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Psychosocial Trajectories of Men Monitoring  
Prostate-Specific Antigen Levels Following Surgery 
for Prostate Cancer

Purpose/Objectives: To describe the psychosocial trajec-
tories of men treated surgically for prostate cancer after 
monitoring their prostate-specific antigen (PSA) levels until 
24 months post-treatment. 

Design: Descriptive longitudinal study.

Setting: Urology clinic at Duke University Health System.

Sample: 12 men diagnosed and treated for prostate cancer. 

Methods: Men were interviewed in their homes at base-
line and at 24 months and via telephone at 6, 12, and 18 
months. Scores from the Profile of Mood States, Mishel 
Uncertainty in Illness Scale, Self-Control Schedule, and 
Cantril’s Ladder were entered into a database for analysis. 
Graphs of individual participants’ scores were plotted.

Main Research Variables: PSA values, mood state, 
cognitive reframing, impact of event, quality of life, illness 
uncertainty, and growth through uncertainty were measured.

Findings: Three trajectories were identified (i.e., stable, 
unstable, and mixed) and graphed using a typological or 
health pattern approach. 

Conclusions: Monitoring PSA levels is critical for men 
treated for prostate cancer. This study provides preliminary 
data on the psychological trajectories of men during the first 
24 months postprostatectomy. 

Implications for Nursing: Rising PSA levels that are associ-
ated with the recurrence of disease can cause psychosocial 
distress among men with prostate cancer. 

Key Words: prostate cancer; quality of life; survivorship; 
coping
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T 
he American Cancer Society ([ACS], 2014) 
estimated that 233,000 new cases of prostate 
cancer will be diagnosed and 29,480 men 
will die from this disease in 2014. Prostate 
cancer is the most common noncutaneous 

cancer in men, particularly older men, and the second 
leading cause of death from cancer among men in the 
United States (ACS, 2014). For men diagnosed with 
localized prostate cancer, treatment strategies include 
active surveillance, radiation therapy, cryotherapy, 
surgery, and prostatectomy. A study of 11,892 men en-
rolled in the Cancer of the Prostate Strategic Urologic 
Research Endeavor database, a national registry of men 
with prostate cancer, found that 50% (n = 5,931) of par-
ticipants underwent prostatectomy for their disease 
(Cooperberg, Broering, & Carroll, 2010).

After prostatectomy, prostate-specific antigen (PSA) 
values are used to provide information about potential 
progression or recurrence. Dinnes, Hewison, Altman, 
and Deeks (2012) reviewed guidelines from nine orga-
nizations and reported the lack of systematic guidelines 
to monitor treated patients. Some studies used any 
detectable PSA, and others used PSA doubling time. 
In a review of the monitoring role of PSA, Payne and 
Cornford (2011) reported that PSA doubling time can 
determine risk for clinical progression in men who ex-
perience a rise in PSA results postprostatectomy. You 
et al. (2009) reported the importance of PSA clearance, 
identified as four PSA values obtained during the first 
month following surgery, was predictive of relapse 
risk in treated men. PSA is a useful tool for monitoring 
disease status following prostatectomy; however, un-
certainty remains for patients and providers on what 
values may prompt additional treatment in the case of 
biochemical recurrence, defined as a PSA value of at 
least 0.4 ng/ml followed by a second increase in value.

Despite the potential clinical use of PSA measure-
ment after treatment, recurrent PSA testing may cause 
psychological distress and lead to a decrease in health-
related quality of life in men who use those values 

to monitor disease status post-treatment. A study by 
Dale, Bilir, Han, and Meltzer (2005) revealed that men 
experienced anxiety while undergoing initial PSA 
testing for prostate cancer and when it was used to 
determine if the disease recurred. However, no studies 
have explored illness uncertainty in the context of PSA 
monitoring following treatment for localized prostate 
cancer. The purpose of this exploratory pilot study was 
to describe the psychosocial trajectories of men newly 
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diagnosed and treated with surgical management 
for early-stage prostate cancer. All participants were 
monitoring their PSA levels during the first 24 months 
post-treatment. The authors explored the following 
research question: How do patterns of psychosocial 
functioning vary on the constructs of psychological 
distress, cognitive reframing, and quality of life across 
five time points (i.e., at baseline and at 6, 12, 18, and 24 
months) during PSA monitoring? 

Literature Review 

PSA values that increase over time after treatment for 
prostate cancer can cause stress and worry. Klotz (1997) 
described a condition known as PSAdynia, in which 
an elevated PSA level leads to emotional or physical 
distress. In men treated with surgery who experience a 
rise in PSA levels, the condition is known as PSAdynia 
cancer of the prostate: radical prostatectomy. 

