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Abstract 

Objective Control beliefs have been found to influence adaption to a cancer diagnosis. This study explored interrela-
tionships among education, control beliefs, and health-related quality of life (HRQoL) in patients with breast, prostate, 
colorectal, and lung cancer and tested weather control beliefs act as mediators.

Methods Six hundred and five patients with breast (n = 205), prostate (n = 205), colorectal (n = 124), and lung (n = 71) 
cancer from two German cancer registries answered standardized questionnaires. Response rate was 54%. HRQoL 
was assessed with the EORTC QLQ-C30 core questionnaire and control beliefs (internal, external, and fatalistic) were 
evaluated using the IPC-questionnaire. Education was measured on a scale ranging from 1 to 8. Data were analyzed 
using multiple mediation models.

Results There was a positive correlation between education and HRQoL. Internal beliefs were positive and external 
beliefs were negative correlated with HRQoL. Internal control beliefs mediated the relationship between educa-
tion and global health-related quality of life (.299, CI .122, .531), physical functioning (.272, CI .110, .486), emotional 
functioning (.325, CI .120, .578), and pain (-.288, CI − .558, − .094). External and fatalistic control beliefs did not act 
as mediators.

Conclusion Patients with low education feel they have less control over their cancer disease and consequently 
a poorer health-related quality of life.

Keywords Control beliefs, Quality of life, Cancer, Education, Mediation analyses

Introduction
In Germany, almost 500.000 people are diagnosed with 
cancer every year and the number is constantly rising 
[1]. Different reviews concluded that cancer patients 
suffer from elevated anxiety and depressive symptoms 
[2, 3]. Cancer not only affects the mental health of the 
patients but also their physical condition. In particu-
lar, persistent pain and fatigue affect the well-being of 
patients [4]. As a result, health-related quality of life 
(HRQoL) can be markedly impaired. HRQoL is a multi-
dimensional construct consisting of objective parameters 
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and the subjective evaluation by the person. In cancer 
research, the focus on HRQoL has become important in 
recent years due to success in long-term survival. HRQoL 
is now considered the most important treatment goal 
after survival. Coping with the disease is closely related 
to HRQoL [5]. Especially the cognitive assessment of the 
disease situation makes a decisive contribution to the 
patients’ well-being. For instance, a study with patients 
with head and neck cancer shows that causal attribu-
tions about causes of the disease and course of the symp-
toms as well as symptom perceptions are associated with 
HRQoL [6].In this context, the importance of differ-
ent types of control beliefs as coping mechanisms were 
discussed. Control beliefs are described as personality 
traits in the social learning theory of Rotter [7]. Control 
beliefs are one aspect of general expectations. Different 
manifestations of control beliefs are considered as vari-
ables for explaining specific behavior and stress experi-
ences. Internal control beliefs are present when a person 
assumes that events that occur are due to his or her own 
behavior [8]. If a person attributes events to the actions 
of others or assumes that they are determined by chance 
or fate, control beliefs are referred to as external. External 
control beliefs are further divided into social external-
ity (influence by other persons) and fatalistic externality 
(fate or luck). Research focusing health-related control 
beliefs for specific diseases are inconclusive so far. For 
example, internal control beliefs are associated with 
faster progression in subsequent medical rehabilitation 
in patients after knee arthroplasty and with better disease 
adjustment after HIV infection [9, 10]. Contrary, exter-
nal control beliefs were associated with better glucose 
metabolism in persons with type I diabetics at the begin-
ning of the disease [11]. Findings on control beliefs in 
oncology research are highly dependent on the research 
topic. In the area of causal attributions, it has been shown 
that internal attributions of causes of the disease pre-
dominantly lead to a more depressive experience of the 
disease and, as a consequence, to maladaptive coping 
[5]. However, internal causal attributions are more likely 
to lead to changes in health behaviors to prevent disease 
recurrence [12, 13]. Focusing the perceived control over 
cancer, a meta-analysis shows that internal control beliefs 
are associated with better coping [14]. The higher the 
controllability, the less anxiety and depression patients 
report. Further, internal control beliefs are related to bet-
ter HRQoL in patients with gastric, colorectal, and lung 
cancer [15]. In patients with head and neck cancer, con-
trol beliefs show only partial associations with HRQoL, 
depending on the age of the patients [16].

