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Abstract
Background and Purpose Although evidence suggests that
survivors and spousal caregivers tend to experience
somewhat similar levels of distress and that the survivor’s
distress affects his/her own quality of life, the degree to
which each person’s distress has an independent effect on
their partner’s quality of life is unknown. Thus, this study
aimed to examine the dyadic effects of psychological
distress on the quality of life of couples dealing with cancer.
Methods A total of 168 married survivor–caregiver dyads
participating in the American Cancer Society’s Study of
Cancer Survivors-I and Quality of Life Survey for Caregivers
provided complete data for study variables. Participating
survivors were diagnosed with either breast or prostate cancer
approximately 2 years prior to participating in the study.
Results Using the Actor Partner Interdependence Model,
results revealed that although each person’s psychological
distress is the strongest predictor of their own quality of
life, partner’s distress and (dis)similarity in distress of the
couple also play significant roles in one’s quality of life. In
addition, the adverse effect of having a partner who is less

emotionally resourceful was especially pronounced on
men’s physical health.
Conclusions Our systematic investigation provided valu-
able evidence for identifying the subgroup of cancer
survivors and their spouses who are vulnerable to poor
quality of life due to their mutual psychological distress.
These findings suggest that couples may benefit from
interventions that enhance their ability to manage psycho-
logical distress, particularly the wife’s, which may improve
the mental and physical health of both partners when they
are dealing with cancer.
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Introduction

An estimated 1.4 million individuals in the United States
were diagnosed with cancer in 2007 [1], with a similar
number of family members expected to provide care or
support. Cancer imposes challenges not only on the
individual diagnosed with cancer, but also on their family
members. The challenges associated with providing care to
cancer survivors may weigh most heavily on their spouses,
as they are typically the primary caregivers to adult patients
[2, 3].

Although research findings on the level of psychological
distress experienced by spousal caregivers compared with
patients have been inconsistent [4, 5], it is the general
consensus that cancer diagnosis and treatment are highly
distressing events both to patients and their family members.
Indeed, approximately 25% of cancer survivors remain
highly distressed years after the initial diagnosis [6, 7], and
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one study found that 13% of caregivers of advanced cancer
patients met the criteria for a psychiatric disorder [8].

Two recent reviews examining the relationship between
the cancer patient’s psychological distress and their care-
giver’s distress suggest that patients’ and their caregivers’
levels of psychological distress are related [5, 9]. In a meta-
analysis of 21 studies, Hodges and colleagues [5] found
that the overall effect size of correlation between patient
distress and caregiver’s was 0.35. Both patients and their
husbands facing breast cancer, compared with couples
dealing with benign breast disease, reported similar levels
of higher emotional distress and more distress within the
marriage [10]. The significant similarity in psychological
distress between cancer patients and their spouses implies
dyadic mutuality, with one partner’s distress spilling over to
the other [5, 11].

Although the evidence suggests that survivors and
caregivers tend to experience similar levels of distress, the
similarity coefficient is only modest in size, implying that
there may be considerable divergence in distress scores for
some survivors and caregivers. If there is dissimilarity in
levels of distress, then, because survivors and caregivers are
part of an interdependent system, important questions to be
asked are whether a person’s distress and his/her partner’s
distress have independent effects on each person’s quality
of life, and whether the two partners’ levels of distress have
interactive effects on each person’s quality of life.

More specifically, our question concerns the extent to
which similarity or dissimilarity in psychological distress
impacts the survivor’s and caregiver’s quality of life. This is
an important gap in our knowledge of how cancer impacts
both survivors and caregivers for at least two reasons. First,
individuals diagnosed with cancer often do not adjust to
their cancer alone but share the concerns brought up by the
cancer with their families. Accumulating evidence has shown
that the involvement of a spouse or significant other in the
journey of adjusting to cancer has a salutary effect on the
survivor’s quality of life [12, 13]. Because the existing studies
yield mixed reports, however, it remains unclear whether such
effects also hold true for the caregivers [14, 15].

