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Abstract
Purpose Influenced in part by research on coping, patient empowerment and self-efficacy, and by patient self-help initiatives, the
construct of patient competencies (PC) has been elaborated and later integrated into Germany’s National Cancer Plan. As a self-
report measure of PC, the Patient Competence Questionnaire 57 (PCQ-57) has only rarely been evaluated psychometrically.
Therefore, we aimed to re-examine its dimensionality and its relationships with related constructs and potential psychosocial
cancer outcomes.
Methods We surveyed 424 breast, colorectal, and prostate cancer patients from clinics for oncological rehabilitation and private
oncology practices who completed the PCQ-57 and self-report measures of coping, coping self-efficacy, fear of progression, and
depression. Patients’ PCQ-57 responses were submitted to principal axis factor analyses. Using the original scoring keys, we
computed internal consistencies (Cronbach’s α) and Pearson correlations between all measures.
Results Factor analyses suggested 5 of the 8 original PCQ-57 dimensions to replicate satisfactorily, their internal consistencies
ranging from 0.74 to 0.88. The competency of managing distress correlated significantly, highly, and negatively with fear of
progression and depression (|r’s| ≥ 0.43) and positively with coping self-efficacy (r = 0.58).
Conclusion The results support the reliability and validity of 5 of the 8 original PCQ-57 scales while suggesting refinement of the
others. The replicated scales may help identify patients in need of support for dealing with the multiple tasks of adjusting to
cancer. Further research should clarify the conceptual and empirical relationships between PC, health literacy, and patient
activation as well as potential effects of PC on psychosocial cancer outcomes.
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Introduction

During the course of its development as a scientific discipline [1],
central goals of psycho-oncology have by now come to include
supporting cancer patients as well as their family and friends

through research and practice in their efforts to cope with
distressing emotions associated with the diagnosis of cancer
[2–5], to decide on treatment options [6–8] and to manage
long-time sequelae during survivorship [9, 10]. In order to con-
ceptualize the patient’s personal resources to meet these chal-
lenges, a variety of more general concepts are available like
self-efficacy [11, 12], empowerment [13–16], patient activation
[17, 18], and health literacy [19–22]. Tied more specifically to
the context of cancer, the construct of patient competence (PC)
has been developed on the basis of conceptual and empirical
analyses [23–27] and later been integrated into Germany’s
National Cancer Plan, specifying the aim of advancing PC, thus
contributing to the plan’s overall goal of enhancing patient-
centered cancer care [28]. In terms of a working definition, PC
has been defined as a cancer patient’s ability to manage emotion-
and problem-focused coping tasks [29, 30] arising throughout
the cancer trajectory [23]. This focus on abilities links PC with
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the concept of self-efficacy defined as confidence in being able to
perform specific behaviors, while distinguishing it from coping
which traditionally focuses on factual (past or present) behaviors
aimed at managing specific task and emotion-focused challenges
of one’s cancer. As a multidimensional measure of PCs, the
Patient Competence Questionnaire 57 (PCQ-57) has been devel-
oped with the intention to enable research on potential effects of
PC on patient-reported cancer outcomes and to determine possi-
ble effects of intervention programs aimed at promoting PCs in
cancer patients [23].

Although the PCQ-57 has been used as an outcome in
several intervention studies [31–33], albeit showing no effect,
however, information on its construct validity and reliability
has never again been provided since the initial study that had
reported acceptable to good internal consistencies for its scales
and small to medium correlations with global health status as
an indicator of quality of life [23]. In addition, the relationship
of PC with conceptually related constructs and potential psy-
chosocial cancer outcomes has not been examined thus far.
Given the working definition of PC, it should therefore be
especially informative to explore relationships between PC
and apparently related resource constructs like cancer patients’
use of coping behaviors or their self-efficacy beliefs with re-
spect to coping with cancer [11, 12]. Since PC may also be
expected to help cancer patients manage distressing emotions,
it would also be interesting to learn how PC relates to, e.g.,
fear of progression or depression as frequent comorbid condi-
tions of cancer that continue to attract the interest of re-
searchers [3, 4, 34, 35]. Such relationships would underline
that PC could fruitfully be linked to concepts of self-regulation
of action and emotion [12, 30, 36].

Therefore, this study intended:

a) To re-examine the factor structure of the PCQ-57 and its
internal consistency reliability

b) To analyze its validity with respect to coping and coping
self-efficacy and to fear of progression and depression.

