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ABSTRACT 

 

Spirituality has been identified as a unique construct with relationships to quality of life 

and adjustment to severe illness. Differentiating the characteristics of spirituality from 

religiousness and identifying the dimensions within spirituality will improve understanding of 

the relationships with health related outcomes and facilitate targeted interventions. The 

Functional Assessment of Chronic Illness Therapy-Spiritual Well-being Scale (FACIT-Sp) is a 

widely used measure of religiousness and spirituality among cancer patients. Original factor 

analysis of the FACIT-Sp supported two factors: Faith and Meaning/Peace. A three-factor 

solution has been identified that divides the Meaning and Peace factor into cognitive and 

affective components.  

This study further explored the factor structure for the FACIT-Sp in a group of patients 

with a cancer diagnosis and receiving active treatment (N = 240). CFA analysis showed the Fit 

indices indicated the 3-factor model was a good-fit [(χ
2
 = 101.49 (df = 49), NFI = .95, CFI = .97, 

RMSEA = .07] and was an improvement over the 2-factor model that approached but did not 

obtain a good-fit [χ
2
 = 160.72 (df = 51), NFI = .91, CFI = .92, RMSEA = .10] with the data. 

SEM using the 3-factor model demonstrated the Meaning and Peace factors had significant paths 

with depression on BSI (β = -.44, p ≤ .01 and -.37, p ≤ .01 respectively). SEM using the 3-factor 

model and QoL measures demonstrated predictive ability after controlling for depression: 

Meaning paths with Socfmwb and Emotwb (β = .46, p ≤ .01 and -.36, p ≤ .05 respectively); 

Peace paths with Physwb, Emotwb, and Funcwb (β = .30, p ≤ .05; .43, p ≤ .001, .38 ≤ .001) with 

QoL measures on the FACT G. The relationships of the separate factors were obscured when 
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combined in the 2-factor model demonstrating significant paths with all four QoL scales and all 

in the positive direction. The combined Meaning/Peace factor (β = .19, p ≤ .05) substantially 

altered the opposing relationship between Meaning and Peace with Emotwb. The separated 

Meaning and Peace scales did not demonstrate convergent and divergent validity with the 

similarly aligned scales, Will-to-Meaning scale from the LAP-R and the Peace scale from the 

Ironson and Woods Religiosity Index. The Meaning and Peace scales also demonstrated 

predictive value in relationship with negative and positive religious coping as measured by the 

R-COPE. These results provide support for the improved fit and added utility of a 3-factor model 

for the FACIT-Sp.  
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INTRODUCTION 

 

The overlap between the constructs of religion and spirituality has impeded progress in 

the development of the definitions, scientific dialogue, and measurement of both terms. 

Subsequently, research results in these areas are frequently unclear or mixed, as there is no 

definitive indicator for either construct. The need to define spirituality and identify the unique 

dimensions within the construct, and as distinct from religiousness, has led to the development of 

a plethora of measures, with a number or reviews published since 1995 (e.g., Hill, 2005; Hill & 

Hood, 1999; Kapuscinski & Masters, 2010; Koenig, McCullough, & Larson, 2001; MacDonald, 

Friedman, & Kuentzel, 1999a; p. 1355; MacDonald, Kuentzel, & Friedman, 1999b; MacDonald, 

LeClair, Holland, & Alter, 1995). However, surprisingly little of this research has utilized factor 

analytic approaches. Based on the very large number of measurement options, the general 

consensus is that there is a need to validate the psychometric properties of existing measures.  

The Functional Assessment of Chronic Illness Therapy-Spiritual Wellbeing (FACIT-Sp) 

is a well known and widely used measure of spiritual well-being first developed for use with 

cancer patients. However, there has been some disagreement as to the number of factors 

measured by the scale (Canada, Murphy, Fitchett, Peterman, & Schover, 2008) as well as 

concerns regarding cross-validation (National Institute of Health; NIH, 2011). Original scale 

development identified two factors, Faith and Meaning/Peace (Peterman, Fitchett, Brady, 

Hernandez, & Cella, 2002) while subsequent research by the measure’s developers indicated 

three factors with Meaning and Peace being two separate factors (Canada, et al., 2008).  

Identifying the factors will add to the amount of information that can be drawn from the use of 
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the measure and may also increase the clinical utility of the measure by increasing the specificity 

of interventions. In addition, the identification of the factors will assist in elucidating the 

construct of spirituality by demonstrating unique factors or suggesting that further research is 

needed to address the multicollinearity of factors. This is vital in understanding the growing 

body of research indicating a positive relationship between spiritual well-being and quality of 

life in cancer patients (e.g., Friedman, et al., 2010; Wildes, Miller, de Majors, & Ramirez, 2009; 

Zavala, Maliski, Kwan, Fink, & Litwin, 2009) as the mechanisms of this relationship are not 

clearly understood (Hill & Pargament, 2008; Whitford, Olver, & Peterson, 2008; Yanez, et al., 

2009).   

The comparison of factors on the FACIT-Sp with two other measures of spirituality, the 

Ironson-Woods Spirituality-Religiousness Index (Ironson, et al., 2002) and the Life Attitude 

Profile, Revised (LAP-R; Reker, 1992), will assist in the cross validation of the measure and 

address construct validity. The external validity of the FACIT-Sp will also be addressed by 

exploring unique contributions to variance on a measure of quality of life, the Functional 

Assessment of Cancer Therapy-General (FACT G; Cella, et al., 1993), a measure of negative 

religious coping, and a measure of depression, the Brief Symptom Inventory- Depression 

Subscale (BSI; Derogatis, 1993).  These analyses will assist in the understanding of the 

relationship between the factors of spiritual well-being as a coping strategy in cancer patients and 

the potential mechanisms influencing quality of life for these individuals.  

This study will use data collected from a sample of patients actively receiving treatment 

for cancer. By identifying factors of spiritual well-being and providing additional evidence for 

psychometric strength in an existing measure of spirituality, the construct of spirituality can be 

more finely delineated, providing differentiation from the construct of religion. The functional 
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relationships between spirituality and quality of life will be explored as they relate to factors of 

spiritual well-being and aspects of physical and mental health. Clinical and scientific 

implications will be discussed related to spirituality as a coping strategy in cancer patients. 

 

Spirituality and Religion 

Scientific interest and research focused specifically on spirituality, as distinct from 

religion, has grown substantially over the last 20 years. This trend has been well documented by 

literature reviews that have analyzed the use of the term spirituality in research publications 

(Flannelly, Flannelly, & Weaver, 2002; Hill & Pargament, 2008; Koenig, 2008; Stefanek, 

McDonald, & Hess, 2005; Weaver, Pargament, Flannelly, & Oppenheimer, 2006). Early research 

that focused on religion provided the foundation from which an interest in spirituality has 

evolved. In an effort to better understand religion, religion has been studied for the purposes of 

definition, functional theory, and exploration of underlying mechanisms responsible for 

identified relationships with mental and physical health markers. The scrutiny of religion and the 

relationship between religion and spirituality has led to the identification of spirituality as an 

independent construct (Anandarajah, 2008; Hiatt, 1986; Serlin, Rockefeller, & Brown, 2007). 

Dialogue between professions in psychology and medicine has indicated the need to better 

clarify the definition and conceptualization of spirituality as the relationships among spirituality, 

religion and health are still evolving (Hill & Pargament, 2008; Idler, et al., 2003; Kapuscinski & 

Masters, 2010; Koenig, 2008; Pargament, Koenig, Tarakeshwar, & Hahn, 2004; Thoresen, 

Harris, Raczynski, & Leviton, 2004; Zinnbauer, Pargament, & Scott, 1999).  

Spirituality and religion were reported as important parts of life by 90% of adults in the 

United States (Gallup & Lindsay, 1999). This is consistent with international reports that 90% of 
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the world’s population indicates some type of spiritual or religious activity or affiliation (Barrett 

& Johnson, 2001). The implications of social importance and evidence suggesting relevance to 

health supports further investigation of spirituality as a unique construct. This is most likely to be 

achieved through the improvement and validation of measures of spirituality. Investigating and 

establishing the psychometric properties of existing measures related to the clinical and research 

interests of spirituality is a promising avenue for informing more global research interests. Those 

interests include defining spirituality, developing a theoretical framework for spirituality, and 

measuring spirituality, all of which will enhance the ability to communicate within and across 

disciplines. 

Increased engagement in religion and spirituality has been associated with improved 

mental health (Chatters, et al., 2008; Dew, et al., 2008; Nelson, et al., 2009), physical health 

(McCullough, Hoyt, Larson, Koenig, & Thoresen, 2000; Paloutzian & Park, 2005; Seybold & 

Hill, 2001) and, more specifically, improved quality of life in cancer treatment patients (Brady, 

Peterman, Fitchett, Mod, & Cella, 1999; Fehring, Miller, & Shaw, 1997; Pargament, 1999; 

Whitford, et al., 2008; Yanez, et al., 2009). It should also be noted that religious and spiritual 

engagement has been shown in some studies to also have negative affects (Raab, 2007; Sherman, 

Plante, Simonton, Latif, & Anaissie, 2009). The potential health benefits have motivated the 

fields of psychology and medicine to determine the underlying mechanisms of those benefits.  

Research related to religion and spirituality has grown at an incredible rate along with these 

interests (Thoresen, et al., 2004).  Health related literature has increased exponentially with the 

number of publications increasing from 1,142 from 1979 to 1988, to 3,997 from 1989 to 1998, 

15,692 from 1999 to 2008 and 9,030 from 2009 to September, 2012. (Search of Medline, 

Psycharticles and Psychinfo, using Health and Religion and/or Spirituality as key terms on 10-



5 

 

 

01-12). Due to the variance in time periods being compared, an average of publications per 

month was calculated for each time period. The first three time periods were calculated based on 

120 months for 10 full years while the final time period was based on 45 months. The average 

number of publications was 9.5 from 1979 to 1988, 33.3 from 1989 to 1998, 130.8 from 1999 to 

2008, and 200.7 from 2009 to September, 2012.  

Although the overlap with religion can be considerable, increased sophistication in 

measurement and statistical analysis has facilitated the identification of multiple domains within 

spirituality that explain variance while controlling for religious variables (Canada, et al., 2008; 

Peterman, et al., 2002).  Additional concerns have been articulated regarding the differentiation 

between spirituality and mental health domains (Koenig, 2008, 2009; Visser, Garssen, & 

Vingerhoets, 2010); however, studies have utilized statistical methods to control for mental 

health variables and still found that spirituality makes a unique contribution (Canada, et al., 

2008; Noguchi, et al., 2006; Whitford, et al., 2008).The advancement of the ability to measure 

and analyze spirituality has led to a growing body of research that has demonstrated relationships 

between spirituality and health concerns, particularly in cancer patients. Cancer patients have 

reported even higher levels than the general population of reliance upon spirituality and religion 

as a coping strategy in dealing with their illness (Yanez, et al., 2009).  

 

History of Spirituality Research 

The foundation of spirituality research in psychology began with research on religion. 

Once subsumed under religion, spirituality was largely studied as a feature of religion. As 

research and interest in religion progressed, the terms religion and spirituality were used together 

in an effort to be more inclusive and culturally sensitive. The intent was to capture meaningful 
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differences between the minority of individuals that identify themselves as non-religious and 

those that are religious. However, more recent research has identified qualities under the 

construct of spirituality that can be found in individuals that identify themselves as religious or 

non-religious. The presence of spirituality in both groups suggests that spirituality is a universal 

human quality that can be measured to some degree in all individuals. As such, a rapidly growing 

amount of current research reflects the interest and ability to explore spirituality independently. 

Although there are those that would argue that this extrapolation of spirituality from within a 

religious context has diluted the meaning of both terms, others have suggested that it has 

provided greater clarity in defining the terms and coming closer to understanding the 

mechanisms underlying the previously broad concept of religion. At the same time, the 

previously obscure concept of spirituality is being defined with greater clarity as unique aspects 

of spirituality are identified and underlying theoretical concepts are developed. Within the 

research interest evolvement of religion as a concept that includes spirituality to the 

interchangeable and simultaneous use of terms of religion and spirituality, to spirituality as a 

distinctive construct, there have been several notable challenges and periods of advancement: 1) 

recognition that religion should be studied scientifically; 2) defining religion and spirituality;  3) 

development of measures of religion and spirituality; 4) open debate on quality of measures and 

refinement of existing measures; 5) identification of dimensions or stable characteristics of 

religion including spirituality; 6) improvements in research methods that include use of multiple 

measures and more sophisticated data analysis; 7) identification of stable characteristics of 

spirituality and  the subsequent development of measures that focus on spirituality.  
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Religion and Spirituality as Scientific Constructs 

Many would credit William James with being one of the first influential figures in the 

field of psychology to discuss the relevance of scientific inquiry into religious practices (e.g., 

Bridgers, 2005; Miller & Thoresen, 2003; Paloutzian & Park, 2005).  Born out of his beliefs on 

pragmatism (if an idea works then it has value) and radical empiricism (all aspects of consistent 

human behavior are worthy of study), James (1902) sought to explore and describe religious 

experience.  James believed strongly that psychology could be a science informed by research 

using the scientific method and yet he also believed that aspects of human experience that could 

not be studied effectively with the scientific method should not be abandoned.  He believed that 

any and all research methods that could be used to inform should be used, including 

introspection, experimentation, anecdote, animal study, children, and cases of abnormality.  

James’ convictions suggest that the number of adherents to religion and the importance of that 

religion was reasonable justification for scientific interest even if the validity of religious beliefs 

could not be verified with scientific methods.   Furthermore, he believed that religious 

experience (terminology that he preferred to use over religion) was highly individualistic and 

could not be reduced to a universal experience among group members.  James elaborated on 

religious phenomenon from both a scientific and philosophical stance, producing a collection of 

20 lectures in The Varieties of Religious Experience that has been described as “the greatest 

classic in the psychological study of religion” (Bridgers, 2005; p.6).  Although James’ emphasis 

on individual and internal experiences of religion or “spirituality” did not engage scientific 

attention at the time, he did provide a rationale and set precedence for the scientific study of 

religion based on the importance of the role religious practices play in society.   



8 

 

 

James posited that religion was an important aspect of society which is supported 

throughout history as human culture has demonstrated a strong connection to religious and 

spiritual practices and beliefs that date back to the beginning of civilization (Koenig, et al., 2001; 

Paloutzian & Park, 2005).  A connection between religion and health/medicine can be traced 

back to at least 6,000 BC to artifacts found in Egypt that strongly suggest there were no 

distinctions made between physical and mental illness and that the likely cause for infirmity was 

seen as demonic possession or evil spirits (Zilboorg & Henry, 1941).  (For a brief yet 

comprehensive historical timeline of the development and relationship between religion, 

medicine and science, see Koenig, McCullough, & Larson, 2001). In recent times, surveys of 

religious practices nationally and worldwide support the importance of religious phenomenon to 

society.  The Gallup organization compiled a worldwide survey that indicated only 2% of 

respondents identified as secular or atheist (Crabtree & Pelham, 2008). In this case, religious 

group refers to a structured set of ideas and/or practices that are adhered to and accepted by a 

group of individuals.  However, it should be noted that the variability between countries is 

considerable with 99% of respondents reporting that religion is important in their daily lives in 

countries such as Bangladesh and Niger compared to 16% and 17% in the countries of Estonia 

and Sweden respectively (Crabtree, 2010). Gallup has been conducting polls to track religious 

identification in the United States since 1948 at which time the percentage of survey respondents 

indicating a religious affiliation was 98% (Gallup, 2009).  The 98% figure remained relatively 

stable until 1970 when the rate dropped to 96%.  The most recent Gallop polls reflected 84% of 

respondents indicated a religious affiliation (Newport, 2010). In addition, Gallup poll findings 

reported by Newport (2012) indicated that 40% of Americans reported they were “very 

religious”; 29% indicated “moderately religious” and 31% indicated they were “non-religious.”  
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There is little question regarding society’s tendency to indicate that they are “religious” as 

reflected by a clear majority in the above figures.  What remains elusive is defining what 

individuals mean when they indicate this tendency.  In addition, what can be said of the 31% of 

Americans that indicated “non-religious” and of the 15% of Americans who indicated “no 

religious identity” in Gallup polls (Newport, 2012 and 2011 respectively)? It has been suggested 

that by utilizing the term “spirituality” the population captured would be more universal and 

inclusive as well as facilitate the assessment of groups that do not identify a religious affiliation 

(Brady, et al., 1999; Gould, Wilson, & Grassau, 2008; Hermann, 2007; Moberg, 2002).  

 

Defining Religion and Spirituality 

The terms “religion” and “spirituality” have been used somewhat interchangeably 

throughout history. Given that 96% to 98% of individuals reported a religious affiliation, the 

need to make a distinction between the two terms was not likely seen as a priority. It has been a 

relatively recent trend to articulate a difference in the two terms. Early research dialogue did not 

differentiate the two conceptually or empirically, with the literature being primarily focused on 

religion. In actuality, both concepts were being explored with spirituality subsumed under the 

construct of religion. The early works of James (1902) illustrates the entanglement of terms that 

would persist for the next 80 plus years. James uses the term “religion” in his work although the 

definition he provides for the term describes characteristics that are currently ascribed to 

“spirituality”:  “The feelings, acts, and experiences of individual men in their solitude, so far as 

they apprehend themselves to stand in relation to whatever they may consider the divine.” 

James’ (1902) lecture series, The Varieties of Religious Experience, covered topics that related to 

the individual or inner experience of “religion” and purposefully avoided topics related to 
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institutions, groups, belief systems or a specific higher power. His lectures covered topics 

including will to live, meaning, purpose, affect, transformation and transcendental experience 

among others. James directly addressed his use of the term “religion.” He explained that the term 

was an arbitrary label that was as good as any other as there was no term that could adequately 

express the abstract and multidimensional nature of the phenomenon he endeavored to examine 

and provide scientific discussion. 

