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Abstract 

Purpose: The goal of the current analyses was to describe pathways through which 

Psychological Wellbeing might be better understood for clinical participants with bladder 

cancer and their partners. This was achieved by applying Roy’s Adaptation Model that 

provides a framework with which to understand responses to challenging circumstances that 

has proved useful in the study of a range of chronic conditions.  

Methods: The sample comprised 119 patients with a diagnosis of bladder cancer, and 103 

supportive partners. Participants completed a self-report questionnaire comprising the 

Bladder Cancer Index, Mini-Mental Adjustment to Cancer Scale, Psychosocial Adjustment 

to Illness Scale, and sociodemographic details. For each sample, structural equation 

modelling was used to determine goodness of fit, guided by Roy’s Adaptation Model.  

Results: For patients, increasing age and disease duration, the negative appraisal of health 

care, perceived poor functioning and elevated burden of disease provided pathways to 

Psychological Wellbeing. For partners, increasing age, being male, a negative health care 

experience, and perceived burden of disease were significant. However, for both groups a 

positive evaluation of family and social support was the key indicator of lower Psychological 

Wellbeing. 

Conclusions: The models presented describe a suite of issues that could inform a nursing 

model of care to enhance the experience of living with bladder cancer for both patients and 

their supportive partners. 
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Introduction 

Bladder cancer (BlCa) is a disease of increasing incidence (Jacobs et al., 2010). Despite 

improvements in treatment options, outcomes remain equivocal and entail long-term 

surveillance with repeated cystoscopies (Arianayagam et al., 2011). In approximately 30% of 

cases the disease is muscle invasive, commonly leading to metastases and death within five 

years despite aggressive treatment (Jacobs et al., 2010). For the remaining 70% the cancer is 

superficial and restricted to the bladder, although a 50-70% recurrence rate is experienced 

among these latter cases with progression to muscle invasion still possible (Turner and 

Drudge-Coats, 2012). While treatment seeks to preserve life, it is often at the expense of 

independence and functional ability, and may be accompanied by a financial burden, both of 

which can significantly challenge the wellbeing of patients and the significant others who 

share their journey (Cheluvappa et al., 2014; Svatek et al., 2014).  

Despite this understanding, existing studies tend to focus either on comparing the 

outcomes of alternative treatment strategies (Ali et al., 2015; Cerruto et al., 2016; Shih and 

Porter, 2011; Vakalopoulos et al., 2011), or documenting the substantial range of symptoms 

that may follow diagnosis and treatment (Datta et al., 2009; Schmidt et al., 2015). Results 

often comprise only a descriptive enumeration of outcomes or symptoms. Conversely, there 

is yet little research addressing the full experience of a diagnosis, treatment and outcomes. 

The experiences of those with BlCa as they travel through the BlCa trajectory remain far 

from understood, with minimal research also from the perspectives of those who are key 

sources of support (Hevér et al., 2015; Mohamed et al., 2016). Therefore, this study sought 

to examine the effects of BlCa on Psychological Wellbeing, and also acknowledge both the 

experiences of patients and those who fulfil important supportive roles. The research aimed 

to identify the factors associated with Psychological Wellbeing in the context of BlCa to 

identify elements that might assist with the development of a targeted nursing model of care.  
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Further, there has been no consideration of the application of a theoretical framework 

that might provide a potentially unifying understanding of the issues expressed by those 

attempting to negotiate a life with BlCa. That is, despite the known risk of BlCa as a 

stimulus for poor Psychological Wellbeing, the needs and concerns of patients and 

particularly those who support them, that may influence psychological outcomes, remain 

under-studied (Gerharz et al., 2005; Gilbert et al., 2010; Heyes et al., 2019; Heyes et al. 

2014). An additional goal of the current analyses, therefore, was to identify and test potential 

pathways through which differential outcomes for patients and their partners-in-care may be 

informed. Roy’s Adaptation Model (RAM; Nuamah et al., 1999; Roy, 1984, 2011a, 2011b) 

was chosen for this purpose. Since its inception the use of RAM has grown in both nursing 

research and practice. Central to RAM is the proposition that humans seek to adapt in 

response to stimuli, which initiates a coping process that affects behaviour (Nuamah et al., 

1999; Roy, 1984, 2011a, 2011b). That is, RAM seeks to describe the circumstances and 

characteristics that might assist patients, and families, as they attempt to adapt to a diagnosis 

(Roy, 2011b). 