Pietrow, Parekh, Smith, Shyr, and Cookson (2001) 
examined the effect of PSA recurrence on health-related 
quality of life in patients following surgery for prostate 
cancer. Follow-up occurred between 4–86 months via 
mailed questionnaire. A total of 88 patients with PSA 
recurrence and 260 without recurrence participated in 
the study. Small but statistically significant differences 
were noted in two (i.e., physical functioning and pain) 
of the four physical health domains. A decrease was 
found in one category of mental health domains (i.e., 
role limits because of emotional health) for men with 
PSA recurrence. However, these differences were prob-
ably clinically insignificant and may have little impact 
on overall health-related quality of life. Forty-one 
percent of men with PSA recurrence were on adjuvant 
hormone ablation therapy, and satisfaction was almost 
identical between the groups. 

Clark, Bokhour, Inui, Silliman, and Talcott (2003) 
constructed patient-centered measures of the out-
comes of treatment in early prostate cancer using 
focus groups and surveys developed from those find-
ings. Forty-eight men with early-stage prostate cancer 
who were 12–24 months post-treatment participated 
in the study. Men reported uncertainty about whether 
the treatment worked and how could they know 
whether the cancer was controlled or cured. One pa-
tient was uncertain as to why he had to continue PSA 
testing because he thought the removal of his prostate 
gland was curative. Some asked what specific symp-
toms of recurrence should be monitored. The survey 
had two health worry items (i.e., feeling like one’s 
health could take a turn for the worse and living in 
fear of PSA rise). In addition, the scale contained two 
PSA concern items (i.e., keeping close track of PSAs 
and taking comfort from knowing one’s PSA). Patients 
reported low scores on the health worry items, indicat-

ing reduced levels of quality of life and high levels of 
concern related to PSA testing.

Ullrich, Carson, Lutgendorf, and Williams (2003) 
examined fear and mood related to cancer in 126 men 
with prostate cancer who were treated with radical 
prostatectomy. The average time since surgery was four 
years. The results showed that 45 men had evidence of 
biochemical recurrence as measured by elevated PSAs, 
and 81 men had no evidence of recurrence. Patients 
with elevated PSA and high levels of urinary tract 
symptoms reported elevated levels of fear and mood 
disturbance.

Despite the literature cited, no study was found that 
explored uncertainty, cognitive reframing, mood state, 
impact of event, or quality of life in men treated for 
localized prostate cancer in the two-year period fol-
lowing treatment. The current study sought to explore 
those factors in men with prostate cancer during the 
first two years post-treatment.

Conceptual Framework

A trajectory approach based on the work of Clipp, 
Elder, George, and Pieper (1997) and Mishel’s Uncer-
tainty in Illness Theory (Mishel, 1988, 1990) served 
as the framework for this study. Health trajectories 
reflect the direction of a chronic illness over time and 
the strategies used by the individual to manage their 
disease (Corbin, 1998). Clipp et al. (1997) proposed a 
typological or health pattern approach to health as-
sessment over time that permits the creation of “broad 
within-individual patterns” (p. 179) of health-related 
processes. 

Illness uncertainty has been defined as the inability 
to structure meaning for illness-related events when 
patients are unable to predict outcomes (Mishel, 1988). 
In chronic illness that evolves over time, Mishel (1990) 
proposed that uncertainty spreads from uncertainty 
about symptoms and disease state to uncertainty about 
broader life issues and the ability to achieve valued 
goals. Uncertainty in chronic illness results from the 
unpredictability of symptoms, continual concerns 
about exacerbation, and an unknown future because 
of physically limiting problems (Mishel, 1999). Em-
pirical support for uncertainty is found in the experi-
ence of patients living with cancer (Bailey, Wallace, & 
Mishel, 2007). As uncertainty spreads, the meaning 
attached to usual routines is disrupted, and continued 
uncertainty can dismantle a person’s sense of struc-
ture and worsen psychological outcomes. According  
to Mishel’s Uncertainty in Illness Theory, the result of 
continued uncertainty is depression and poorer psycho-
social adjustment (Mishel, 1988, 1997a, 1999).

Managing illness uncertainty is critical for successful 
adaptation to illness (Mishel, 1988), and interventions 
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to reduce uncertainty have been shown to be effective 
(Bailey, Mishel, Belyea, Stewart, & Mohler, 2004; Mishel 
et al., 2002). A trajectory perspective can generate a 
rich understanding of the impact of illness markers on 
symptoms, illness uncertainty, and quality of life. 

Methods

This was an exploratory longitudinal descriptive 
pilot study of PSA-related uncertainty, symptoms, and 
quality of life in patients who were monitoring their 
disease following surgical intervention for early-stage 
prostate cancer. A convenience sampling strategy 
was used to recruit men who had undergone surgical 
intervention for localized prostate cancer within the 
past six months. These men received their care from 
the genitourinary service of Duke University Health 
System in Durham, NC. After approval by the Duke 
University School of Medicine Institutional Review 
Board, participants were identified by review of eli-
gible patients being seen in the urology clinic, review 
of eligible patients in the electronic medical record, 
and contacting participating physicians about eligible 
patients. Once patients were identified, the participat-
ing physician sent a letter explaining the study and a 
letter from the principal investigator (PI) to the men 
that met the criteria for study inclusion. A postcard 
enclosed in the letter could be mailed back by the 
patient if he did not wish to be contacted about the 
study. The PI contacted patients that did not return a 
postcard to inform them about the study and, if they 
agreed, a home visit was scheduled for the purpose 
of informed consent and data collection. Enrolled 
participants received $20 for each data collection visit 
for a total of $100 for five visits over the course of the 
two-year study.