Second, although psychological distress is known to be a
significant negative factor in an individual’s quality of life
[16], the effects of a partner’s distress on a person’s quality
of life, particularly in the context of cancer, is less obvious.
Moreover, the substantial difference in roles for the
survivors and their caregivers adds to the question’s
complexity: Is it better for survivors to have caregivers
who are less distressed than they are or is it better for
caregivers to have survivors who are less distressed?

These questions require that we examine how psycho-
logical adjustment of both cancer survivors and their
caregivers relates to each person’s quality of life. Kenny
and his colleagues [17] have referred to the effect of a

person’s own characteristics (e.g., psychological distress)
on that same person’s outcomes (e.g., quality of life) as an
actor effect. In contrast, a partner effect occurs when a
person’s characteristics affect his or her partner’s outcomes.
Beyond these two “main effects,” Kenny et al. suggest that
actor and partner effects may interact, and they propose that
one way to frame such an interaction is as a similarity (or
dissimilarity) variable. Within the type of interdependent
relationship that occurs between survivors and caregivers,
dissimilarity in psychological distress might play as a
moderator of the relation between one’s psychological
distress and quality of life outcomes. For example, when
one person is highly distressed and the other person is not
(i.e., the two are dissimilar), the dissimilarity in distress
might provide a buffering effect such that individuals have
better quality of life. Furthermore, the degree to which
dissimilarity acts as a moderator may depend on which
person’s quality of life is at issue: the survivor or the
caregiver.

Cancer care involves a variety of tasks to meet the
patients’ needs [18]. Managing the emotional stress of the
survivor in addition to managing their own distress has
been identified by caregivers as the most difficult task [19],
which has been true not only around the time of diagnosis
and treatment but also across various phases in the illness
trajectory [14, 18, 20]. As a primary support resource for
the survivor [20–22], the caregiver’s heightened level of
psychological distress may lead to the caregiver being less
resourceful, which may interfere with carrying out the
expected role of providing emotional support to the
survivor. Therefore, we hypothesized that spousal care-
givers being more distressed than the cancer survivors they
care for would have a greater adverse effect not only on
their own quality of life, but also the survivors’.

Past research has shown that a number of other factors
beyond psychological distress have a significant impact on
quality of life within the cancer context. For example,
Gilbar [23] and Given et al. [24] have shown that age
affects quality of life, and Hagedoorn et al. [25] demon-
strated that a person’s role (i.e., patient or caregiver)
impacts quality of life, with patients tending to have lower
quality of life than do caregivers. Other cancer-specific
factors that have been shown to affect quality of life include
stage of cancer [26] and type of cancer [27]. Therefore, in
our analyses examining the unique effects of distress (dis)
similarity on quality of life, these factors are included as
covariates.

In sum, this study investigates the effect of (dis)
similarity in psychological distress between cancer survi-
vors and their spousal caregivers on each person’s quality
of life as measured by mental and physical health. We
attempt to fill in gaps and expand the literature by
examining the unique effects of dyad-level predictor
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variables (i.e., cancer type, stage of cancer, and the extent to
which levels of psychological distress are dissimilar
between cancer survivors and their spouse) and individual-
level predictor variables (i.e., the person’s psychological
distress and the partner’s psychological distress, patient vs.
caregiver role, and age) on mental and physical health
outcomes for survivors and their caregivers. Systematic
investigation of this question has the potential to provide
valuable evidence for identifying the subgroup of cancer
survivors and their spouses who are vulnerable to poor
quality of life due to their mutual psychological distress. It
will further guide the development of tailored interventions
to enhance their quality of life.