RAM has been successfully applied to chronic illness generally (Weinert et al., 2008), 

the quality of life of cancer patients (Nuamah et al., 1999) and men receiving prostate cancer 

treatment (McCaughan et al. 2013), lung transplant candidates and their caregivers (Lefaiver 

et al., 2007), women’s adjustment to diabetes (Willoughby et al.,. 2000), cancer survivorship 

(Peck, 2008), and adaptation after liver transplantation (Ordin et al., 2013). However, its 

value has yet to be demonstrated with BlCa. RAM is an input-throughputs-outputs model 

that seeks to describe how individuals respond and adapt to disease-related stimuli by 

integrating personal, environmental, and contextual factors across four levels 

(Environmental Stimuli, Control Processes, Adaptive Modes, and Adaptation Levels). The 

specific RAM content tested as being possibly relevant in the context of BlCa was 
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extrapolated from the findings of a qualitative analysis of the lived experiences of patients 

and their partners undertaken by the researchers (outcomes reported elsewhere; Heyes et al. 

2019) which highlighted that patients and partners who reported adapting to BlCa in a more 

positive manner described their experiences differently in four key domains: the physical 

aspects of the disease, cognitive and emotional reactions, and the survival techniques 

employed. A further dominant focus which overlayed each of these domains was 

participants’ experiences of the healthcare system.  

To summarize, RAM Environmental Stimuli may be internal or external and comprise a 

demographic and disease-related profile of concerns. This includes the diagnosis of BlCa 

and associated treatments, and the need for information and appropriate care which may 

impact on outcomes. In the current study age, gender, treatment type, Disease Duration, and 

perception of health care were included at this level. Environmental Stimuli are proposed to 

trigger Control Processes, described as physical responses and associated perceptions of 

those responses. That is, the physical reality of having BlCa and associated psychological 

reactions to the disease (perceived function and burden in the current study).  

While there are multiple Adaptive Modes, of particular relevance to the current study 

are the Interdependence and Role Function Modes which describe relationships with 

partners, family and social supports, and the ability to give and receive love and respect from 

others. The Role Function Mode also addresses disruption to participants’ lives (e.g., 

employment, social activities) The current study assessed participants’ evaluations of their 

social environment, domestic environment, and extended family functioning. Finally, 

Adaptation Levels of RAM describe the degree to which participants express successful 

adaptation (e.g., to living with BlCa). In the current study this was evaluated as 

Psychological Wellbeing. Table 1 further describes the manner in which RAM was mapped 

to the BlCa context. 



PATHWAYS TO PSYCHOLOGICAL WELLBEING 6 

Methods 

The study was a cross sectional survey of both patients with a diagnosis of BlCa 

(clinical participants) and their spouse, other family member or friend (partners). Approval 

was granted by both the authors’ institutional research ethics committee and a local 

governmental research ethics committee. 

Participants and procedure 

All participants were required to be at least 18 years of age and have a sufficient 

command of English to allow completion of a self-report questionnaire. Recruitment was the 

sole responsibility of the first author who is a Registered Nurse. Potential clinical 

participants, who were required to have a diagnosis of BlCa, were sourced either from an 

audit of a local public hospital BlCa database or through advertising that was distributed to 

relevant community-based support groups (e.g., Ileostomy Association), related health 

groups (e.g., Urology Nurses Association), cancer support groups (e.g., Cancer Council SA), 

and general age-based community organizations (e.g., senior citizen clubs), and private 

urology clinics. The main sources of recruitment were an advertisement in the Ostomy 

Australia magazine (39%) and the Ileostomy Association (9%).  

Initial contact was either by telephone, mail or in person depending on the available 

information. In all cases the study was briefly described verbally, with a more complete 

written description given to those who expressed a willingness to participate. This included a 

description of data confidentiality and anonymity. Upon verbal agreement, a formal consent 

form, questionnaire booklet, and reply-paid envelope in which to return their completed 

questionnaire and signed consent form were provided. Again, this may have been by mail or 

in person depending on the nature of the initial contact.  

Partners were identified and recruited in a similar manner to clinical participants. If 

details of an appropriate supportive person were available from the hospital database, they 
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were contacted. If suitable people were identified at support group meetings or responded to 

the advertisements for the study, they were contacted. The same initial verbal description of 

the study was given, followed by a written description, consent form, questionnaire booklet, 

and reply-paid envelope, for those willing to participate.  

Note that to facilitate privacy of responses, clinical participants and partners were 

recruited individually and were provided with their own study materials. Discreet codes 

printed on questionnaires enabled the collation of responses into dyads prior to analysis. 

However, not all clinical participants were part of a dyad. Some reported not having a person 

providing supportive care, while the partners of others declined the offer to participate.  