The study was part of a larger project that additionally
asked, by employing a longitudinal design with 3 measure-
ment points (baseline, 4 weeks and 10 months post baseline),
whether PC differed between patients with different types of
cancer and whether it changed across time. Results from these
analyses will be reported elsewhere. The present analyses are
based on the baseline data from the project.

Methods

Participants and procedure

In line with the research questions above, participants were
recruited in seven clinics for oncological rehabilitation (n =

377) and three private oncology practices (n = 47).
Rehabilitation clinics were chosen, because they aim at im-
proving physical and psychological functioning, coping with
illness, self-management, and participation [37]. Oncology
practices were included to ascertain recruitment of a suffi-
ciently large number of patients under palliative treatment.
To cover the most frequent tumor entities, we chose to include
patients with either breast or prostate cancer. In addition, we
included colorectal cancer patients to represent a tumor entity
that shows a roughly comparable incidence between the sexes.
Patients treated with either curative or palliative intent were
both eligible for the study. Furthermore, participants were to
be at least 18 years old, sufficiently fluent in German and
willing to participate in a questionnaire study. Patients with
acute and severe psychiatric disorders (e.g., acute psychosis)
or severe cognitive impairment impeding study participation
were to be excluded. Given the research questions of the pro-
ject as a whole, power calculations took the intended longitu-
dinal design into account including comparisons between the
three patient groups. Assuming a small effect size f = 0.1, a
type 1 error of 0.01, power (1 - β) of 0.80 and a drop-out of
25% resulted in a suggested sample size of 512 participants
that should also be sufficient for the analyses reported here.

Local research coordinators (physician, study nurse, or the
like) at the collaborating centers informed eligible patients
about the study and asked for a written consent. Having
consented, participants completed a questionnaire booklet at
each of the three specified measurement points. This booklet
included the PCQ-57 as well as established measures of, e.g.,
coping with cancer, self-efficacy for coping with cancer, fear
of progression, and depression.

Measures

Patient competence

As a measure of PC, the PCQ-57 includes 57 items [23].
Thirty-five of these describe problem-focused behaviors in
the context of the diagnosis, treatment, and survivorship of
cancer; the remaining 22 similarly address emotion-focused
behaviors (cf. Tables 2 and 3). In pilot surveys, these behav-
iors had been rated as indicators of PC by cancer patients and
psychosocial oncology experts [23]. Problem-focused items
cover (a) information-seeking behaviors on diagnosis- and
treatment-related topics, (b) communication with physicians,
and (c) regulating one’s well-being and social relationships.
Emotion-focused items represent behaviors aimed at dealing
with emotional distress in the cancer context (see supplement
S1 for itemwordings). All PCQ items are answered on 5-point
scales ranging from 1 (not at all true) to 5 (completely true).
The emotion-focused competence items offer the additional
response option “not applicable” to accommodate the
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possibility that a specific item may not fit the participant’s
individual situation. Also different from problem-focused
items, emotion-focused items have to be responded to with
respect to the past 7 days to capture short-term variations that
may occur when confronting emotion-focused tasks of cancer
and its treatment. Averaging individual item responses, the
problem-focused competence items yield five different scale
scores: seeking information (8 items), self-regulation (11),
assertively interacting with physicians (7), striving for auton-
omous decisions (7), and interest in social services (2).
Similarly, from the emotion-focused items, three scale scores
are derived that measure managing distress (10 items), deal-
ing explicitly with the threat to life posed by cancer (6), and
low avoidance (6). High scale scores reflect a higher self-rated
competence regarding the respective behavioral domain. It
should be noted, however, that in the case of the low
avoidance scale a high score actually reflects the ability not
to make use of avoidant behaviors. The internal consistencies
(Cronbach’s α) of the scales range from 0.64 to 0.87 [23].
Scale correlations with criteria that might be taken as prelim-
inary indicators of concurrent validity have already been men-
tioned in the introductory section.