There is evidence that socioeconomic factors, like 
income or education, are associated with well-being for 
many diseases. Studies examining associations between 

education and HRQoL in cancer patients are inconclu-
sive so far. One study found that education was asso-
ciated with HRQoL only in older but not in younger 
patients [17]. Examining effects of education on HRQoL 
in oesophageal cancer patients, associations were only 
found for women, but not for men [18], however, in a 
sample of prostate cancer patients, those with low edu-
cation reported worse HRQoL [19]. With regard to the 
timing during treatment, Simon and Wardle found dis-
parities in anxious and depressive symptoms and gen-
eral HRQoL to the disadvantage of cancer patients with 
low status only directly after diagnosis [20]. A study with 
mixed cancer patients found no associations between 
educational level and HRQoL up to six months after 
hospitalization [21]. Regarding control beliefs, previous 
research has shown that individuals with low education 
and in occupational positions with less prestige are more 
likely to believe that their health is determined by social 
or fatalistic externality. In a study with healthy persons 
and persons with neuromuscular diseases, associations 
with school education were only found for the subscale 
fatalistic externality in that way, that persons with lower 
education achieved higher values [22]. Although previous 
literature suggests that education is associated with both 
control beliefs and HRQoL, it remains unclear whether 
there is an indirect effect of education on HRQoL via 
control beliefs

Current study
The current study explored whether control beliefs medi-
ate the association between education and HRQoL in 
patients with breast, prostate, colorectal, and lung cancer.

The four most common diagnostic groups in Germany 
were selected in order to be able to use the diagnostic 
group from the sample as a meaningful control variable 
on the one hand and to be able to generate a sufficiently 
large total sample that met our inclusion criteria (time 
since diagnosis five years) on the other.

Method
Participants and procedure
Data collection was carried out between May and Sep-
tember 2016 in two German cancer registries (cities of 
Leipzig and Dresden). Patients with breast, prostate, colo-
rectal, or lung cancer who met the following inclusion 
criteria were eligible for the study: (I) age between 18 and 
75 years, (II) new diagnosis or relapse, (III) time of diag-
nosis or relapse not more than 30 months ago, and (IV) 
written informed consent. The selection of study partici-
pants was stratified by cancer site to obtain equally sized 
groups despite differences in incidence rates. A total of 
1748 patients were contacted by mail and asked to com-
plete a standardized questionnaire. In case of no reply, 
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up to two reminder letters were sent. Of 1748 patients 
contacted, 166 (9.4%) were already deceased or could not 
be reached, leaving 1582 eligible patients for this study 
(Fig.  1). Of those, 858 (54.2%) participated. This study 
was granted ethical approval by the Ethics Committee 
of the Medical Faculty of Leipzig (AZ 342-15-05102015) 
and the University of Dresden (EK 442102015).

Instruments
Sociodemographic and medical data
Cancer diagnosis according to ICD-10 were taken from 
cancer registries. Tumor stage was classified according to 
the Union for International Cancer Control [UICC] clas-
sification system seventh edition [23]. Other sociodemo-
graphic and medical data were assessed via self-report.

Education was calculated using the Hoffmeyer-Zlotnik 
index [24] which is a combination of the highest level 
of school education and the highest level of vocational 
training. Based on the combination, patients have been 
assigned a value for education on a scale from 1 to 8 (e.g., 
post compulsory school and apprenticeship = 4).

Health‑related quality of life
HRQoL was measured using the German version of the 
European Organisation for Research and Treatment of 
Cancer Quality of Life Core Questionnaire (EORTC 
QLQ-C30) [25]. The EORTC QLQ-C30 can be sum-
marized into 5 functional scales (emotional, physical, 
social, role, and cognitive functioning) and 3 multi-
item (fatigue, pain, and nausea and vomiting), and 6 
single-item scales that assess cancer-related symptoms 
(dyspnoea, loss of appetite, insomnia, constipation and 
diarrhoea) and global HRQoL. Responses are given on 
a four-point Likert scale that ranges from 1 (“not at 
all”) to 4 (”very much”), with the exception of global 
HRQoL for which the rating scale ranges from 1 (“very 
poor”) to 7 (“excellent”). The scales were transformed 
into values between 0 and 100 according to the scoring 
manual [26]. Higher scores on the functional and global 
HRQoL scales and lower scores on the symptom scales 
indicate better HRQoL. Because a cancer diagnosis and 
its therapy affects a patients physical and mental health 
and can cause persistent pain even years after end of 
therapy, we focused on the scales global HRQoL (2 
items, Cronbach’s Alpha = .93), physical functioning (5 

Fig. 1 Flowchart of the sample
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items, α = .83), emotional functioning (4 items, α = .90), 
and pain (2 items, α = .8) in our analyses.