Measures 

A questionnaire was compiled specifically for the study. Sociodemographic details (e.g., 

education level, marital and employment status) were sought as sample descriptors. Other 

items and scales were chosen to represent the four respective components of RAM. This 

resulted in 103 of the 119 clinical participants (87%) with a partner in care who participated 

in the study. 

Environmental Stimuli 

Both internal or external to the individual, Environmental Stimuli include the 

characteristics of those involved and the concerns that are most confronting following a 

negative event such as a medical diagnosis (Roy et al. 2011a, 2011b). In the current research, 

disease-related Environmental Stimuli were duration of the BlCa (in years), treatment 

(defined in terms of bladder retained or removed), and the perception of treatment received, 

while age and gender, were hypothesized to be relevant personal stimuli.  

Perception of treatment received was derived using a single domain from the 

Psychosocial Adjustment to Illness Scale (PAIS; Derogatis, 1986). Health Care Orientation 

quantifies perceptions of the health care system, including the care provided, required and 
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received, effectiveness of information dissemination, and discomfort of treatment and side 

effects. Participants responded using 4-point response scales specific to each item to quantify 

personal relevance. While the original scale comprises eight items, poor internal reliability 

(Chronbach’s α) was obtained using the data from the current study. This was substantially 

improved (α = 0.76 for clinical participants and 0.72 for partners) by removal of Item 1 

(‘Which of the following statements best describes your usual attitude about taking care of 

your health?’) and Item 2 (‘Your present illness probably requires some special attention and 

care on your part. Please select the statement below that best describes your reaction?). 

Therefore, a 6-item scale was used for all analyses (range 6-24) with higher scores denoting 

a more positive view of the health care system. 

Gender and age were included as they relate directly to the degree to which BlCa 

impacts on participants’ lives. More men are diagnosed with BlCa due to the male dominated 

high BlCa risk occupations (Arianayagam et al. 2011; Cheluvappa et al. 2014; Jacobs et al. 

2010). However, while women are less likely to experience BlCa, they are often diagnosed at 

a later stage in the development of the disease, leading to poorer outcomes (Arianayagam et 

al., 2011; Cheluvappa et al., 2014; Jacobs et al., 2010). Women are likely to be older when 

first diagnosed with a greater likelihood of comorbidities, resulting in more limited treatment 

options and perhaps therefore less capability to adapt to BlCa (Cheluvappa et al., 2014).  

Control Processes 

The Bladder Cancer Index (BCI) is a reliable and valid 36-item scale applicable to both 

men and women with either a native bladder or cystectomy (Gilbert et al., 2010). Both a 

functional (Function) and psychological (Burden) evaluation are included across urinary (14 

items), bowel (10 items), and sexual health (12 items) domains. Issues surveyed include 

frequency, leakage and dribble (urinary domain), urgency, stool consistency and pain (bowel 

domain), and desire, ability to achieve orgasm, pain and frequency (sexual domain). The 
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relevance of each issue was quantified using both 4- and 5-point response scales which were 

summed and standardized to produce scores in the range of 0 to 100, with higher scores 

denoting better function and less burden, respectively. The current study used total Function 

and Burden scores calculated across all domains as Control Processes (α = 0.79 and 0.84, 

respectively). The BCI was completed only by clinical participants.  

Adaptive Modes 

Three PAIS domains, as described above, were used to operationalize Adaptive Modes. 

Domestic Environment comprises eight items (total scores ranging from 8 to 32). It seeks 

opinions about difficulties posed by illness relating to home or family, such as value of 

relationships, communication, and financial issues (internal reliability of 0.79 and 0.70, 

respectively with the current data). Extended Family enquires about interruptions to normal 

extended family relationships, communication and interactions due to illness. Five items 

provide scores ranging from 5 to 20 (α = 0.76 and 0.69). Social Environment measures the 

ability to socialize and take part in leisure activities alone, with family or in a social setting. 

It comprises 6 items, with scores ranging from 6 to 24 (α = 0.93 and 0.91). For all variables, 

higher scores denote the perception of a more positive social and family environment.  

Adaptation Levels 

Psychological Wellbeing was operationalized using the Cognitive Distress subscale 

(Hulbert-Williams et al., 2012) derived from the Mini-Mental Adjustment to Cancer Scale 

(Mini-MAC), a 29-item instrument measuring cognitive and behavioral responses to cancer 

(Greer et al., 1989; Watson et al., 1994). The Cognitive Distress subscale comprises 12 items 

predominantly from the 'helplessness-hopelessness' and 'anxious preoccupation' scales. 