Coping

Coping was measured with the Trier Scales of Coping (TSK)
that include 37 items describing various coping behaviors
[38]. Each behavior is to be rated on a 6-point scale with
respect to how often it has been performed within the past
weeks. Item responses are summed to give five scale scores
addressing rumination, searching for affiliation, minimizing
threat, searching for information and social exchange, and
searching for meaning in religion, respectively.Higher scores
indicate that the respective coping behaviors have been per-
formed more frequently during the previous weeks,
Cronbach’s α of these scales range from 0.74 to 0.88. Scale
development rests on confirmatory factor analysis in cancer
patients (N = 322). Structural invariance of the measurement
model was confirmed for patients with ankylosing spondylitis
(n = 110). Significant medium-sized correlations (|r| ≤ 0.51) of
specific scales with different measures of stress management
in smaller samples (n ≤ 117) suggest convergent validity [38].

Self-efficacy for coping with cancer

Self-efficacy for coping with cancer was measured with
the German version of the brief form of the Cancer
Behavior Inventory (CBI-B-D [39]). In its currently avail-
able version, it includes the 14 items of the American
short form of this instrument (CBI-B) that had later been
reduced to 12 of these items, however [11]. In order to
make CBI results of the present study comparable with
the now established American 12-item version, the sum

scores computed here are based on the 12 items of the
now reduced American version. All items describe coping
behaviors to be rated on a 9-point scale from 1 (not at all
confident) to 9 (completely confident) with respect to how
confident one feels being able to perform the behavior in
question. Higher scores indicate higher coping self-effica-
cy. Internal consistencies are reported to be around 0.84
[11]. Across different samples, positive correlations of the
CBI-B with, e.g., measures of quality of life, optimism,
and satisfaction with life, and negative ones with mea-
sures of fatigue or sickness impact speak to the validity
of this measure [11].

Fear of progression

Fear of progression was measured with the short form of
the Fear of Progression Inventory (FoP-Q-SF) [40]. It
asks respondents to answer 12 items addressing various
fears regarding the progression or relapse of a chronic
life-threatening disease like cancer. The items are to be
rated on a 5-point scale from never (1) to very often (5)
with respect to how often each fear is experienced by the
respondent. Higher scores indicate higher fear of progres-
sion. Internal consistencies are usually reported to range
above 0.80 [40, 41]. Significant differences in means be-
tween groups differing by, e.g., disease stages (p < 0.001,
d = 0.61) and large correlations with concurrent measures
of anxiety and depression (0.71 and 0.57, respectively)
support the validity of the FoP-Q-SF [41].

Depression

Depression was measured with the PHQ-9, the German ver-
sion of the depression screening module of the Patient Health
Questionnaire [42]. It includes 9 symptoms of depression that
are to be rated according to how often they have been experi-
enced during the previous 2 weeks. The response scale ranges
from 0 (not at all) to 3 (almost every day). Summing across
symptoms yields a scale score that may range from 0 to 27.
Higher scores indicate greater depression. Internal consisten-
cies are usually reported to lie within the range of 0.88. With
respect to detecting major depression, values for sensitivity
and specificity of 95% and 86%, respectively, point to the
criterion validity of the instrument.

Sociodemographic and medical characteristics

A final questionnaire section asked patients to provide infor-
mation on selected sociodemographic characteristics. Illness-
and treatment-related data were obtained from patients’ med-
ical records at the collaborating centers.
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Data analysis

Descriptive statistics were computed for sociodemographic
and medical variables. As the overall project asked whether
PC might differ by tumor entity, we compared patients on
these variables by tumor site using χ2-techniques or
ANOVAs and ϕ or η2 as effect size measures. To evaluate
the factor structure of the PCQ-57 and the internal consistency
of its scales, factor analyses and item analyses based on the so-
called classical test theory were computed which assumes an
observed test score to be a composite of an individuals’ unob-
servable “true score” and a random error component.
Problem-focused and emotion-focused items were factored
separately as in the original study [23] since they are rated
with respect to different time frames and under a different
response format as described above. Given the still explorato-
ry status of research on PC, we deliberately chose to employ
exploratory principal axis factor analysis followed by orthog-
onal varimax rotation in both cases. While carefully consider-
ing the course of eigenvalues in both these analyses, we even-
tually extracted 5 and 3 factors for the problem- and the
emotion-focused item set respectively, as in the original anal-
yses [23]. The sample size suggested by the overall power
calculations may be considered sufficient to achieve a person
to variable ratio of at least 5:1 which is frequently recom-
mended for factor analysis [43, 44]. Missing values were not
imputed. Instead, factor analyses were performed with list-
wise deletion of cases with missing values in a respective item
set. Interpretation of factors was guided by the size of its item
loadings (aij ≥ 0.60) and the requirement that the squared load-
ing of an item should account for at least 50% of the commu-
nality of this item (aij

2/hi.
2 ≥ 0.50) [44, 45]. To judge whether

item inter-correlations were appropriate for factor analysis, the
Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy
was computed [46] which indicates the proportion of variance
in a set that might be explained by underlying factors. With a
possible range from 0 to 1, high KMO values indicate a var-
iable set to be suitable for factor analysis and values higher
than 0.80 are generally regarded as “meritorious.”

