pe-
riodically observeits progression. Watchful waiting is defined
as“initiad surveillancefollowed by active treatment if and when
tumor progression produces symptoms’ (Adolfsson, 1995, p.
333). Watchful waiting takesinto consideration factors such as
age, other medical conditions, and tumor qualities (organ-con-
fined disease and total Gleason score of seven or less) inthede-
cision of how to manage prostate cancer. From 3%—-13% of
urologists consider watchful waiting to be as appropriate as ag-
gressive therapy (Fowler et a., 1998). In a study of patients

P rostate cancer is the sixth most common cancer in the

Key Points. ..

0 Watchful waiting is an appropriate management option for
certain men with prostate cancer.

0O Asmen’s uncertainty increases, so does their perception of
that uncertainty as adanger.

0 Uncertainty explains a significant amount of the variance in
affective health functioning quality of life.

O Nurses should target their efforts to reduce uncertainty
through teaching and patient care management, which likely
will reduce the perception of danger and the effects of this per-
ception and uncertainty on the quality of life of the watchful
waiting population.

with prostate cancer over the age of 40 in a suburban general
practice, 31% underwent watchful waiting (Brett, 2001).

Men who receive watchful waiting as atreatment are likely
to be older than most men diagnosed with prostate cancer and
have other medical conditions and low-grade tumors. Watch-
ful waiting is most appropriate for men whose life expectancy
is less than 10-15 years. Naitoh, Zeiner, and De Kernion
(1998) found watchful waiting to be an appropriate manage-
ment option for older men with prostate cancer or men with
other serious illnesses that could threaten their lives more
quickly than the cancer. Koppie et al. (2000) conducted a
study to determine the demographic and clinical profile of
men who elect watchful waiting as a management option by
analyzing a database of 329 watchful waiters from the Cancer
of the Prostate Strategic Urological Research Endeavor. Chi-
square analysis revealed that patients treated with watchful
waiting were more likely to be 75 years old or older and have
alow serum prostate-specific antigen, organ-confined disease,
and atotal Gleason score of seven or less. In another study of
199 men who were undergoing watchful waiting for prostate
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cancer at several urology practices, 56% of patients remained
free from treatment after five years (Zeitman, Thakral, Wilson,
& Schellhammer, 2001).

Uncertainty has been determined to be amajor stressor for
patients coping with life-threatening illnesses such as prostate
cancer (Germino et al., 1998). In addition, the quality of life
(QOL) of older patients with cancer has gained increased at-
tention as a significant factor in the management of cancer and
cancer-related problems. Uncertainty has been shown to affect
QOL (Padilla, Mishel, & Grant, 1992).

The absence of organizing frameworks showing the rela-
tionship among illness variables and QOL isevident in nurs-
ing knowledge and clinical practice. The lack of aclear under-
standing of what influences QOL in patients with prostate
cancer and aframework to guide patients from diagnosisto an
outcome may encourage cliniciansto use morbidity and mor-
tality rather than QOL to make decisions about prostate can-
cer treatment. Therefore, the purpose of the current study was
to explore uncertainty, anxiety, and the manner in which un-
certainty is understood, as well as explain the health-related
and affective QOL of men who undergo watchful waiting for
prostate cancer.

Theoretical Framework

The theoretical framework for this study was adapted from
Mishel’s Uncertainty in Illness Model (Mishel, 1988) (see
Figure 1). Mishel viewed uncertainty as the greatest psycho-
logical stressor for patients coping with life-threatening ill-
nesses such as cancer. The model proposed that uncertainty
evolvesfrom severa lifefactors (structure providers, stimuli
frame, and cognitive capacity), isinfluenced (or mediated) by
personality characteristics and the personal manner in which
uncertainty isunderstood (primary appraisal), and resultsin an
outcome.

The influences of many personality characteristics have
been tested as mediators of the relationships among uncer-
tainty and outcomes, including optimism (Christman, 1990;
Mishel, Hostetter, King, & Graham, 1984; Mishel & Soren-
son, 1991), hope (Hilton, 1994), mastery (Mishel, Padilla,
Grant, & Sorenson, 1991), and learned resourcefulness (Rosen-
baum, 1983). The presence of anxiety was suggested in the
current study to mediate the relationship between uncer-
tainty and the personal interpretation of uncertainty. Anxi-
ety was not used previously as a mediator in the model be-
tween uncertainty and QOL. However, theoretical support
can be derived from the literature about fear of cancer mani-
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Figure 1. Uncertainty in lliness Model
Note. Based on information from Mishel, 1988.

fested as anxiety among older adults (Berman & Wan-
dersman, 1990; Burman & Weinert, 1997; Lauver &
Angerame, 1993; Sutton, Eisner, & Burklow, 1994). Primary
appraisal, derived from the work of Folkman and Lazarus
(1985) with stress and coping, functions to process the un-
certainty and acts as a mediator between uncertainty and
QOL. Primary appraisal may result in the perception of un-
certainty as either danger or opportunity.