Participants indicate the applicability of these items to them using a 4-point scale (‘definitely 

does not apply’, ‘rarely applies’, ‘often applies’, ‘definitely applies’). Scores may range from 
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12 to 48 and were reverse coded to enable higher scores to indicate better Psychological 

Wellbeing. Internal reliability using the current data was 0.84 and 0.82, respectively.  

Statistical analyses 

Descriptive data for all variables were first calculated, and Pearson’s product-moment 

correlation coefficients were used to determine those measured variables that shared 

significant bivariate associations. Structural Equation Modelling (SEM; Kline, 2016) was 

then conducted using the AMOS algorithms within SPSS (version 23). SEM is a generic 

term for a suite of multivariate techniques including confirmatory factor analysis, regression 

analysis, discriminant analysis, canonical correlation, latent variable analysis, and path 

analysis, that take advantage of the covariances among the components of a proposed model 

(Hox and Bechger, 1998). In the current study, factor analysis was used to create a latent 

variable for Family and Social Dynamics, and multiple regression analyses were run 

thereafter to generate the path coefficients. The value of SEM over other multivariate 

techniques is the ability to consider more than one variable as an ‘outcome’ in a single 

analysis. That is, it allows the estimation of the multiple and interrelated dependence of all 

variables in a single analysis. A further advantage is the ability to provide a visual diagram 

to aid in the interpretation of the presented results.  

For all analyses an alpha level of 0.05 was used for statistical significance, with results 

reaching significance at 0.01 and 0.001 also specifically noted. As all variables from a given 

level of RAM were hypothesised to represent that level, initial SEMs included all variables 

in Table 1. Removal of specific pathways, and therefore variables, in subsequent analyses 

then occurred if all paths from/to that variable failed to achieve significance. A range of 

goodness-of-fit indices are reported (Table 2) as is the usual recommendation (Hooper et al., 

2008; Hu and Bentler, 1999; Kline, 2016). While thresholds for acceptable model-fit are 

noted, these are considered “rules of thumb” at best. Path coefficients are standardized 
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regression weights. Error terms for both endogenous and latent variables are not shown to 

clarify the presentation of central findings. Non-significant paths evaluated for inclusion but 

demonstrated not to contribute to a model have been removed to improve interpretation.  

Results 

Sample description 

Descriptive data for core variables is presented in Table 3. Data were obtained from 119 

clinical participants whose treatment included removal of bladder (n = 74, 62.2%) resulting 

in ileal conduit (n = 67, 56.8%), neo-bladder (n = 4, 3.4%), or catheterizable pouch (n = 3, 

2.5%), while 45 (37.8%) retained their native bladder. The majority were male (n = 88, 

73.9%), married (n = 103, 86.6%), and retired (n = 85, 72.6%). The modal category for 

education was ‘secondary schooling’ (n = 50, 42.4%). Partners (N = 103) were 

predominantly spouses (n = 98, 95.1%), female (n = 77, 74.8%), retired (n = 56, 55.4%), and 

reported achieving ‘secondary’ level education (n = 51, 50.5%).  

Bivariate associations with Psychological Wellbeing  

Table 4 presents bivariate correlations among the key study variables separately for 

clinical participants and partners. For clinical participants, Psychological Wellbeing was 

negatively associated with domestic, family, and social variables, Health Care Orientation, 

both Function and Burden, and Disease Duration. It was also modestly elevated among those 

who had retained their native bladder (Treatment Type). Partners’ Psychological Wellbeing 

shared similar negative associations with study variables, but coefficients were generally 

more modest in size. Further, there was no relationship between Psychological Wellbeing 

and Function, Disease Duration, or Treatment Type. There was, however, a modest negative 

association with age. Significant associations among the other study variables, more notably 

for clinical participants, were suggestive of the possibility of multiple pathways to 
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Psychological Wellbeing depending upon Disease Duration, gender, Health Care 

Orientation, Function, Burden, and domestic, family, and social variables. 

Multivariate Pathways 

First, it was determined that the three Biopsychosocial Behavioural Responses 

indicators (Domestic Environment, Extended Family and Social Environment) would be 

treated as a single latent variable termed Family and Social Dynamics for parsimony. For 

both clinical participants and partners the measured variables were significantly correlated 

with each other (Table 4). Further, latent variable loadings were also very high, being 0.92 

(Domestic Environment), 0.77 (Extended Family) and 0.82 (Social Environment) for clinical 

participants and 0.83, 0.80 and 0.83, respectively, for partners.  