More recently, a great deal of effort has been spent in attempts to establish workable 

definitions for the terms “religion” and “spirituality.”  The abstract nature of the terms as well as 

the emotional and socio-political values attached to the topic of religion and spirituality has 

impeded these goals from happening with much expedience.  First, both terms are anchored in 

culture. Most of the research regarding religion and spirituality has taken place in the United 

States, and as such, there has been resistance to submitting religion, with all of its nuances of 

mystery and acceptance on faith alone, to the empirical rigors of the scientific method. As the 

generational view of the Baby Boomers has become more accepting and open in dialogue 

regarding their personal experience and exploration of religion, the sciences of psychology and 

medicine have been able to do so as well.  And as the popular use of the terms have evolved, so 

have the terms as defined by research. Usage of term “religion” in research was replaced by the 

terms “religion and spirituality.” Usage of the two terms together reflected a cultural trend away 

from structured religion as well as the demonstrated research and social needs to be more 

sensitive to growing diversity (Peterman, et al., 2002). Second, it is extremely difficult (if not 

impossible) to define one term without the usage of the other.  A sample of definitions of religion 

and spirituality has been provided in Tables 1 and 2 respectively. 
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Table 1  

 

Definitions of Religion 

 

 

Source     Definition 

 

Merriam-Webster (2009)                    “Relating to or manifesting faithful devotion to an 

acknowledged ultimate reality or deity; the service and 

worship of God or the supernatural.” 

 

James (1902, p. 42)  “The feelings, acts, and experiences of individual men in 

their solitude, so far as they apprehend themselves to stand 

in relation to whatever they may consider the divine.” 

 

Argyle & Beit-Hallahmi  “A system of beliefs in a divine or superhuman power, and  

(1975, p. 1)  practices of worship or other rituals directed towards such a 

power.”  

 

Pargament (1997; p. 32)  “A search for significance in ways related to the sacred.” 

 

 

 

 

For greater clarity, Venn diagrams have been used to demonstrate the overlap as well as 

the uniqueness of the terms (Koenig, et al., 2001) (see Figure 1).  Interestingly, as illustrated by 

an adaptation of figures presented by Koenig (2008; p. 349-350), the diagrams have changed to 

demonstrate the evolution of the current understanding of the relationship of the terms. The 

positions of the two concepts have changed as religion is now subsumed within spirituality as  

has secular beliefs. This “secular” population would include those that identify themselves as 

 

“spiritual but not religious” and is reflective of a relatively new theory indicating that everyone  

 

has some measure of spirituality, thus giving rise to a bio-psycho-social-spiritual model of higher  

 

order constructs (Hiatt, 1986). It should be noted that the Venn diagrams originally presented by  
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Table 2  

Definitions of Spirituality 

 

Source     Definition 

 

Merriam-Webster (2009)                    “…of, relating to, consisting of, or affecting the spirit; of or 

relating to sacred matters; ecclesiastical rather than lay or 

temporal; concerned with religious values; and of or 

relating to supernatural beings or phenomena.” 

 

Muldoon & King (1995, p. 336) “…the way in which people understand and live their lives 

in view of their ultimate meaning and value.” 

 

 McCullough & Larson (1997) A person’s unique search, which may or may not be as a  

     member of an organized religion, for what is sacred in life. 

 

Pargament (1999; p. 12)                   “Spirituality can be understood as a search for the sacred.  

      The most central function of religion. It has to do with  

    however people think, feel, act, or interrelate in their efforts  

    to find, conserve, and if necessary, transform the sacred in  

    their lives.”   

 

 

Koenig (2008) includes constructs of Mental and Physical Health which were omitted from the 

adaptation for clarity.  

As can be seen by a comparison of the definitions and examination of the Venn diagrams, 

there is considerable overlap between the concepts of religion and spirituality as well as 

recognition of the unique nuances of the two terms.  Diagram A in Figure 1 illustrates the 

concept of religion being the more global concept with spirituality being a characteristic of those 

who had reached a high level of development or maturity in their religion. This typically referred 
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Figure 1. Evolving Relationship of Spirituality and Religion. 

Adapted from Koenig (2008; p. 349-350) 
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to “transcendence” or an intense emotional and intellectual relationship with the godhead or 

higher power of the religion. The secular group in diagram A illustrates the early definition of 

secular:  “…of or relating to the worldly or temporal as distinguished from the spiritual or 

eternal; not sacred; not overtly or specifically religious” (Gove, 1981; p. 2053).  Diagram B 

illustrates the growing recognition that the core of spirituality, much like conventional “religion,” 

is the importance an individual places on a belief system and applies to their everyday living 

experience. This social and scientific move to be more inclusive and sensitive to a pluralistic  

society expanded the concept of spirituality to include those that did not identify with a religious 

group as well as those that did not demonstrate a strong affiliation with a religious group. As the 

concept of spirituality expanded, the concept of religion became more concise, typically referring 

to religion based on stereotypical behaviors such as group membership, organizational doctrine 

and service attendance.   

As spirituality has emerged as a higher order construct, the need to define and 

operationalize spirituality has become the challenge in understanding the relationships being 

attained with some “non-religious” individuals. Finally, Diagram C illustrates spirituality as a 

global concept and an inherent part of human nature that is present to some degree in all 

individuals regardless of their identification as religious or secular. The secular group in Diagram 

C illustrates that spirituality is present in individuals in the form of a set of beliefs used to guide 

one’s life in the absence of no identifiable pattern of those beliefs. As suggested by currently 

used measures, a more contemporary view of both concepts of spirituality and religion has 

emerged.   

Although the expansion of the concept of spirituality is more inclusive, some would 

argue that current meanings have created a polarization of the terms that results in the 
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oversimplification of both religious and spiritual practices as demonstrated by diagram A.  The 

general consensus on the definition of religion is that the term is predominantly used to describe 

a “fixed system of ideas and ideological commitments” (Hill & Pargament, 2008) associated 

with institutional, formal, outward, doctrinal, authoritarian and inhibited expressions of behavior 

and thought (Koenig, et al., 2001).   Spirituality has come to be associated with a more personal 

and subjective experience that is described as individualistic, emotional, inward, unsystematic 

and freeing expressions of behavior and thought (Koenig, et al., 2001).   

The concept of secular as illustrated by the Venn diagrams has also developed into a 

more multidimensional concept. There is recognition that there can be significant differences in 

individuals that are identified as secular (Hall, Koenig, & Meador, 2008). Much like religious 

practices or traditions, there are groups of individuals within the secular group that share 

common beliefs such as atheists, secular humanists, scientific determinists and agnostics. By 

identifying unique aspects of these subgroups of secularists and providing a context, 

relationships between characteristics of spirituality and aspects of health within this group will 

provide more meaningful analyses.  

 

 

Measurement of Religion and Spirituality 

 The measurement of religion and spirituality proceeded in parallel with the development 

of functional frameworks of the concepts. As such, a number of aspects of religion, and 

eventually religion and spirituality, were identified by independent groups of investigators. The 

investigators developed measures that addressed their areas of interest and research needs. 

Following the introduction of a measure, the shortcomings were recognized and additional 

measures were created. The inclination to work independently and to create new measures made 
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for a selection that could be deemed unwieldy. Several major efforts produced reviews (e.g., 

Hill, 2005; 1999; Koenig, et al., 2001), listing the measures by purpose, psychometrics when 

available, and, typically, providing evaluation of the strengths and weaknesses of the measures. 

The general consensus among the reviews was that the selection of the measure should be based 

on the following criteria: established reliability and validity; prior use in the population of 

interest; adequate variability in the population measured; and measurement of the dimensions of 

interest.  The reviews also suggested that research in this area would benefit by concentrating 

efforts on providing empirical support for existing measures instead of creating new ones, as 

there was considerable overlap and an unnecessary duplication of efforts. 

 Identifying a “gold standard” measure of religion and spirituality has proven to be 

difficult.  Beyond the basic problem of defining the terms, the researcher has been faced with the 

task of identifying the components that make up the terms, and then operationalizing and 

verbalizing those components on a measure that is subsequently interpreted by individuals being 

assessed in the manner it was intended. Frequently cited shortfalls in the empirical study of 

religion and spirituality in relation to health concerns is the inclusion of religious and spiritual 

variables as “add-on” areas of interest (Hill & Pargament, 2008) as well as utilization of limited 

approaches to assessment (Oman, Thoresen, Paloutzian, & Park, 2005). Koenig and colleagues 

(2001) reviewed hundreds of studies related to religion and spirituality in health care settings and 

found the vast majority of the studies only asked one or two questions related to church 

membership or attendance. In regards to limited approaches, extensive use of self-report on 

pencil and paper questionnaires (Peterman, et al., 2002) may be overly subjective. It has been 

suggested that supporting evidence, such as care-taker or healthcare provider ratings of attitudes 
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and behaviors related to spirituality and religion, or interviews that explore and clarify responses, 

may produce a more accurate account of religious or spiritual practices (Oman, et al., 2005).   

Referred to as the measurement paradigm (Hill, 2005), Gorsuch (1984) addressed 

concerns and debates related to the measurement of religion. Gorsuch indicated that the research, 

and more specifically, the measurement of religion in the field of psychology had a unifying 

paradigm. He utilized the definition of paradigm as presented by Kuhn (1970) as a community 

that shares values, techniques and beliefs. Gorsuch emphasized that the existence of a paradigm 

does not ensure universal agreement; it recognizes an area of importance and provides a common 

dialogue for which to report findings and explore differences, and in optimal cases, reconcile 

conflicted results. Gorsuch encouraged additional research to support or discredit existing scales 

and measures instead of attempting to create new ones. Gorsuch also cautioned against becoming 

overly focused on the measurement of religion and losing sight of the importance of the various 

aspects of religion as they exist in their true form within the context of a culture. An illustrative 

case of the measurement paradigm is the developmental history of the Religious Orientation 

Scale (ROS; Allport & Ross, 1967) that was designed to measure intrinsic and extrinsic 

orientations towards religion.  

  Allport and Ross (1967) frequently credited with the development of the first widely used 

measure of religion, the ROS (Gorsuch, 1984; Gorsuch & McPherson, 1989; Kirkpatrick & 

Hood, 1990; Masters, 1991). Other earlier measures such as the Attitude Toward the Church 

Scale (Thurstone & Chave, 1929) were developed, although this scale and others were not 

widely used or researched (Gorsuch, 1984). Not long after studies began to be published with 

results utilizing the ROS, articles identifying the shortcomings of the scale followed (i.e., Dittes, 

1971; Hoge, 1972; Hunt & King, 1971), with the most comprehensive critique of the ROS being 
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published more than 20 years later (Kirkpatrick& Hood, 1990). The ROS, despite shortcomings 

and detractors, has received strong support as evidenced by rebuttal to the criticisms of 

Kirkpatrick and Hood (1990) by Masters (1991). The ROS was revised and adapted by ongoing 

research in an attempt to improve the ability to distinguish differences in religious orientation 

and address the shortcomings of the original scale (Gorsuch & McPherson, 1989).  The time 

span for the development and acceptance of the intrinsic and extrinsic religious orientation was 

substantial but highly indicative of the research and constructive dialogue necessary to complete 

a scientific process from the generation of promising hypotheses to accepted, validated 

constructs with empirical support. The ROS, although imperfect, was designed to assess 

differences in a religious population regarding the function of religion (intrinsic, extrinsic and 

indiscriminately pro-religious) in relationship with variables of prejudice. Subsequent dialogue 

and refinements in the measure facilitated the identification of distinctive subgroups within a 

population previously seen as simply “religious.” The additional information provided a better 

understanding of the possible mechanisms underlying the relationship between those that 

identify themselves with particular aspects of religious orientation and variables of prejudice.  

 The measurement of specific aspects of religion and spirituality pose challenges that 

parallel the difficulty of the definition. Efforts to illustrate, explain or operationalize frequently 

abstract concepts fall short of the task of clarity, and often results in terms that are too broad to 

be meaningful or too narrow to capture the practices of diverse populations. As such, the value of 

a measure must be determined by the researcher in regard to whether the assessment tool is 

appropriate for the task at hand. The selection of the appropriate measurement tool needs to take 

into consideration the population with which the measure was developed, the domains of religion 

and spirituality that are of interest, and the psychometric properties of reliability and validity 
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related to those areas. Reviews of measures of religion and spirituality, and more recently, 

reviews of measures of spirituality specifically have been generated in an effort to assist in the 

identification and comparison of measures (de Jager Meezenbroek, et al., 2012; Hill, 2005; Hill 

& Hood, 1999; Kapuscinski & Masters, 2010; Koenig, et al., 2001; MacDonald, et al., 1999a; 

MacDonald, et al., 1999b; MacDonald, et al., 1995; Monod, et al., 2011; Sessanna, Finnell, 

Underhill, Chang, & Peng, 2011; Visser, et al., 2010). 

 Several reviews of measures of religion and spirituality have been conducted. The most 

comprehensive is a compilation of 124 instruments by Hill and Hood (1999). An edited text with 

51 contributing authors; it is the largest collection of its kind. Interestingly, the title of the text, 

Measures of Religiosity, does not reflect this text’s inclusion of at least 10 measures of 

spirituality such as the Spiritual and Religious Concerns Questionnaire (SRQ; Silber & Reilly, 

1985) and the Spiritual Assessment Inventory (SAI; Hall & Edwards, 1996). Although the titling 

of the above text may seem inconsequential, it is important to note as it is illustrative of the 

recent evolution of the use of the terms religion and spirituality in regards to assessment. The 

identification of measures designed specifically to assess spirituality and the subsequent 

literature reporting the findings has been inconsistent in using the terms to identify spirituality 

and religion as independent constructs. As research has become more focused on spirituality, 

there needs to be an awareness of the use of the term “religion” and “religiousness” to refer to 

fairly recent research and literature related to spirituality.  As such, thorough reviews for matters 

related to the measurement of spirituality should include the term “religion.” Koenig, 

McCullough and Larson (2001; p. 495-510) provide a brief review of some of the more 

commonly used measures of religion, spirituality and mysticism. MacDonald and colleagues 

(MacDonald, et al., 1999a; MacDonald, et al., 1999b) with two efforts and three publications 
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provided a review of measures created to assess “spiritual and transpersonal” constructs. A 

subsequent review of religion and spirituality measures by Hill (2005) includes 46 measures, 23 

of which were included in the Hill and Hood (1999) collection.  

More recent reviews focus specifically on spirituality (de Jager Meezenbroek, et al., 

2012; Kapuscinski & Masters, 2010; Monod, et al., 2011; Sessanna, et al., 2011; Visser, et al., 

2010). Monod and colleagues (2011) review 16 instruments. The instruments are classified into 

one of four groups: General Spirituality, Spiritual Well-being, Spiritual Needs and Spiritual 

Coping. The classification is based on the conceptualization of spirituality used by the instrument 

developers. Information on each measure includes underlying conceptualization of the measure, 

development and revisions of items used, the format of the measure, psychometric properties, 

and the characteristics of the sample used. Sessanna and associates (2011) conducted a review 

focused on nursing and health related literature. Twenty-two measures were identified and 10 

measures met inclusion criteria of reported and developed in English, established psychometric 

properties, and measurement of spirituality as more than religiousness. The measures were 

analyzed by individual item and placed into one of four categories based on the content of the 

item:  items measuring spirituality, items measuring spirituality as religiousness, items using the 

term spirit, spiritual, spiritually or spirituality in root, and items not consistent with attributes of 

spirituality or religiousness. The items were then scored on a 0 to 2 scale based on the “quality” 

of the item. The measures were then scored based on the sum score of items for a overall 

“quality” score. The psychometric properties, purpose of the measure, and the conceptualization 

of spirituality for each measure is also discussed. Kapuscinski and Masters (2010) provide a 

critical review of the scale development of 24 measures that pertain to spirituality (See Appendix 

A for measures reviewed). Kapuscinski and colleagues (2010) focus on self-report bias, sampling 
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bias, validity issues, ceiling effects, and conceptualization of the underlying concept of the 

measure. The state of research regarding spirituality is also discussed, and as no surprise given 

the number of measures being created to measure spirituality (and related constructs) as reflected 

in the above reviews, there appears to be an overabundance (Kapuscinski & Masters, 2010). 

Following a parallel to the development of measures of religion, current criticisms of the 

measurement of spirituality include lack of diversity in samples, extensive use of self-report 

measures, limited item pools creating ceiling effects, and issues of validity predominantly related 

to a lack of consensus regarding the concept of spirituality (Kapuscinki & Masters, 2010). The 

same advice is given regarding the selection of a measure of spirituality: the investigator needs to 

determine purpose, population, and psychometrics of the individual measures as well as consider 

using multiple measures and methods to get the best possible capture of information. From a 

broader perspective related to the measurement paradigm, the disciplines related to psychology 

and health needs to continue to develop collective works and reviews that organize research and 

provide comparison to facilitate the measurement selection process. Comparing the reviews of 

measures, the inclusion and exclusion criteria, research used to support the presence or lack of 

aspects of reliability and validity, interpretation and conceptualization of concepts, and 

inconsistent focus on a variety of other characteristics, the reviews themselves present a high 

degree of variability in the appraisal of measures.   

 

Models of Religion and Spirituality 

The multidimensional nature of the concept of religion has been generally accepted (Hill, 

et al., 2000; Paloutzian & Park, 2005; Pargament, 1997) or at least recognized to be complex 

(Miller & Thoresen, 2003).  The concept of spirituality, previously subsumed under religion, is 
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emerging as a distinctive construct.  The construction of a model for religion and spirituality has 

been attempted through theoretical and statistical methods with mixed results.  Clearly, at least 

two broad aspects of religious and/or spiritual phenomena are present:  one that includes 

behaviors that are readily observable, objective and quantifiable, and another that is cognitively- 

based, frequently abstract, internal and subjective.  The external or behaviorally-oriented 

features, although easy to quantify, provide limited information. This would include behavior 

such as church membership or attendance. The internal processes that motivate the behaviors or 

that are affected by the behaviors are likely to speak more to relationships with markers of 

mental and physical health. Furthermore, the constructs of religion and spirituality, although 

recognized as independent, have a close relationship. If the illustration of relationship between 

religion and spirituality is revisited via the Venn diagram, it can be clearly seen that if the circle 

of either construct is removed, a substantial void is produced. This close relationship is also 

demonstrated when the proposed factors or dimensions of religion and spirituality are examined.  