Control beliefs
General control beliefs were assessed using the German 
version of the IPC-questionnaire [27] which has been 
developed on the basis of Levenson’s [28] IPC scales. 
The self-report instrument consists of 24 items that can 
be answered on a six-point Likert scale ranging from 1 
(“very wrong”) to 6 (“very right”). The items constitute 3 
subscales, each consisting of 8 items, with values ranging 
from 8 to 48. The internality scale (I-scale, α = .72, e.g., 
„ I can determine quite a lot of what happens in my life 
by myself.“) measures the perceived control over events 
that occur. The externality scale (P-scale, α = .73, e.g., „ 
Whether I have a car accident or not depends mainly on 
the other car drivers.“) determines the subjective feeling 
of powerlessness over events or the dependence on other 
persons. The fatalism scale (C-scale, α = .76, e.g., „ It is 
not good for me to plan far in advance, because fate often 
intervenes.“) captures the subjective feeling that events 
are dependent on luck or fate. Patients with high values 
in one of the scale have high internal, external, or fatalis-
tic control beliefs.

Statistical analyses
Pearson’s chi-square-test and Fisher’s exact test were 
used to compare participants and non-participants 
regarding age, sex, tumor stage, and cancer site. In addi-
tion, study participants with and without information on 
their control beliefs were compared.

To test associations between education, HRQoL, and 
control beliefs, bivariate correlations among the study 
variables were calculated in a first step. In a second step, 
multiple mediation analyses were calculated in order to 
estimate the overall indirect effect and the specific indi-
rect effects [29]. Multiple mediation models test whether 
an independent variable (X) predicts an independent 
variable (Y) via a mediator variable (M). Our theoretical 
model is schematically depicted in Fig.  2. We assumed 
a direct effect of education on HRQoL and additional 

indirect effects via control beliefs. We calculated 4 mod-
els with HRQoL domains as dependent variables and 
education as independent variable. In all models, we 
added control beliefs (internal, external, fatalistic) simul-
taneously as potential mediators. Age, gender, and tumor 
site were added as potential confounders to the models. 
Data analyses were conducted using the IBM SPSS Sta-
tistics Version 25 and the macro PROCESS provided by 
Preacher and Hayes (2008). The significance of indirect 
effects was tested by bootstrap analyses with 5000 boot-
strap samples. The dataset is made available in the fig-
share online repository [30].

Results
Sample characteristics
As can be seen from Fig.  1, the most frequent reasons 
for non-participation were patient felt too distressed 
(11.7%), content-related reservations (10.9%), and no 
interest (6.9%). Participants and non-participants did not 
differ with respect to sex (p = .66) and age (p = .75), but 
in terms of cancer site and stage of disease in that way 
that patients with breast and prostate cancer (p = .02) and 
with lower disease stage (p = .03) participated more often. 
Of the 858 participants, 16 (1.9%) did not provide any 
information on HRQoL, 211 (24.6%) on control beliefs, 
and further 26 (3%) did not provide their educational 
level, leaving 605 patients for our analyses. Patients with 
information on control beliefs did not differ from those 
without information in disease stage (p = .82). Neverthe-
less, participants providing data on control beliefs are 
more likely to be male (p = .04) and younger (M = 59.4) 
compared to those without data (M = 64.1, p < .01). In 
addition, patients with available data on control beliefs 
are higher educated (MNoData = 4.7, MWithData = 5.4, 
p < .01) and are less likely to be lung cancer patients com-
pared to prostate cancer patients (p < .01) and colon can-
cer patients (p = .02).

At the time of the survey, the 605 participants included 
were 59.4 years (SD = 9.5), ranging from 23 to 73 years 
(Table 1). More than half of the patients (56.9%) are male. 
The majority of the study participants had completed 

Fig. 2 Theoretical model in which control beliefs mediate the relationship between education and health-related quality of life
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high school (44.3%) and an apprenticeship (47.4%). Of the 
respondents, 33.9% received a diagnosis of breast cancer, 
33.9% prostate cancer, 20.5% colorectal cancer, and 11.7% 
lung cancer. The mean time since diagnosis was 1.8 years 
(SD = 1.4).

Bivariate associations between health‑related quality 
of life, control beliefs, and education
Means, standard deviations, and results of the correla-
tion analyses are presented in Table 2. There is a positive 
correlation between internal control beliefs and HRQoL. 
Also, education is positively correlated with HRQoL 
and internal control beliefs. There was no relationship 
between education and external control beliefs.

Indirect effects of education on quality of life 
through control beliefs
Multiple mediation analyses (Table 3) revealed a signifi-
cant total indirect effect of the set of control beliefs (sum 
of internal, external, and fatalistic control beliefs) on 
global HRQoL (.410 (SE [standard error] .159), CI [con-
fidence interval] .108, .740), physical functioning (.381 
(.151), CI .103, .694), and pain (-.412 (.176), CI − .779, 
− .081), but not on emotional functioning (.433 (.245), 
CI − .019, .925). Regarding specific (unique) indirect 
effects of the dimensions of control beliefs, results show 
that controlling for all other control beliefs, only inter-
nal beliefs significantly mediate the relationship between 
education and global HRQoL (.299 (.105), CI .122, .531), 
physical functioning (.272 (.098), CI .110, .486), emo-
tional functioning (.325 (.117), CI .120, .578), and pain 
(-.288 (.118), CI − .558, − .094). External control beliefs 
and fatalistic control beliefs did not show an indirect 
effect on all HRQoL domains and pain. Adding control 
beliefs as mediators to the models, there was still a direct 
effect of education on global HRQoL (.922 (.389), CI 
.159, 1.686), physical functioning (1.713 (.395), CI .489, 