The final SEM for clinical participants is presented in Figure 1. The Environmental 

Stimuli that contributed to the model were Age, Health Care Orientation and Disease 

Duration. Among these, significant covariances were noted between age and both Health 

Care Orientation and Disease Duration (the latter being unsurprising), while Health Care 

Orientation and Disease Duration were unrelated. The direct effects to Psychological 

Wellbeing supported by the model comprise very strong associations for Family and Social 

Dynamics, and Disease Duration more modestly. Significant indirect effects (mediated 

paths) to Psychological Wellbeing were Function to Burden to Family and Social Dynamics, 

Age to Function to Burden to Family and Social Dynamics, Health Care Orientation to 

Family and Social Dynamics, and Health Care Orientation to Burden to Family and Social 

Dynamics. The squared multiple correlations (R2), denoting the percentage of variance 

accounted for by all predictors of each endogenous variable are also shown in Figure 1. 

Psychological Wellbeing had 52% of variance accounted for, while preceding variables 

accounted for 44% of the variance in both Family and Social Dynamics and Burden.  
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Two paths found not to be statistically significant nevertheless also improved overall 

model fit: a direct path from Burden to Psychological Wellbeing (which also contributes to 

an indirect path from Health Care Orientation to Burden to Psychological Wellbeing), and an 

indirect path from Function to Family and Social Dynamics to Psychological Wellbeing 

(which also contributes to an indirect path from Age to Function to Family and Social 

Dynamics to Psychological Wellbeing). Fit indices (see Table 2) were suggestive of an 

overall satisfactory model fit, ranging from adequate to excellent.  

In the case of partner data (Figure 2), the relevant Environmental Stimuli were slightly 

different, with Gender but not Disease Duration contributing. Further, at the Control 

Processes level, only Burden (but not Function) made a significant contribution to the final 

model. In this model, a single significant covariance was noted at the Inputs level, with 

partner age being positively associated with Health Care Orientation. Direct paths to 

Psychological Wellbeing involved Family and Social Dynamics, Burden and Gender (males 

reported poorer Psychological Wellbeing). Indirect effects to Psychological Wellbeing 

(mediated paths) comprised only Health Care Orientation to Family and Social Dynamics, 

Health Care Orientation to Burden, and Gender to Burden (male partners were more likely to 

have clinical participants reporting higher Burden). The R2 for Psychological Wellbeing was 

27% (see Figure 2 in bold), while preceding variables accounted for 34% of the variance in 

Family and Social Dynamics. A single non-significant path was also of importance to the 

model (a direct path from age to Psychological Wellbeing). The goodness-of-fit indices for 

partners (see Table 2) were suggestive on balance of a slightly more robust model than for 

clinical participants, but again ranging from adequate to excellent.  

Discussion 

The burdens of living with a chronic illness such as BlCa are both environmental 

(external) and psychological (internal) (Sharpe and Curran, 2006). In this study, potential 
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external and internal factors contributing to Psychological Wellbeing were hypothesized to 

be experiences with the healthcare system, Disease Duration, and treatment type, while 

internal factors were posited to be age, gender, perceived function and burden, and family 

and social dynamics. All potential influences were framed in a pseudo-causal manner using 

the four levels of Roy’s Adaptation Model (Roy, 1984, 2011a), with their final relevance 

then tested using SEM. Further, to acknowledge the increasing focus in health science 

research on not only patient behaviours but also those of their supporting others (Benner et 

al., 2014; McDowell et al., 2010; Smith et al., 2012), modelling was conducted for both 

clinical participants and their partners, albeit in two sets of separate analyses.  

The goal of the current research was to determine which factors remained significant in 

the multivariate models, and therefore the pathways through which Psychological Wellbeing 

could be predicted. It is argued that understanding such predictors is the first step toward the 

development of a tailored model of care, for both clinical participants and their partners. The 

meaningful delivery of healthcare to these dyads relies on such innovative research to 

determine needs, both met and unmet, allowing an appropriate and supportive model of care 

to be implemented (McDowell et al., 2010).  

Using SEM, the more relevant variables for clinical participants across the four levels of 

RAM were identified as age, Health Care Orientation, Disease Duration, Function, Burden, 

and Family and Social Dynamics. These characteristics described the clinical participant 

with reduced Psychological Wellbeing to be one with poor Family and Social Dynamics, and 

whose BlCa was of longer duration. Mediated paths through Family and Social Dynamics 

further suggested that lowered Psychological Wellbeing was experienced by those who were 

older, with greater perceived disease Burden and greater functional impairment, who 

described relatively negative experiences with the health care system. It is perhaps logical 

that an older person might have had BlCa for longer, with this longer duration also implying 
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more contact with the health care system through treatment and surveillance, perhaps leading 

to a lower tolerance and greater expressed distress. Li et al. (2016) also report greater 

distress and poorer quality of life among older participants (> 75 years of age), while other 

studies have described reduced role function, poorer body image and self-esteem generally, 

increased worry, mood disorders, anxiety, depression, and greater perceived burden, distress 

and stigma as being associated with age (Allareddy et al., 2006; Imbimbo et al., 2015).  