As can be seen in Table 3, the proposed factors of religion frequently present factors or 

features currently associated with spirituality. Interestingly, as inclusive as some of the lists 

appear, most were presented with the caveat that the lists were not intended to be an exhaustive 

list of factors attributable to religion and spirituality. Examination of Table 3, which presents 

several lists of constructs that have been proposed as factors of Religion and Spirituality, 

illustrates the multidimensional nature of the concepts. Also noted in Table 3 are the methods 

utilized by each research group to identify factors. A comparison of attempts to isolate and 

categorize a broad range of activities that can comprise the concept of religion and spirituality 

demonstrate mixed results. This is likely due to variability between research groups’ purposes, 

methods and intended subjects which makes direct comparisons difficult.  
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Table 3  

Dimensional Models of R/S (Arranged by date of publication) 

 

      Number 

of R/S   Identified 

Research Group  Methods Dimensions  R/S Dimensions 

  

Chatters, Levin  CFA   3  Organizational Involvement;  

& Taylor (1992) Non-organizational 

Involvement; and 

Subjective Religiousness 

 

John Templeton  LR   10  Affiliation; History; Support;  

Foundation 
2
        Social Participation; Private  

(Hill, et al., 1998)       Practices; Coping; Beliefs  

         and Values; Commitment;  

         Motivation for Reconciling  

         Relationships; and   

         Experiences 

 

Fetzer Institute/  LR   12  Daily Spiritual Experiences;  

National Institute
2
       Meaning; Values; Beliefs;  

on Aging        Forgiveness; Private  

(NIA; 1999) Religious Practices; 

Religious/Spiritual 

         Coping; Religious Support;  

         Religious/Spiritual History; 

         Commitment; Organizational 

Religiousness; Religious 

Preference 

 

MacDonald (2000)
1
  CFA   5  Cognitive Orientation  

         Towards Spirituality;  

         Experiential or 

Phenomenological; 

Existential Well-being, 

Paranormal Beliefs; and 

Religiousness 

 

Koenig, McCullough,  LR   12  Religious Beliefs; Affiliation;  

& Larson (2001)
2 

Organizational 

Religiousness; Non-

organizational Religiousness; 

Subjective Religiousness; 
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Commitment or Orientation; 

Religious Quest; Well-being; 

Coping; History; Maturity; 

Other Attitudes or Practices  

 

Idler, et al. (2003)  CFA   11  Affiliation; History; Public  

Practices; Private Practices; 

Support; Coping; Beliefs and 

Values; Commitment; 

Forgiveness; Spiritual 

Experience; Religious 

Intensity 

 

Kendler, et al. (2003)  CFA   7  General Religiousness; Social  

         Religiousness; Involved God;  

         Forgiveness; God as Judge;  

         Unvengefulness; and  

Thankfulness 

 

Stewart & Koeske (2006)
 
 CFA   5  Religious Practices and  

         Organizational  

Religiousness; Spirituality; 

Meaning; Guilt; and 

Loving/Forgiving God 

 

Neff (2006)
 
   CFA   7  Daily Spiritual Experiences;  

Values and Beliefs; 

Forgiveness; Positive 

Religious Coping; Public 

Religiousness; Self-rated 

Religiousness; and Private 

Religiousness 

 

Johnson, Sheets  CFA 
 

 5  Religious/Spiritual  

& Kristeller (2008) 
 

Involvement; Search for 

Meaning; Religious  

Struggle; Quest; and Spiritual 

Well-being 

 

CFA: Utilized exploratory and confirmatory factor analysis. 

LR: Utilized literature review and expert opinion. 
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An exhaustive description of the development of each list is not provided. However, several lists 

are expounded upon in order to emphasize the need for caution when comparing lists of 

religious/spiritual domains. For example, the list generated by the National Institute of Aging 

(NIA) in conjunction with the Fetzer Institute is comprised of 12 factors that were identified by a 

“Panel of scholars with expertise in religiousness/spirituality and health/wellbeing” (p. 2; Fetzer, 

1999). The panel’s purpose was to identify factors of religiousness/spirituality that likely relate 

to health outcomes. The factors were to be theoretically-founded with a general acceptance of 

relevance to religiousness/spirituality and have plausible mechanisms that operate to impact 

health. Items were to be subsequently developed to measure the factors in a brief multi-

dimensional survey that could be used specifically for clinical research. The list of domains 

attributed to Idler and colleagues (2003) is a refined list from the NIA/Fetzer working group that 

were chosen to be represented in the NIA/Fetzer Short Form for the Measurement of 

Religiousness and Spirituality which would later become the Multidimensional Measurement of 

Religiousness and Spirituality (MMRS) and the Brief Multidimensional Measurement of 

Religiousness and Spirituality (BMMRS). It should be noted that Idler and colleagues were  

members of the NIA/Fetzer group. Subsequent research by Stewart and Koeske (2006) and Neff 

(2006) identified five and seven domains respectively. However, both of these results were 

obtained by administering the MMRS or the BMMRS. Kendler and colleagues (2003) identified 

seven factors intended to represent “religiousness, spirituality, and related concerns” (p. 497). 

The team began with ten domains. Six of the dimensions were determined by items taken from 

preexisting scales and measures, and the remaining four were determined by items developed by 

the research team.  Described as a “…attempt to saturate the empirically ill-defined multivariate 

space that we call religiousness” (p. 497), this team’s effort suggested the development of a 
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complete list of religious domains. The ten domains were submitted to factor analysis and 

VARIMAX rotation (SAS/STAT User's Guide, 1990) and seven items were identified that 

explained the majority of total variance (Kendler, et al., 2003). Additional lists and 

categorizations of factors have been proposed that suggest a hierarchy of some of the features 

presented.  In an effort to improve clarity as well as facilitate empirical measurement, the models 

utilize overarching domains to group the dimensions with similar features.   Briefly, Tsang and 

McCullough (2003) proposed two levels of organization within religion and spirituality: a “Level 

I” which represents a superordinate or higher level described as dispositional or trait like, and a 

“Level II” that is described as an operational or functional level that describes specific behaviors. 

There are four dispositional domains:  general religiousness or spirituality, religious or spiritual 

commitment, development and history; and eight functional domains: social participation, 

coping, beliefs and values, support, experiences, Religion and Spirituality as motivating forces, 

techniques for reconciling relationships, and private practices (Tsang, McCullough, Lopez, & 

Snyder, 2003).  

The above models were derived using a variety of methods. Most utilized exploratory and 

confirmatory factor analysis to identify groups (Chatters, Levin, & Taylor, 1992; Johnson, 

Sheets, & Kristeller, 2008; Kendler, et al., 2003; MacDonald, 2000; Neff, 2006; Stewart & 

Koeske, 2006) while three of the above created the factors by utilizing literature reviews and 

expert opinion (NIA, 1999; Hill, et al., 1998; Koenig et al., 2001). The use of increasingly 

sophisticated statistical analyses to identify groups and partial out moderating affects has 

facilitated the more precise isolation of factors that demonstrate meaningful differences and 

relationships. Increased specificity has enhanced the ability to examine proposed models or 

groups of factors at a factor level which has subsequently informed the more global constructs of 
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religion and spirituality. As can be seen by a comparison of the models, there is a high degree of 

variability in the number of factors and specificity of factors. Differences noted by a comparison 

of the models or sets of factors is difficult to interpret due to a lack of a unifying theme of 

inclusion or theoretical framework, differences in the measures used to identify factors, 

variability in populations and purposes, and method of identification (rational and/or empirical).  

Johnson and associates (2008) identified five factors utilizing empirical methods intended 

to address the aforementioned shortcomings. As part of a larger study investigating the 

relationship between alcohol consumption and religiousness/spirituality among college students, 

Johnson and colleagues administered 28 subscales from measures of religiousness and 

spirituality (See Appendix B) with proven psychometric properties and research history. A series 

of exploratory Principal-Component Analysis (PCA) were performed and four measures were 

subsequently dropped due to poor psychometric properties. Following extensive statistical 

analyses, five factors were identified and labeled according to the face validity of scales 

represented. A general religious and spirituality factor emerged, with half of the measures 

loading on the one factor. The remaining four factors (Search for meaning, Religious struggle, 

Quest, and Spiritual well-being) demonstrated unique correlates suggesting independence from 

measures of religiousness. Of particular relevance to this study, the Meaning and Peace scale of 

the FACIT-Sp defined the spiritual well-being factor (.70), while the Faith scale of the FACIT-

Sp loaded on the Religious/Spiritual involvement factor (.69). 

 

Measuring Spiritual Well-being:  The FACIT-Sp 

 The FACIT-Sp (Brady, et al., 1999; Peterman, et al., 2002) is a 12 item measure designed 

to assess spiritual well-being as a domain of quality of life in patients with cancer and other 
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chronic illnesses (See Appendix C). The FACIT-Sp was developed to augment a broader 

measure of quality of life: the Functional Assessment of Cancer Therapy – General (FACT G; 

Cella, et al., 1993) which measures four other areas of health related quality of life (QoL):  

Physical, Social/Family, Emotional, and Functional Well-Being. The FACIT-Sp is considered an 

independent measure that is often used alone and has been validated as such. The FACIT-Sp 

refers to the measure when it is delivered in conjunction with the four other measures of quality 

of life. These measures were subsumed under a larger measurement system in 1997, Functional 

Assessment of Chronic Illness Therapy Measurement System (FACIT), to reflect the measures 

adaptation to other chronic illnesses and health conditions (Cella, 2010). For greater clarity 

regarding the appropriate identification of measures within the FACIT system including the 

FACIT-Sp, see Cella (2010).  

During the initial development of the FACT G, the areas of focus only included the 

patient level of satisfaction and activity in physical, functional, emotional, and social/family 

well-being domains. While conducting interviews and reviewing self-reports related to these 

areas, the developers received substantial feedback indicating that patients and health 

professionals viewed aspects of spirituality and religion as having a significant influence on how 

well patients were able to adjust and function with their illnesses and treatments. Subsequently, 

the developers sought input from cancer patients, religious/spiritual experts, and psychotherapists 

to develop a pool of items to capture the aspects of spiritual and religious functioning that 

contributed to a global spiritual well-being. A large, ethnically diverse sample was then used to 

identify and validate the items. Original factor analyses suggested two independent but related 

areas of importance related to spiritual well-being: Faith and Meaning/Peace. (See Appendix D 

for FACT G) 
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The concerns related to the measurement of spirituality and the FACIT-Sp in particular, 

have included the overlap of mental health and personality characteristics (Koenig, 2008) as well 

as limited assessment of spiritual domains. Koenig and others (e.g., de Jager Meezenbroek, et al., 

2012; Visser, et al., 2010) have indicated that research that utilizes measures that are 

“contaminated” with questions that assess mental health demonstrate a strong correlation with 

mental health well being which provides no real information because the researchers are simply 

measuring the same construct. However, multiple studies have demonstrated that after 

controlling for depression and anxiety a unique contribution from spirituality is still present (e.g. 

Brady, et al., 1999; Krupski, et al., 2006; McClain-Jacobson, et al., 2004; Noguchi, et al., 2004).  

Faith. The Faith scale of the FACIT-Sp consists of four items and was designed to 

capture the importance of religious and/or spiritual beliefs across a broad range of traditions.  As 

stated earlier, previous research had suggested the importance of religious beliefs and practices 

as they relate to health issues; however, the ability to assess individuals from non-Christian 

groups, believers without group membership, and those that identified themselves as “spiritual 

but not religious” was limited. To address this concern, language reflecting a God head, specific 

behaviors such as prayer or service attendance, or group membership was omitted. For example, 

one item “I find strength in my faith or spiritual beliefs” (Peterman, et al., 2002; p. 58) 

demonstrates face validity to assess importance of beliefs without suggesting an orientation. 

Analyses with comparison of the Faith scale with other validated measures of religion indicated a 

moderate to strong association with religion during the development of the scale as well as in 

subsequent research (e.g., Johnson, et al., 2008). The Faith scale also demonstrated a relationship 

with the Meaning/Peace scale suggesting internal validity for the construct of spiritual well-being 

and the total FACIT-Sp score. Furthermore, the Faith scale demonstrated adequate independence 



30 

 

 

from the Meaning/Peace scale and unique contribution to variance to suggest meaningful 

differences between the dimensions being measured. (See Methods section for psychometrics.) 

Meaning. The Meaning scale of the FACIT-Sp consists of four items with a high degree 

of face validity such as “I have a reason for living” and “My life has been productive”. 

Subsequent research by Canada, et al., (2008) demonstrated a better fit for a three factor model 

as Meaning was related modestly to mental and physical health; and the Peace factor was 

moderately related to mental health.  Early theory on the importance of having meaning or 

meaning making is frequently attributed to Viktor Frankl (1959) who authored Man’s Search for 

Meaning. A Holocaust concentration camp survivor, Frankl is the founder of logotherapy 

(Meaning-based psychotherapy), an existential-based therapy. The central premise to 

logotherapy is a “tragic optimism” or remaining optimistic when facing the “tragic triad” of 

human existence which includes pain, guilt, and/or death. In Frankl’s words: “Even the helpless 

victim of a hopeless situation, facing a fate he cannot change, may rise above himself, may grow 

beyond himself, and by so doing change himself” (p. 147). Frankl posited that the meaning in 

life could be discovered in three ways: 1) experiencing something or meeting someone, 2) 

carrying out a deed or creating a work, or 3) by the attitude taken when faced with unavoidable 

suffering. A more recent definition of meaning is offered by Baumeister (1991) “…mental 

representation of possible relationships among things, events, and relationships. Thus, meaning 

connects things” (p. 15).   

Since Frankl, a variety of theories and definitions has emerged related to meaning and 

were recently examined in an extensive review by Park (2010). A significant amount of interest 

and research has been focused on meaning as studies suggest a relationship between meaning 

making as a coping strategy and adjustment to stressful life events such as life threatening 
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illness. In an effort to clarify pathways of the meaning making process, Park extrapolated and 

coalesced the commonalities of the most current and accepted theories found in 78 studies 

related to meaning and produced a diagram of the pathways of meaning. Figure 3 provides an 

adaptation of pathways presented by Park (2010). As can be seen in Figure 2, the proposed 

construct of meaning fits well with the transactional model of spiritual coping.  

Peace. The Peace scale of the FACIT-Sp consists of four items intended to measure “A 

feeling of harmony and peace deriving from a connection to something larger than the self” 

(Peterman, et al., 2002; p. 56). The items reflect a high degree of face validity such as “I feel  

peaceful” and “I feel a sense of harmony within myself.” Analyses of the three factor model 

demonstrated that the Meaning and Peace factors were highly correlated with one another and in  

the same direction with health markers (Bredle, Salsman, Debb, Arnold, & Cella, 2011). 

Although the items reflect peace and harmony, the use of the words in the conceptualization does 

little to clarify the construct of peace. Unlike the concepts of Meaning and Faith, Peace has not 

been provided with a theoretical foundation in the fields of psychology and health. The extensive 

research that has been conducted using the FACIT-Sp and the individuation of Peace from 

Meaning is beginning to assist in the definition of the concept (It should be noted that Peace has 

been explored deeply within the disciplines of religion and mysticism).  As posited earlier in 

regards to the transactional model of spiritual coping, it is likely that the Peace component is 

related to a sense of comfort with one’s thought processes and inner well-being and possibly that 

a stressor is not causing conflict in an individual’s belief system. Interestingly, this suggestion is 

very consistent with Ellis ABC model and REBT that emphasizes a need to be accepting of life’s 

circumstances. Acceptance, or lack of conflict, may be a useful conceptualization of Peace.  

Acceptance in this case should not be considered resignation or hopelessness. It is merely the 
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Figure 2. Pathways of Meaning Making as presented by Park (2010; p. 258). 
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recognition of a situation with an explanation that does not conflict with personal views. 

Although the concept of Peace still needs to be anchored in psychological theory, the separation 

of Meaning and Peace factors will provide an excellent opportunity to better understand the 

concept and its relationship with Spiritual Well-Being and many other variables of interest. 

Meaning/Peace. The Meaning/Peace scale of the FACIT-Sp consists of eight items with 

four items related to Peace and four items related to Meaning.  During the original development 

of the FACIT-Sp, these items were factored together as a single scale. The Meaning/Peace 

combined subscale is intended to measure “A sense of meaning and purpose that spirituality 

provides, as well as a feeling of harmony and peace deriving from a connection to something 

larger than the self” (Peterman, et al., 2002; p. 56). The subscale correlated with other measures 

of spirituality in the expected direction; however, there were few significant correlations with the 

other measures and those were small. Other measures used included the Total Score, Beliefs and 

Support subscales from the Spiritual Beliefs Inventory (SBI; Holland, et al., 1998); the 

Coherence subscale from Reker’s Life Attitude Profile-Revised (LAP-R; Reker, 1992); three 

items pertaining to Organizational Religiousness and two items regarding Non-organizational 

Religious Activity (Chatters, et al., 1992); three items from the Cancer Patient Behavior Survey  

Based on this result, it was interpreted as the Meaning/Peace subscale measuring a unique 

construct that was not being measured by the other assessments of spirituality. Face validity of 

the items in the scale was very high in regards to the concept of Meaning/Peace described during 

interviews for item development.  

Two factors vs. three factors. As previously stated, the original development of the 

FACIT-Sp identified two factors: Faith, and Meaning/Peace that were added for a combined 

Spiritual Well-Being score (Brady, et al., 1999; Peterman, et al., 2002). Subsequent research has 
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suggested that a three factor model, that separates the concepts of Meaning and Peace, may result 

in a better fit (Canada, et al., 2008). Table 4 provides a comparison of the factor loading analysis 

of the FACIT-Sp items and the two and three factor solutions. The three factors and total score 

were then correlated with measures of emotional well-being and QoL. The additional factor 

provided more information as demonstrated by comparing emotional well-being with the 

combined score Meaning/Peace, and then separately with Meaning and Peace as separate factors. 

The strong positive association is largely explained by the Peace factor. Although it may seem 

more informative in explaining variance to use the combined factors for an increase in the  

combined factor partial correlation, combining factors would suggest several assumptions: the 

factors are going to be related in the same direction, the ratio of variance between factors is 

going to remain constant (regardless of population characteristics, setting, etc.), and that 

separating the two factors does not provide any additional information. 

The assumptions are worthy of further examination. In regards to factors being related in 

the same direction, a very recent study examined associations between spiritual well-being and 

seven complementary/alternative methods of coping (CAM) among cancer survivors (Crammer, 

Kaw, Gansler, & Stein, 2011). The study administered the FACIT-Sp as a measure of Spiritual 

Well-Being. Logistic regression analyses were used to determine the odds ratios (OR) or 

significance and strength of association between the FACIT-SP factors and the seven domains of 

CAM as well as overall CAM use. The data was analyzed using three factor and two factor 

solutions. Results indicated that when using a three factor solution, Meaning was positively 

associated with overall CAM use and Peace was negatively associated with overall CAM use. 