Literature Review

The personal nature of QOL and the great variability inher-
ent in individual values make defining the concept difficult.
QOL definitions usually include physical, psychological, so-
cial, and spiritual aspects of function and well-being (Mul-
doon, Barger, Flory, & Manuck, 1998). Function primarily is
measured as health-related QOL, and well-being generally is
evaluated with affective measures of the concept. The current
study determined function using a health-related QOL mea-
sure and well-being using an affective measure of QOL.

Studies have demonstrated that prostate cancer and itstreat-
ment choices have a pervasive impact on QOL of older men
(Borghede, Karlsson, & Sullivan, 1997; Kornblith, Herr,
Ofman, Scher, & Holland, 1994; Litwin et al., 1995). Thetwo
main side effects of treatment, incontinence and impotence,
affect the physical, psychological, socia, spiritual, and overal
QOL of older men (Keister & Blixen, 1998).

Although some studies have identified QOL dimensionsfor
patients with prostate cancer, few of these studies included
men who have undergone watchful waiting. In addition, all of
the studies focused on health-related QOL to the exclusion of
other QOL dimensions.

Bacon, Giovannucci, Testa, and Kawachi (2001) conducted
asurvey of 842 men diagnosed with prostate cancer. The sur-
vey, which was mailed to participants, was completed during
afive-year period. Using several QOL instruments with re-
ported reliability and validity, a study group undergoing
watchful waiting and another study group undergoing hor-
mone therapy reported the lowest total QOL scores. The low
QOL scores occurred despite the absence of urinary inconti-
nence, impotence, and bowel side effectsin these populations.
Differences among treatment groups were apparent on spe-
cific QOL dimensions. Galbraith, Ramirez, and Pedro (2001)
used alongitudinal design to demonstrate QOL differences
among five treatment groups (watchful waiting, surgery, con-
ventional radiation, proton-beam radiation, and a combination
of both radiation types). One hundred eighty-five men with
localized prostate cancer were sent aQOL questionnaire with
supported reliability and validity at 6-, 12-, and 18-month in-
tervals; the researchers found that although the treatment
groups varied on QOL dimension scores, no differencesin
overall QOL scoreswere seen. Litwin et d. (1995) used amail
survey to determine how health-related QOL was affected in
214 subjects receiving radiation, radical prostatectomy, or
watchful waiting for prostate cancer, and a control group (n =
273). Analysis of covariance, controlling for age and comor-
bidity, revealed differences in various dimensions of QOL.
However, no differences were found in overall QOL among
the three treatment groups and the comparison group. In an-
other study by Kornblith et al. (1994), the effect of androgen
ablation treatment (n = 94), radical prostatectomy (n = 48), or
watchful waiting (n = 31) on the health-related QOL of men
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and their spouses or partners was explored. Multivariate
analysis of variance revealed no significant differencesin
overall QOL among the three treatment groups. However,
once again, differences were seen among treatment groups on
specific QOL dimensions. Theinvestigators did not report the
individual score reports but stated that all three groups expe-
rienced distress that affected their QOL.

These outcome studies revealed that QOL concerns tran-
scend treatment groups. The researchers found support for the
notion that total QOL in the watchful waiting group was lower
or no different than the total QOL of treatment groups expe-
riencing the side effects of treatment, despite domain-specific
differencesin QOL. In other words, the results of the current
study indicated that QOL is affected fairly equally by al men
with prostate cancer, regardless of treatment choice.

Only one study has been conducted on the role of uncer-
tainty in prostate cancer. However, only Caucasian (n = 132)
and African American (n = 69) men who received radical
prostatectomy or radiation treatment for prostate cancer and
their families were included in the sample (Germino et al.,
1998). After controlling for age and education, no difference
in uncertainty was found between the radical prostatectomy
group and the radiation treatment group. Low yet significant
correlations were apparent among uncertainty and coping,
psychological adjustment, and perceptions of health and ill-
nessin al four groups. Role and spiritual variableswere cor-
related with uncertainty in Caucasian patients and family
members. Although QOL was not measured directly, domains
that are considered to be important to QOL, including psycho-
logical adjustment, social support, and spirituality, were
shown to be negatively related to uncertainty in this sample of
patients with prostate cancer. Based on thisinformation, two
hypotheses were devel oped to guide the current study’s re-
search.