Other factors were also at play for clinical participants. While their decreasing physical 

function was an issue, it was their perception of the burden associated with this dysfunction 

that was more strongly related to Psychological Wellbeing. However, they experienced better 

Psychological Wellbeing if they perceived a more supportive family and social environment. 

Those who held a more positive view of the healthcare system also had a more optimistic 

outlook towards BlCa and their family and social relationships, which in turn were 

associated with higher Psychological Wellbeing. A positive outlook, such as described, has 

been recognised by others as important in the adaptation to BlCa as it serves as a resource 

with which to fight the physical and psychological effects of the disease (Li et al. 2016).  

For partners, important variables in the multivariate model were age, Health Care 

Orientation, gender, Burden, and Family and Social Dynamics. Most importantly, partners 

with reduced Psychological Wellbeing also reported low levels of Family and Social 

Dynamics and held a more negative view of the health care system. Although physical 

function was not measured for partners it was clear that they were affected by the perceived 

burden of disease felt by their clinical participant. However, female partners and those who 

were older were more likely to have a positive attitude toward their family and social 

environment, with age also associated with better Psychological Wellbeing among partners.  

On a methodological note, the reported research provided further evidence of the value 

of RAM as a tool with which to frame the circumstances of those faced with the challenges 
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of a chronic on-going medical condition. Importantly, unlike many studies purporting to 

apply RAM, the current research was able to logically operationalise all four levels of RAM. 

While not unique, there is a tendency for researchers to abbreviate RAM to suit the data they 

have available. For example, Weinert et al.’s (2008) study of chronic illness did not measure 

Control Processes. Lefaiver et al. (2007; lung cancer) and Nuamah et al. (1999; cancer 

patients) assessed only Environmental Stimuli and Adaptive Modes. Pollock (1993) did not 

quantify Adaptation Levels in a study of the adaptation to chronic illness. Finally, Seah and 

Tham (2015; bulimia) measured only Adaptive Modes and Adaptation Levels.  

Clinical implications 

One study goal was to formulate a potential model of care appropriate for the urology 

clinic and beyond. Key variables in the RAM models included the active support of positive 

Family and Social Dynamics, and the structuring of interactions with the health care system 

to be as efficient and meaningful as possible. First, the contribution to health of social 

support is well-documented (Smith et al., 2012), with studies highlighting the importance of 

emotional support, linked to commitment and attachment, which can positively influence 

health (Pruthi et al., 2009; Ross and Mirowsky, 2013). The current data supported such 

findings, with both members of the dyad affirming as a core desire that BlCa should not pose 

difficulties relating to home or family, including communication, value of relationships and 

financial issues, not interrupting extended family relationships, communication, and 

interactions, and not compromising the ability to socialize and take part in leisure activities.  

It is important to acknowledge that the Family and Social Dynamics evaluations given 

by each member of the dyad in this study are likely to be not only of the other member of the 

dyad but also of broader family and social support structures that may be available to both 

the clinical participant and the partner-in-care. These are also key to improved wellbeing. A 

corollary of this observation is that asking clinical participants about the availability of a 
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partner-in-care is not enough; there is a need to ask about other potential family and social 

supports. Perhaps more importantly, these questions should also be asked of partners-in-care 

to ensure that they are not socially isolated in their role. This will assist in determining their 

likely wellbeing and competence as they travel the BlCa journey.  

Second, based on the current findings there is an argument to develop a 

multidisciplinary team, perhaps led by a urology/oncology registered nurse, to assist in the 

delivery of the support, information, and counselling perceived as lacking by participants. 

Illustrative supportive roles for such a team might include the assessment of immediate 

stressors for the couple after diagnosis and initial treatment. Behavioural, cognitive, and 

emotional responses should all be monitored, including expressions of loss and grief, as they 

may provide an early evaluation of the acceptance of, and adaptation to, BlCa.  

Based on the expressed negative views of the health system from a number of 

participants, which were associated with lower levels of Psychological Wellbeing, a practical 

role for the proposed multidisciplinary team would be the co-ordination of continuity of care. 