Table 1 Sample characteristics

a Data on tumor stage is only available for the study center Leipzig

N %

Age Mean [SD] in years 59.4 [9.5]

Sex Male 344 56.9

School education Compulsory  68 11.2

Post-compulsory 259 42.8

High school 268 44.3

None  10  1.7

Vocational training Apprenticeship 287 47.4

Higher 109 18.0

University 155 25.6

None 9 1.5

Other 45 7.4

Tumor stagea 0/I 122 20.2

II 50 8.3

III 56 9.3

IV 32 5.3

No information 345 57.0

Cancer site Breast 205 33.9

Prostate 205 33.9

Colorectal 124 20.5

Lung  71 11.7

Table 2 Bivariate correlations and descriptive information of all study variables (N = 605)

Coefficients in bold show a significant correlation

GQoL Global quality of life, PF Physical functioning, EF Emotional functioning, ICB Internal control beliefs, ECB External control beliefs, FCB Fatalistic control beliefs, Edu 
education
a Higher scores reflect better quality of life (scale ranges from 0-100)
b Higer scores reflect higher symptom burden (scale ranges from 0-100)
c Higher scores reflect a higher manifestation in that control belief (scales range from 8-48)

GQoL PF EF Pain ICB ECB FCB Edu

Interrelationships

 1.  GQoLa - - - - - - - -

 2.  PFa .63 - - - - - - -

 3.  EFa .61 .51 - - - - - -

 4.  Painb − .61 − .63 − .57 - - - - -

 5.  ICBc .21 .21 .21 − .17 - - - -

 6.  ECBc − .22 − .21 − .37 .15 − .03 - - -

 7.  FCBc − .29 − .28 − .40 .23 − .07 .71 - -

 8. Edu .14 .21 .09 − .15 .17 .02 − .03 -

Descriptive Information

 M 65.26 77.29 68.57 29.20 35.96 21.02 21.83 5.57

  SD 21.37 22.26 27.00 29.64 5.18 5.43 5.76 1.94
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.937), and pain (-1.323 (.554), CI -2.411, − .235), but not 
on emotional functioning (.618 (.469), CI − .303, 1.538), 
indicating that the effect of education on emotional func-
tioning is fully mediated by internal control beliefs. Infor-
mation about direct effects for all models are presented 
as supplemental material.

Discussion
The present cross-sectional study investigated control 
beliefs as mediators between education and HRQoL in 
patients with breast, prostate, colorectal, and lung cancer. 
Our findings suggest that internal control beliefs partly 
mediate the effect of education on global HRQoL, physi-
cal functioning, and pain and fully mediate the effect on 
emotional functioning.

Our findings confirm past research among non-
oncological populations showing that control beliefs 
are associated with education [22, 31, 32]. While these 
studies primarily found associations between external 
control beliefs and education, in our study with can-
cer patients only internal control beliefs were related 
to education. However, the studies cited used instru-
ments that assessed health-related and not general 
control beliefs, as we did. Besides, education is crucial 
for acquiring coping skills and problem solving com-
petencies [31] so that cancer patients with high edu-
cation are more likely to think that they can actively 

shape their own lives. This in turn can result in a bet-
ter HRQoL. Previous studies focusing on HRQoL and 
control beliefs in cancer patients are inconclusive. 
Whereas in a meta-analysis internal control was asso-
ciated with better well-being [14], others report a mal-
adaptive disease adjustment [5]. These differences may 
possibly have resulted from different perceived con-
trollability depending on disease severity and tumor 
entity.

Our results also replicate previous studies that found 
higher education to be associated with better HRQoL 
[19, 33]. Two possible explanations are conceivable for 
the occurrence of educational inequalities in HRQoL. 
First, it was found that individuals with low educa-
tion have information deficits about their disease and 
about possible support in aftercare, which may be nega-
tively related to coping with the disease [34]. Second, 
patients with lower education may have greater worries 
and worse recovery, because they have a lower income 
and thus concerns about financial burden are stronger 
or they do not have the opportunity to pause work for 
subsequent rehabilitation. Studies with cancer patients 
show that people with low social status are less likely to 
use rehabilitation services [35].