1. Uncertainty, anxiety, and primary appraisal significantly will
explain the hedth-related and affective QOL among older
men who undergo watchful waiting for prostate cancer.

2. Anxiety and primary appraisal will have a mediating effect
on uncertainty and affective and health-related QOL in older
men who undergo watchful waiting for prostate cancer.

Methods

Approval for this study was obtained from the respective
ingtitutional review boards. To be included in the study, par-
ticipants had to be male, aged 65 and older, fluent in English,
and able to give informed consent. Participants in the study
must have been diagnosed with prostate cancer but could not
have received surgical, radiation, or other treatment for the
disease.

Participants were recruited through their urologists, anews-
paper advertisement, or Web site announcement. A total of
31,500 flyers, accompanied by aletter, were mailed to 4,500
urologists identified through a purchased database from the
American Urological Association. This sample represented
diverse geographical areas throughout the United States. In
addition, five urologists in Connecticut were contacted by
telephone and through subsequent personal meetings. The
subject recruitment flyer also was posted on eight prostate
cancer Web sites and distributed at local supermarkets and
libraries, and an advertisement was placed in the “Healthy
Living” section of The New York Times.

Along with the flyers, urologists were sent aletter specifi-
cally discussing the inclusion criteria and the focus of the
study on the QOL of men who were watchful waiting. The
urologists were instructed to distribute the flyersto their pa-
tientsthat met theinclusion criteria. The flyers and advertise-
ments listed the study inclusion criteriaand the investigator’s
identification and telephone number, notified participants of
a$10 token of appreciation, and requested participantsto call
the researcher if they met the criteria, had questions, or were
interested in participating.

Instruments

The Mishel Uncertainty in IlIness Scale-Community
Form (MUIS-C) (Mishel, 1997) was used to measured uncer-
tainty in this study. The MUIS-C was developed in 1986 asan
adaptation of the original MUIS (Mishel, 1981). MIUS-C con-
tainsthe same 28 Likert scaleitems asthe original MUIS, ex-
cept the items pertinent to treatment and communication with
physicians and healthcare personnel that were not appropriate
to individualsresiding in the community were not included. Be-
cause the items on the MUIS-C are highly similar to those on
theorigina MUIS, the extensive rdliability and validity results
from the original MUI S are used to support the MUIS-C.

The State-Trait Anxiety Inventory (Spielberger, 1983) was
developed in 1964 in response to the need for avalid and re-
liable instrument to measure anxiety. The inventory has been
used extensively in research and clinical practice. The Trait
Anxiety Scale used in the current study consisted of 20 state-
ments asking respondents to choose the degree to which they
possess anxiety descriptors on afour-point Likert scale. The
scores can range from 20-80, with higher scores indicating
greater anxiety.

The Appraisal Scale, used to measure the manner in which
the participants perceive the uncertainty associated with pros-
tate cancer, originally was designed by Folkman (1982) to
assess a number of psychological variables related to stress
and coping during college examinations, including cognitive
appraisal, emotion, and coping. The scale later was divided
into two components: the appraisal scale and the coping scale,
for usein alater study (Folkman & Lazarus, 1985). The ap-
praisal scale consists of 15 questions on a five-point Likert
scale (0 =not at all to 5= agreat deal). Respondents are asked
to rate the extent to which they felt each of 15 emotions re-
garding astressor. In this case, the scale was adapted to query
participants regarding their feelings about the uncertainty as-
sociated with prostate cancer.

Two instruments were used to measure QOL in this study.
The University of California, Los Angeles, Prostate Can-
cer Index (UCLA-PCI) was developed by Litwin et al.
(1995) to measure specific changesin health-related QOL ex-
perienced by patients with prostate cancer. The instrument
contains atotal of 28 items presented in athree- to five-point
Likert format. The first 11 items (containing subitems for a
total of 36 questions) of the questionnaire are taken directly
from the Short Form-36 (SF-36) Health Survey (Ware &
Sherbourne, 1992). The SF-36 has been used widely to assess
the QOL of multiple populations. Validity of the SF-36 was
supported using the data collected from 4,842 patientsin the
original medical outcomes study. In addition to the 11 items
of the SF-36 scal e, the prostate-specific module consists of 14
itemsin aLikert scale format, focusing on urinary, sexual, and
bowel function (Litwin, Hays, Ganz, Leake, & Brook, 1998).