Questionnaire data were collected on all partici-
pants at baseline as well as at 6, 12, 18, and 24 months. 
Baseline and 24-month data collection occurred in the 
participants’ homes, and 6-, 12-, and 18-month data 
collection was conducted in a telephone interview. At 
enrollment, all men had PSA values collected from their 
medical records. The baseline PSA result was the first 
value reported after treatment, and subsequent data 
collection points included PSA levels at 6, 12, 18, and 24 
months. Reported baseline PSA values were measured 
from one week to six months after study enrollment. 

Participants completed the Profile of Mood States 
(POMS) questionnaire consisting of 37 items mea-
suring six mood states (anxiety, depression, anger, 
vigor, fatigue, and confusion) (Curran, Andrykowski, 
& Studts, 1995). Participants responded to items using 
a scale of 0 (not at all) to 4 (extremely). A composite 
variable of negative mood was developed by summing 
the values of three subscales (i.e., anger [seven items], 

depression [eight items], and anxiety [six items]) for 
a total negative mood score (Song, Lin, Ward, & Fine, 
2013). Scores on the negative mood scale range from 
0–84. Higher scores indicate greater mood disturbance. 
Validity for the POMS has been supported by factor 
analysis replications of the six mood scales with only 
one instrument items (i.e., uncertainty) crossloading 
more than 0.2, with tension (0.36) and confusion (0.51, 
0.39) in two different adult samples (Terry, Lane, & 
Fogarty, 2003). The Cronbach alpha for negative mood 
was 0.85 in the current study. 

Illness uncertainty was measured by the Mishel 
Uncertainty in Illness Scale (MUIS) (Mishel, 1981), a 
33-item scale that can be totaled or scored in four sub-
scales, each representing a distinct type of uncertainty. 
MUIS scores range from 33–165. Higher scores indicate 
greater illness uncertainty. The scale has been used 
widely in studies involving cancer and chronic illness 
samples. Mishel (1984) reported that the validity of the 
scale is supported by the finding that MUIS discrimi-
nated among medical, surgical, and diagnostic patient 
populations in the predicted directions. The total scale 
has a high level of internal consistency, with a total 
scale alpha of 0.91 (Mishel, 1981, 1997b). The Cronbach 
alpha for the current study was 0.95. 

Cognitive reframing, or the ability to address con-
cerns from a positive point of view, was measured 
with the 10-item cognitive reframing subscale from 
Rosenbaum’s (1990) Self-Control Schedule (SCS). Par-
ticipants responded using a 0–10 scale to rate items 
such as, “When I am faced with a difficult problem, I 
try to deal with it one step at a time.” SCS scores range 
from 0–100. Higher scores indicate greater cognitive 
reframing ability. The subscale’s validity was supported 
by significant positive correlations between the SCS and 
like instruments measured in two samples, including 
adaptive functioning (r = 0.27, p = –0.053; r = 0.45, p = 
0.001) and life satisfaction (r = 0.38, p = 0.01; r = 0.31, p =  
0.001). Significant negative correlations were found 
between the instrument and depression (r = –0.3, p = 
0.035; r = –0.25, p = 0.003). The Cronbach alpha for the 
current study was 0.87. 

Quality of life was measured by Cantril’s Ladder (Kil-
patrick & Cantril, 1960; McKeehan, Cowling, & Wykle, 
1986). Cantril’s Ladder consists of two items that ask 
participants to rate their life at the present and in six 
months on a scale ranging from 0–10, with 0 represent-
ing the worst possible life and 10 the best possible life. 
Higher scores indicate greater quality of life. The mea-
sure is global and allows patients to respond according 
to facets of their lives that they believe are most impor-
tant. It has been used with men electing watchful wait-
ing as an alternative to treatment for prostate cancer  
(Bailey et al., 2004). Despite the wide use of Cantril’s 
Ladder, psychometric properties of the instrument have 
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not been well supported in the literature. The American 
Thoracic Society (2007) reported that the content valid-
ity of the instrument is supported each time investiga-
tors determine that the single item on this question 
is appropriate for measuring the concept, indicating 
validity when used to measure quality of life. Brown, 
Rawlinson, and Hilles (1981) reported that construct 
validity of the instrument has been supported through 
correlations with other like instruments. The Cronbach 
alpha for the current study was 0.87.