The mediating effect of internal control beliefs in the 
relationship between education and HRQoL follows 
previous research [36]. Because in the present study 

Table 3 Multiple mediation analysis testing effects of education on health-related quality of life via control beliefs

Analyses controlled for age, sex, and tumor site

CI confidence interval

Bootstrap analyses with 5000 bootstrap samples

Health‑related quality of life 
domain

Mediator (control beliefs) Indirect effect
(SE)

Lower 95% CI Upper 95% CI

Global quality of life Total indirect effect .410 (.159) .108 .740

Internal .299 (.105) .122 .531

External − .002 (.026) − .060 .053

Fatalistic .113 (.106) − .085 .346

Physical functioning Total indirect effect .381 (.151) .103 .694

Internal .272 (.098) .110 .486

External − .002 (.026) − .059 .054

Fatalistic .111 (.107) − .083 .340

Emotional functioning Total indirect effect .433 (.245) − .019 .925

Internal .325 (.117) .120 .578

External − .019 (.120) − .248 .192

Fatalistic .127 (.119) − .086 .387

Pain Total indirect effect − .412 (.176) − .779 − .081

Internal − .288 (.118) − .558 − .094

External .001 (.033) − .069 .076

Fatalistic − .125 (.123) − .381 .103
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the relationship between education and HRQoL is only 
partially mediated by internal control beliefs for most 
of the domains, education and control beliefs each 
appear to have an independent influence on HRQoL.

Strengths and limitations
The present study contributes to a better understanding 
of the interplay between education, HRQoL, and con-
trol beliefs and thus provides a further explanation for 
existing inequalities in the HRQoL of cancer patients. 
Furthermore, we used a large sample based on two reg-
isters so that we can provide robust results in a research 
field which has rarely been investigated before. Another 
strength is that central medical data was collected via 
cancer registries and are therefore very valid. Neverthe-
less, some limitations need to be considered when inter-
preting our results. First, we used a cross-sectional design 
which is why the results presented cannot be interpreted 
causally. Second, the sample was limited to the four most 
common cancer sites, so the reported results may not 
be generalized to all cancer types. Also, participants and 
non-participants differ in terms of tumor entity and dis-
ease severity what could have biased the sample. Another 
point is that those who provided information on their 
control beliefs were more likely to be male, younger, 
and higher educated which limits the generalizability 
of the results for the whole sample. One reason for the 
high number of missing responses on control beliefs may 
be due to some of the questions themselves. In particu-
lar, questions that are very close to job-related content 
were not answered (e.g.: “Although I am capable of doing 
this, I am rarely given management tasks.” or “Whether I 
become a group leader or not depends above all on being 
in the right place at the right time.”). It is possible that the 
participants were not working and therefore had no con-
nection to the questions. This also explains why it was 
mainly younger people who gave information on their 
control beliefs. Finally, control beliefs were assessed by 
means of a questionnaire, which exclusively depicts gen-
eral control beliefs of the persons and does not include 
disease-specific control beliefs.

Implications
The present work suggests that cancer patients with a low 
level of education have a reduced HRQoL. In treatment 
and aftercare, they are a vulnerable group of patients who 
need special support. Since educational attainment is 
easy to assess, this could be an ecological way to quickly 
identify individuals in need of support in clinical practice 
and to initiate appropriate interventions. For example, 
patients with low education should receive more detailed 
and easy understandable information about their disease 

from their physician to reduce uncertainty and strengthen 
internal control beliefs. Furthermore, promoting health 
literacy can improve disease-related coping skills and thus 
strengthen internal control beliefs in patients. Subsequent 
studies should be longitudinal to better track changes in 
control beliefs and resulting potential changes in HRQoL 
in cancer patients. Also, differently perceived controllabil-
ity with regard to disease severity and tumor entity would 
be an interesting point to investigate. Furthermore, future 
research should include multiple cancer sites to explore 
control beliefs in cancers with unfavorable courses (e.g., 
pancreatic cancer). This could indicate to what extent the 
severity of a disease affects control beliefs. To assess control 
beliefs, another instrument should possibly be used that 
relates content less to the work context. This could prevent 
non-working people (e.g. retired, unemployed) from omit-
ting the relevant questions.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s40359- 024- 01867-7.

Supplementary Material 1.

Acknowledgments
The authors thank Sabine Taubenheim of the cancer registry of the city of 
Leipzig (RKKRL) and Anke Rentsch of the university cancer center of the city 
of Dresden (UCC) for providing the patient data. We also thank Jana Zepp and 
Rinat Osin for their support in data assessment and entry.

Authors’ contributions
Conceptualization: JE. Study design: JE. Data collection: PE, BH, JE. Writing 
manuscript:  JR. Literature review: JR. Data analysis: JR. Preparation of Tables 
and supplementary material: JR. Critical review: JR, PE, BH, JE. All authors have 
read and approved the manuscript.

Funding
Open Access funding enabled and organized by Projekt DEAL. The author(s) 
disclosed receipt of the following financial support for the research, author-
ship, and/or publication of this article: This work was supported by a grant 
from the German foundation Roland Ernst Stiftung für Gesundheitswesen 
(grant no. RES 7/15).