Method

Participants and Procedure

The American Cancer Society’s Study of Cancer Survivors-
I (SCS-I) was developed to assess the quality of life of
cancer survivors [28]. Survivors participating in SCS-I were
identified by state cancer registries and met the following
eligibility criteria: (a) 18 years or older at diagnosis, (b)
diagnosed with one of the 10 most highly incident cancers
(bladder, breast, colorectal, kidney, lung, non-Hodgkin
lymphoma, ovarian, prostate, skin melanoma, or uterine),
(c) fluent in either English or Spanish, and (d) a resident of
the United States. SCS-I participants nominated individuals
in family-like relationships who consistently provided help
to them during their cancer experience. These nominated
caregivers were invited to participate in the American
Cancer Society’s Quality of Life Survey for Caregivers,

which was designed to assess the impact of cancer on the
quality of life of family members and close friends who
care for cancer survivors. Eligibility criteria for the
caregiver study were age 18 years and older, able to
speak/read English or Spanish, and residing in the United
States. Data reported here are from the first cohort of the
initial data collection of the Quality of Life Survey for
Caregivers and their matched survivors.

A total of 739 caregivers completed the initial caregiver
survey (66.7% response rate). The 316 care recipients of
those caregivers were diagnosed with either breast or
prostate cancer. Two survivors diagnosed with distant
cancer were excluded. Of the remaining 314 dyads, 218
were spousal pairs, of which 168 dyads provided complete
data for the study variables and were included in the
analyses. Participants with incomplete data did not differ in
available study variables from those providing complete
information (ps>0.24). Demographic and medical charac-
teristics of participants are reported in Table 1. The cancer
had been diagnosed an average of 2.15 years (SD=0.4 year)
before the participants completed the survey.

Measures

Psychological Distress

Psychological distress of each participant was assessed
using the 37-item Profile of Mood States-Short Form
(POMS-SF; 1=not at all, 5=extremely; 29). Each subscale
score was calculated by averaging relevant items for each
subscale. A psychological distress composite score was then
calculated by summing the subscale scores of anger, anxiety,
confusion, depression, and fatigue items, and subtracting the

Table 1 Medical and sociodemographic characteristics of study sample (168 dyads)

Breast Cancer Prostate Cancer Total

Cancer Type
Breast Cancer 83 dyads 83 dyads (49.4%)
Prostate Cancer 85 dyads 85 dyads (50.6%)

Stage of Cancer
Localized 51 dyads 71 dyads 122 dyads 72.6%
Regional 32 dyads 14 dyads 46 dyads 27.4%

Age (mean/sd):
Survivors 56.43 (9.54) 63.80 (9.42) 60.16 (10.15) t=−5.04***
Caregivers 58.25 (10.38) 61.16 (9.05) 59.72 (9.81) t=−1.94

Education (greater than high school degree)
Survivors 61 persons 56 persons 117 persons 69.6%
Caregivers 64 persons 56 persons 110 persons 71.4%
Household Income (≥ $40,000): 65 dyads 51 dyads 116 dyads 69.0%

Ethnicity (Caucasian %)
Survivors 77 persons 75 persons 152 persons 90.5%
Caregivers 81 persons 79 persons 160 persons 95.2%
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vigor subscale score from the sum. Thus, higher scores on this
composite reflect a greater level of psychological distress. The
psychological distress composite score had good internal
consistency (αs=.91 for both survivors and caregivers).

(Dis)similarity in Psychological Distress

The extent to which a survivor and his/her spousal caregiver
were (dis)similar in levels of global psychological distress was
calculated by subtracting survivor’s psychological composite
score measured by the POMS-SF from their caregiver’s
psychological composite score, also measured by POMS-SF.
To avoid multicollinearity with each person’s psychological
distress score, the difference score was then converted to an
absolute difference score. Higher scores on the (dis)similarity
in psychological distress reflected greater discrepancy in the
levels of psychological distress within the couple.

Age

Self-reported age of the participants was used in the analyses.

Cancer Type and Stage

Information about cancer type (breast or prostate) and stage
of cancer (localized or regional) was obtained from the state
cancer registry, and cancer stage was coded as 0 for
localized and 1 for regional.