In order to determine the inter-correlations of the
original competence scales and their relationships with
coping self-efficacy, coping, fear of progression, and
depression, Pearson correlations were computed. For
the latter two criteria, hierarchical regressions were also
computed with coping, self-efficacy, and competencies
as predictors. If competencies actually contributed to
an effective self-regulation of distressing emotions, one
would expect negative correlations between these two
criteria and positively scored competence scales like
seeking information or managing distress, although
these must not be mistaken to show a causal effect.
All computations were performed with IBM SPSS ver-
sion 23.

Results

Sample

In total, N = 424 patients could be recruited, with the
proportions of breast, colorectal, and prostate cancer pa-
tients being roughly equal (see Table 1). On average,
patients were M = 61.5 years old (SD = 9.5), 85% of the
sample were diagnosed with cancer for their first time
and median time since diagnosis was Mdn = 10.4 months
(not in Table 1). In many of the sample characteristics
in Table 1, diagnostic groups differ significantly, with
effect sizes being mostly small (data not shown); how-
ever, except for age (breast cancer M = 58.9 years, η2 =
0.07), time since diagnosis (Mdn = 21.1 months for
breast cancer women, η2 = 0.14), and tumor size (T1:
breast cancer 43%, colorectal cancer 10%, prostate can-
cer 4%, ϕ = 0.57).

Factor analyses

A KMO value of 0.85 indicated the problem-focused items
were well-suited for factor analysis that resulted in 10 eigen-
values > 1 (8.24, 3.33, 2.01, 1.87, 1.55, 1.45, 1.37, 1.18, 1.14,
and 1.02). The intended 5-factor varimax solution (Table 2)
accounts for 41% of the variance. As their loadings indicate,
these factors are readily interpretable as competencies relating
to seeking information (F-1, Table 2), self-regulation (F-2),
assertively interacting with physicians (F-3), and interest in
social services (F-4). The fifth factor (F-5) is defined by two
items that cover interest in complementary medicine. Isolated
cross-loadings range from 0.25 to 0.38 (Mdn = 0.31). As indi-
cated by superscripts in Table 2, the two items defining factor
F-5 as well as some of the items defining factor F-1 in the
present analysis had loaded on the factor striving for autono-
mous decisions in the original factor analysis of the PCQ-57
[23].

With respect to the emotion-focused items, a KMO
value of 0.79 suggested they were acceptable for factor
analysis. Factor analysis resulted in 6 eigenvalues > 1
(5.16, 2.72, 1.90, 1.35, 1.11, and 1.04) with their course
favoring a 3-factor solution (Table 3) that accounts for
30% of the variance. As their loadings show, these
(varimax rotated) factors may be interpreted as competen-
cies that cover managing emotional distress in the context
of cancer (F-1, Table 2), dealing explicitly with the threat
to life posed by cancer (F-2) and low avoidance (F-3).
Some items show substantial double-loadings (|aij| ≥
0.30) mostly involving factors F-1 and F-2, or low com-
monalities (h2 ≤ 0.20). Especially factor F-3 is defined by
a smaller number of items than might have been expected
based on the earlier analysis [23].
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Internal consistency and scale inter-correlations

Except for dealing explicitly with threat and low
avoidance, the internal consistencies of the PC scales
based on the original scoring keys [23] are above 0.70
with a maximum of 0.88 (Table 4). Correlations

between competencies are mostly significant, positive,
and low to moderate in size (Mdnr = 0.24, − 0.04 ≤ r ≤
0.61; see Table 4), with the exception of high correla-
tions between seeking information and striving for au-
tonomous decisions and between self-regulation and
dealing explicitly with the threat to life posed by cancer
(r ≥ 0.50), both suggesting some overlap between these
respective constructs.