This pattern of opposing association at a significant level was also found among three of the 

domains.  Subsequent analysis with the two factor solution yielded non-significant results for the 
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Table 4  

FACIT-Sp Two Factor (Varimax Rotation) and Three Factor Analysis (Promax Rotation) 

 

     Factor 1       Factor 2       Factor 1 Factor 2       Factor 3 

                Loading*    Loading*     Loading** Loading**   Loading** 

             Meaning/ 

FACIT-Sp Item Factor  Faith         Peace    Faith    Peace         Meaning 

 

I find comfort     F  .90          .14               .97     .01             .00          

   in my faith or  

   spiritual beliefs. 

 

I find strength     F  .91          .12               1.01   -.02            -.01 

   in my faith or  

   spiritual beliefs. 

 

My illness has     F  .82          .09               .85     .00            -.09 

   strengthened  

   my faith or  

   spiritual beliefs. 

 

I know that      F  .69          .31               .47     .08             .47 

   whatever happens 

   with my illness,  

   things will be okay. 

 

I feel peaceful.     P  .28          .63      .04     .78            -.04 

 

I have trouble     P  .01          .56              -.10    1.00            -.14 

   feeling peace  

   of mind. ^  

 

I am able to reach     P  .52          .59               .14     .52             .19 

   down deep into 

   myself for comfort.  

 

I feel a sense of    P  .49          .61               .03     .69             .24 

   harmony within  

   myself. 

 

I feel a sense of    M  .42          .63               .07     -.06             .89 

   purpose in my life. 
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I have a reason    M  .29          .59      .05                .02             .80 

   for living. 

 

My life has been    M           .25          .65     -.10     .00             .87 

   productive. 

 

  

My life lacks      M             -.10          .56              -.13     .48             .43 

   meaning and  

   purpose. ^ 

 

 

^Item is reverse scored.*(Peterman, et al., 2002) **(Canada, et al., 2008). F=Faith Factor, 

P=Peace Factor, M=Meaning Factor. 

 

same relationships due to the opposing associations of the Meaning and Peace factors. In regards 

to the ratio of variance between factors, this has not been empirically demonstrated as research 

analysis utilizing a three factor solution has been limited. However, given the above study 

demonstrating that opposing association is possible and conflicting results between studies of the 

Meaning/Peace combined factor and mental and physical health markers, it would seem 

improbable that the ratio of variance is stable. Finally, as will be seen in the following 

examination of the Meaning and Peace factors, the factors have considerable differences in 

conceptualization related to the terms representation on the FACIT-Sp as well as the generally 

accepted interpretation of the two variables. 

 

Relationship of Religion and Spirituality to Coping 

Religion and spirituality can serve a multitude of functions (e.g. Pargament, Ano, & 

Wachholtz, 2005). For the purposes of this study, the primary interest is related to the use of 
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religion and spirituality as factors in coping, and the relationships between those practices and 

indicators of quality of life, spiritual well-being, mental health and physical health. The concept 

of coping, like many constructs in psychology, is multifaceted and complex (e.g. Gall, et al., 

2005; Pargament, 1997). A thorough discussion of coping is beyond the scope of this paper; 

however, it is useful in understanding the aims of this project to put forth a working definition of 

coping. For this purpose, the definition of coping put forth by Pargament and Raiya (2007) 

define coping as follows: “Coping is an active and dynamic process; it is an attempt to make 

sense of, deal with and manage stressful life circumstances in a specific time and place” (p. 746). 

The definition above identifies three components of coping: 1) active and dynamic process; 2) 

used to make sense of life circumstances; and 3) used to manage stress. These three components 

closely resemble the three factors of spiritual well-being that are intended to be measured by the 

FACIT-Sp. The measurement is intended to evaluate a current “state” of well-being by assessing 

three components that are used in coping. Referring back to figure 2, these same components are 

represented as part of an active and interactive process. This would suggest why these are 

functions of religion and spirituality that have been identified as important to cancer patients. 

The active nature of these components speaks to a process as well as a “state” of well-being. The 

complexity of such interaction is well demonstrated by the transactional model of spiritual 

coping as it relates more specifically to physical health by Gall, et al., (2005). These models 

suggest that Meaning and Peace serve different functions in the process as well as the state of 

well-being.   

Pargament (1997) describes the role of religion as a coping mechanism: “As a way for 

people to appreciate, explain and even tolerate the aspects of life that are beyond control and, as 

such, religion provides a framework of beliefs that allow an individual to go beyond the self and 
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individual agency to attempt to understand and accept that which is incomprehensible” (p. 32). 

Pargament refers to a transactional model of coping with stress (Lazarus & Folkman, 1984) that 

describes the coping process as interactive at multiple levels of influence. Expanding on the 

model to illustrate religious coping, the process begins with the experience and interpretation of 

a stressor followed by “…cognitive, behavioral, emotional, interpersonal, and physiological 

dimensions” (p.482).    

In a later study used in the development of the R-COPE (Pargament, Koenig, & Perez, 

2000), Pargament and colleagues delineated five broader roles of religion related to coping: 

Meaning, Control, Comfort/Spirituality, Intimacy/Spirituality, and Life Transformations. 

Subsumed under the five roles, exploratory factor analysis identified 17 variations in the methods 

of coping. The list was expanded to 23 by incorporating information from additional interviews 

and a literature review (See Appendix E for a list and brief description of the 23 religious coping 

methods). Within each of the roles exists the actions or beliefs that are used to achieve the roles’ 

purposes. The distinctions of the roles and methods of religious coping are important and highly 

relevant to spiritual coping in a broader sense as they illustrate the consistent parallel and overlap 

between the concepts of religion and spirituality.  The roles and methods of religious coping as 

presented by Pargament and colleagues (2000) are clearly defined in a religious perspective. It is 

notable that the usefulness of the defined roles is not lost when terms referring to God and other 

specifics related to religion are replaced by non-Christian or non-religious terms. For example, 

the role of meaning is described as the way in which religion provides a framework of 

understanding and interpretation during difficult life experiences. In this case, an individual’s life 

guiding ideology can provide the framework. Examining the descriptions of the other four roles 

reveals the same ability to adapt the terms without loss of meaning. The role of control is 
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described as a method to provide avenues of action that give an individual a sense of mastery and 

control when their resources are exceeded by their needs. The role of comfort/spirituality is 

described as two-fold and difficult to disentangle. Related to comfort, it is a method to reduce 

anxiety in the face of the unknown and unpredictable; and related to spirituality, it is a method to 

“…connect with a force that goes beyond the individual, [and] is the most basic function of 

religion” (p.521). The role of Intimacy/Spirituality is described as method to foster social 

cohesiveness and identity as well as achieve a greater connection with a greater force through 

spiritual means (prayer, offerings, etc.). The role of Life transformations is described as a method 

to assist individuals in considering and accepting new objects and ideas of significance such as 

realigning life priorities while utilizing religious beliefs and principles as a support and guidance. 

The ability to adapt the terms and, therefore, expand the value of the research beyond religious 

coping to a more global spiritual coping is very promising. The ability to identify this number of 

religious and spiritual coping methods may appear to overcomplicate, and therefore, obscure the 

understanding of the concept. However, the ability to delineate the methods provides an 

opportunity to identify related mechanisms that account for the variability in outcome measures 

regarding health related quality of life (QoL), mental health, and physical health. A variety of 

mechanisms have been suggested: 1) stress reduction (e.g., Bowen, Baetz, & D'Arcy, 2006), 2) 

reduction of serum cortisol (e.g., Phillips, et al., 2008), 3) “meaning making” (Park, Edmondson, 

Fenster, & Blank, 2008), 4) healthy lifestyles (e.g. Idler & Kasl, 1997), and 5) social support 

(e.g., Hamilton, Moore, Powe, Agarwal, & Martin, 2010).  
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Negative Religious and Spiritual Coping 

 Not all forms of Religious/Spiritual coping have been shown to be beneficial. To 

summarize findings across life stressors would be unwieldy; therefore, this review focuses on 

research that has been conducted in a health care setting with patients diagnosed with serious 

illness. Negative religious/spiritual coping can take many forms. Religious/Spiritual beliefs may 

limit or guide choices that may not be in the best interest of an individual in matters of health. 

Koenig, McCullough and Larson (2001) suggest that individuals may use religion as a substitute 

for medical care or as a justification to reject accepted medical care. This has been observed in 

the following ways: stopping medications, delay in seeking medical care, blood transfusion 

refusal, childhood immunization refusal, prenatal care and physician-assisted delivery refusal, 

and refusal of mental health care. Obviously, in most cases, these are choices that can be freely 

chosen by an adult. These issues become far more complicated and can even constitute child 

abuse when the patient is a child and is perceived as being neglected due to inadequate medical 

care. In addition, certain beliefs that have been categorized as negative, such as seeing God as 

punishing, believing circumstances are deserved because of sin, or feeling abandoned by God 

(Pargament, et.al., 2000). These beliefs have been linked to poorer outcomes in cancer and HIV 

treatment populations related to quality of life (Trevino, et al., 2010), illness adjustment (Thune-

Boyle, Stygall, Keshtgar, & Newman, 2006), well being (Hebert, Zdaniuk, Schulz, & Scheier, 

2009) depression (Tarakeshwar, et al., 2006) and anxiety (Sherman, et al., 2009). In the instances 

of religious or spiritual views affecting medical care choices, the impact is obvious. The health 

care providers are directly affected by, and made aware of, patient choices in routine service 

delivery. The effects of negative religious or spiritual coping in regards to cognitive and 

emotional aspects are far less obvious and less likely to be addressed.  
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A recent review of the literature (Thune-Boyle, et al., 2006) that examined the reliability 

of the relationships between religious coping, mental health and adjustment to illness in cancer 

patients found mixed results.  Although significant methodological differences likely contributed 

to the variability in findings, there is growing evidence to suggest that measuring the quality of 

religious and spiritual engagement by a subjective measure of well-being is more meaningful 

than measuring the quantity of engagement or behaviors. Measures of general coping methods 

are not able to adequately assess religious and spiritual coping as patients tend to 

compartmentalize spirituality and religion separately from other coping methods. Patients may 

not even recognize that they are using these types of coping as a coping tool. Measures of 

religion and spirituality that rely on the presence and frequencies of behaviors also do not 

adequately explain the variability within this population. For example, a large group would say 

they are religious or spiritual and they do not attend church or other group meetings.  

As previously discussed, the methods and qualitative nature of religious and spiritual 

coping are complex. The R-COPE (Pargament, et al., 2000) was developed for this purpose. 

(Psychometrics and additional development information for the R-COPE are provided in the 

Methods section; Questionnaire can be seen in Appendix G.) The assessment effectively 

identifies negative religious coping styles associated with religious struggle and lower levels of 

spiritual well-being. Recent research indicated negative religious coping predicted worse overall 

quality of life (QoL), depressive symptoms, and general mental health (Hebert, et al., 2009). In 

addition, this particular study was longitudinal in design and negative religious coping changes at 

the beginning of the study to follow-up predicted changes in these well-being measures. Patients 

that reported a decrease in negative religious coping reported improvements in QoL, depressive 

symptoms and general mental health. 
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Kristeller, Sheets, Johnson and Frank (2011) used a cluster analytical approach to 

examine data obtained in the first phase of data collection in the same population used in this 

current study.  Using variables from assessments of QoL, spiritual well-being, religious practices 

and religious coping styles, four clusters were identified: High Religiousness and Spirituality 

(45%), with the lowest depression; Low Religiousness and High Spirituality (25%), also with 

good adjustment; Negative Religious Copers (14%), with the highest depression; and Low 

Religiousness and Spirituality (16%), with the poorest adjustment to cancer. These researchers 

indicate that the Negative Religious Copers could also be appropriately referred to as Low on 

Spirituality and High on Religiousness; however, the distinctively high score on negative 

religiousness made the alternative label more descriptive. Nonetheless, it is important to note the 

relationship between the variables of religiousness and spirituality for the Negative Religious 

Copers cluster as the depression score is also distinctively high (See Appendix H). The 

relationship between negative religious coping in regard to poor adjustment to illness (Lavery & 

O'Hea, 2010) to higher levels of depression (Hebert, et al., 2009) is consistent with previous 

research. The identification of clusters that differentiate between the quality of religious coping 

styles (positive versus negative) and spiritual well being as measured by the Meaning/Peace 

factor suggests that religion is a possible mediator between spiritual well-being and markers of 

mental and physical health. See Appendix G for cluster means of well-being measures. As noted 

by Kristeller, et al., (2011) these findings were exploratory in nature due to a small N (N = 114) 

for the analysis.  
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Spiritual Coping 

Spirituality as a method of coping has also been conceptualized within a transactional 

approach (Gall, et al., 2005). Gall and colleagues cite the works of Pargament (1997) in utilizing 

the transactional model for understanding and organizing religious coping and offer a parallel or 

similar approach in the conceptualization of the processes of spiritual coping. Gall and associates 

provide a diagram (See Figure 3) illustrating the transactional model of spiritual coping that 

demonstrates the dynamic and complex interactions of aspects of spirituality. The model, by 

focusing on the function and pathways of aspects spirituality, provides greater clarity in the 

possible mechanisms involved in the coping process. The model suggests relationships and 

pathways from the stressor that acts as a catalyst to the coping process to an endpoint of aspects 

of well being or adjustment. The model indicates four aspects of well-being which closely 

resemble the domains of quality of life that have been identified in health related studies (e.g., 

Cella & Tulsky, 1993). The interim processes of the model suggest multiple variables of 

influence which provides a guide or rationale for measurement which are supported by research 

literature.  

The transactional model would suggest support for the measurement of Peace, Meaning, 

and Faith as distinct but related constructs of Spiritual Well-Being as proposed by a three factor 

model for the FACIT-Sp. In regards to the current study and interest in the measurement of 

Peace, Meaning, Faith and overall Spiritual Well-Being, the face validity between the 

transactional model and all but one of the factors of interest is good. Faith, Meaning, and overall 

Spiritual Well-Being are clearly represented in the model. The presence of Peace within the  

transactional model is less transparent and warrants exploration. For example, items on the Peace 

factor within the FACIT-Sp reflect themes of comfort, harmony and peace such as item 4: “I 
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have trouble feeling peace of mind.” This item would appear to reflect the concept of spiritual 

appraisal in the transactional model as an individual recognizes a life event as a stressor and an 

affective response is elicited. This level of appraisal would appear to be more reactionary and 

based on relatively superficial and immediate evaluation of the circumstances creating an 

imbalance and a subsequent need to move more deeply into the coping process. As this occurs, 

the individual employs more cognitive and behavioral mechanisms to restore balance. If the 

appraisal continues to create disturbance, or lack of Peace, the individual continues to cycle 

through the process with the resultant appearance of “being stuck.” Following traumatic events, 

individuals frequently report significant cognitive dissonance between current life events and 

what they presumed were secure and predictable life trajectories, not only with other individuals 

but also with the supernatural or the metaphysical. The ability to measure a significant difference  

of variance in Peace when controlling for mood states suggests that the disturbance occurring in 

the individual is more complex than an emotional response to the stressor. The continuity 

between spiritual appraisal in the transactional model and the factor of Peace would also appear 

to be supported by statistical analyses that demonstrated a moderate relationship between the 

Peace factor and mental health as depression and anxiety symptoms are good indicators of 

distress.  

         The transactional model better captures a deeper level of processing or a cognitive 

component which is consistent with the construct of Meaning as measured by the FACIT-Sp. 

Items such as “I have a reason for living” and “My life has been productive” suggests a 

longitudinal or more global appraisal of an individual’s situation that would provide a more 

rational context for the current stressor versus the immediate reaction to the stressor. As such, the 
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Figure 3. Transactional Model of Spiritual Coping as presented by Gall, et al. (2005; p. 89). 
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stressor itself is dynamic. When the stressor is introduced it is of primary concern or attention. 

The individual must then “cognitively place” this new stressor among the existing life demands. 

The greater level of meaning ascribed by an individual to stressors or demands suggests a  

hierarchy of values that would allow the individual to find peace “in spite of” distressful events. 

 

It is within this framework of conceptualization, with spirituality being used as a coping 

mechanism in a cancer treatment population, that this project assessed patients’ use or non-use of 

these methods.  

 

Critics of Religious and Spiritual Coping 

There have been detractors who have not seen religion/spirituality as a positive method of 

coping, with the most notable and often cited being Freud (1928) and Ellis (1980). Essentially 

Freud believed that religion was a defense mechanism that utilized avoidance and denial to deal 

with life circumstances. Furthermore, he associated this tendency to be childlike in that real life 

situations were reevaluated into a supernatural framework in order to allay the fears of 

helplessness. Freud predicted that religious beliefs would become outdated and discarded as a 

modern society turned toward “reason and experience” (Freud, 1928; p. 54). Now seen as an 

oversimplification of religion and maintained through accepted stereotype, the relationships 

between denial (Acklin, Brown, & Mauger, 1983), avoidance (McIntosh, Silver, & Wortman, 

1993), and passivity (Pargament, Kennell, Hathaway, & Grevengoed, 1988) have been addressed 

in research and findings have not supported the stereotypes (Pargament, et al., 2005). Pargament 

and colleagues (2005) do indicate that religious coping can be used as a defense mechanism to 

reduce anxiety and allay fears, pointing out the religious coping roles and methods mentioned 
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previously; yet they qualify this statement by indicating that these methods are rarely used in 

isolation (Pargament, et al., 2000). 

Albert Ellis is considered among the most influential figures in the field of psychology 

(Farley, 2009). Ellis was the founder of Rational Emotive Therapy (RET), later to become 

Rational Emotive Behavior Therapy (REBT). REBT is recognized as one of the foundations of 

Cognitive Behavior Therapies (CBT). In brief, REBT utilizes an ABC model within which A is a 

life situation, B is the interpretation, and C is the consequence or resulting thoughts or behaviors. 

REBT focuses on the identification of irrational thoughts related to B or current life situations. 