WALLACE-VOL 30, NO 2, 2003

305



Downloaded on 05-21-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

The Quality of LifeIndex (QLI) was designed by Ferrans
and Powers (1985) to measure satisfaction with various do-
mains of life and theimportance of such domainsto individual
participants. The initial development of the instrument in-
cluded 32 questions on a six-point Likert scale with QOL an-
chors on either side. The scale consists of two parts. The first
part asks subjects about their satisfaction with the various do-
mains of life. The second part asks respondentsto rate theim-
portance of those domains. Reliahility and vaidity testing re-
peatedly has supported the psychometric properties of thisin-
strument in numerous popul ations. Although previous results of
reliability testing were found on all instrumentsin the literature,
internal consistency reliability was measured again for instru-
mentswith multiple scales used in thisresearch, resulting inin-
ternal consistency reliability range of apha=0.78-0.88.

A demogr aphic data form was used to gather information
on subjects’ age, date of diagnosis, educational level, socio-
economic status, religious or spiritual practice, marital status,
presence or absence of diagnosed dementia, and comorbidity.

Statistical Analyses

Datawere hand-entered into SPSS® version 8.0 (SPSSInc.,
Chicago, IL). Datawere double-entered and reviewed for ac-
curacy, missing data, and adherence to the assumptions of
correlational and multiple regression analyses. Transforma-
tionsto reduce skewness were performed as necessary to meet
these assumptions. Descriptive statistics were calculated on all
demographic variables. Cronbach’s a pha coefficientsfor in-
ternal consistency were computed on all measures with mul-
tiple scal es. Statistics were determined significant at alevel of
p <0.05.

Results

On therequest of their physician (n = 16) or in response to
the advertisement (n = 5), 21 men called the toll-free number
requesting to participate in the study. Nineteen of these men
met the study criteria and returned the questionnaire. This
study used a convenience sample of 19 men with prostate
cancer who were over the age of 65, excluding those who
were treated for the disease.

Participants agesranged from 65-85 years, with amean age
of 76 years (SD = 6.71). The average number of chronic medi-
cal conditions reported by the sample was three, with arange
of oneto seven conditions. The most common medical condi-
tions reported were heart disease (hypertension and coronary
artery disease), visual deficiencies (cataracts, glaucoma, and
macular degeneration), gastrointestinal disorders (colon cancer
and peptic ulcers), hernias, and diabetes. The average length of
time with prostate cancer was 4.5 years, with arange of 1-10
years (SD = 33.89 months). Of the total sample, 47% were
married (n = 9), 16% were divorced (n = 3), and 37% were

Table 1. Regression Analyses

widowed (n=7). Forty-seven percent of the men had an annual
income of less than $20,000, 21% had incomes ranging from
$20,000-$40,000, 11% had incomes ranging from $40,000—
$100,000 and 21% had incomes equal to or greater than
$100,000. When broken down by religion, the sampleincluded
five Baptists (26%), four Catholics (21%), three Protestants
(16%), three Methodists (16%), and two Unitarians (11%); the
other two men (11%) reported “ other.”

A hierarchical multiple regression was chosen to addressthe
first hypothesis. This method of analysis was appropriate be-
cause the order of the variables had been supported through
prior use of the Uncertainty in lliness Modd (Mishel, 1988).
Pearson correl ations were conducted among all variablesto de-
termine the best variablesto be used in the regression analyses.
A hierarchical model was built using uncertainty, anxiety, and
“danger” as predictors and affective health functioning as the
outcome. None of the 14 hedlth-related QOL measureshad sig-
nificant relationshipswith al three variables. Therefore, asig-
nificant hierarchical model unlikely could be built with uncer-
tainty, anxiety, and appraisal to predict health-related QOL.