Considering the relationships of PC with other constructs
focusing upon cancer patients’ resources, the competencies of
managing distress, low avoidance, and being assertive with
physicians and self-regulation correlate significantly and
moderately to highly (0.35 ≤ r ≤ 0.58) with self-efficacy for
coping with cancer (Table 4). Thus, higher competency in
these domains co-varies to some degree with higher coping
self-efficacy. Similarly, given their significant and moderately
high correlations, a higher competency of self-regulation is
associated with using coping behaviors like seeking
affiliation, minimizing threat, and searching for information
and social exchange more frequently. The same is true of
competency in seeking information which correlates moder-
ately and significantly with using the coping behaviors of
searching for information and social exchange and seeking
affiliation more frequently. Furthermore, the emotion-focused
competency of managing distress is significantly associated
with more frequent use of the coping behaviors seeking social
affiliation and minimizing threat. The competency of low
avoidance correlates moderately highly and negatively
(reflecting its scoring direction) with less use of rumination
as a coping behavior. Finally, higher self-efficacy for coping
with cancer is significantly associated with more frequent use
of seeking affiliation and less frequent use of rumination, and
minimizing threat (|r| ≥ 0.34).

Correlations with fear of progression and depression

Table 4 also shows the two emotion-focused competen-
cies of managing distress and low avoidance to correlate
significantly, negatively, and moderately with fear of
progression and depression (|r| ≥ 0.43), that is, higher
competency in managing emotional distress and low
avoidance are associated with less fear of progression
and depression. Similarly, higher self-efficacy for coping
with cancer is significantly and strongly associated with
less fear of progression and depression (|r| ≥ 0.49). In
contrast, high rumination, as a coping behavior measured
with the TSK [38], is significantly and strongly associated
with greater fear of progression (r = 0.50) and significant-
ly, but to a lower extent with less depression (r = 0.27).
The hierarchical regressions (not given in detail here)
show managing distress as an independent predictor of
less fear of progression (β = −0.29, adjR

2 = 0.45, each

Table 1 Absolute ( f )
and relative (%)
frequencies of
sociodemographic and
medical sample
characteristics

Characteristic f %

Tumor diagnosis (n = 424)

Breast cancer 145 34

Colorectal cancer 161 38

Prostate cancer 118 28

Gender (n = 424)

Female 225 53

Male 199 47

Marital status (n = 420)

Single 29 7

Married/Cohabitating 290 69

Divorced/separated 59 14

Widowed 43 10

Children (n = 420)

Yes 350 83

No 70 17

Education (n = 408)

9 years 124 30

10 years 132 32

12 years 51 13

13 years 101 25

Employment (n = 418)

Yes (full time or other) 237 57

No 181 43

T (n = 388)

T1 73 19

T2 126 32

T3 142 37

T4 33 8

X 14 4

N (n = 398)

Negative 200 50

Positive 168 42

X 30 8

Primary metastases (n = 387)

No 302 78

Yes 69 18

X 16 4

Treatment intention (n = 389)

Curative 228 59

Palliative 133 34

X 28 7
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p < 0.01) and depression (β = −0.24, adjR
2 = 0.36, each

p < 0.01).

Discussion

This study examined psychometric properties of the PCQ-57
by analyzing its factor structure, reliability, and validity in
terms of its relationships with coping, coping self-efficacy,

fear of progression, and depression in a sample of breast,
colorectal, and prostate cancer patients. As shown, the com-
petencies of seeking information, self-regulation, assertively
interacting with physicians, interest in social services, and
managing distress suggested by the original study [23] were
rather clearly represented in the factor analyses. Although
some items showed double and cross-loadings, these tended
to be negligible and do not contradict the interpretation of
these five factors. Thus, the factor analyses generally support

Table 2 Varimax-rotated 5-factor
solution for problem-focused
items of PC in the context of
cancer (n = 376)