Quality of Life

Self-reported levels of mental and physical health of
participants were measured using the Medical Outcomes

Study 36-Item Short Form Health Survey (MOS SF-36;
30). The mental functioning score was a composite of
weighted vitality, social functioning, role-emotional, and
mental health subscale scores. The physical functioning
score was a composite of weighted physical functioning,
role-physical, bodily pain, and general health subscale
scores. Higher composite scores reflected better mental
and physical health.

Analytic Strategies

Mean differences between survivors and caregivers on
psychological distress and quality of life (i.e., mental and
physical health) were tested using paired t tests, and the
degree to which spouses were similar on these factors was
estimated and tested using Pearson zero-order correlation
coefficients. Each of these analyses was conducted sepa-
rately for the two types of cancer included in this research
(i.e., breast and prostate cancer).

The Actor Partner Interdependence Model (APIM; 17)
served as the general data analytic strategy to address the
central questions in this study. The model parameters were
estimated using structural equation modeling (SEM) with
manifest variables (AMOS 6.0; 31). The survivor’s psy-
chological distress score, caregiver’s psychological distress
score, and (dis)similarity in psychological distress scores
within the couple were exogenous variables, and mental
health and physical health scores of survivors and care-
givers were endogenous variables. Individual’s age and
stage of cancer (localized vs. regional) served as covariates
(see Fig. 1). Measurement errors between survivor’s
psychological distress score, caregiver’s psychological
distress score, and (dis)similarity in psychological distress

Survivor’s 
Psychological 
Distress 

(Dis)similarity 

Survivor 
Mental Health 

Survivor 
Age 

Stage of 
Cancer 

Caregiver’s 
Psychological 
Distress 

-.79*** (-.70***) 

Survivor 
Physical Health 

Caregiver 
Mental Health 

Caregiver 
Physical Health 

Caregiver 
Age 

-.57*** (-.35***) 

-.75*** (-.69***) 

-.27* (-.36***) 

-.35*** (-.46***) 

-.27* 

*p<.05 **p<.01 ***p<.001

(-.19*) 

.25* 

(-.24*) 

(.22***) 

(-.44***) 

(.20*) 

Fig. 1 Actor and partner effects
of psychological distress pre-
dicting each individual’s QOL.
* p<0.05; ** p<0.01; *** p<
0.001. Significant standardized
coefficients for breast cancer
and for prostate cancer (in pa-
rentheses); solid lines are for
significant paths of both breast
cancer and prostate cancer
cases; broken lines are for sig-
nificant paths of either breast
cancer or prostate cancer cases;
Stage of cancer: 0 for localized,
1 for regional cancer
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score; between survivor’s mental health and physical health
scores; between caregiver’s mental health and physical
health scores; and survivor’s age and caregiver’s age were
allowed to be correlated with each other.

We found that the assumption of multivariate normality was
violated in the data. Thus, we implemented the Bollen-Stine
(BS) bootstrap method [32] for correcting chi-square values.
Three model-fit indices are reported: the goodness of fit index
(GFI), the confirmatory fit index (CFI), and the root mean
squared error of approximation (RMSEA). For the GFI,
values of >0.90 [33], for the CFI, values of >0.95, and for the
RMSEA measure, values of <0.06 [34] reflect adequate fit of
a specified model to the data. The study model was compared
for breast cancer and prostate cancer.

Results

As shown in Table 1, the sample consisted of similar
numbers of couples in which the survivor had breast or
prostate cancer. The participants were predominantly
middle-aged, Caucasian, relatively educated, and affluent.
Results comparing survivor and caregiver means (shown in
Table 2) revealed no significant differences between
survivors and caregivers in psychological distress (i.e.,
total mood disturbance score of POMS-SF) or quality of
life indicators (i.e., MOS SF-36 mental health composite
score and physical health composite score), with one
exception. The exception, which was not expected, was
that prostate cancer survivors, on average, reported better
physical health than their caregivers.