Irrational thoughts are typically a result of evaluative perspectives such as good and bad, right or 

wrong, etc., and/or an unwillingness to accept what cannot be changed.  Within this model, the 

life situation itself is not the cause of emotional distress; rather, it is the evaluation of the 

situation. To move toward mental health, Ellis posited that the focus of therapy should be on B 

and that unconditional acceptance of self, others, and life circumstance was necessary.  In 

regards to religious views, Ellis openly identified himself as a “Probablistic Atheist” and 

described his orientation and view of religion:  “…since there is an exceptionally high 

probability that no gods or superhuman entities of any kind exist, we had better assume that they 

do not and live our lives according to this assumption. Probablistic atheists, who may well 

constitute the majority of modern psychotherapists, also tend to believe that “…human 

disturbance is largely (though not entirely) associated with and springs from absolutist thinking - 

from dogmatism, inflexibility, and devout shoulds, oughts, and musts - and that extreme 

religiousness is essentially emotional disturbance” (Ellis, 1980; p.635). In later years, Ellis was 

seen as softening his stance on religious and spiritual issues as he spoke about similarities 

between REBT and aspects of Zen (Kwee & Ellis, 1998), as both philosophies teach 



48 

 

 

unconditional acceptance of life as a central principle (Farley, 2009). In fact, Ellis (1992) openly 

disputed claims that he associated all religion with mental illness: “No, I think I have made it 

quite clear in my writings that religion, in its usual definition, is not irrational nor disturbance 

creating but that what I call devout religiousness tends to be emotionally harmful. I define devout 

religiousness as pietistic, rigid, dogmatic belief in and reliance upon some kind of supernatural, 

divine, or "higher" power and as strict obedience to and fanatical worship of this hypothesized 

power” (p. 428). 

 

Cancer as Stressor  

Cancer and cancer treatment is complex. Cancer is a disease that occurs when mutated 

cells reproduce uncontrollably and invade body tissue. There are more than 100 types of cancer 

(National Cancer Institute; NCI, 2011) that are typically identified by cell type and site of origin. 

These cancers can be categorized further by the type of cell. A tumor can be benign if it does not 

spread to other sites, or malignant if it can spread. A secondary site of the same cancer is 

identified by its original site. For instance, a cancer site on the bone that originated in the breast 

would be referred to a metastatic breast cancer. Cancer is rated by stages, with the most widely 

used system being the TNM. T indicates the tumor size, N indicates lymph node involvement 

and M indicates the presence or absence of metastasis.  Stages of cancer can also be represented 

by 0, I, II, III or IV with the lower number indicating an earlier stage. Stages are used to 

determine treatment and prognosis. In regards to treatment, there are two broad treatment 

approaches: curative with the intention of eradicating the cancer, and palliative, with the 

intention of slowing the disease and/or providing comfort. Treatment protocols can include a 

broad variety of chemotherapies, radiation, surgical removal, and alternative approaches. As can 



49 

 

 

be seen, there is considerable variability within a “cancer” population with the complexity 

adding to the patient burden.  The variability also adds to difficulty in research, as the 

characteristics of cancer can have relationships with markers of mental and physical well-being.  

Cancer is common and costly. Estimated new cases not including non-melanoma skin cancers in 

the United States in 2010 was 1,529,560 with 569,490 deaths (NCI, 2010). Although these 

figures represent a decline overall in cancer diagnoses, the large number of cases is significant. 

Over the lifespan in the United States, a male has 44.29 %, or 1 in 2, chance of developing some 

type of cancer with a 23.2%, or 1 in 4, chance of dying from the cancer. A female has 37.76%, or 

1 in 3, chance of developing some type of cancer with a 19.58%, or 1 in 5, chance of dying from 

cancer (NCI, 2011). Cancer is the second leading cause of death in the United States, surpassed 

only by coronary heart disease. The annual cost is estimated at $228.2 billion dollars with direct 

medical costs exceeding $92 billion dollars. The prevalence rates and costs make cancer a 

significant social concern. 

The majority of the population acknowledges the use and the importance of spirituality to 

some degree in everyday living; however, individuals with cancer diagnoses report using 

spiritual and religious strategies at higher rates (e.g., Sherman, Simonton, & Plante, 2001). The 

coping research literature suggests increased lack of control is typically associated with the 

increased use of religious and spiritual means. This is consistent with a cancer diagnosis and 

treatment as cancer is frequently associated with a number of aversive circumstances that are 

beyond control or limited in control including, but not limited to, potential threat to life, 

reduction in functioning due to treatment demands and side effects, disfiguring treatment, 

uncertainty of cure, possible reoccurrence, and economic strain. Ironically, those that 

successfully complete treatment and are diagnosed as in remission or cured, can experience 
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survivor guilt (LaTour, 2010). The emotional distress can be significant enough to manifest 

depression and/or anxiety symptoms at a level sufficient for a mental disorder diagnosis. A 

comorbid psychiatric diagnosis has been associated with a poor treatment prognosis, hastened 

disease advancement, and mortality. 

Comorbid anxiety and depression. A review conducted by Kangas, Henry and Bryant 

(2002) found that as many as 32% of study participants met criteria for Post Traumatic Stress 

Disorder (PTSD) following a cancer diagnosis and treatment. An additional study found that 

28% of individuals that were recently diagnosed with cancer met criteria for Acute Stress 

Disorder (Kangas, Henry, & Bryant, 2007). Significantly higher prevalence rates of depression 

have been reported among cancer patients (Massie, et al., 2011). Approximately 6.7% of the US 

adult population will experience a depressive episode that will last 6 months (Kessler, Chiu, 

Demler, & Walters, 2005) while prevalence rates have been estimated as high as 38% for major 

depression and 58% for depression spectrum syndromes among cancer patients (Massie, et al., 

2011). In addition, suicide rates among older cancer patients are more than twice the national 

average and exceed other serious illnesses even when psychiatric conditions and life expectancy 

of less than a year are controlled (Miller, Mogun, Azrael, Hempstead, & Solomon, 2008). 

Suicidal ideation and a desire for hastened death are also elevated among cancer patients 

(Breitbart, et al., 2011). A comorbid diagnosis of depression among cancer patients is associated 

with a poorer prognosis as the depression adversely affects multiple areas of treatment including 

reductions in communication with physicians, treatment compliance, quality of life ratings and 

social contact (Kissane, Maj, & Sartorius, 2011; Spiegel & Giese-Davis, 2008).  

Previous research tended to focus on organic characteristics presented by cancer patients 

related to depression and these studies indicated cancer patients at highest risk of depression 
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were those with a history of affective disorder or alcoholism, advanced cancer, and poorly 

controlled pain (Massie & Holland, 1990). More recent research has demonstrated relationships 

with depression and aspects attributed to meaning and peace constructs of spiritual well-being 

(e.g., Nelson, et al., 2009). Nelson and colleagues found by using a mediation model, the 

meaning/peace subscale of the spirituality measure mediated the relationship between intrinsic 

religiousness and depression. Research has also suggested that higher ratings of spirituality may 

be a protective factor against the development of depression (Travado, et al., 2010; Yanez, et al., 

2009) as well as shorten the duration of depression if it does develop (Ando, et al., 2010) 

Research in the field of the palliative care of cancer patients has found negative correlations 

between depression, anxiety, desire for hastened death, and ratings of spiritual well being (Hills, 

Paice, Cameron, & Shott, 2005). Although the mechanisms of the relationships between mental 

health markers and spirituality are not clearly understood, these are areas that have been shown 

to be amenable to treatment (e.g., Antoni, Carver, Lechner, Park, & Stanton, 2009; Gibson, 

Tomarken, Breitbart, & Puchalski, 2006). The potential benefits of assessing an individual’s 

spiritual or religious state in a health care setting are becoming clearer as findings suggest that 

religious struggles that go unresolved can lead to a greater risk of poorer physical and mental 

health (Pargament, Koenig, Tarakeshwar & Hahn, 2004). 

QoL is a construct that is considered complex and multifaceted (Efficace & Marrone, 

2002). Health related quality of life (QoL) is generally accepted as having four core dimensions. 

The four core dimensions typically assessed in health care settings and research related to QoL 

include physical, emotional, functional and social/family wellbeing (Cella & Tulsky, 1993). 

These areas are assessed for by self-report of functioning and degree of satisfaction with their 

level of functioning in these areas. An extensive multidisciplinary literature search by Sawatzky 
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and colleagues (2005) resulted in 3,040 published reports that were manually screened according 

to pre-established selection criteria. Subsequent to the selection process, 62 primary effect sizes 

from 51 studies were included in the final analysis. A random effects model of the bivariate 

correlation between spirituality and quality of life resulted in a moderate effect size (r = 0.34, 

95% CI: 0.28- 0.40), thereby providing support for the theoretical framework underlying the 

study wherein spirituality was depicted as a unique concept that stands in relationship to quality 

of life (Sawatzky, et al., 2005). 

FACT G: QoL Measure. The FACT G was designed to measure domains of quality of 

life as they pertain to health related issues. There are four areas of well being assessed: physical, 

functional, emotional, and social/family. The physical domain is composed of questions related 

to physical symptoms. The functional domain asks questions related to the ability to participate 

in and enjoy daily activities. The emotional component assesses emotions and moods related to 

the illness. The social/family segment queries about communication and social support. The 

FACT G was developed with data collected by the way of interview with oncology specialists 

and cancer patients. During this interview process, the importance of spirituality in coping with 

illness and in contributing to quality of life was reported by patients and specialists. Two items 

were originally developed to assess spiritual well-being and were subsequently dropped due to 

poor psychometrics. In replacement of the items, developers decided to create a full scale 

devoted to spiritual well-being, as noted above, that would assess faith, strength and comfort, as 

these were concepts repeatedly identified as important during the interview process (See 

Appendix D for FACT G questionnaire). 

FACIT-Sp, Spiritual Well-being and Coping with Cancer. The FACIT-Sp has been 

widely used in medical settings. A literature search using Medline, Psychinfo and Psycharticles 
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databases with search words “Facit Sp,” and “Cancer” on October 24, 2013, produced 99 

matches. The FACIT-Sp has demonstrated reliability and validity (e.g., Bredle, et al., 2011; 

Kapuscinski & Masters, 2010) with two factors.  Due to the prolific amount of research using the 

FACIT-Sp 2-factor model, only a brief number of studies are presented that utilized the two 

factor model of the FACIT-Sp for development as well as the most recent research, as well as the 

five studies that have reported results using the 3-factor model (See Table 5). Table 5 identifies 

the study, the number of factors utilized, the number of subjects, and the health outcomes 

suggesting associations with the FACIT-Sp factors. The studies included in Table 5 are limited 

to studies in cancer treatment populations. Monod and colleagues (2011; p. 1355) indicated the 

FACIT-Sp is one of two measures considered the best candidates to assess the current spiritual 

state of patients. [The other measure being The Spirituality Index of Well-being (Daaleman, 

Frey, Wallace, & Studenski, 2002)]. This evaluation is based on a two factor model. The 

identification of three factors should enhance the value of the FACIT-Sp. 

The FACIT-Sp has been adapted for use in healthy populations and has been translated 

into 15 languages (Cella, 2010). As can be noted in Table 5, a recent study by Lazenby, et al., 

(2013) found that the Arabic version of the FACIT-Sp demonstrated sound psychometric 

properties using a 3-factor model. In addition, a 23 item expanded version [Functional 

Assessment of Chronic Illness Therapy - Spiritual Well-Being, Expanded version (FACIT-Sp-

Ex)] is also available that includes a Relational subscale designed to assess appreciation, 

forgiveness, and connectedness (Cella, 2010). 

However, research results continue to report Meaning and Peace as a single factor (e.g., 

Nelson, et al., 2009; Piderman, et al., 2013; Yanez, et al., 2009).  The finding of a three factor 

solution for the FACIT-Sp warrants replication. The identification of a third, independent factor  



 

 

Table 5   

Research Using FACIT-Sp. (Listed by date of publication.) 

Authors  Population N Findings 

Brady, et al., (1999)
2
 Cancer and HIV patients 1,610 Demonstrated predictive value of FACIT-Sp. Spiritual Well-being Associated 

with overall QOL, Physical well-being, Enjoyment of life.  

Peterman, et al., (2002)
2 

Cancer patients and survivors 

from U.S. and Puerto Rico 

1,561- 

1,589 

FACT G: Physwb with Meaning/Peace; Emotwb with Meaning/Peace; Functwb 

with Meaning/Peace; Socfamwb with Meaning/Peace. All ps < .001. 

Demonstrated reliability and validity in the development of the FACIT-Sp. 

McClain, Rosenfeld, & 

Breitbart (2003)
2 

Terminally ill cancer patients 160 Meaning/Peace factor associated with End of life despair, Desire for Hastened 

Death, Depression, Hopelessness, Physical functioning, Physical symptoms, 

Social Support. 

McClain-Jacobson, et al., 

(2004)
2
 

Terminally ill cancer patients 276 Meaning/Peace factor associated with Belief in Afterlife, End of Life Despair, 

Desire for Hastened Death, Depression, Hopelessness, 

Canada, et al., (2008)
2, 3

 Long term female cancer 

survivors 

240 Demonstrated 3-Factor improved fit. Meaning/Peace associated to mental and 

physical health.  

Meaning associated to mental and physical health; Peace only associated with 

mental health. 

Murphy, et al., (2010)
3 

Cancer survivors 8,805 Demonstrated 3-Factor improved fit  

Crammer, et al., (2011)
3 

Cancer survivors 4,139 Meaning positively associated to both complementary/alternative methods of 

coping (CAM). Peace negatively associated with religious/spiritual (R/S) CAM 

but not non-R/S CAM. 

Whitford & Olver (2012)
3 

Newly diagnosed cancer 

patients, Australia 

999 Peace positively with Functwb, Emotwb, and Fighting spirit; negatively with 

Helpless/Hopeless and Anxious Preoccupation 

Meaning positively with Functwb, Famsocwb and Fighting spirit; negatively 

with Helpless/hopeless. 

Lazenby, Khatib, Alâ Khair, 

& Neamat, (2013)
3 

Cancer patients in Amman, 

Jordan (Arabic speaking) 

205 Overall spiritual well-being associated to Socfamwb and Functwb. Peace added 

twice the predictive value of Meaning. Peace prominently associated to Functwb. 

Peterman, et al., (2013)
3
 Cancer, HIV/AIDS, and Bone 

Marrow Transplant patients 

2,810 3-factor model was an improved fit and Meaning and Peace were distinguishable 

when associated with health related QoL variables. Researchers indicated the 

difference between factors were minimal. Called for additional research.  
 

2 
Two factors, 

3 
Three factors

5
4
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will assist in informing clinical intervention as well as contribute to the understanding of the 

construct of spiritual well-being and spirituality on a global level.  

 

Summary 

There has been a growing tendency among individuals in the United States to identify 

themselves as “spiritual” but not “religious”, indicating lower levels of behaviors previously 

associated with religion such as church membership and church attendance. In addition, the 

population has become more pluralistic with the rise of members belonging to non-Christian 

faiths and non-traditional worship that does not identify a higher power as central to the belief 

system. On an international level, it is obvious that with the multitude of religions that fit the 

traditional definition and the variances within those groups, as well as the group that indicates 

“non religious,” the need to be able to define, discuss and measure spirituality beyond parameters 

of what we know as “religion” is paramount in understanding the needs and experiences of 

diverse cultures. 

A substantial body of research suggests a relationship between religion and, more 

recently, spirituality with measures of mental and physical health. In order to better understand 

the relationship between these constructs and factors, research needs to be able to measure 

factors that have demonstrated multicollinearity in the past. This is likely to be achieved through 

rigorous statistical analyses of existing measures to inform the validity of factor structures 

assessed by those measures. This should co-occur within a research context that utilizes multiple 

measures that have proven psychometric properties for additional support of convergent and 

divergent validity. 
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The FACIT-Sp has been widely used in medical settings and has demonstrated reliability 

and validity (e.g., Bredle, et al., 2011; Peterman, et al., 2002). A recent review of measures of 

spirituality indicated that the FACIT-Sp is “…an excellent measure to be considered for use 

in…medical settings” (Kapuscinski & Masters, 2010; p. 202). Although the Meaning factor is 

well grounded in theory, the construct underlying the Peace factor remains less clear. The 

differentiation of the two factors will facilitate more precise investigation by statistical analyses 

with related variables of interest. 

 

The Present Study  

 The present study is an extension and extrapolation of data from a larger research effort 

designed to explore the use (or non-use) of religion and spirituality in coping with a cancer 

diagnosis and subsequent treatment (Kristeller, Rhodes, Cripe, & Sheets, 2005). The primary 

focus will be on the factor structure of the FACIT-Sp. The factor structure will be examined to 

determine if a two or three factor model is the best fit for this population. 

Predictable increases and decreases in ratings of Quality of Life have been shown to be 

robust in regard to specific religious/spiritual practices and beliefs.  This relationship has been 

demonstrated in patients with a cancer diagnosis.  Exploratory analysis will be conducted to 

determine if there is a correlation between ratings of overall quality of life and four subscales 

(Physical, Social/Family, Emotional, and Functional Well-Being) with the factors of the FACIT-

Sp as well as demographics, clinical information, depression rating and personality traits. 
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Measuring Spiritual/Religious Practice and Experience 

 Multiple measures of spiritual and religious beliefs and practices were administered. For 

the purposes of this study, scales measuring the constructs of Meaning and Peace from the Life 

Attitude Profile Revised (LAP-R) and the Ironson-Woods Spirituality-Religiousness Index 

(IWSRI) respectively will be used for correlational analysis to support construct validity of the 

scales on the FACIT-Sp. These measures were chosen due to the established reliability and 

validity of the measures during their development, continuity of theoretical inclusion of factors 

in the measures, and face validity of items. In addition, these measures were not used as part of 

the developmental process of the FACIT-Sp or the subsequent proposal of three factors. Thus, 

analyses should provide unique information regarding the psychometric properties of scales as 

well as the constructs being measured. Negative Religious coping was measured with the R-

COPE due to recent evidence suggesting that negative religious coping explains significant 

levels of variance related to Spiritual Well-Being and depression. The LAP-R Will-to-Meaning 

scale and the IWSRI questionnaires can be seen in appendixes I and J respectively. 