Item (number and truncated wording) F-1 F-2 F-3 F-4 F-5 h2

08. Took my time to discover best therapy a 0.78 0.66

10. Sought information on pros and cons of treatments 0.71 0.59

01. Sought information on diagnostic procedures 0.70 0.53

04. Prepared for stressful diagnostic procedures 0.70 0.57

02. Sought information on side effects 0.61 0.49

03. Sought information from brochures etc. 0.61 0.40

09. Made the right decision for me a 0.59 0.32 0.48

06. Asked how treatments would work 0.47 0.34 0.43

05. Sought information on preventing side effects 0.46 0.34 0.38 0.51

11. Sought second opinion a 0.43 0.24

51. Sought information on how to cope 0.31 0.29 0.26

07. Took measures to minimize side effects 0.29 0.36 0.43 0.45

12. Doubted physicians’ recommendations a 0.25 0.14

13. Left decisions to physicians a −0.40 0.19

48. Try to negotiate how much support I need 0.71 0.54

47. Make sure that others help me out 0.67 0.45

53. Take care to get rest and relaxation 0.64 0.44

52. Take care to get enough sleep 0.55 0.33

49. Easy to ask others for support 0.54 0.33

50. Feel supported by those close to me 0.47 0.26

55. Times of contemplation integrated in my life 0.43 0.29

56. Listen to what my body might want to tell me 0.26 0.39 0.36 0.36

57. Sought information on which activities to avoid 0.30 0.35 0.25

54. Examine my body for changes 0.28 0.28 0.26

22. Ask physician when I do not understand 0.73 0.60

23. Successful in asking physician questions 0.65 0.48

21. Tell physicians when I’m not content 0.58 0.37

20. Get wishes for treatment accepted 0.25 0.53 0.39

19. Tell doctors clearly when I disagree 0.51 0.29

18. Find it hard to describe my complaints −0.30 0.13

24. Find it hard to speak my mind −0.31 0.14

16. Sought information on financial support 0.80 0.79

17. Took efforts to obtain financial support 0.78 0.64

14. Sought information on complementary medicine a 0.27 0.73 0.62

15. Contacted specialist in complementary medicine a 0.69 0.49

Factor loadings in descending order per factor. Only loadings |aij| ≥ 0.25 are printed; loadings with |aij| ≥ 0.30 and
aij

2 /h.j
2 ≥ 0.50 in bold type

a Item loading on the factor striving for autonomous decision in the original factor analysis [23]
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the multi-dimensional conceptualization of PC that guided the
construction of the PCQ-57. At the same time, these analyses
offer only weak support for the competencies of dealing ex-
plicitly with the threat to life posed by cancer and low
avoidance to be sufficiently clearly represented in the PCQ-
57 and they fail to identify the competency of striving for
autonomous decisions.

The item-analytic results for the PCQ 57 scales mirror
those of the factor analyses: competencies that tended to rep-
licate in factor analysis show internal scale consistencies that
are either satisfactory or higher compared with competencies
that did not. Interestingly, except for low avoidance, the inter-
nal consistencies of most scales do not differ markedly from
those reported in the original study [23].

Looking at the relationships of PCs with coping behaviors
and coping self-efficacy, it appears noteworthy that the
problem- and emotion-focused competencies measured with
the PCQ-57 correlate mostlymoderately highlywithmeasures
of coping and coping self-efficacy. This tends to support the
assumption that these constructs share a focus on an individ-
ual’s resources, while at the same time suggesting that com-
petencies measured with the PCQ-57 may in part capture ad-
ditional facets of dealing with the challenges of one’s cancer

diagnosis, treatment and survivorship. If so, this would lend
further support to the construct validity of this measure.

Turning to concurrent validity, it is worth noting that the
emotion-focused competencies of managing distress and—in
spite of its weak internal consistency—low avoidance corre-
lates substantially with fear of progression and depression.
This suggests that emotion-focused competencies may in fact
play a role in the self-management of emotional distress in
cancer patients, thus linking the concept to broader theories
of self-regulation [12, 30, 36]. This finding also extends our
knowledge of correlates of distressing emotions in cancer for
which associations with specific coping behaviors [47] and
coping self-efficacy [48] have been demonstrated in recent
systematic reviews although some heterogeneity between
studies had to be acknowledged. It remains to be seen, how-
ever, whether PCs will provide a unique contribution to the
prediction and explanation of fear of progression or depres-
sion. Also, and similar to the fields of coping and coping self-
efficacy, testing directional effects of PC on emotion-related
cancer outcomes will require further research using longitudi-
nal designs [47, 48].