Availability of data and materials
The dataset is made available in the figshare online repository. https:// doi. org/ 
10. 6084/ m9. figsh are. 19078 064. v1

Declarations

Ethics approval and consent to participate
All procedures performed within this study were in accordance with the ethi-
cal standards of the institutional research committee and with the 1964 Hel-
sinki declaration and its later amendments or comparable ethical standards. 
The study was approved by the ethics committee of the Medical Faculty of 
Leipzig (AZ 342-15-05102015) and the University of Dresden (EK 442102015). 
Informed consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

https://doi.org/10.1186/s40359-024-01867-7
https://doi.org/10.1186/s40359-024-01867-7
https://doi.org/10.6084/m9.figshare.19078064.v1
https://doi.org/10.6084/m9.figshare.19078064.v1


Page 8 of 8Roick et al. BMC Psychology          (2024) 12:382 

Received: 19 November 2023   Accepted: 21 June 2024

References
 1. Robert Koch Institute. Cancer in Germany for 2015/2016. Berlin: Robert 

Koch Institute and the Society of the German Epidemiological Cancer 
Registries e.V; 2019.

 2. Peng Y-N, Huang M-L, Kao C-H. Prevalence of depression and anxiety 
in colorectal cancer patients: a literature review. Int J Environ Res Public 
Health. 2019. https:// doi. org/ 10. 3390/ ijerp h1603 0411.

 3. Hashemi S-M, Rafiemanesh H, Aghamohammadi T, Badakhsh M, Amir-
shahi M, Sari M, et al. Prevalence of anxiety among breast cancer patients: 
a systematic review and meta-analysis. Breast Cancer. 2020;27:166–78. 
https:// doi. org/ 10. 1007/ s12282- 019- 01031-9.

 4. Rodriguez C, Ji M, Wang H-L, Padhya T, McMillan SC. Cancer pain and 
quality of life. J Hosp Palliat Nurs. 2019;21:116–23. https:// doi. org/ 10. 
1097/ NJH. 00000 00000 000507.

 5. Wolf C, Meyer PC, Richter D, Riehl-Emde A, Ritter-Landolt C, Sieber M, 
et al. Kausalattribution und Krankheitsverarbeitung bei Brustkrebspatien-
tinnen: Ergebnisse einer Längsschnittuntersuchung. Z Psychosom Med 
Psychoanal. 1995;41:356–69.

 6. Scharloo M, Baatenburg de Jong RJ, Langeveld TPM, van Velzen-Verkaik 
E, Doorn-op den Akker MM, Kaptein AA. Quality of life and illness percep-
tions in patients with recently diagnosed head and neck cancer. Head 
Neck. 2005;27:857–63. https:// doi. org/ 10. 1002/ hed. 20251.

 7. Rotter JB. Generalized expectancies for internal versus external control of 
reinforcement. Psychol Monographs: Gen Appl. 1966;80:1–28. https:// doi. 
org/ 10. 1037/ h0092 976.

 8. Schwarzer R. Psychologie des Gesundheitsverhaltens. Göttingen: Hogrefe; 
1996.

 9. Grassi L, Righi R, Sighinolfi L, Makoui S, Ghinelli F. Coping styles and 
psychosocial-related variables in HIV-infected patients. Psychosomatics. 
1998;39:350–9. https:// doi. org/ 10. 1016/ S0033- 3182(98) 71323-4.

 10. Kendell K, Saxby B, Farrow M, Naisby C. Psychological factors associ-
ated with short-term recovery from total knee replacement. Br J Health 
Psychol. 2001;6:41–52. https:// doi. org/ 10. 1348/ 13591 07011 69043.

 11. Kohlmann CW, Küstner E, Beyer J. Kontrollüberzeugungen und Diabe-
teseinstellung in Abhängigkeit von der Erkrankungsdauer. Z für Gesund-
heitspsychologie. 1993;1:32–48.

 12. Costanzo ES, Lutgendorf SK, Roeder SL. Common-sense beliefs about 
cancer and health practices among women completing treatment for 
breast cancer. Psychooncology. 2011;20:53–61. https:// doi. org/ 10. 1002/ 
pon. 1707.

 13. Rabin C, Pinto B. Cancer-related beliefs and health behavior change 
among breast cancer survivors and their first-degree relatives. Psychoon-
cology. 2006;15:701–12. https:// doi. org/ 10. 1002/ pon. 1000.

 14. Richardson EM, Schüz N, Sanderson K, Scott JL, Schüz B. Illness represen-
tations, coping, and illness outcomes in people with cancer: a systematic 
review and meta-analysis. Psychooncology. 2017;26:724–37. https:// doi. 
org/ 10. 1002/ pon. 4213.