Four blocks of variables were entered into the regression
model. Thefirst block contained uncertainty, the second block
contained uncertainty and anxiety, and the third block contained
uncertainty, anxiety, and appraisal of uncertainty as danger. The
fourth block contained the interactions among the variables.
Table 1 displays the summary of findings of the general linear
model and the multiple regression analyses, and it reveal s that
thetotal R? accounted for by uncertainty in block one was 36%.
This statistic demonstrates asignificant ability of uncertainty in
thefirst block to explain 36% of the variance in this QOL mea-
sure (R?change = 0.361, F(1, 16) = 9.025, p = 0.008). The addi-
tion of anxiety to the model increases the variance explained
in QOL to 39%, a change of only 3%. Thiswas not asignifi-
cant increase in the explained variance (R?change = 0.031,
F(2, 15) = 4.822, p = 0.024). However, the addition of danger
increased the variance explained by 21%, increasing the total
variance explained in QOL significantly over and above uncer-
tainty and anxiety (R?change = 0.209, F(3, 14) = 6.998, p =
0.004), to 60%. The addition of the interaction effects to the
fourth block of themodel did not significantly increase the ex-
plained variance in QOL (R?change=0.123, F(6, 11) = 4.795,
p = 0.012). The combination of all independent variables ex-
plains the total of 72% of the variance in the affective health
function measure of QOL.

To develop arigorous model composed only of the signifi-
cant variables, the regression analyses were repeated with
only the variables that resulted in a significant ability to in-
crease the explained variance in QOL. When anxiety and the
interaction effects were removed, the total variance explained
in QOL remained 60%. Uncertainty continued to predict 36%
of the variance, and danger increased the total variance ex-
plained to 60% (see Figure 2). Post hoc tests verified that none

Model R R? Adjusted R? R? Change F p

1—Uncertainty 0.601 0.361 0.321 0.361 9.025 0.008
2—Uncertainty and anxiety 0.626 0.391 0.310 0.031 4.822 0.024
3—Uncertainty, anxiety, and danger appraisal 0.775 0.600 0.514 0.209 6.998 0.004
4—Uncertainty, anxiety, danger appraisal, and in- 0.851 0.723 0.573 0.123 4.795 0.012

teraction effects
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Figure 2. Supported Model

of the assumptions of regression wereviolated. Therefore, the
hypothesis was supported.

Asafind anadysisinthiscase, the ability of danger appraisa
to function as a mediator between uncertainty and QOL was
evaluated. Analysis of covariance was used to examine the
mediator effects of danger appraisal. Danger appraisal would be
considered amediator if the relationship with QOL was signifi-
cant; however, when statistically controlling for the paths of
these variables, a previoudy significant relationship between
uncertainty and QOL became nonsignificant (Baron & Kenny,
1986). Asseenin Table 1, the direct path between uncertainty
and the affective health function of QOL was significant. The
direct relationship between danger appraisal and affective
health function QOL also was significant (F = 12.896, p =
0.002). When controlling for danger appraisal, the ability of
uncertainty to predict this domain of QOL became nonsignifi-
cant (F = 0.389, p = 0.890), substantiating the role of danger
appraisal as amediator of uncertainty.

Discussion

One of the most fascinating and disturbing findings in the
literature among men with prostate cancer is the low QOL
scores experienced across treatment groups (Bacon et al., 2001,
Borghedeet a., 1997; Litwin et a., 1995; van Andel, Kurth, &
de Haes, 1997). Although aterationsin QOL might be expected
among men who are experiencing post-treatment urinary incon-
tinence, dterationsin libido and sexua function, and diarrhea
(Borghede et al.; Litwin et ., 1995; van Andel et a.), such
QOL dterations asfound in the literature were not expected in
men who do not experience these side effects of treatment. The
affective QOL scoresin the current study were similar to those
reported by Yarbro and Ferrans (1998) in their study of men
receiving radical prostatectomy and radiation treatment for
prostate cancer. The scores also were similar to Yarbro and
Ferransand Litwin et a. (1998) with the health-related QOL of
patients who received radiation and radical prostatectomy.

The current study tested a model for use with men who
were undergoing watchful waiting for prostate cancer and de-
termined that uncertainty and danger significantly predicted
the affective health functioning domain of QOL. Interestingly,
19 measures of QOL were taken, yet only the affective health
function measure had significant correlations with all three
predictor variables and could be used to build a significant
model. Although finding asignificant ability of the predictors
to explain the variancein al dimensions of QOL would have
been ideal, the health-functioning domain that was signifi-
cantly predicted in this study has been supported as a repre-
sentative domain of QOL in several prostate cancer studies
(Albertsen, Aaronson, Muller, Keller, & Ware, 1997; Altwein
et al., 1997; Borghede et al., 1997; Kornblith et al., 1994;
Litwin et al., 1995). Health functioning is the focus of severa

health-related QOL instruments, which further supports its
importance as a measure of QOL. Furthermore, Aaronson
(1991), in his discussion of the QOL of patients with cancer,
suggested that QOL should be limited to health-related and
health-sensitive domains.