 The LAP-R Will to Meaning Scale was selected as a measure of Meaning due to 

consistency between the theoretical frameworks used to develop the scale. A brief review is 

provided here regarding the development of the scale. The LAP-R is a multidimensional 

instrument designed to measure Frankl's concepts of will to meaning, as well as existential 

vacuum, personal choice and responsibleness, realities and potentialiaties, and death 

transcendence (Nicholson, 1994).  The original Life Attitude profile (LAP; Reker, 1981) is a 

measure developed to assess the “multidimensional nature of attitudes toward life” (Reker & 

Peacock, 1981; p. 264). The LAP represents an amalgamation of concepts measured by two 

earlier instruments, the Purpose in Life Test (PIL: Crumbaugh, 1968; Crumbaugh & Maholick, 
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1964) and the Seeking of Noetic Goals test (SONG; Crumbaugh, 1977).   The PIL was derived 

from Viktor Frankl’s work (1959) and his belief that finding meaning in life in the presence of 

adversity and tension is the primary motive in man (Reker and Peacock, 1981).  The measure 

was an attempt to assess the concept that individuals strive to find ever deeper levels of meaning 

and purpose in life throughout the life span suggesting that higher levels of life satisfaction 

would be associated with higher scores on the PIL.  An item included on the measure “I have 

discovered a satisfying life purpose” is indicative of the content as the face validity of items is 

high with the concepts of “meaning” and “purpose.”   Crumbaugh (1977) subsequently 

developed the SONG to measure the level of motivation that an individual demonstrated in an 

effort to achieve the same concept of meaning and purpose in life.  Considered complementary 

concepts and measures of an overarching construct of life attitudes, confirmatory factor analysis 

identified 10 dimensions that were interpretable and independent (Reker & Cousins, 1979).  

Reker and Peacock (1981) utilized the search and motivation for meaning in life as a foundation 

for the development of a single measure that would be used to assess an individual’s attitude 

toward life across seven factors:  Life Purpose, Existential Vacuum, Life Control, Death 

Acceptance, Will to Meaning, Goal Seeking, and Future Meaning to Fulfill.  The LAP-R is a 

refined version of the original LAP (Reker, 1981) 

 

Quality of Life (QoL) 

Predictable increases and decreases in ratings of QoL have been shown to be robust in 

regard to specific religious/spiritual practices and beliefs.  This relationship has been 

demonstrated in patients with a cancer diagnosis.  The FACT G (Cella, et al., 1993) a 

multidimensional self-report measure was used to assess quality of life across 4 domains. 
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Exploratory analysis will be conducted to determine if there is a correlation between ratings of 

overall quality of life and four subscales (Physical, Social/Family, Emotional, and Functional 

Well-Being) with the two and three factor models of the FACIT-Sp as well as demographics, 

clinical information, depression rating and negative religious coping. The FACT G can be seen 

in Appendix D. 

 

 Depression 

 Predictable increases and decreases in depression have been shown to have relationships 

with measures of spirituality, quality of life, and negative religious coping among cancer 

patients. The BSI – Depression subscale (Derogatis, 1993) was used to measure levels of 

depression to statistically account for variance and demonstrate unique contributions of the 

Meaning and Peace factors of the FACIT-SP. The BSI-Depression subscale can be seen in 

Appendix K. 

 

Current Study 

 The purpose of the current study was to examine the factor structure underlying 

responses to the FACIT-Sp in a population undergoing treatment for cancer.  The study included 

data from 250 individuals under active treatment for cancer (receiving chemotherapy or 

radiation). Participants completed a battery of questionnaires related to religion, spirituality, and 

physical and mental health.  Confirmatory factor analysis was used to identify the number of 

factors on the FACIT-Sp, a self-report measure of spirituality. Structural modeling was used to 

examine their relationships with well-being as reflected in measures of Depression and the 

FACT G.  The identified factors were also correlated with similar constructs from two other 
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measures, the Ironson-Woods Spirituality-Religiousness Index and LAP-R, to examine 

convergent validity and cross validation of measures. Data analysis also explored the 

relationships of scores of the FACIT-Sp factors with measures of quality of life while 

statistically accounting for depression.     
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METHODS 

Participants 

Participants were 250 individuals recruited from two large community-based 

hematology-oncology practices in Indiana that provide chemotherapy or radiation treatment for 

cancer.  Eligibility criteria included 1) a diagnosis of cancer at least one month prior to 

assessment and currently receiving treatment, 2) life expectancy of at least 6 months, 3) greater 

than 18 years of age; 4) fluent in English; 5) able to participate in the informed consent process 

(as determined by the oncologist).  

Data for the current analyses were collected in two phases.  Participants in the first phase 

(N = 125) completed the FACIT-Sp, the FACT G (Cella, et al., 1993) and the BSI (Derogatis, 

1993) and a subset of other measures reported here. Participants in Phase 1 were then invited to 

participate in a more intensive study (including an in-depth interview regarding spirituality) and 

66 participants agreed to complete the more intensive study which included the R-COPE 

included in current analyses (Pargament, Smith, Koenig, & Perez, 1998).  The participants in 

Phase 2 completed the entire battery of measures (N = 115) including the FACIT-Sp, the FACT 

G, the BSI , a revised set of items from the R-COPE, the Ironson-Woods Spirituality-

Religiousness Index (Ironson, et al., 2002), and the Life Attitude Profile, Revised (LAP-R; Reker 

& Peacock, 1981). Because of this, Ns for correlational analyses using these measures vary 

between 66 for the R-COPE and 240 for the FACIT-Sp and FACT G.  No significant differences 

were observed on measures of interest based on phase-of-data collection. Data from 10 cases 
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were excluded from all analyses due to incompleteness. All participants completed a 

Demographic questionnaire which can be seen in Appendix K. 

 

Setting   

The setting was a Midwestern city of approximately 60,000 with the cancer centers 

serving a larger regional population of approximately 170,000 with a racial/ethnic make-up of 

approximately 86% white, 10% black, and 4% other or mixed. Demographically, the 240 

participants providing data for the current analyses were slightly more Caucasian (92%) and 

much less black (2%) than the local population.  The distribution of religious conviction of this 

sample (79% observant) closely approximates the prevalence reported in national surveys 

(approximately 80% observant, 20% non-identified). Greater specificity of religious 

identification is provided in Table 6. 

 

Primary Measures 

Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being (FACIT-Sp; Peterman, 

et al., 2002).  All participants completed this measure which is a self-administered scale 

measuring spiritual dimensions of well-being and consists of 12 items to which participants 

respond on a 5-point Likert scale ranging from “not at all” to “very much.” Example items are “I 

have a reason for living” and “I feel a sense of harmony within myself.” The FACIT-Sp was 

originally developed and validated with a population consisting primarily of patients undergoing 

cancer treatment  recruited from Puerto Rico and the mainland United States (N = 1,617).  As  
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Table 6  

Descriptive Statistics for Demographic Variables 

 

Characteristic    n  %  

 

Gender 

 Male    106  44.2 %   

 Female     134  55.8  

Ethnic Background 

 African American  5    2.2 %  

 Caucasian   218  90.8 

 Other    15    6.2 

 Blank/Declined  2      .8  

Marital Status 

 Single    13    5.4 %   

 Married/Living as  172  71.7  

 Divorced   27  11.3  

 Widowed   26  10.8  

 Blank/Declined  2      .8  

Religious Affiliation 

 Other    54  22.6 % 

 Protestant   137  57.3 

 Catholic   13    5.4 

 Christian, Non-denom  35  14.6 

Pre / Post diagnosis Employment Status   

 Full-time employment  103 / 35 42.9 % /14.6 %   

 Part-time employment  26 / 27  10.8 / 11.3    

 Household Duties  13 / 17  5.4 / 7.1    

 Retired    79 / 106 32.9 / 44.2     

 Unemployed   10 / 22  4.2 / 9.2   

 Other    8 / 32  3.3 / 13.3    

Blank/Declined  1 / 0  0.4 / 0   

 

Continuous Demographic Variables 

 

Age (M = 61.2, SD = 11.95, Min = 25, Max = 89, Range = 64) 

 

Education (Years; M = 12.84, SD = 2.16, Min = 8, Max = 17, Range = 9) 

 

Income (M = 37,423, SD = 25215, Min = 2,500, Max = 105,000, Range = 102,500) 
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constructed, the FACIT-Sp includes two subscales:  a) Meaning and Peace (8 items) and b) Faith 

(4 items), which may be combined to produce a total score for spiritual well-being (Peterman, et 

al., 2002).  Items #1 and 8 are reverse-scored. Scores are computed as the sum of the items 

associated with the relevant scale. The two initial factors of the FACIT-Sp demonstrated good 

internal consistency in the current study; Cronbach’s alpha = .87 and .88 for the Meaning/Peace 

and Faith subscales, respectively.  Internal consistency was similarly high (α = .88) for the total 

combined scale.  As noted above, some writers argue that the Meaning and Peace factor can be 

separated (Canada, et al., 2008). Cronbach α’s = .75 and .83 for the separate Meaning and Peace 

factors, respectively.  Table 7 lists descriptive statistics for the various versions of these scales. 

(See Appendix C for FACIT-Sp Questionnaire.) 

 

Table 7  

Descriptive Statistics for FACIT-Sp Two and Three Factor Scale Scores 

 

FACIT-Sp Scale N Items    Min         Max       M  SD     α 

       

Faith   240   4      0            16  12.51  4.03  .88 

Meaning  239   4      4            16  13.37  2.90  .75 

Peace   240   4      0            16  11.47  3.65  .83 

Meaning/Peace 239   8      7            32  12.40  3.06  .87  

Total Facit Sp  240 12    10            48  34.34  8.70  .88 

 

Brief Symptom Inventory- Depression Subscale (BSI; Derogatis, 1993, 1994) is a 

shortened form of the Symptom Checklist-90-R (SCL-90-R; Derogatis, 1994).  The complete 

BSI consists of 53 items rated on a 5-point Likert scale ranging from 0 (not at all) to 4 (very 

much).  All participants in this study completed only the Depression subscale (Depress).  The 
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BSI-Depression Subscale includes 7 items that constitute the assessment of depressive 

symptoms.  The score is constructed by the sum of the items. Example items are “Feeling no 

interest in things” and “Feeling hopeless about the future.” (The BSI-Depression Subscale 

measure is presented in Appendix L). Internal consistency in the current study was good, α = .89 

(M = .69, SD = .82) with an N of 240 (See Table 8). 

 

Table 8  

Descriptive Statistics for Primary Well-being Measures 

 

 Scale     N Items     Min           Max        M  SD     α 

             

 

BSI  

Depress    240   7       0  4     .69        .82   .89 
 

FACT G 

 Physwb   237   7       0  28 19.78  6.19  .86 

 Soc/Famwb   229   7       2  28 21.77      4.31  .64 

 Emotwb   237   6       4  24 18.50  4.58  .77 

 Functwb   237   7       0   28 18.12  6.45  .87 

 Total FACT   240   4     25           108 78.16           17.08  .79 

 

 

 

 Functional Assessment of Cancer Therapy-General (FACT G; Cella, et al., 1993).  The 

FACT G was developed as an index of health related quality-of-life in patients with cancer and 

other chronic illnesses.  This measure was given to all participants. A widely used self-report 

measure, patients are asked to respond to 27 items on a Likert scale ranging from 0 (not at all) to 

4 (very much).  Example items include “I am able to work” and “I have a lack of energy.” (The 

FACT G measure is presented in Appendix E). The FACT G can be compared as a total score, or 

by the four subscales (Physical, Social/Family, Emotional, and Functional Well-Being). Sums of 
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responses to each subscale are computed, and a total score may also be computed. As can be 

seen in Table 8, Cronbach’s α demonstrated appropriate levels of internal consistency for all 

subscales in the current sample, see Table 8 for these and descriptive statistics from the current 

data. 

 

Supplementary Measures 

Ironson-Woods Spirituality-Religiousness Index (Faith in God and Sense of Peace scales; 

(Ironson, et al., 2002). The Ironson-Woods Spirituality-Religiousness Index (R/S Index) is a 25 

item measure designed to ascertain how people define religiousness and spirituality. The four 

factors include: 1) Sense of Peace, 2) Faith in God, 3) Religious Behavior, and 4) Compassionate 

View of Others.  Each item is rated on a 5-point Likert-style scale ranging from 1 = I strongly 

disagree to 5 = I strongly agree. Scores are constructed as the mean of the items associated with 

the relevant scale (See Appendix J).  For example, two items included on the Faith Scale are 

“When I am ill, my faith gives me optimism that I will recover” and “God will not turn his back 

on me no matter what I do.” Examples of items included on the Sense of Peace scale are “My 

beliefs help me to know everything will be fine” and “My beliefs help me to feel relaxed.” 

Cronbach α’s demonstrated appropriate levels of internal consistency for all subscales in the 

current sample; see Table 9 for these and descriptive statistics from the current data. This 

measure was completed by 58 participants in Phase 1 of data collection and 112 participants in 

Phase 2.  

Life Attitude Profile- Revised (LAP-R); Will-to- Meaning Subscale (Reker & Peacock, 

1981). The LAP-R is a multidimensional, self-report measure of attitudes toward life which 

consists of 36 Likert-scale items ranging from ranging from 1 = strongly disagree to 7 = strongly 
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Table 9  

Descriptive Statistics for Supplementary Measures 

 

 Scale  N Items     Min           Max        M    SD     α   

 

Ironson Woods   

Faith  169     6        1  13    4.09    1.12  .65 

Peace  168     9        1    5    3.90    1.02  .95 

Behavior 165     5        1    6    3.37    1.31  .88 

View Others 169     5        1  15    4.02    1.30  .60 

Total   170   25        5  28  15.36    4.07  .86 

 

LAP-R 

 Will to Mean 109     6        1.83  7.0     4.95        1.21 .79 

 

 

agree (Reker & Peacock, 1981). Six scales are scored as the mean of the relevant items and a 

total score may be computed as well, but only the subscale assessing Will-to-Meaning (Reker & 

Peacock, 1981) was included in the current study.  Will-to-Meaning consists of six items such as 

“I think about the ultimate meaning in life.” And “I’ve been aware of an all powerful and 

consuming purpose towards which my life has been directed.” (The complete set of scale items is 

presented in Appendix G). Cronbach’s α for the Will-to-Meaning scale in this study was .79 (M 

= 4.95, SD = 1.21). The Will-to-Meaning subscale was completed by 109 participants in Phase 2 

of data collection (See Table 9 for descriptive statistics; See Appendix H for measure). 

Religious Coping (R-COPE; Pargament, et al., 1998). The R-COPE was developed as a 

comprehensive measure of functional religious coping and consists of 65 items that constitute 23 

religious coping style subscales (See Appendix G for R-COPE measure; see Appendix F for 

religious coping style subscales). The subscales consist of three items each except for two scales: 
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Anger at God and Religious Doubts, which contain only two items.  The religious coping 

subscales are more broadly categorized as negative or positive (Pargament, et al., 1998).  A 

sample positive strategy is “I sought God’s love and care;” a sample negative strategy is, “I 

wondered whether my church had abandoned me.” Participants endorse agreement on a Likert 

scale from 1= not at all to 4 = a great deal. Sixty-six participants in phase one of data collection 

completed the R-COPE (see Appendix G).  Scores are constructed as the mean of the items 

associated with the relevant scale. Cronbach α’s for the positive and negative subscales were .90 

(M = 2.34, SD = .65) and .61 (M = 1.33, SD = .26) respectively.  Further descriptive statistics 

are presented in Table 10. 

Because of its size, many studies use a briefer version of the R-COPE, and participants 

during Phase 2 were given only 21 items (14 positive; 7 negative) of the full 65-item measure. It 

should be noted that these items do not identically match the Brief R-COPE (Pargament, et al., 

1998) presented in the literature. The reduced items as presented to participants can be seen in 

Appendix M; in most cases, wording was identical, but six items appeared to be slightly 

reworded, and in one case, two items from the original scale were combined (See Appendix  N 

for a comparison of items). Scoring is the same as for the R-COPE. Cronbach α’s demonstrated 

appropriate levels of internal consistency both scales in the current sample; see Table 10 for 

these and descriptive statistics from the current data. Analyses based on this measure will report 

findings from both versions.  

 

Procedures 

The treating oncologist or his or her designee (e.g., clinic nurse) identified potentially 

eligible patients for the study based on eligibility criteria.  The oncologist or designee then  
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Table 10  

Means, Standard Deviations for R-Cope and Reduced Item R-Cope 

 

 

 Scale         N        Items          Min            Max        M  SD        α 

   

 

R-Cope  

    Pos Rel Coping        66           39     1                4   2.34  .65     .90  

    Neg Rel Coping        66           26     1           2   1.33  .26     .61 

 

Reduced R-Cope Items   

    Pos Rel Coping      112           14     1           4    2.32       .68     .91 

    Neg Rel Coping      111             7     1               3    1.21        .32     .68 

 

 

 

provided the patient with a brief description of the research and inquired if the patient was 

interested in discussing their possible participation in the study with research personnel. The 

information provided to clinic staff was limited so that most questions would be deferred to the 

research personnel. If the patient agreed to speak with the research personnel, the patient was  

provided with a release of information form that meets American Health Insurance Portability 

and Accountability Act of 1996 (HIPAA) guidelines for the release of medical information of 

patients involved in medical research (Appendix O). Study personnel then approached 

potentially eligible patients at the time of clinic visit and briefly summarized the study, goals, 

and the schedule of completion of questionnaires and interviews. An informed consent to 

participate in the study was then obtained from those who agreed to participate (See Appendix 

P).  Patients completed quantitative assessment materials and participated in a brief semi-

structured interview while at the treatment facility.  The completion of the written assessment 

materials required approximately 30 to 45 minutes and the interview required approximately 15 
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to 20 minutes. A private room was used for study procedures. Upon completion of the study, 

participants were given an opportunity to ask questions and provide additional commentary 

regarding the study. 

Data Preparation. Scale scores were computed as described above with individual-

participant means substituted for missing values.  All distributions were examined for outliers or 

other problems.  Rarely endorsed demographic categories were combined to assure adequate N 

for comparisons.  Assignment of category midpoints was used to convert income to a continuous 

measure.
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RESULTS 

 

In order to identify the most appropriate model underlying responses to the FACIT-Sp, 

the results are presented in four parts: (1) Confirmatory factor analyses (CFAs) comparing two- 

and three-factor models of the  FACIT-Sp, (2) structural equation models (SEM) demonstrating 

the utility of the different factors of the FACIT-Sp to predict quality-of-life as represented by the 

FACT-G subscales and BSI- depression, (3) correlations between FACIT-Sp subscales with 

supplemental measures of similar constructs and positive- and negative religious coping, (4) 

correlations of the FACIT-Sp with demographic variables to identify possible confounding 

factors (and the results of SEM analyses that control for identified variables). 