To understand whether men could use the experience 
of a prostate cancer diagnosis to see their lives in a new 
light, the subscale from the Growth Through Uncer-
tainty Scale (GTUS) (Bailey et al., 2004) was used. The 
scale was developed to measure the process of growth 
through uncertainty where individuals relinquish 
their old life perspective and experience a change in 
life view. Scale items included statements such as, “I 
have structured a new way of living,” “I have a sense 
of what is important,” “I now consider many different 
alternatives,” and “I create new rules and expecta-
tion for life.” GTUS consists of 39 items generated 
from studies investigating the process of uncertainty 
management in women after a cardiac event or after 
treatment for breast cancer. A total score is obtained by 
summing all items. The Cronbach alpha for the total 
scale was 0.95 in a sample of patients with breast cancer 
and female patients with cardiovascular disease. The 
scale’s construct validity was supported by the inverse 
relationship between the GTUS and POMS (Mishel & 
Fleury, 2001). The Cronbach alpha for the total scale in 
the current study was 0.95.

The authors computed test-retest reliability for the 
POMS (negative mood composite), MUIS, cognitive 
reframing scale, and GTUS. Results were analyzed us-
ing SPSS®, version 20.0, and the authors computed the 
intraclass correlation coefficient (ICC) as a measure of 
instrument reliability for the POMS, MUIS, cognitive 
reframing, and GTUS (McGraw & Wong, 1996; Shrout 
& Fleiss, 1979). A moderate to high degree of reliability 
was found for all measures (POMS = 0.707, MUIS =  
0.866, cognitive reframing = 0.447, GTUS = 0.921), dem-
onstrating that the selected measures are reliable and 
consistent with multiple administrations.

Analysis

Graphs of summed total scores for all measures for 
each participant were used to plot the change in scores 
over time to answer the research question, which fol-
lows the health pattern approach described by Clipp et 
al. (1997). Based on the analysis of the 12 participants, 
three trajectory patterns emerged. The three patterns 
included a stable trajectory, an unstable trajectory, and 
a mixed trajectory.

Results

The 12 men who participated in this exploratory pi-
lot study were aged from 49–72 years (

—
X = 59.3 years), 

with an average of 16 years of education. Nine of the  
participants were Caucasian, two were African Ameri-
can, and one was Asian American. Most men were 
married or living with a partner (n = 10); two were 
divorced. The majority (n = 10) reported incomes 
greater than $40,000 per year. They reported between 
0–6 additional health problems. At baseline, scores for 
the negative mood composite ranged from 0–35, MUIS 
scores ranged from 82–148, cognitive reframing scores 
ranged from 19–88, Cantril’s Ladder scores ranged from 
50–110, and GTUS scores ranged from 121–231. Higher 
scores on Cantril’s Ladder and GTUS indicated greater 
quality of life.

The authors identified three trajectory patterns 
among the 11 participants who completed the study; 
one participant was unable to complete follow-up 
measures. Five participants were labeled as having a 
stable trajectory based on improving or stable scores 
on the psychosocial measures and PSA values over the 
course of 24 months, one participant was categorized as 
unstable, and five participants were viewed as having 
a mixed trajectory because of fluctuating values on the 
psychosocial measures and PSA values. 

The first pattern that emerged among participants 
was labeled a stable trajectory (see Figure 1). In this 
exemplar case, the participant’s PSA values remained 
at levels less than 0.1 ng/ml (i.e., undetectable). The 
participant’s mood state, using a composite score 
from the anger, depression, and anxiety subscales, 
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Figure 1. Changes in Psychosocial Function Scores 
for a Patient With Stable Trajectory
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remained low during the 24 months with a range of 
1–13. Cognitive reframing scores ranged from 82–88 
on a scale of 0–100, indicative of a heightened ability 
to manage problems. Quality of life, as measured by 
Cantril’s Ladder, was high and stable over time, rang-
ing from 7–9 on a 10-point scale. Uncertainty levels 
remained elevated but stable over time, with scores 
that ranged from 133–153 on a scale that ranges from 
33–165. The GTUS score remained relatively stable 
over time, ranging from 115–154 on a scale that ranges 
from 39–234. Overall, the data from this participant 
suggested a stable pattern of psychosocial functioning 
in the context of illness uncertainty. 

The second pattern revealed an unstable trajectory 
(see Figure 2). One participant’s PSA values were un-
detectable at baseline and at six months post-treatment. 
However, at 24 months, the value spiked to 0.6 ng/
ml (i.e., biochemical failure), and the participant was 
informed that his disease had recurred. Negative mood 
state was elevated, ranging from 18–44 across the five 
time points with a possible range of 0–84, and it spiked 
to 44 at 12 months. Cognitive reframing scores were 
low, ranging from 29–60 across five time points, with 
a possible range of 0–100, and quality of life remained 
low at the last time point. Uncertainty levels increased 
to a score of 118 at 18 months, indicative of a worsen-
ing pattern of psychosocial functioning. At 18 months, 
a decrease in psychosocial functioning was indicated 
by a decrease in GTUS to 108. At 24 months, the GTUS 
score increased slightly to 136. Those data support an 
unstable pattern of psychosocial functioning. 