Table 2 also presents the dyadic correlations for survivors
and caregivers. Psychological distress was moderately
correlated for both types of cancer dyads. Thus, there was
evidence that across the two types of cancer, partners were at
least moderately similar in their levels of psychological
distress. On the other hand, the dyadic correlations for

spouses’ mental health and physical health scores were
significantly different from zero only for prostate cancer
dyads. Tests of whether these correlations differed across
cancer type indicated that the correlations for mental health
did not differ significantly, z=1.57, p=0.12, but that they
were different for physical health, z=1.94, p=0.05. This
indicates that there was more similarity in physical health for
couples in which the husband had prostate cancer than for
couples in which the wife had breast cancer.

The SEM model implied by the APIM is one in which
each person’s outcomes (i.e., the survivor’s and caregiver’s
physical and mental health), are each predicted to be a
function of each person’s distress as well as the absolute
difference between the two partners’ distress. The model
also included the person’s age and the survivor’s cancer
stage as covariates. Thus, the actor effect of distress for the
survivor was the degree to which the survivor’s distress
predicted that survivor’s quality of life (i.e., mental and
physical health), and the partner effect for the survivor was
the degree to which the caregiver’s distress predicted the
survivor’s quality of life. In a parallel fashion, the actor
effect for the caregiver was the degree to which the
caregiver’s distress predicted his or her quality of life, and
the partner effect for the caregiver was the degree to which
the survivor’s distress predicted the caregiver’s quality of
life. In addition to the actor and partner effects, the model
predicting each person’s quality of life included the
dissimilarity-in-distress variable, as well as the person’s
age and cancer stage.

Table 3 presents the parameter estimates for this model.
A multiple-groups test was conducted to determine the
degree to which the model was an adequate representation
for both breast cancer and prostate cancer dyads. The fit of
the unconstrained model was satisfactory: multivariate
kurtosis = 23.01, p<0.001 for breast cancer dyads;
multivariate kurtosis = 25.05, p<.001 for prostate cancer
dyads, χ2

(38)=43.83, BS p=0.29; GFI=0.953; CFI=0.993;

Table 2 Paired t tests and Pearson correlation coefficients of psychological distress and QOL measures

Survivors Caregivers

Mean SD Mean SD t r

Breast Cancer
Psychological Distress 5.00 20.96 3.64 19.77 0.52 .32**
QOL: Mental Health 52.19 8.89 53.05 7.50 −0.74 .18
QOL: Physical Health 49.11 10.37 49.19 7.58 −0.06 .19

Prostate Cancer
Psychological Distress 3.67 18.09 4.40 19.14 −0.30 .27*
QOL: Mental Health 53.85 8.48 52.13 10.71 1.47 .39***
QOL: Physical Health 49.37 10.23 45.82 10.07 3.08** .46***

*p<.05; **p<.01; ***p<.001
N=168 Dyads
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and RMSEA = 0.030. The fit of the constrained model
between the two types of cancer was worse than that of the
unconstrained model, however: χ2

diff=65.51 with degree of
freedom = 36, p<0.01. This indicated that the relations
among variables were not comparable for the two cancer
groups, so the two types of cancer were examined
separately.

Psychological Distress and Mental Health

Examination of individual-level effects (each person’s
psychological distress and age: Table 3) indicates evidence
of actor effects for both patients and caregivers such that
the level of a person’s psychological distress was strongly
related to his or her own mental health, and these strong
actor effects occurred for both breast cancer and prostate
cancer couples. There was no evidence of partner effects for
either survivors or caregivers, and this was true for both
cancer types. In other words, for either breast cancer or
prostate cancer couples, a person’s level of psychological
distress had no independent effect on his or her partner’s
mental health. In addition, the person’s age significantly
related to mental functioning score only for prostate cancer
survivors: older prostate cancer survivors reported better
mental health.