 15. Förster C, Taubert S. Subjektive Krankheitstheorien und Selbstregulation 
von Tumorpatienten. Z Med Psychol. 2006;15:117–27.

 16. Derks W, Leeuw JRJ, Hordijk GJ, Winnubst JAM. Differences in coping style 
and locus of control between older and younger patients with head and 
neck cancer. Clin Otolaryngol. 2005;30:186–92. https:// doi. org/ 10. 1111/j. 
1365- 2273. 2004. 00938.x.

 17. Bernhard J, Hürny C, Coates AS, Peterson HF, Castiglione-Gertsch M, Gel-
ber RD, et al. Factors affecting baseline quality of life in two international 
adjuvant breast cancer trials. International Breast Cancer Study Group 
(IBCSG). Br J Cancer. 1998;78:686–93. https:// doi. org/ 10. 1038/ bjc. 1998. 
561.

 18. Schandl AR, Johar A, Mälberg K, Lagergren P. Education level and health-
related quality of life after oesophageal cancer surgery: a nationwide 
cohort study. BMJ Open. 2018;8:e020702. https:// doi. org/ 10. 1136/ bmjop 
en- 2017- 020702.

 19. Knight SJ, Latini DM, Hart SL, Sadetsky N, Kane CJ, DuChane J, Carroll 
PR. Education predicts quality of life among men with prostate cancer 
cared for in the Department of Veterans Affairs: a longitudinal quality of 

life analysis from CaPSURE. Cancer. 2007;109:1769–76. https:// doi. org/ 10. 
1002/ cncr. 22597.

 20. Simon AE, Wardle J. Socioeconomic disparities in psychosocial wellbeing 
in cancer patients. Eur J Cancer. 2008;44:572–8. https:// doi. org/ 10. 1016/j. 
ejca. 2007. 12. 013.

 21. Roick J, Danker H, Kersting A, Dietrich A, Dietz A, Papsdorf K, et al. The 
association of socioeconomic status with quality of life in cancer patients 
over a 6-month period using individual growth models. Support Care 
Cancer. 2019;27:3347–55. https:// doi. org/ 10. 1007/ s00520- 018- 4634-y.

 22. Pieter A, Fröhlich M, Klein M, Emrich E. Bildung als Korrelat gesund-heits-
bezogener Kontrollüberzeugungen. Schweizerische Z für Sportmedizin 
und Sporttraumatologie. 2012;60:125–30.

 23. Sobin LH, Gospodarowicz MK, Wittekind C. TNM classification of malig-
nant tumours. 7th ed. Somerset: Wiley; 2011.

 24. Hoffmeyer-Zlotnik JH, Hanefeld U, Herter-Eschweiler R, Mohr S. Demogra-
phische Standards. eine gemeinsame Empfehlung des ADM Arbeitskreis 
Deutscher Markt- und Sozialforschungsinstitute e.V., der Arbeitsgemein-
schaft Sozialwissenschaftlicher Institute e.V. (ASI) und des Statistischen 
Bundesamtes. Wiesbaden: Statistisches Bundesamt; 2010.

 25. Aaronson NK, Ahmedzai S, Bergman B, Bullinger M, Cull A, Duez NJ, 
et al. The European Organization for Research and Treatment of Cancer 
QLQ-C30: A quality-of-life instrument for use in international clinical trials 
in oncology. J Natl Cancer Inst. 1993;85:365–76. https:// doi. org/ 10. 1093/ 
jnci/ 85.5. 365.

 26. Fayers PM, Aaronson NK, Bjordal K, Groenvold M, Curran D, Bottomley A. 
on behalf of the EORTC quality of life group. The EORTC QLQ-C30 scoring 
manual. 3rd ed. Brüssel: EORTC; 2001.

 27. Krampen G. Differenzierungen des Konstruktes der Kontrollüberzeugung. 
Deutsche Bearbeitung und Anwendung der IPC-Skalen. Zeitschrift für 
Experimentel-le und Angewandte Psychologie. 1979;26:573–95.

 28. Levenson H. Activism and powerful others: distinctions within the con-
cept of internal-external control. J Pers Assess. 1974;38:377–83. https:// 
doi. org/ 10. 1080/ 00223 891. 1974. 10119 988.

 29. Preacher KJ, Hayes AF. Asymptotic and resampling strategies for assessing 
and comparing indirect effects in multiple mediator models. Behav Res 
Methods. 2008;40:879–91. https:// doi. org/ 10. 3758/ BRM. 40.3. 879.

 30. Roick J, Esser P, Hornemann B, Ernst J. Data_final.sav. figshare. Data-
set. 2022. https:// doi. org/ 10. 6084/ m9. figsh are. 19078 064. v1.