The third pattern that emerged among men in the 
current study is described as a mixed trajectory with 

declining and improving patterns (see Figure 3). PSA 
values were 0.2 ng/ml (i.e., borderline detectability) 
over the five time points post-treatment. However, 
doctors told the participant at the six-month follow-up 
appointment that they may not have removed all of the 
cancer. Because of that, his mood state fluctuated over 
time, with a negative mood state score of 10 at baseline, 
36 at six months, and 13 at 24 months, with a pos-
sible range of 0–84. Cognitive reframing scores, which 
range from 0–100, also fluctuated from a score of 76 at 
baseline to 71 at 12 months, then up to 81 at 18 months 
and decreasing again at 24 months to 74. Quality of 
life fluctuated slightly over time with scores ranging 
from 6–7. Uncertainty levels, which range from 33–165, 
decreased from 116 at baseline to 97 at 18 months and 
decreased again at 24 months to 91. The participant’s 
GTUS score, which ranges from 39–234, decreased from 
133 at baseline to 96 at 18 months, with a final score 
of 121 at 24 months. Those data indicate a fluctuating 
pattern of psychosocial functioning. 

Discussion

A substantial body of literature supports the effect of 
a cancer diagnosis on psychosocial functioning. A com-
monly reported response to a cancer diagnosis is fear 
of pain, treatment, and mortality (Ullrich et al., 2003). 
Kuijpers, Groen, Aaronson, and van Harten (2013) sug-
gested that, because of the long remission period associ-
ated with many cancers, disease management may be 
better understood within a chronic disease framework. 
Within that period, cancer survivors continue to cope 
with the psychosocial effects of the disease.
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Figure 2. Changes in Psychosocial Function Scores 
for a Patient With Unstable Trajectory

180

150 

120 

90 

60 

30 

0 

P
sy

ch
o

lo
g
ic

al
 F

u
n

ct
io

n
 S

co
re

s

Baseline 6 12 18 24

Months

CL CR GTUS MUIS NMS

CL—Cantril’s Ladder; CR—cognitive reframing; GTUS—Growth 
Through Uncertainty Scale; MUIS—Mishel Uncertainty in Illness 
Scale; NMS—negative mood state

Figure 3. Changes in Psychosocial Function Scores 
for a Patient With Mixed Trajectory
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Knowledge Translation 

A typological approach can help identify men with prostate 
cancer in follow-up clinics who are experiencing concerns 
about post-treatment side effects and teach them to manage 
these problems. 

Because of the lengthy trajectories associated with many can-
cers, disease management may be better understood within 
a chronic disease framework.

Nurse-led support groups and patient-driven nursing 
interventions may assist in the management of psychosocial 
responses to prostate cancer. 

In the case of prostate cancer, disease recurrence is 
clinically insidious and begins with PSA elevation. 
Monitoring PSA levels following treatment is impor-
tant, but controversy remains surrounding what values 
warrant additional treatment (Payne & Cornford, 2011; 
You et al., 2009). The PSA blood test was approved 
by the U.S. Food and Drug Administration in 1986 to 
track the progression of prostate cancer and is com-
monly used after cancer treatment to detect early signs 
of cancer recurrence (National Cancer Institute, 2014).  
Consequently, PSA testing is performed regularly after 
treatment to determine if cancer has recurred. Rising 
PSA levels (i.e., biochemical recurrence) do not always 
indicate cancer recurrence; however, the possibility of 
relapse has been shown to result in anxiety among men 
with prostate cancer (Ullrich et al., 2003). In the current 
study, the authors identified and described three distinct 
trajectories of psychosocial functioning using the health 
pattern perspective described by Clipp et al. (1997). The 
results revealed that PSA testing may affect psychosocial 
functioning among men with prostate cancer, as shown 
in the three exemplar patterns presented. Similarities 
were observed between PSA levels, illness uncertainty, 
and overall psychosocial functioning, which reflected the 
course of a chronic condition over time. 

In men with stable PSAs, psychosocial measures re-
mained stable throughout the two-year period following 
surgical treatment for prostate cancer. In men with un-
stable and mixed trajectories, changes in PSA and receiv-
ing information regarding cancer progression resulted in 
stable, unstable, and mixed trajectories of psychosocial 
functioning. The findings of the current study are similar 
to other research studies using a trajectory framework. 
Robinson, Nuamah, Cooly, and McCorkle (1997) con-
ducted a study of 79 older breast, prostate, or gastroin-
testinal patients with cancer using the Corbin and Strauss 
(1991) trajectory framework. Psychosocial responses to 
illness were not measured in this study, but eight patients 
in stable phase and 10 patients in the unstable phase had 
physical symptoms that affected their health. Robinson 

et al. (1997) suggested that health symptoms required 
different nursing care interventions depending on the as-
signment of stable or unstable. The findings of the study 
underscore the relationship between physical symptoms 
and overall function, as well as the need to personalize 
nursing interventions based on disease phase. 