That is, the facilitation of direct interactions between patients/partners and the health care 

system. Issues such as negotiating appointments, provision of information sessions, access to 

community services, telephone counselling, and on-line resources as a further source of 

much-needed information. Such holistic health care support, with individualised attention to 

the patient/dyad by dedicated staff, may offer genuine functional assistance to the couple in 

planning their future goals as they learn to adapt to a disruptive disease like BlCa.  

Limitations 

The results presented should be interpreted with due acknowledgement of both the 

relatively small sample size and its heterogeneous composition. While the use of SEM in 

evaluating the fit between RAM and the experiences of participants was imperative, the 

outcomes from such analyses that involve multiple pathways will inevitably be more robust 
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with more participants (Kline, 2016). While it is recommended that attempts to replicate the 

current findings should strive to do so with a larger sample, this may remain a difficult task 

given the nature of BlCa and its treatment. For example, clinical participants who experience 

a significant compromise to their health over time, in particular (Gerharz et al., 2005; 

Mohamed et al., 2012; Smith et al., 2018) may not be motivated to contribute to research. 

Yet a larger number of participants would also have provided the opportunity for direct 

comparisons between experiences at different stages of the disease. 

Further, the obtained sample was relatively heterogeneous. It is possible, therefore, that 

some of the included measures may not have been as relevant to some participants. This was 

particularly so in the case of Disease Duration. For example, those with a recent diagnosis 

may not yet be in a position to fully evaluate the limitations placed upon them by BlCa 

compared to those with a long-standing diagnosis. We also note that Disease Duration was 

non-normally distributed with values for skewness and kurtosis approaching or exceeding 

suggested limits for SEM (Brown, 2006). While this is less than desirable, with the potential 

to invalidate the reported models, SEM is acknowledged to be relatively robust to such 

violations to statistical assumptions of this nature.  

Conclusion 

The current research has illustrated the manner in which a range of personal, 

environmental, and contextual variables can be modelled to explain levels of Psychological 

Wellbeing among both clinical participants and their partners-in-care. It has further 

demonstrated that, in terms of reducing psychological distress, key requirements were the 

availability of family and social support, and a positive view of interactions with the health 

care system. These findings suggested the need for a multidisciplinary model of care to 

better support these requirements, in order to improve the BlCa journey for clinical 

participants and their partners-in-care.   
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Table 1. Hypothesized content of RAM components as applied to bladder cancer 

RAM Contextual Description Operationalization 

Environmental stimuli The confronting problem or issue (diagnosis). Relevant 
demographic characteristics and disease-related triggers 
for concern. For example, clinical participant and 
partner demographic characteristics, the disease, its 
treatment, and the nature of care.  

Demographics: 
Age 
Gender 
Treatment type (CP) 
Disease Duration (CP) 
 
PAIS: 
Health care orientation 

Control processes Intellectual and emotional responses to stimuli (disease) 
based on information provided, learning and judgement. 
Includes the physical reality of (functional evaluation), 
and psychological reactions (cognitive and emotional) 
associated with, BlCa (perceived psychological burden). 

BCI: 
Total Function (CP) 
Total Burden (CP) 

Adaptive modes Disruption to concept of self, mutual interdependence 
and role functioning. Embraces personal and social self-
image, relationships with significant others (such as 
spouse/partner), social and occupational roles and 
behaviour, and integrity (meeting obligations, freely 
choosing activities). 

PAIS: 
Social environment 
Domestic environment 
Extended family 

Adaptation levels The degree to which participants express successful 
adaptation with the clinical participant’s BlCa. 
Describes challenges to life and the coping processes 
employed. These may include acceptance, avoidance, 
denial, distancing, and faith. 

Mini- MAC: 
Psychological wellbeing 
(cognitive distress) 

Notes: (CP) = clinical participant data used. 
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Table 2. Goodness of fit indices and thresholds for their acceptance 

   Obtained Values 

Index Name Thresholds Clinical Participants Partners 

Absolute Fit Indices     
 χ2  Chi-square Non-significant (> .05) 31.94 (p = .078) 22.50 (p = .166) 
 χ2/df  Relative Chi-square  5:1 adequate 

 2:1 or 3:1 good 1.45:1 1.32:1 

 RMSEA  Root Mean Square Error  
 of Approximation 

 < .08 adequate 
 < .05 good 
 < .03 excellent 

0.061 (0.000 – 0.105). 0.052 (0.000 – 0.104) 

Incremental Fit 
Indices 

    