In the current study, the inability of anxiety to explain more
of the variance than uncertainty alone may result from the
possible multicollinearity between the two variables. There-
lationship between uncertainty and anxiety was moderate yet
significant inthis study (r = 0.544, p = 0.020). The correlation
as presented appears to support arelationship. But, the mod-
erate nature appears to support some distinctiveness of the
concepts. The small sample size of the study may play arole
in this relationship. In other words, if the sample size was
larger, a stronger relationship may have been seen to negate
the distinctiveness of the concepts. Further study is needed
about the rel ationship between uncertainty and anxiety and the
way in which the two concepts are measured to determine the
extent of the relationship.

This study supports the role of danger as a mediator be-
tween uncertainty and QOL. The addition of thisvariable sig-
nificantly increased the explained variance in QOL from
36%—-60%. Thisincreasein explained varianceis considerable
and has extensive implicationsfor nurses caring for this popu-
lation of men. The findings of this study indicate that uncer-
tainty often results in the perception that living with prostate
cancer is dangerous, and this perception of danger may alter
QOL. Thus, the effect of uncertainty and perception of dan-
ger on QOL may be anticipated in this popul ation and appro-
priate teaching and patient care management interventions
implemented to reduce this perception and promote the high-
est possible QOL.

Limitations

The small sample size of this study was asignificant limi-
tation to the generalizability of the study findings beyond the
current sample. However, the small sample size occurred de-
spite substantive subject recruitment efforts. These efforts
included the mailing of flyersto 4,500 urologists nationwide,
asubject recruitment advertisement in a major newspaper, and
numerous visits and phone calls by the researcher to urology
practices. The small sample size may be a product of thein-
frequent use of watchful waiting as an option for the chronic
management of prostate cancer.

Implications for Nursing

The presence of uncertainty in this study explained 36% of
the variance in the affective health function measure of QOL.
The explained variance is considerable and has implications
for nurses caring for men undergoing watchful waiting for
prostate cancer. This study provides further information to
support the role of uncertainty as a significant factor in the
lives of men who undergo watchful waiting for prostate can-
cer, and the effect of that uncertainty on the QOL of this popu-
lation. From the results of this study, information is added to
the literature on the effect uncertainty has on QOL in men un-
dergoing watchful waiting for prostate cancer. These findings
imply the need for increased teaching and appropriate patient
care management regarding watchful waiting both before and
after the treatment decision has been made, and the results
provide the framework for further study on interventions to
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improve the QOL of this population. Future research is nec-
essary to substantiate the findings of this study and to explore
patient teaching and management interventions needed to pro-
mote the highest possible QOL in this population. A study by
Feldman-Steward, Brundage, Nickel, and MacKillop (2001)
indicated that although much disagreement occurred in the
type and amount of information needed in early-stage prostate
cancer, thisinformation need did not vary according to demo-
graphic characteristics. Apart from the clinical implications of
the ability of uncertainty and danger to predict QOL, the sig-
nificant findings herein provide further strength for the appli-
cation of the Uncertainty in lliness Model to the watchful
waiting population.

Summary

A prevalent belief existsin society that people cannot live
quality liveswith cancerous growthsin their bodies. Thisbe-
lief is perpetuated by alack of understanding regarding the

chronic character of prostate cancer. Watchful waiting is an
appropriate option for selected men with localized prostate
cancer who are older than 70. Y et, the findings of this study
indicate that uncertainty existed among this group of men un-
dergoing watchful waiting, and this uncertainty resultsin the
perception of danger and a subsequent alteration in QOL.
With thisinformation, nurses may enhance teaching and pa-
tient management interventions regarding watchful waiting
(Wallace, 2002). The current study contributesinitial work to
the field of knowledge on the QOL of older men undergoing
watchful waiting for prostate cancer.

The author thanks Professors Terry Fulmer, PhD, FAAN, Deborah Witt
Sherman, PhD, FAAN, and Greg Moglia, PhD, members of the dissertation
committee at New York University.

Author Contact: Meredith Wallace, PhD, RN, CS-ANP, can be
reached at amwallacel@netzero.net, with copy to editor at rose_mary
@earthlink.net.

References

Aaronson, N.K. (1991). Methodological issuesin assessing the quality of life
of cancer patients. Cancer Supplement, 67, 844—850.

Adolfsson, J. (1995). Deferred treatment for clinically localized prostate can-
cer. European Journal of Surgical Oncology, 21, 333—340.