Beyond these individual-level effects, at the dyadic level
a greater dissimilarity in psychological distress was only
associated with poorer mental health of wife caregivers of
prostate cancer survivors. In other words, over and above
the effects of each person’s distress, when there was a

greater difference in psychological distress between the
couple, wife caregivers reported poorer mental health.
Stage of cancer was not related to the mental health of
either survivors or caregivers.

Psychological Distress and Physical Health

As was the case with mental health, actor effects for both
survivors and caregivers emerged such that more psycho-
logically distressed individuals had poorer physical health
(see Table 3). In addition, there was evidence of partner
effects for both types of cancer. In the breast cancer group,
the survivor’s distress predicted the caregiver’s physical
health, and in the prostate cancer group, the caregiver’s
distress predicted the survivor’s physical health. Although
these two partner effects may seem disparate, they are
actually very similar in that they both show that the
woman’s psychological distress (as either survivors or
caregivers) was negatively related to her husband’s physical
health. There was also evidence that the person’s age
negatively related to his or her physical health, with the
exception of breast cancer survivors.

At the dyadic level, for men, a greater dissimilarity in
psychological distress was associated with better physical
health. That is, over and above the effects of each person’s
distress on physical health, when there was a greater
difference in psychological distress between the couple,
both husband caregivers of breast cancer survivors and
husband prostate cancer survivors reported better physical
health. Finally, the cancer stage of prostate cancer survivors

Table 3 Psychological distress predicting individual’s QOL

Predictors Mental Health Physical Health

Survivor Caregiver Survivor Caregiver

β β β β

Breast Cancer
Survivor’s Psychological Distress −0.79**** 0.04 −0.57**** −0.27**
Caregiver’s Psychological Distress 0.04 −0.75**** −0.15 −0.27**
(Dis)similarity in Psychological Distress −0.06 −0.03 0.15 0.25**
Individual’s Age 0.07 0.08 −0.14 −0.35****
Stage of Cancer 0.09 −0.10 −0.16 0.06

Prostate Cancer
Survivor’s Psychological Distress −0.70**** −0.03 −0.35**** −0.09
Caregiver’s Psychological Distress −0.09 −0.69**** −0.24** −0.36****
(Dis)similarity in Psychological Distress 0.00 −0.19** 0.20* 0.10
Individual’s Age 0.22**** 0.01 −0.44**** −0.46****
Stage of Cancer 0.12 0.00 −0.20** 0.05

(Dis)similarity in Psychological Distress is the absolute difference between survivor’s psychological distress score and caregiver’s psychological
distress score within a dyad
Stage of Cancer: 0 for localized, 1 for regional cancer
N=168 Dyads; β standardized coefficient
*p<0.07; **p<0.05; ***p<0.01; ****p<0.001
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related to their physical health. Prostate cancer survivors
diagnosed with localized cancer reported better physical
health than those diagnosed with regional cancer.

Discussion

The goal of this study was to examine the effects of
psychological distress on the quality of life of couples
dealing with cancer. Our findings demonstrate that although
each person’s psychological distress is the strongest
predictor of their own quality of life, the partner’s distress,
and the (dis)similarity in distress of the couple also play
significant roles in one’s quality of life.

The overall levels of psychological distress that we
observed in both spousal caregivers and survivors were
lower than those found in patients who have undergone
bone marrow transplant [35] or in cancer patients with pain
complaints [29]. The levels of psychological distress of our
sample more closely resemble those of a normative geriatric
sample [36]. Similarly, the mental and physical functioning
scores of our sample were comparable to the U.S.
population norms [30]. Thus, our study participants appear
to have passed the initial period of crisis of cancer
diagnosis and treatment and now, at 2 years postdiagnosis,
display normal levels of psychological well-being and
quality of life.