 NFI  Normed-fit Index  > .90 adequate 
 > .95 excellent 0.925 0.910 

 TLI  Tucker-Lewis Index  > .90 adequate 
 > .95 excellent 0.946 0.945 

 CFI  Comparative Fit Index 
 > .90 adequate 
 > .95 excellent 0.974 0.974 
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Table 3. Descriptive data for measured variables 

 Clinical Participants  Partners 

 Range M (SD) Skew (SE) Kurtosis (SE)  Range M (SD) Skew (SE) Kurtosis (SE) 

Age (years) 38 - 92 70.7 (9.6) -0.5 (0.2) 0.5 (0.4)  42 - 88 66.8 (9.5) -0.1 (0.2) -0.1 (0.5) 

Disease Duration (years) 1 - 55 8.2 (8.8) 2.9 (0.2) 10.6 (0.5)  Not applicable 

Health Care Orientation 12 - 24 20.8 (3.1) -1.2 (0.2) 0.8 (0.4)  9 - 24 20.9 (2.8) -1.0 (0.2) 1.9 (0.5) 

Total Function 17 - 91 53.1 (15.8) 0.2 (0.2) -0.3 (0.4)  Not applicable 

Total Burden 32 - 100 76.9 (14.9) -0.6 (0.2) 0.0 (0.5)  Not applicable 

Domestic Environment 16 - 32 28.3 (3.5) -1.5 (0.2) 2.1 (0.5)  19 - 32 29.1 (3.2) -1.1 (0.2) 0.5 (0.5) 

Extended Family 8 - 20 18.3 (2.6) -2.2 (0.2) 5.0 (0.4)  11 - 20 18.7 (2.0) -2.1 (0.2) 4.0 (0.5) 

Social Environment 6 - 24 19.4 (5.1) -1.1 (0.2) 0.3 (0.4)  6 - 24 21.0 (3.9) -1.4 (0.2) 1.6 (0.5) 

Psychological Wellbeing  16 - 48 43.1 (6.0) -2.3 (0.2) 6.4 (0.4)  19 - 48 42.3 (5.3) -1.6 (0.2) 4.0 (0.5) 
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Table 4. Bivariate correlations among study variables for clinical participants and partners. 

 1 2 3 4 5 6 7 8 9 10 11 

1. Age  -.03 -.16 .16 .31** -.15 .08 .16 .19* .22* .20* 

2. Gender -.13  -.04 .08 -.01 -.02 -.22* -.05 -.11 -.04 .14 

3. Treatment type (CP) -.09 .03  -.22* .25** -.08 -.07 .12 .10 .20* .13 

4. Disease Duration (CP) .24** -.09 -.22*  -.17 -.16 -.17 -.07 -.04 -.06 .04 

5. Health Care Orientation .12 .05 .28** -.27**  .06 .21* .56*** .44*** .45*** .21* 

6. Total Function (CP) -.27** -.03 -.08 -.16 .13  .58*** .15 .09 .10 .14 

7. Total Burden (CP) .05 .12 -.07 -.17 .40*** .58***  .20* .11 .33*** .26** 

8. Domestic Environment .09 .04 .03 .01 .56*** .35*** .49***  .66*** .68*** .33*** 

9. Extended Family .13 .14 .20* -.04 .43*** .25** .32*** .69***  .67*** .35*** 

10. Social Environment -.02 .19* .17 -.24** .51*** .29** .44*** .73*** .66***  .48*** 

11. Psychological Wellbeing  -.06 .01 .19* -.27** .48*** .31*** .42*** .60*** .49*** .56***  

Notes: * p < .05; ** p < .01; *** p < .001 (two-tailed); (CP) = clinical participant data used; coefficients for clinical participants are  

 below the diagonal, partner coefficients are above the diagonal; coefficients involving gender (0 = male, 1 = female), and  

 treatment type (0 = bladder retained, 1 = bladder removed) are point-biserial correlations. 
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FIGURE CAPTIONS 

Figure 1. SEM illustrating covariances (            ) significant (            ) and relevant non-

significant (            ) paths linking environmental stimuli, control processes, adaptive modes, 

and adapation levels for clinical participants. Path coefficients are standardized regression 

weights (* p < 0.05; ** p < 0.01; *** p < 0.001). Bolded coefficients are squared multiple 

correlations (R2).  

 

 
Figure 2. SEM illustrating covariances (            ) significant (            ) and relevant non-

significant (            ) paths linking environmental stimuli, control processes, adaptive modes, 

and adaptation levels for partners-in-care. Path coefficients are standardized regression 

weights (* p < 0.05; ** p < 0.01; *** p < 0.001). Bolded coefficients are squared multiple 

correlations (R2).  
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