 

Confirmatory Factor Analyses 

Confirmatory Factor Analyses (CFA) of responses to the individual items of FACIT-Sp 

were performed using AMOS® 19. One subject was excluded from these analyses due to 

missing data. Descriptive statistics and a correlation matrix for all FACIT-Sp items as well as 

subscale scores for 2- and 3-factor representations are provided in Tables 11 and 7 respectively.  

Maximum likelihood was selected as the method for estimation.  The CFAs for the 2- and 3-

factor models were compared according to the fit each model as indicated by model the chi-

square statistic, the Bentler-Bonnett Normed Fit Index (NFI), the Comparative Fit Index (CFI), 

and Root Mean Square Error (RMSEA; Widaman & Thompson, 2003).  Modification indices 

were also examined as a means to identify problem areas, and parameter estimates were 

examined for consistency with expectations and prior research. 
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Table 11  

Correlations Among FACIT-Sp Items 

 

 

Item    1      2       3        4         5         6            7          8            9           10 11  

  

1 --   

2 .41**       -- 

3 .42**      .41**      -- 

4 .48**      .30**     .32**     -- 

5 .47**      .53**     .56**    .33**      -- 

6 .54**     .48**     .51**     .39**     .62**      -- 

7 .62**     .46**     .50**     .45**     .63**      .84**      -- 

8 .22**     .33**     .34**     .49**     .43**      .35**      .40**       -- 

9 .36**     .35**     .30**     .18**     .43**      .42**      .34**      .14*       -- 

10 .33**     .42**     .31**     .19*       .46**      .45**      .38**      .16*      .94**     -- 

11 .17**     .25**     .19**     .04         .27**      .25**      .18**      .05        .65**    .67**      -- 

12 .49**     .38**     .33**     .26**     .48**      .49**      .48**      .22**    .60**    .62**    .43**     

   

** p ≤ 0.01 level;* p ≤  0.05 level. 

N = 240  

 

 

An initial analysis tested the original two-factor structure that included a four item faith 

scale (Items #9-12) and an 8 item-scale representing the meaning & peace dimension (items #1- 

8). An alternative, three-factor structure as proposed by Canada, et al., (2008) was also tested.  

This model separated the meaning & peace factor into distinct dimensions with items assigned as 

follows: Peace (Items #1, 4, 6, 7), Meaning (Items #2, 3, 5, 8). The fit associated with each of 

these models can be found in Table 12 and demonstrate an improvement in scores for the 3-

factor model. Modification indices were also examined in an effort to improve model “fit.” Fit 

indices associated with the original model as well as respecified models are also presented in 

Table 12 for the two and three factor models. 

 



73 

 

 

Table 12  

Confirmatory Factor Analysis of the FACIT-Sp 

 

Model            Χ
2  

df p-value NFI* CFI** RMSEA*** 

 

2 factors   225.26  53 .000  .879 .904    .117 

3 factors   169.81  51 .000  .909 .934    .099 

 

2 factors corrected  160.72  51 .000  .914 .921    .095 

3 factors corrected  101.49  49 .000  .946 .971    .067 

 

*NFI – Normalized Fit Index; closer to 1, the better the fit. 

**CFI – Comparative Fit Index; recommended cutoff < 0.95 (Hu & Bentler, 1998). 

***RMSEA – Root Mean Square Error of Approximation; scores  < 0.09 is an adequate fit and 

      scores ≤ .06 suggest a good fit (Hu & Bentler, 1998). 

 

 

As seen in Table 12, the 2-factor model approached but did not achieve accepted levels 

for fit. The three-factor model as proposed by Canada, et al. (2008) fared better in all respects, 

but was still “marginal” on some measures of fit (e.g., RMSEA).  Modification indices for both 

models revealed that fit could be improved with an allowance for correlated error between Items 

#4 and #8 and a secondary loading of item 12 on the Peace factor;   Notably, both of these 

adjustments were also made by Canada, et al., (2008) in their model estimation process, 

suggesting their replicability. As shown in the table, these adjustments resulted in slight  

model, bringing it into acceptable levels of correspondence with the data. An illustration of the 

estimated 3-factor model with modifications can be seen in Figure 4. 

Note that Canada, et al. (2008) made several additional changes in their estimation 

process, but these were not deemed necessary improvements in the current study. The CFA  

conducted demonstrated a substantially better fit with the three factor model which supports the 

hypothesis of the study that three factors are an improved fit. In addition, the results replicate the 
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findings of Canada and colleagues (2008).  Notably, however, the estimated correlation between  

the Meaning and Peace factors is very high, raising question about the practical utility of their  

 

separation. The remaining analyses explore this further. 

 

 

 

Structural Equation Models 

 A series of Structural Equation Models were performed to examine the contributions of 

each of the factors of the FACIT-Sp to prediction of different facets of Quality-of-Life (QoL) as 

represented by Depression and the subscales of the FACT G.  Given the very high 

intercorrelation between Meaning and Peace factors as obtained in the 3-factor CFA, special 

focus is on the differential utility of separate meaning and peace dimensions in predicting 

dimensions of QoL.  The initial analysis explored the utility of the 2-factor representation of the 

FACIT-Sp to predict each of the QoL factors; this was followed by a 3-factor model that 

permitted a comparison of the predictive utility of separating the meaning and peace 

components.  Note that although the 2-factor model of the FACIT-Sp did not achieve 

conventionally acceptable levels of fit, given the high intercorrelation among the separated 

Meaning and Peace factors and the (perhaps resulting) frequent use of the two-factor model in 

prior research, it may prove instructive to examine the relationships between these two factors 

and measures of QoL.  This may also serve as a baseline against which to compare the efficacy 

of the 3-factor SEM results. Additional analyses examined whether these effects remained when 
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* Reverse scored items. 

 

 

Figure 4. Confirmatory Factor Analysis: Facit-Sp 3 Factor Model. 
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 Depression was treated not only as an effect of Faith, Meaning, & Peace, but as a predictor of 

other measures of QoL.  In all cases, exogenous factors (the factors of the FACIT-Sp and 

demographic controls, when included) were allowed to covary, and errors among endogenous  

 

Table 13  

Fit Indices 3-Factor FACIT-Sp with QoL Measures: Controlling for Demographic Variables 

 

SEM 

Model            Χ
2  

df p-value NFI* CFI** RMSEA*** 

 

3 factors    238.72  94 .000  .912 .944    .081 

3 factors with controls  301.57  139 .000  .891 .936    .073 

 

*NFI – Normalized Fit Index; closer to 1, the better the fit. 

**CFI – Comparative Fit Index; recommended cutoff < 0.95 (Hu & Bentler, 1998). 

***RMSEA – Root Mean Square Error of Approximation; scores < 0.09 is an adequate fit and 

      scores ≤ .06 suggest a good fit (Hu & Bentler, 1998). 

 

 

variables (measures of the FACT G) were also allowed to correlate.  The SEM with resulting fit 

indices of QoL and the 3-Factor model controlling for demographic variables can be compared in 

Table 13. The standard errors of the path coefficients can be found in Appendix Q.  

 Figure 5 illustrates the paths between the two factors (Meaning/Peace and Faith) and five 

indicators of QoL. As seen there, Faith is a significant predictor of depression (inversely) and 

both Physical Well-being and Functional Well-being.  The Meaning/Peace factor predicts 

depression (inversely) and all four measures of Well-being.    

 Figure 6 illustrates the paths between the three factors, Meaning, Peace, and Faith, and 

the five indicators of QoL (Note: Correlations among the disturbances of the QoL indicators can 
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               Significant path (p ≤ .05). 

              Non- significant path. 

 

Note: Values and significance of estimated correlations between errors are not displayed. 

 

 

Figure 5. 2-Factor Facit-Sp as Predictor of Quality of Life Measures. 
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be found in Appendix Q). As shown in Figure 6 (and seen in the two-factor model), Faith is a 

significant predictor of Depression (inversely) and of Functional Well-being.  The Meaning and 

Peace factors also serve as separate, additive predictors of depression (inversely) and also 

Functional Well-being.  However, while the 2-factor model showed that Meaning/Peace were 

related to all four of the other measures of QoL, the 3-factor model reveals some discrimination 

in the predictive value of the Meaning and Peace components.  Meaning, for instance, is 

unrelated to Physical or Emotional Well-being, both of which are strongly associated with Peace.  

Peace, on the other hand, is unrelated to Social and Family Well-being, which is strongly 

associated with Meaning.  These differential associations are necessarily blurred in the 2-factor 

model which blends the Meaning and Peace findings—a fact which may obscure important 

differences in the mechanisms responsible for different facets of well-being. 

 It is possible that depression is not merely an outcome of spiritual reactions to cancer, but 

that it is causally implicated in responses to other QoL measures, which may obscure some of the 

patterns viewed above. To control for this possibility, the models were re-estimated allowing a 

direct (predictive) path from depression to the other measures of QoL. Table 14 presents the 

results from both 2-factor and 3-factor SEM models (before and after controlling for depression) 

for comparison. As seen there, whether one uses a 2-factor or 3-factor model for the FACIT-Sp, 

the predictive utility of Faith is substantially diminished when controlling for depression.  

Whereas faith was significantly predictive of Physical and Functional Well-being without 

controlling for depression, these relationships disappear when depression is controlled, and a 

significant relationship between Faith and Emotional Well-being emerges when depression is 

controlled.  However, this only occurs when Meaning and Peace serve as independent 

factors/predictors in the model. The findings for Meaning/Peace in these analyses are 



79 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

               Significant path (p ≤ .05). 

              Non-significant path. 

 

Note: Values and significance of estimated correlations between errors are not displayed.  They 

may be found in Appendix Q. 

 

Figure 6. 3-Factor Facit-Sp as Predictor of Quality of Life Measures. 
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without controlling for depression, these relationships disappear when depression is controlled, 

and a significant relationship between Faith and Emotional Well-being emerges when depression 

is controlled.  However, this only occurs when Meaning and Peace serve as independent 

factors/predictors in the model. The findings for Meaning/Peace in these analyses are 

comparable to those reported previously when the effects of depression were not controlled. For 

instance, in the 2-factor model, Meaning/Peace shows significant paths to all four measures of 

well-being although the βs are substantially reduced when controlling for depression.  Similarly, 

 

 

Table 14  

FACIT-Sp Paths (βs): QoL Measures Before and After Controlling for Depression 

 

QoL Scale        Meaning        Peace        Mean-Peace       Faith
3
         Faith

2 

 

  
            B          A           B           A            B            A            B           A           B          A 

 

FACT-G   

    Physwb      .11       -.04 .42**      .30*     .53***    .29**      -.14
+ 

      -.06        -.16*    -.09 

    Socfm        .52**    .46**    .08         .03     .52***    .39***    -.11        -.08        -.05      -.02 

    Emotwb    -.07      -.36*      .67***   .43***   .65***    .19*        -.01         .15*      -.06        .07 

    Functwb    .31*      .22 .46***   .38***   .74***    .59***    -.14*      -.08        -.13*    -.09 

 

BSI 

    Depress     -.44**               -.37**       -.76***            .24***                  .22** 

 

Note: 
+ 

p ≤ .10, * p ≤ .05, ** p ≤ .01 ***p < .001. 

 
3
 3-Factor Model. 

2
 2-Factor Model. 

 

B – Before controlling for depression (depression as outcome; see Figure 6). 

A – After controlling for depression (depression as a covarying cause of other outcomes). 
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controlling for depression, Peace, separate from Meaning, continued to be a significant predictor 

of Physical, Emotional, and Functional Well-being (even if the βs were smaller), but not of 

Social and Family Well-being in the 3-factor model.  Separate from Peace, Meaning continued to 

serve as a significant predictor of Social & Family Well-being, although it was no longer a 

predictor of Functional Well-being. Meaning also appears to predict Emotional Well-being 

(inversely) above and beyond depression.    

 

 

Further Examination of Construct Validity  

 To further examine the validity of the 3-factor model of the FACIT-Sp items, correlations 

were computed between the Faith, Meaning, and Peace (and also the combined Meaning/Peace)  

scales with the supplemental measures used in this study.  First, correlations between the FACIT-

Sp scales and the Life Attitudes Profile Will-to-Meaning and the Ironson-Woods Faith and Peace 

scales were examined for evidence of convergent and discriminate validity.  The results are 

presented in Table 15.  

 

 

Table 15  

Correlations with FACIT Sp Scales and Scales of Similar Constructs 

 

Measure  

Variable 
Meaning

 Mean/ 

Peace
 Peace

 
Faith

 

      

Will-to-Meaning
  .04 .02 .01 .37*** 

IWpeace
  .33*** .33*** .29*** .66*** 

IWfaith
  .26** .23** .18* .58*** 

 

 

*.  p ≤ .05; **. p ≤ .01; ***. p < .001.  N = 109 – 240.  
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These results offer only limited support for the 3-factor model of the FACIT-Sp; the 

correlations of the FACIT-Sp scales with these external measures do not suggest that Meaning  

can be effectively separated from Peace. Although the FACIT-Sp Peace scale is significantly 

positively correlated with the IW Peace scale, the FACIT-Sp Meaning scale is just as strongly (in 

fact, more strongly, in this sample) related to o the IW-Peace scale than is the FACIT-Sp Peace 

scale.  However, these results even raise questions about the validity of the FACIT-Sp Faith 

scale; while it is strongly correlated with the IW Faith scale, in this sample, it is more strongly 

related to the IW Peace scale than the Faith scale. As previously stated, the IWpeace scale was 

chosen for comparison to the FACIT Sp peace scale due to the face validity of the IW items as 

alternate representations of FACIT-Sp constructs. However, the items on the IWpeace scale are 

prefaced with “My beliefs…” while the FACIT Sp items do not reference beliefs or any 

attribution for the statement. For example, Item #1 on the IWpeace “My beliefs give me a sense 

of peace.” And item #1 on the FACIT-Sp peace scale “I feel peaceful.” Correlation analyses 

were conducted between these two items, their respective scales and the scales representing Faith 

for both measures. The items showed a significant but relatively weak relationship, r = .25, p = 

.001, N = 171. Both items also demonstrated a significant relationship with both Faith scales. 

Subsequent analyses controlling for faith as represented by the FACIT-Sp scale demonstrated 

that the relationship between these two items disappeared r = .06, p =.467; df = 168. Additional 

correlation analyses were conducted with the Meaning scale of the FACIT-Sp and the Will-to-

Meaning scale of the LAP-R. There were no relationships observed between the items of the 

different scales. 

 Second, correlations were calculated for the scales of the FACIT-Sp 2- and 3-factor 

models and measures of positive and negative coping.  The positive and negative scales of the 
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full R-COPE measure as well as the reduced R-COPE items were used for analyses (See Table 

16). The Meaning factor, Peace factor and the Combination Mean/Peace factor were all 

significantly positively correlated with the Positive R-COPE scale and significantly negatively 

correlated with the Negative R-COPE scale. However, the Meaning factor showed a stronger 

relationship with the Positive R-COPE scale while Peace showed a stronger relationship with the 

Negative R-COPE scale. As would be expected, the combined scale was similarly positively 

related to the Positive R-COPE and inversely associated with the Negative R-COPE Scale. Faith 

showed a similar significant positive relationship with the Positive R-COPE and negative 

relationship with the Negative R-COPE. Neither Meaning, nor Peace, nor their combination was 

significantly associated with the “reduced” version of the Positive R-COPE scale (based—as the 

reader may recall - on a subset of items available on a larger group of participants).  All three  

 

 

Table 16  

Correlations FACIT-Sp Scales and Religious Coping Styles 

 

 

Measure Variable Meaning Peace 
Mean/ 

Peace 
Faith 

      

Positive R-COPE    .37**   .25*    .33**    .61*** 

Negative R-COPE  -.28*  -.53***   -.46***   -.33** 

      

Reduced Pos R-COPE    .03  -.05   -.02    .59*** 

Reduced Neg R-COPE  -.22*  -.27**   - .27**   -.27** 

 

 

*p ≤ .05;** p ≤ .01; ***p < .001. N = 66 – 112. 
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scores were significantly negatively related to the reduced version of the Negative R-COPE.  

Faith was significantly associated with both of the reduced R-COPE scales. 

 

Possible Confounding Demographic Variables 

Prior to conducting analyses related to study hypotheses, ANOVAs and correlations 

were conducted to explore differences in the primary measures associated with demographic 

characteristics. Variables that were associated with both the FACIT-Sp subscales and measures 

of QoL provide possible confounds to the associations observed in the structural equation 

modeling presented above.  The results of these preliminary analyses can be found in Appendix 

R (continuous variables: Age, Income, Education and Time Since Diagnosis) and Appendix S 

(categorical variables: Gender, Marital Status, and Cancer Status).  Descriptive statistics for 

cancer related variable can be found in Appendix These analyses demonstrated Age, Income, and 

Marital Status were each significantly correlated with both FACIT-Sp scales and the QoL 

measures. Therefore, the 3-factor structural model was re-estimated with age, income, and three 

dummy-coded variables representing marital status as correlated, exogenous predictors of 

Depression and the other QoL measures (See Appendix U).  There were no substantive changes 

in the significance of estimated parameters as can be seen in Table 13.  
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DISCUSSION 

 

 This study examined the relative efficacy of utilizing a 2- versus a 3-factor model to 

represent responses to a widely-used measure of spiritual well-being, the FACIT-Sp.  A 2-factor 

model includes a Faith factor and a factor combining questions reflective of Meaning & Peace; a 

3-factor model separates Meaning and Peace into distinct components.  I used confirmatory 

factor analysis to examine the fit of hypothesized 2- and 3-factor structures to FACIT-Sp 

responses in a population undergoing treatment for cancer.  I utilized structural equation 

modeling to explore the relative validity associated with separate and combined meaning and 

peace factors to predict well-being, and I used correlations with other measures to explore the 

convergent and discriminant validity of these factors.   

 The results of the CFA clearly support a 3-factor model, which was the only model to 

achieve conventional levels of “fit” (and even then only after modification).  However, the 

separate Meaning and Peace factors showed very high intercorrelation, raising the possibility that 

they are not practicably separable. The structural equation modeling results also supported the 

value of a 3-factor over a 2-factor model.  Meaning and Peace predicted different features of 

well-being in the studied population.  The correlational analyses proved to be informative 

although the results were not as expected. The Meaning and Peace scales showed poor 

convergent and discriminant validity when correlated with theoretically-aligned measures.  