Implications for Nursing

PSA monitoring is important following surgical 
treatment for early-stage prostate cancer to determine 
disease recurrence. However, monitoring may lead to 
psychological distress and decreased health-related 
quality of life. Data in the current study pointed to spe-
cific time points in the first 24 months post-treatment 
when men could benefit from nursing intervention. 
Particularly, men may benefit at the point of recurrence. 
Northouse et al. (2007) recognized the importance of 
interventions to manage uncertainty and enhance self-
efficacy for patients and spouses after a diagnosis of 
cancer recurrence. This evidence supports the essential 
role of nursing in enhancing communication between 
patients, families, and healthcare providers at key time 
points during disease remission or recurrence, particu-
larly during times of PSA testing or when progressing 
symptoms are assessed (Mishel et al., 2002). 

Nurse-led support groups may assist in the manage-
ment of psychosocial responses to prostate cancer by 
providing necessary information as well as an avenue 
for communication and sharing experiences, and they 
should continue to be researched (Chambers, Foley, 
Galt, Ferguson, & Clutton, 2012; James, McPhail, East-
wood, & James, 2005; Katz et al., 2002). Chambers et al. 
(2012) reported that a mindfulness-based intervention 
for men with advanced prostate cancer delivered in a 
support group format would be beneficial. In addition, 
attention has been directed toward the role of self-
management interventions in improving outcomes in 
prostate cancer survivors. Research by Oliffe, Davison, 
Pickles, and Mróz (2009) revealed that interventions 
such as living a normal life and doing something extra 
(e.g., assuming healthier diets, reducing alcohol intake,  
beginning an exercise program) improved uncertainty 
and quality-of-life outcomes among patients with 
prostate cancer. Kazer, Bailey, Sanda, Colberg, and 
Kelly (2011) found early evidence that an Internet-based 
intervention incorporating cognitive reframing and 
self-management strategies showed good acceptability 
and positive changes in quality of life and uncertainty 
among men with prostate cancer. 

Sturmberg (2012) suggested that psychosocial issues 
may be just as important as medical causes of deterio-
ration among patients. Therefore, healthcare provid-
ers should not allow patients with prostate cancer to 
proceed unassisted through the post-treatment period. 
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Future longitudinal work could help clarify additional 
time points across the survivorship trajectory where 
nursing can support effective management of chronic 
illness trajectories to improve quality of life. 

The findings presented in the current article may be 
used by nurses to improve care for men who are moni-
toring PSA values after surgery for localized prostate 
cancer. Implementation of support services before, 
during, and after visits to healthcare providers to 
monitor cancer progress may result in the stabilization 
of chronic illness trajectories over time. Interventions 
targeted at the time of disease recurrence and initiation 
of new therapies will likely result in more stable psy-
chosocial function and higher quality of life for patients 
and families.

Conclusion

The current study had limited ethnic diversity, and 
most participants were of middle to high socioeco-
nomic status. The authors also recognize that hormone 

therapy may have affected the psychosocial responses 
of one participant. In addition, these data were col-
lected from a single institution. Future studies could 
strive to enroll a larger, more heterogeneous sample. 
However, findings from the current study help to focus 
attention on the need for timely nursing care to better 
manage the psychosocial responses to prostate cancer.

Donald E. Bailey Jr., PhD, RN, FAAN, is an associate professor 
in the School of Nursing at Duke University in Durham, NC; 
Meredith Wallace Kazer, PhD, CNL, APRN, A/GNP-BC, FAAN, 
is a professor, associate dean, and director of graduate pro-
grams in the School of Nursing at Fairfield University in Con-
necticut; and Thomas J. Polascik, MD, is a professor and Cary 
Robertson, MD, is an associate professor, both in the Divi-
sion of Urology in the School of Medicine at Duke University. 
This study was supported, in part, by grants from the National 
Institute of Nursing Research (No. NIH 1 P20NR07795-01), 
the Gerontological Nursing Interventions Research Center 
(No. NIH P30 NR03979), and the Hartford Center for Geri-
atric Nursing Excellence, John A. Hartford Foundation. Bailey 
can be reached at chip.bailey@duke.edu, with copy to editor 
at ONFEditor@ons.org. (Submitted April 2013. Accepted for 
publication December 11, 2013.)

References

American Cancer Society. (2014). Cancer facts and figures 2014. Re-
trieved from http://bit.ly/RXCCmP

American Thoracic Society. (2007). Cantril’s self-anchoring ladder. 
Retrieved from http://bit.ly/1kwZKUl

Bailey, D.E., Mishel, M.H., Belyea, M., Stewart, J.L., & Mohler, J. 
(2004). Uncertainty intervention for watchful waiting in prostate 
cancer. Cancer Nursing, 27, 339–346.