With regard to the effects of psychological distress on
the quality of life, three findings deserve further discussion.
First, cancer survivors and their spousal caregivers reported
similar levels of psychological distress and quality of life.
Our findings of the similarity in psychological distress
between spouses and the magnitude of the similarity are
consistent with those found in a meta-analytic study by
Hodges and colleagues [5]. They concluded that psycho-
logical distress between survivors and their caregivers
appears to be congruent across different time points in the
earlier survivorship phase, with the exception of around the
time of diagnosis and near the end of treatment. Our finding
adds support to the literature that married couples experi-
ence similar levels of psychological distress beyond the
earlier phase of the illness trajectory, approximately 2 years
postdiagnosis.

Second, although the size of the (dis)similarity in
psychological distress of couples was moderate, (dis)
similarity in psychological distress was a significant
predictor of quality of life in a distinctive way. Specifically,
dissimilarity in psychological distress had an adverse
influence on the mental health of wife caregivers of prostate
cancer survivors, whereas it was beneficial for the physical
health of husband caregivers of breast cancer survivors.
Women may perceive lack of emotional mutuality or
reciprocity [37, 38] with an ill spouse as the result of

emotional abandonment and their own deficiencies in
interpersonal sensitivity, which leads to feelings of isolation
and social inadequacy, and thus poorer mental health [39, 40].
This was not the case for male caregivers. One may
speculate that male caregivers who are emotionally discon-
nected from their ill spouses are not only less likely to suffer
from the emotional abandonment, but also more likely to
have their time and energy freed up, which may result in
better physical functioning.

Third, there was evidence of partner effects, at least for
women. That is, women’s distress predicted men’s physical
health, over and above the men’s distress, couple (dis)
similarity in distress, survivor’s age, and cancer stage. This
partner effect on men’s physical health occurred regardless
of whether the man was the survivor or the caregiver. It is
noteworthy that the adverse effect of having a partner who
is less emotionally resourceful is limited to men’s physical
health, but not vice versa, or when the male partner
distanced himself psychologically. Our finding on the
unequal influence of gender on the partner’s distress is
consistent with findings in some studies [27, 41], although
other studies have found no gender differences [42, 43],
and the effects of social support on physical health have not
been consistent [44, 45].

Together, our findings suggest that when a couple is
dealing with a major illness such as cancer, the extent to
which women psychologically adjust to the situation plays
a key role not only in their own well-being [46, 47] but also
their spouse’s. This finding implies that both cancer
survivors and their partners should be included in psycho-
social programs [13]. It also suggests that helping women
adjust better to their own or their husband’s cancer would
benefit both partners.

Limitations and Directions for Future Studies

Several limitations of our study should be noted. First, the
findings are based on cross-sectional analyses, which
clearly preclude definitive causal interpretations. We plan
to address these concerns with follow-up data on this
sample. Second, all variables included in this study were
self-reported and therefore may not reflect objective distress
and health status. Future studies should include behavioral
and physiological indicators of distress and quality of life as
well as survivors’ comorbid conditions. Third, we com-
pared breast cancer survivors and their husband caregivers
with prostate cancer survivors and their wife caregivers.
Thus, although our findings on the disproportionate effects
of women’s psychological distress on men’s quality of life
are intriguing, these findings need to be replicated. In
particular, it is necessary to replicate the current findings
with types of cancer that are not gender-specific, such as
colorectal or lung cancer. Finally, generalizability of the
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findings is limited to caregivers who are Caucasian,
relatively educated, and relatively affluent. Future studies
are needed with ethnic minorities and individuals of lower
socioeconomic status.

Conclusions

Notwithstanding these limitations, the findings add significant
information to a growing body of research on the quality of
life of cancer survivors and their family caregivers. Our
findings support the widely accepted concept that cancer
impacts not only the person diagnosed with the disease but
also their family. Our investigation of the effects of psycho-
logical distress on the quality of life of couples provides
valuable evidence for identifying the subgroup of cancer
survivors and their spouses who are vulnerable to poor quality
of life due to their mutual psychological distress. These
findings suggest that couples may benefit from interventions
that enhance their ability to manage psychological distress,
particularly women’s, which may improve the mental and
physical health of both partners when they are dealing with
cancer.
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