Albertsen, P.C., Aaronson, N.K., Muller, M.J,, Keller, SD., & Ware, J.E.
(1997). Health-related quality of life among patients with metastatic pros-
tate cancer. Urology, 49, 207-216.

Altwein, J., Ekman, P., Barry, M., Biermann, C., Carlsson, P., Fossa, S., et d.
(1997). How is quality of life in prostate cancer patients influenced by
treatment? The Wallenberg symposium. Urology, 49(Suppl. 4A), 66—76.

American Cancer Society. (2003). Cancer facts and figures, 2003. Atlanta,
GA: Author.

Bacon, C.G., Giovannucci, E., Testa, M., & Kawachi, |. (2001). Theimpact
of cancer treatment on quality-of-life outcomesfor patients with localized
prostate cancer. Journal of Urology, 155, 1804—-1810.

Baron, R.M., & Kenny, D.A. (1986). The moderator-mediator variable dis-
tinction in social psychological research: Conceptual, strategic, and statis-
tical considerations. Journal of Personality and Social Psychology, 51,
1173-1182.

Berman, SH., & Wandersman, A. (1990). Fear of cancer and knowledge of
cancer: A review and proposed rel evance to hazardous waste sites. Social
Science Medicine, 31, 81-90.

Borghede, G., Karlsson, J., & Sullivan, M. (1997). Quality of lifein patients
with prostatic cancer: Results from a Swedish population study. Journal of
Urology, 158, 1477-1486.

Brett, T. (2001). Prostate cancer in general practice. Results of a five-year
prospective clinica study in one practice. Australian Family Physician, 30,
717-723.

Burman, M.E., & Weinert, C. (1997). Rural dwellers’ cancer fears and per-
ceptions of cancer treatment. Public Health Nursing, 14, 272-279.

Christman, N.J. (1990). Uncertainty and adjustment during radiotherapy.
Nursing Research, 39, 17-20.

Feldman-Steward, D., Brundage, M.D., Nickel, J.C., & MacKillop, W.J.
(2001). Theinformation required by patients with early-stage prostate can-
cer in choosing their treatment. British Journal of Urology International,
87, 218-223.

Ferrans, C.E., & Powers, M.J. (1985). Quality of lifeindex: Development and
psychometric properties. Advanced Nursing Science, 8(1), 15-21.

Folkman, S. (1982). An approach to the measurement of coping. Journal of
Occupational Behavior, 3, 56-107.

Folkman, S., & Lazarus, R.S. (1985). If it changesit must be a process: Study
of emotion and coping during three stages of a college examination. Jour-
nal of Personality and Social Psychology, 48, 150-170.

Fowler, F.J, Bin, L., Callins, M.M., Roberts, R.G., Oesterling, J.E., Wasson,

JH., et al. (1998). Prostate cancer screening and beliefs about treatment
efficacy: A national survey of primary care physicians and urologists.
American Journal of Medicine, 104, 526-532.

Galbraith, M.E., Ramirez, JM., & Pedro, L.W. (2001). Quality of life, health
outcomes, and identity for patients with prostate cancer in five different
treatment groups. Oncology Nursing Forum, 28, 551-560.

Germino, B.B., Mishel, M.H., Belyea, M., Harris, L., Ware, A., & Mohler, J.
(1998). Uncertainty in prostate cancer: Ethnic and family patterns. Cancer
Practice, 6, 107-113.

Hilton, B.A. (1994). The Uncertainty Stress Scale: Its development and psycho-
metric properties. Canadian Journal of Nursing Research, 26(3), 15-30.
Keister, K.J.,, & Blixen, C.E. (1998). Quality of life and aging. Journal of

Gerontological Nursing, 24(5), 22—28.

Koppie, T.M., Grossfeld, G.D., Miller, D., Yu, J., Stier, D., Broering, JM.,
et a. (2000). Patterns of treatment of patients with prostate cancer initialy
managed with surveillance: Results from the CaPSURE database. Cancer
of the Prostate Strategic Urological Research Endeavor. Journal of Urol-
ogy, 164, 81-88.

Kornblith, A.B., Herr, JW., Ofman, U.S,, Scher, H.I., & Holland, J.C. (1994).
Quality of life of patients with prostate cancer and their spouses. Cancer,
73, 2791-2802.

Lauver, D., & Angerame, M. (1993). Women's expectations about seeking
care for breast cancer symptoms. Oncology Nursing Forum, 20, 519-525.