Bailey, D.E., Jr., Wallace, M., & Mishel, M.H. (2007). Watching, waiting 
and uncertainty in prostate cancer. Journal of Clinical Nursing, 16, 
734–741. doi:10.1111/j.1365-2702.2005.01545.x

Brown, J.S., Rawlinson, M.E., & Hilles, N.C. (1981). Life satisfaction 
and chronic disease: Exploration of theoretical model. Medical 
Care, 19, 1136–1146. 

Chambers, S.K., Foley, E., Galt, E., Ferguson, M., & Clutton S. (2012). 
Mindfulness groups for men with advanced prostate cancer: A 
pilot study to assess feasibility and effectiveness and the role of 
peer support. Supportive Care in Cancer, 20, 1183–1192. doi:10.1007/
s00520-011-1195-8

Clark, J.A., Bokhour, B.G., Inui, T.S., Silliman, R.A., & Talcott, J.A. 
(2003). Measuring patients’ perceptions of the outcomes of 
treatment for early prostate cancer. Medical Care, 41, 923–936. 
doi:10.1097/01.mlr.0000078147.80071.78

Clipp, E.C., Elder, G.H., Jr., George, L.K., & Pieper, C.F. (1997). Trajec-
tories of health in aging populations. In W.M. Gesler, D.J. Rabiner, 
and G.H. DeFriese (Eds.), Rural health and aging research: Theory, 
methods and practical applications (pp. 177–198). Amityville, NY: 
Baywood Publishing. 

Cooperberg, M.R., Broering, J.M., & Carroll, P.R. (2010). Time trends and 
local variation in primary treatment of localized prostate cancer. Jour-
nal of Clinical Oncology, 28, 1117–1123. doi:10.1200/jco.2009.26.0133

Corbin, J.M. (1998). The Corbin and Strauss Chronic Illness Trajectory 
model: An update. Scholarly Inquiry for Nursing Practice, 12, 33–41.

Corbin, J.M., & Strauss, A. (1991). A nursing model for chronic illness 
management based upon the Trajectory Framework. Scholarly 
Inquiry for Nursing Practice, 5, 155–174. 

Curran, S.L., Andrykowski, M.A., & Studts, J.L. (1995). Short Form of 
the Profile of Mood States (POMS–SF): Psychometric information. 
Psychological Assessment, 7, 80–83. doi:10.1037/1040–3590.7.1.80

Dale, W., Bilir, P., Han, M., & Meltzer, D. (2005). The role of anxiety in 

prostate carcinoma: A structured review of the literature. Cancer, 
104, 467–478. doi:10.1002/cncr.21198

Dinnes, J., Hewison, J., Altman, D.G., & Deeks, J.J. (2012). The basis 
for monitoring strategies in clinical guidelines: A case study of 
prostate-specific antigen for monitoring in prostate cancer. Cana-
dian Medical Association Journal, 184, 169–177.

James, N., McPhail, G., Eastwood, J., & James, M. (2005). Establishing 
a prostate cancer support group. Cancer Nursing Practice, 4, 33–38. 

Katz, D., Koppie, T.M., Wu, D., Meng, M.V., Grossfeld, G.D., Sadesky, 
N., . . . Carroll, P.R. (2002). Sociodemographic characteristics and 
health related quality of life in men attending prostate cancer sup-
port groups. Journal of Urology, 168, 2092–2096. 

Kazer, M.W., Bailey, D.E., Jr., Sanda, M., Colberg, J., & Kelly, W.K. 
(2011). An Internet intervention for management of uncertainty 
during active surveillance for prostate cancer. Oncology Nursing 
Forum, 38, 561–568. doi:10.1188/11.ONF.561-568

Kilpatrick, F.P., & Cantril, H. (1960). Self-anchoring scaling: A measure 
of individuals’ unique reality worlds. Journal of Individual Psychol-
ogy, 16, 158–173.

Klotz, L.H. (1997). PSAdynia and other PSA-related syndromes: A 
new epidemic—A case history and taxonomy. Urology, 50, 831–832. 
doi:10.1016/s0090-4295(97)00490-1

Kuijpers, W., Groen, W.G., Aaronson, N.K., & van Harten, W.H. (2013). 
A systematic review of web-based interventions for patient empow-
erment and physical activity in chronic diseases: Relevance for cancer 
survivors. Journal of Medical Internet Research, 15, e37. 

McGraw, K.O., & Wong, S.P. (1996). Forming inferences about some 
intraclass correlation coefficients. Psychological Methods, 1, 30–46. 
doi:10.1037/1082-989X.1.1.30

McKeehan, K.M., Cowling, R., & Wykle, M.L. (1986). Cantril self-
anchoring ladders: Methodological considerations for nursing 
science. In P.L. Chinn (Ed.), Nursing research methodology: Issues and 
implementations (pp. 285–294). Rockville, MD: Aspen.

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

Mishel, M.H. (1984). Perceived uncertainty and stress in illness. Re-
search in Nursing and Health, 7, 163–171.