 31. Galanos AN, Strauss RP, Pieper CF. Sociodemographic correlates of health 
beliefs among black and white community dwelling elderly individu-
als. Int J Aging Hum Dev. 1994;38:339–50. https:// doi. org/ 10. 2190/ 
62KA- FWN1- 6XV5- PR2Q.

 32. Kovaleva A, Beierlein C, Kemper CJ, Rammstedt B. Eine Kurzskala zur 
Messung von Kontrollüberzeugung: die Skala Internale-Externale-
Kontrollüberzeugung-4 (IE-4). GESIS Working Papers 2012|19. Köln: GESIS; 
2012.

 33. Mackenbach JP, Stirbu I, Roskam A-JR, Schaap MM, Menvielle G, Leinsalu 
M, Kunst AE. Socioeconomic inequalities in health in 22 European coun-
tries. N Engl J Med. 2008;358:2468–81. https:// doi. org/ 10. 1056/ NEJMs 
a0707 519.

 34. Mishel MH, Germino BB, Belyea M, Stewart JL, Bailey DE, Mohler J, Robert-
son C. Moderators of an uncertainty management intervention: For men 
with localized prostate cancer. Nurs Res. 2003;52:89–97. https:// doi. org/ 
10. 1097/ 00006 199- 20030 3000- 00005.

 35. Holm LV, Hansen DG, Larsen PV, Johansen C, Vedsted P, Bergholdt SH, 
et al. Social inequality in cancer rehabilitation: a population-based cohort 
study. Acta Oncol. 2013;52:410–22. https:// doi. org/ 10. 3109/ 02841 86X. 
2012. 745014.

 36. Landau R. Locus of control and socioeconomic status: Does internal locus 
of control reflect real resources and opportunities or personal coping 
abilities? Soc Sci Med. 1995;41:1499–505. https:// doi. org/ 10. 1016/ 0277- 
9536(95) 00020-8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.3390/ijerph16030411
https://doi.org/10.1007/s12282-019-01031-9
https://doi.org/10.1097/NJH.0000000000000507
https://doi.org/10.1097/NJH.0000000000000507
https://doi.org/10.1002/hed.20251
https://doi.org/10.1037/h0092976
https://doi.org/10.1037/h0092976
https://doi.org/10.1016/S0033-3182(98)71323-4
https://doi.org/10.1348/135910701169043
https://doi.org/10.1002/pon.1707
https://doi.org/10.1002/pon.1707
https://doi.org/10.1002/pon.1000
https://doi.org/10.1002/pon.4213
https://doi.org/10.1002/pon.4213
https://doi.org/10.1111/j.1365-2273.2004.00938.x
https://doi.org/10.1111/j.1365-2273.2004.00938.x
https://doi.org/10.1038/bjc.1998.561
https://doi.org/10.1038/bjc.1998.561
https://doi.org/10.1136/bmjopen-2017-020702
https://doi.org/10.1136/bmjopen-2017-020702
https://doi.org/10.1002/cncr.22597
https://doi.org/10.1002/cncr.22597
https://doi.org/10.1016/j.ejca.2007.12.013
https://doi.org/10.1016/j.ejca.2007.12.013
https://doi.org/10.1007/s00520-018-4634-y
https://doi.org/10.1093/jnci/85.5.365
https://doi.org/10.1093/jnci/85.5.365
https://doi.org/10.1080/00223891.1974.10119988
https://doi.org/10.1080/00223891.1974.10119988
https://doi.org/10.3758/BRM.40.3.879
https://doi.org/10.6084/m9.figshare.19078064.v1
https://doi.org/10.2190/62KA-FWN1-6XV5-PR2Q
https://doi.org/10.2190/62KA-FWN1-6XV5-PR2Q
https://doi.org/10.1056/NEJMsa0707519
https://doi.org/10.1056/NEJMsa0707519
https://doi.org/10.1097/00006199-200303000-00005
https://doi.org/10.1097/00006199-200303000-00005
https://doi.org/10.3109/0284186X.2012.745014
https://doi.org/10.3109/0284186X.2012.745014
https://doi.org/10.1016/0277-9536(95)00020-8
https://doi.org/10.1016/0277-9536(95)00020-8

	Control beliefs as mediators between education and quality of life in patients with breast, prostate, colorectal, and lung cancer: a large register based study
	Abstract 
	Objective 
	Methods 
	Results 
	Conclusion 

	Introduction
	Current study
	Method
	Participants and procedure
	Instruments
	Sociodemographic and medical data
	Health-related quality of life
	Control beliefs

	Statistical analyses

	Results
	Sample characteristics
	Bivariate associations between health-related quality of life, control beliefs, and education
	Indirect effects of education on quality of life through control beliefs

	Discussion
	Strengths and limitations
	Implications

	Acknowledgments
	References