Litwin, M.S,, Hays, R.D., Fink, A., Ganz, P.A., Leake, B., Leach, G.E., et al.
(1995). Quality-of-life outcomesin men treated for localized prostate can-
cer. JAMA, 273, 129-135.

Litwin, M.S,, Hays, R.D., Ganz, P.A., Leske, B., & Brook, R.H. (1998). The
UCLA prostate cancer index: Development, reliability, and validity of a
health-related quality of life measure. Medical Care, 36, 1002—1012.

Mishel, M. (1997). Uncertainty in illIness scales manual. Chapel Hill, NC:
University of North Carolina.

Mishel, M.H. (1981). The measurement of uncertainty in illness. Nursing
Research, 30, 258-263.

Mishel, M.H. (1988). Uncertainty inillness. Image: Journal of Nursing Schol-
arship, 20, 225-232.

Mishel, M.H., Hostetter, T., King, B., & Graham, V. (1984). Predictors of
psychosocial adjustment in patients newly diagnosed with gynecological
cancer. Cancer Nursing, 7, 291-299.

Mishel, M.H., Padilla, G., Grant, M., & Sorenson, D.S. (1991). Uncertainty
inillnesstheory: A replication of the mediating effects of mastery and cop-
ing. Nursing Research, 40, 236—240.

Mishel, M.H., & Sorenson, D.S. (1991). Uncertainty in gynecological cancer:
A test of the mediating functions of mastery and coping. Nursing Research,
40, 161-171.

ONF—-VOL 30, NO 2, 2003

308



Downloaded on 05-21-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

Muldoon, M.F., Barger, S.D., Flory, JD., & Manuck, S.B. (1998). What are
quality-of-life measurements measuring? BMJ, 316, 542-545.

Naitoh, J., Zeiner, R.L., & DeKernion, J.B. (1998). Diagnosis and treatment
of prostate cancer. American Family Physician, 57, 1531-1539.

Padilla, G.V., Mishel, M.H., & Grant, M.M. (1992). Uncertainty, appraisal,
and quality of life. Quality of Life Research, 1, 155-165.

Parkin, D., Pisani, P., & Ferlay, J. (1999). Global cancer statistics. CA: A
Cancer Journal for Clinicians, 49, 33—64.

Rosenbaum, M. (1983). Learned resourcefulness as abehaviora repertoirefor
the self-regulation of internal events: Issues and speculations. In M.
Rosenbaum, C.M. Franks, & Y. Jaffe (Eds.), Perspective on behavior
therapy in the eighties (pp. 51-73). New Y ork: Springer.

Spielberger, C.D. (1983). State-Trait Anxiety Inventory (FormY): Sampler
set, manual, test, scoring key. Redwood City, CA: Mind Garden.

Sutton, S.M., Eisner, E.J., & Burklow, J. (1994). Health communications to
older Americans as a specia population: The National Cancer Institute's
consumer-based approach. Cancer, 74(Suppl. 7), 2194-2199.

van Andel, G., Kurth, K.H., & deHaes, J.C. (1997). Quality of lifein patients
with prostatic carcinoma: A review and results of a study of N+ disease.
Urological Research, 25(Suppl. 2), S79—S88.

Wallace, M. (2002). Watchful waiting: Management of prostate cancer asa
chronic disease. InM. Wallace & L. Powell (Eds.), Prostate cancer: Nurs-
ing assessment, management, and care (pp. 126—139). New Y ork: Springer.

Ware, J.E., & Sherbourne, C.D. (1992). The MOS 36-item short-form health

survey (SF-36): Conceptual framework and item selection. Medical Care,
30, 473-483.

Yarbro, C., & Ferrans, C. (1998). Quality of life of patientswith prostate can-
cer treated with surgery or radiation therapy. Oncology Nursing Forum, 25,
685-693.

Zeitman, A.L., Thakral, J., Wilson, L., & Schellhammer, P. (2001). Conser-
vative management of prostate cancer in the prostate specific antigen era:
Theincidence and time course of subsequent therapy. Journal of Urology,
166, 1702—-1706. s

For moreinformation . . .

0 Prostate.com: Watchful Waiting for Prostate Cancer
www.prostate.com/watchwaitingpc_e.htm

0 Watchful Waiting: The Preferred Option for Many Men
Www.prostatepoi nters.org/ww/wwopt.htm

0 When Is Watchful Waiting Appropriate for Prostate Cancer?
www.healthandage.com/Home/gid2=1971

Links can be found using ONS Online at www.ons.org.
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