Mishel, M.H. (1988). Uncertainty in illness. Image–The Journal of Nurs-
ing Scholarship, 20, 225–232.

D
ow

nl
oa

de
d 

on
 0

7-
18

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



368 Vol. 41, No. 4, July 2014 • Oncology Nursing Forum

Mishel, M.H. (1990). Reconceptualization of the Uncertainty in Ill-
ness Theory. Image–The Journal of Nursing Scholarship, 22, 256–262.

Mishel, M.H. (1997a). Uncertainty in acute illness. Annual Review of 
Nursing Research, 15, 57–80.

Mishel, M.H. (1997b). Uncertainty in Illness Scale manual. M.H. Mishel, 
University of North Carolina, Chapel Hill, NC. 

Mishel, M.H. (1999). Uncertainty in chronic illness. Annual Review of 
Nursing Research, 17, 269–294.

Mishel, M.H., Belyea, M., Germino, B.B., Stewart, J.L., Bailey, D.E., Jr., 
Robertson, C, & Mohler, J. (2002). Helping patients with localized 
prostate carcinoma manage uncertainty and treatment side effects: 
Nurse-delivered psychoeducational intervention over the telephone. 
Cancer, 94, 1854–1866.

Mishel, M.H., & Fleury, J. (2001). [Confirmatory factor analysis of 
the Growth Through Uncertainty Scale.] Unpublished raw data.

National Cancer Institute. (2014). Prostate-specific antigen (PSA) test. 
Retrieved from http://www.cancer.gov/cancertopics/factsheet/
detection/PSA

Northouse, L.L., Mood, D.W., Montie, J.E., Sandler, H.M., Forman, J.D., 
Hussain, M., . . . Kershaw, T. (2007). Living with prostate cancer: 
Patients’ and spouses’ psychosocial status and quality of life. Journal 
of Clinical Oncology, 25, 4171–4177. doi:10.1200/JCO.2006.09.6503

Oliffe, J.L., Davison, B.J., Pickles, T., & Mróz, L. (2009). The self-
management of uncertainty among men undertaking active sur-
veillance for low-risk prostate cancer. Qualitative Health Research, 
19, 432–443. doi:10.1177/1049732309332692

Payne, H., & Cornford, P. (2011). Prostate-specific antigen: An 
evolving role in diagnosis, monitoring, and treatment evaluation 
in prostate cancer. Urologic Oncology, 29, 593–601. doi:10.1016/j 
.urolonc.2009.11.003

Pietrow, P.K., Parekh, D.J., Smith, J.A., Jr., Shyr, Y., & Cookson, M.S. 

(2001). Health related quality of life assessment after radical pros-
tatectomy in men with prostate specific antigen only recurrence. 
Journal of Urology, 166, 2286–2290.

Robinson, L., Nuamah, I.F., Cooly, M.E., & McCorkle, R. (1997). A 
test of the fit between the Corbin and Strauss Trajectory Model 
and care provided to older patients after cancer surgery. Holistic 
Nursing Practice, 12, 36–47.

Rosenbaum, M. (1990). Role of learned resourcefulness in self-control 
of health behavior. In M. Rosenbaum (Ed.), Learned resourcefulness: 
On coping skills, self-control, and adaptive behavior (pp. 3–30). New 
York, NY: Springer.

Shrout, P.E., & Fleiss, J.L. (1979). Intraclass correlations: Uses in as-
sessing rater reliability. Psychological Bulletin, 86, 420–428.

Song, M.K., Lin, F.C., Ward, S.E., & Fine, J.P. (2013). Composite vari-
ables: When and how. Nursing Research, 62(1), 45–49. doi:10.1097/
NNR.0b013e3182741948

Sturmberg, J.P. (2012). Caring for people with chronic disease: Is 
‘muddling through’ the best way to handle the multiple com-
plexities? Journal of Evaluation in Clinical Practice, 18, 1220–1225. 
doi:10.1111/j.1365-2753.2012.01882.x

Terry, P.C., Lane, A.M., & Fogarty, G.J. (2003). Construct validity of the 
Profile of Mood States—Adolescents for use with adults. Psychol-
ogy of Sport and Exercise, 4, 125–139.

Ullrich, P.M., Carson, M.R., Lutgendorf, S.K., & Williams, R.D. (2003). 
Cancer fear and mood disturbance after radical prostatectomy: 
Consequences of biochemical evidence of recurrence. Journal of 
Urology, 169, 1449–1452. doi:10.1097/01.ju.0000053243.87457.60

You, B., Girard, P., Paparel, P., Freyer, G., Ruffion, A., Charrié, A.,  
. . . Perrin, P. (2009). Prognostic value of modeled PSA clearance 
on biochemical relapse free survival after radical prostatectomy. 
Prostate, 69, 1325–1333. doi:10.1002/pros.20978

D
ow

nl
oa

de
d 

on
 0

7-
18

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.