That most items defining the previous factor striving for
autonomous decision [23] now load on seeking information

Table 3 Varimax-rotated 3-factor
solution for emotion-focused
items of PC in the context of
cancer (n = 189)

Item (number and truncated wording) F-1 F-2 F-3 h2

31. Can deal with fears related to disease 0.74 −0.26 0.63

27. Can deal with helplessness 0.69 −0.27 0.56

35. Can deal with the threat caused by illness 0.68 0.47

36. Can deal with physical impairment 0.62 0.39

38. Able to accept feelings like grief 0.60 0.39

32. Can deal with stress of chemotherapy 0.59 0.36

46. Can deal with impaired mobility b 0.56 0.33

41. Able to distract myself when thinking of disease 0.54 0.29

33. Can dismiss thoughts of a possible recurrence 0.53 −0.41 0.46

45. Know how to handle increasing pain b 0.37 0.26 0.20

34. Hard to accept disease c −0.47 0.43 0.41

25. Explicitly deal with the possibility of a recurrence 0.77 0.60

26. Consider what disease means to my life 0.76 0.61

43. Consider that I might die 0.55 0.31

44. Try to take good care of myself 0.32 0.36 0.26

42. Told myself it could be worse a 0.39 −0.43 0.37

29. Confident that all will end well a 0.35 −0.46 0.34

39. Engage in various activities just to forget 0.52 0.28

37. Do not let others see how I actually feel 0.48 0.24

30. Feel I have to fundamentally change my life 0.43 0.21

28. Difficulty in expressing what I need 0.26 0.13

40. Find consolation in thinking others are worse off than me 0.25 0.11

Factor loadings in descending order per factor. Only loadings |aij| ≥ 0.25 are printed; loadings with |aij| ≥ 0.30 and
aij

2 /h.j
2 ≥ 0.50 in bold type

a, b, c Item loading on factors 1, 2, or 3, respectively, of the original factor analysis [23]
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represents the least expected finding of this study. It may
reflect a sample bias as the present study includes higher per-
centages of male, colorectal and prostate cancer patients than
the questionnaire construction sample [23] and no patients
from acute inpatient or follow-up care. However, the partial
fusion of these previously distinct factors in this study that
also is mirrored in high scale correlations and similar to the
original study [23] may also indicate a reciprocal relationship
between seeking information and striving for autonomous
decision, that is, acquiring information may facilitate autono-
mous decisions, while striving for autonomy may in turn mo-
tivate information seeking.

Limitations

While the large sample size, the multi-center recruitment, and
the comprehensive validity analyses of the PCQ-57 scales in a
network of relevant psycho-oncological constructs represent
strengths of this study, there are also some limitations. Firstly,
the majority of the participants came from rehabilitation
clinics, while patients from other settings of cancer care were
less well represented. Secondly, the study included only three
different tumor entities, thus restricting generalization of the
results. Thirdly, it is difficult to determine the extent of a
possible selection bias because the return rate has not been
documented. Lastly, analyses at the subgroup level of, e.g.,
tumor sites would have provided further information, but were
not carried out here because of the comparatively smaller
sample sizes that would have resulted at this level.

Conclusions

Summing up then, this study suggests that the PCQ-57 pro-
vides a reliable and valid measure of 5 distinct dimensions of
PC in the context of cancer as intended: seeking information,
self-regulation, assertively interacting with physicians, inter-
est in social services, and managing distress. Their corre-
sponding scales may be useful for evaluating cancer patients’
personal resources for confronting emotional distress and spe-
cific coping tasks arising from cancer and its treatment.
Especially managing distress may represent a scale covering
skills that may help reduce distress. These 5 scales also may
help identify which competencies a patient may need to de-
velop. In addition, they may be used for research on factors
that might influence PC and on effects that PC may have on
quality of life, emotional distress, and other cancer outcomes.
The extent to which these scalesmay also help evaluate effects
of interventions aimed at promoting PC [32, 33] clearly needs
to be determined by further research, however. Finally, with
respect to those 3 of the 8 PCQ-57 scales for which no strong
support was found in the present analyses, it may be possible
to retain striving for autonomous decisions after careful

revision, while perhaps omitting dealing explicitly with the
threat to life and low avoidance from the instrument. Given
the currently renewed and intensified interest in health literacy
in cancer [21, 22], another important task of future research
will probably be clarifying its conceptual and empirical rela-
tionships with other frequently invoked resource constructs
like empowerment, patient activation, or PC, and their contri-
butions to psychosocial cancer outcomes.
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