However, correlations with the R-COPE provided further evidence supporting the uniqueness of 

the meaning and peace constructs. Item analysis of the scales suggests that the differences in the 

wording of the items were substantial enough to generate different interpretations. Below, I 
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discuss the relevance of these findings to the measurement of spiritual well-being with the 

FACIT-Sp and their relevance to theoretical models of spiritual well-being as applied to clinical 

practice.  I also discuss the limitations associated with the current study and needs for future 

research. 

 

Measurement of Spiritual Well-being 

 The three factors of the FACIT-Sp are defined as distinct constructs by the developers of 

the measure. However, the intercorrelation between the Meaning and Peace factors prevented 

their differences from being detected in the exploratory phase. As such, the 3-factor model was 

initially rejected and a two-factor model put forward; this model has been dominant in studies 

utilizing the FACIT-Sp to explore the nature of spiritual well-being in many populations.  

Subsequent research has suggested the combined factor of Meaning and Peace may be separated. 

The current study replicated the recent findings that supported a 3-factor model of the FACIT-

Sp.   

There are several possible explanations for the inconsistency in the number of factors that 

provide the best fit. First, the use of the different statistical procedures (EFA vs. CFA) may 

account for the difference between the developmental study and the current study.  Second, the 

difference in results between the developmental study (Peterman, et al., 2002) and the current 

study may be due to differences in the population of patients assessed. The population assessed 

by Peterman, et al., (2002) included patients with a diagnosis of active cancer or HIV.   Third, 

the original study included a substantial number of participants who completed a Spanish-

language version of the FACIT-Sp.  This raises the possibility that the difference in support for 

2- versus 3-factor models of the FACIT-Sp is an artifact of contextual factors (e.g., patient’s 
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medical condition) or cultural/linguistic differences in the nature of spirituality.  Although no one 

has specifically addressed the possible variability in factor structure as a function of population-

level differences, Murphy, et al., (2010) has reported ethnic/racial differences in response to 

negatively worded items that might affect the factor structure in various samples.  

Analyses using CFA demonstrated that the 2-factor model did not adequately represent 

the spiritual well-being experienced by cancer patients, but a 3-factor model, with relatively 

minimal modification, provided acceptable “fit” to respondents’ data.  It is noteworthy that even 

the modifications necessary to achieve good “fit” replicated findings of others (Canada et al., 

2008).  For instance, at least two items seem to cross-load, which may contribute to a lack of 

clarity in the constructs represented by the scales.  This identifies a potential source of 

psychometric improvement as the developers and others work to hone measurement of spiritual 

well-being.   

Despite cross-loadings and a very high intercorrelation among the identified Meaning and 

Peace factors of the FACIT-Sp, the current findings suggest these dimensions are separable.  

Analyses correlating meaning and peace dimensions with measures of positive and negative 

religious coping supported the distinctiveness of these factors.  Moreover, a structural equation 

model demonstrated unique contributions that these factors make to prediction of well-being.  

These distinctions were obscured when Meaning and Peace were combined in a 2-factor model.  

The SEM findings highlight the importance of utilizing a multivariate approach to analyses 

involving the FACIT-Sp.  Even computation of distinct, Meaning, Peace, and Faith scores from 

the FACIT-Sp is not adequate to examine their unique contributions to well-being.  Simple 

correlations among the three scales with outcomes of interest may lead to confusion about the 

psycho-spiritual predictors of those outcomes.  Only through analyses that respectively partial 
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the effects of the dimensions of Meaning, Peace, and Faith, can their unique associations be 

identified. 

  Although correlations with theoretically-aligned measures of similar constructs did not 

demonstrate the expected convergent and discriminant validity of these factors, these findings do 

not dispute the potential separability of the Meaning and Peace factors of the FACIT-Sp.  These 

results do, however, raise concerns about the proper interpretation of these factors.  The FACIT-

Sp Meaning factor appears to show the least discriminability of the three dimensions.  Perhaps 

the scale measuring “meaning” really reflects some other—as yet unspecified—construct of 

spirituality and well-being.  One possibility may be the nature of the items call for an evaluation 

of meaning while Will-to meaning items reflect the level of involvement in an active process to 

find meaning. Alternatively, it seems also plausible that the psychological characteristics 

reflected in a measurement of Meaning are substantially different in different contexts (including 

different personal conditions and even measurement instruments).  In regards to peace, it is 

possible that the insertion of “My beliefs” in the IWpeace scale calls for a more specific 

evaluation of spirituality or religious beliefs whereas the wording of the FACIT-Sp is a more 

global observation or evaluation. This would also support that a context for spiritual well-being 

provides different information. This may account for the limited evidence of discriminant 

validity in correlations with the LAP-R and Ironson-Woods measures. 

The FACIT-Sp demonstrates an improved fit with a 3-factor model that separates the 

Meaning and Peace factors. Three factors provide additional information over the previous 2-

factor model. The factors that were originally developed to represent different factor constructs 

parallel the development of a theoretical model of spiritual well being and thus spirituality in 

general. Several models of spirituality independent of the development of the 3-factor model are 
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consistent with the identification of Meaning and Peace as independent but related aspects of 

spiritual well being. The separation of factors provides greater specifity of the contributing 

factors to relationships with QoL which will further development and support for a theoretical 

framework for spirituality as well as move the disciplines of psychology and medicine towards a 

more specific and widely accepted definition of spirituality. The 3-factor model also provides a 

more accurate appraisal of relationships with overlapping variables that cause direct and indirect 

influence on QoL measures as was the case in this study with religious coping and depression. 

There has been disagreement on the degree that spiritual well-being measures something unique 

from depression. As was shown in this study, the factors maintain a relationship with QoL 

measures, after the effects of depression are controlled. The effects of controlling for depression 

are not clear as the predictive ability of Meaning and Peace are diminished. Changes in the 

relationships could be attributed to a more specific factor which allows a greater understanding 

of the interactions taking place. This greater understanding will assist in identifying possible 

underlying causes for patient reports of QoL.  

  

Applications for Clinical Practice 

 The fields of psychology and medicine have had a growing and substantial interest in 

spirituality and spiritual well-being in particular.  Seriously and fatally ill patients report that 

features of spirituality are an important part of their coping with their illness. These groups 

indicate a higher use of spiritual coping along with traditional religious practice.  Cancer patients 

have been the focus of a substantial amount of research due to the high level of stress attributable 

to the many obstacles this illness presents. Many, if not all, aspects of these patients’ lives are 

affected by their illness which provides an opportunity to evaluate these areas including 
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biological, psychological, and social well-being domains. In so doing, spiritual well-being has 

emerged as an equally important aspect of a patients’ overall state of well-being related to these 

more global domains. The degree of interest in this area has led to what has been described as an 

over-abundance of measures from which to choose. As such, this area of research has 

experienced the difficulty of trying to compare results across studies. This lack of continuity 

between research efforts has slowed the efforts to provide an adequate definition of spirituality as 

well as identify a theoretical foundation for this dimension of well-being. This has become of 

greater importance as relationships with patients’ improved spiritual well-being has been 

associated with improvements in cancer patients’ QoL. The primary goal of this study was to 

determine if a three factor model for the FACIT-Sp (Canada, et al., 2008; Murphy, et al., 2010) 

is a better fit than the established two factor model (Peterman, et al., 2002), and to determine if 

the three factor model could help in predicting QoL when used in an active treatment, cancer 

population.   

 The identification of a more precise 3-factor model is clinically relevant. A more precise 

identification of a contributing factor to spiritual well-being and QoL will assist in an 

improvement in the planning of interventions. This is particularly important with cancer patients 

as the relationship between QoL has been shown to have an influence on short term and long 

term outcomes including morbidity. Although no relationship between spiritual well-being and 

morbidity is currently established, as shown here and elsewhere, spiritual well-being 

demonstrates strong relationships with other measures of QoL that have been shown to predict 

morbidity. As such, the mechanisms underlying the relationships are unclear. Greater specificity 

of the dimensions of spiritual well-being should help in the identification of the mechanisms that 
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might account for those effects and better inform the interventions to improve treatment 

effectiveness. 

 

Limitations 

There are a number of limitations to this study including: 1) homogeneity of the 

population, 2) single measurement period 3) reliance of self-report, 4) patient burden, and 5) 

participation rates.  

The population from which the subjects were extracted as well as the subject pool can be 

described as homogenous regarding reported religious orientation as well as racial identity. A 

possible solution would be to collect the same data from an active treatment cancer population in 

a variety of settings including larger metropolitan areas from different regions nationally as well 

as internationally.  However, it may ultimately be that the greatest precision in use of such 

measures will come when measures are tailored to the populations under study. In this case, 

while sample homogeneity provides a serious limitation to generalizability of findings, it may 

assure that the observed relationships fully represent those in Caucasian-American cancer 

populations providing a statistically sound comparison group. 

Having a single measurement point is also a limitation. The constructs of Meaning and 

Peace have been described as dynamic as have the dimensions of QoL. The comparison of 

changes over time would further elucidate the relationships of the variables as they fluctuate 

facilitating the identification of potential underlying mechanisms and possible causal directions 

that cannot be ascertained in a single-shot survey.  
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The limitations regarding the use of exclusively self-report measures in the exploration of 

spiritual and religious behaviors and attitudes has been well documented in that there is a 

tendency for subjects to report at the high end of scales, creating issues with ceiling effects as 

well as over reporting of desirable behavior or beliefs. The value of alternative methods of 

evaluation such as peer report and medical staff observation has not been evaluated for QoL 

measures for cancer patients. Given the internal nature of the constructs, the alternative methods 

may not be an accurate reflection of the patient’s status in these areas. The concern of social 

desirability has been addressed in previous studies and a weak positive relationship was found 

(Peterman, et al., 2002). In this regard, it would be reasonable to include the assessment of social 

desirability when evaluating these areas. 

Patient burden is a potential concern, as the assessment battery used was 18 pages in 

length and included 23 measures although the analyses for this study used only six. Multiple 

measures of similar constructs resulted in some redundancy and overlap of items. This may have 

affected respondents’ attention during the assessment; however, it should be noted that the 

primary measures examined here (FACIT-Sp, BSI-Depression and FACT G) were all presented 

at the beginning of the assessment, reducing the likelihood that this substantially impacted the 

primary findings. However, burden could be reduced by reducing the length of the assessment 

and removing measures with the highest degree of overlap. In addition, the overall measure 

should be presented in multiple formats to permit the exploration of order effects within the 

battery. It should be noted that at opposition with this weakness is the significant strength of this 

study due to the number of measures used to assess aspects of religion and spirituality. For 

instance, although the convergent and discriminant validity tests were not as expected in this 
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study, there was additional information gained about both measures used in the comparison by 

using the 3-factor model. 

Although a high level of participation was achieved (57% of eligible participants agreed 

to speak with study personnel) there was likely some self-selection into the study based on 

participant’s interest in religious and spiritual subject matter. Patients struggling with religious 

and/or spiritual issues may have been more likely to decline participation. The impact of such a 

bias on the findings is difficult to ascertain. On the one hand, the observed correlation between 

spirituality and well-being may have been enhanced with a broader range of spiritual feelings 

reported (ie, less restriction of range). On the other hand, people struggling with these topics may 

not see much discrimination between spirituality and religious beliefs/faith that might have led to 

a better fit for an alternative representation of spirituality. 

Future Research 

 A goal of future research would be to investigate whether the typology and patterns 

identified in the current study apply to other demographic populations. Patients that have a 

cancer diagnosis are diverse. The relevance of differences related to ethnicity, culture, and 

religious beliefs should be explored to best inform evaluation and treatment as it relates to QoL 

and spiritual well-being.  In addition, research that is longitudinal in design may capture the 

fluctuations of the variables of interest. This would be invaluable in understanding the 

relationships that are currently unclear. The observation of the changes would provide additional 

information about the direction of causality between the variables. Patients with a cancer 

diagnosis are likely to experience a greater number of fluctuations and greater variability in those 

fluctuations due to the complexity, duration, and seriousness of treatment.  The identification of 
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a pattern over time may lead to an earlier identification of problem areas making the focus of 

treatment preventative versus curative. Finally, previous research that analyzed data using a 2-

factor model may consider re-evaluating the data with the 3-factor model. Given the substantial 

amount of use of the FACIT-Sp in prior research, this would be an efficient and practical use of 

resources to further support or contradict the 3-factor model.   

Summary 

 This study investigated the factor structure and construct validity of a widely used 

measure of spiritual well-being, the FACIT-Sp, in a group of cancer patients under active care. 

The examination of a three versus two factor structure for the FACIT-Sp and a subsequent 

comparison /evaluation of incremental value can add to our understanding of the factors, 

Meaning and Peace, as well as spiritual well-being and spirituality. From a research perspective, 

the separation of these two factors, Meaning and Peace, will facilitate the exploration of the 

relationships between the two factors and other variables of interest. This will likely assist in the 

advancement of a theoretical foundation for the individual factors as well as the more global 

constructs of spiritual well-being and spirituality. From a clinical perspective, increasing the 

specificity of areas of concern that can be measured will facilitate the use of targeted 

interventions with cancer patients.  

Increased engagement in religion and spirituality has been associated with improved 

mental health (Chatters, et al., 2008; Dew, et al., 2008; Nelson, et al., 2009), physical health 

(McCullough, et al., 2000; Paloutzian & Park, 2005; Seybold & Hill, 2001) and, more 

specifically, improved quality of life in cancer treatment patients (Brady, et al., 1999; Fehring, et 

al., 1997; Pargament, 1999; Whitford, et al., 2008; Yanez, et al., 2009). It should also be noted 
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that religion and spirituality has been shown in some studies to have negative affects (Raab, 

2007; Sherman, et al., 2009).   The potential health benefits have motivated the fields of 

psychology and medicine to determine the underlying mechanisms of those benefits.  Research 

related to religion and spirituality, and, more recently, spirituality as an independent construct, 

has grown along with these interests (Thoresen, et al., 2004).  The number of measures focused 

on spirituality has also increased. A similar pattern of research development occurred with the 

construct of religion during which time researchers were cautioned against the rush to develop 

new measures and encouraged to add to the knowledge of existing measures (Gorsuch, 1984). 

The provision of additional psychometric validation for the FACIT-Sp can assist in the 

establishment of standard measures of spiritual well-being among cancer patients, and, as such, 

advance research that can be subjected to scientific comparison and meta-analysis.  The ability to 

conduct this level of analyses is particularly important given the complexity of the relationships 

between spiritual well-being and mental and physical health markers, as this will provide large 

subject populations to detect relationships with small effect sizes as well as explore differences 

in populations.  

A growing body of research suggests that spirituality is associated with aspects of quality 

of life and adjustment to cancer. The use of sophisticated statistical analyses and assessment 

tools with sound psychometric properties have facilitated the measurement of these relationships; 

however, the nature of these relationships is not clear. As these relationships have been identified 

and explored, spirituality has emerged as a unique construct that can be measured independently 

from religion. Continued refinement in measurement and analysis is facilitating the 

differentiation of the unique dimensions within spirituality including patient characteristics of 

religious and non-religious beliefs/practices. In conjunction with high rates or the reported 



96 

 

 

importance of spirituality across populations, this suggests support for spirituality as a higher 

order construct that should be considered among the bio-pscyho-social framework as a major 

contributor to what constitutes the core composition of a healthy and high functioning individual.
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APPENDIX A 

Reviewed Measures by Kapuscinski and Masters (2010)   

Measures of “Spirituality”  

 

1. Beliefs and Values Scale (King, et al., 2006) 

 

2. Expression of Spirituality Scale (MacDonald, 2000) 

 

3. Miller Measure of Spirituality (Miller, 2004) 

 

4. Personal Meanings of Spirituality (Graci, O'Rourke, & Mahoney, 2003) 

 

5. Royal Free Interview: Spiritual Scale (King, Speck, & Thomas, 2001) 

 

6. Spiritual Involvement and Beliefs Scale (Hatch, Burg, Naberhaus, & Hellmich, 1998) 

 

7. Spiritual Orientation Inventory (Elkins, Hedstrom, Hughes, & Leaf, 1988) 

 

8. Spirituality Scale (Jagers & Smith, 1996) 

 

9. Theistic Spiritual Outcome Survey (Richards, et al., 2005) 

 

Measures of “Spiritual Well-Being” 

 

10. FACIT-Sp (Peterman, et al., 2002) 

 

11. Spiritual Index of Well-Being (Daaleman & Frey, 2004; Daaleman, et al., 2002) 

 

12. Spiritual Well-Being Scale (SWBS; (Paloutzian & Ellison, 1982) 

 

13. Spiritual Well-Being Questionnaire (Gomez & Fisher, 2003) 

 

Measures of “Spiritual Experiences” 

 

14. Daily Spiritual Experiences Scale (Underwood & Teresi, 2002) 

 

15. Index of Core Spiritual Experiences (Kass, Friedman, Leserman, Zuttermeister, &  

      Benson, 1991) 

 

Measures of “Spiritual Transcendence” 

 

16. Spiritual Transcendence Index (Seidlitz, et al., 2002) 
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17. Spiritual Transcendence Scale (Piedmont, 1999) 

 

Measures of “Intrinsic” or “Spiritual Orientation” 

 

18. Intrinsic Spirituality Scale (Hodge, 2003) 

 

19. Spirituality Self-Rating Scale (Galanter, et al., 2007) 

 

Other Measures 

 

20. NIA/Fetzer Short Form (Idler, et al., 2003) 

 

21. Spiritual Assessment Inventory-R (Hall & Edwards, 1996, 2002) 

 

22. Spiritual Meaning Scale (Mascaro, Rosen, & Morey, 2004) 

 

23. Spiritual and Religious Dimensions Scale (Nasel & Haynes, 2005) 

 

24. Spiritual Transformation Scale (Cole, Hopkins, Tisak, Steel, & Carr, 2008) 

 

Adapted from Kapuscinski, & Masters (2010). The current status of measures of spirituality: 

Acritical review of scale development. Psychology of Religion and Spirituality, 2(4), 191-205.  
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APPENDIX B 

 

CFA Factor Loadings for Study 1 by Johnson and Colleagues (2008) 

 

         Factor loadings 
      

 

Religious/        Search 

Spiritual           for            Religious                 Spiritual 

Measure    Involvement    meaning    struggle      Quest    well-being 

 

I/E-R Intrinsic Religious Orientation        0.90 

BMMRS Private Religious Practices            0.81 

Brief R-COPE Pos Religious Coping            0.86 

BMMRS Self-rating of Religiousness           0.81 

BMMRS Public Religious Practices             0.78 

Daily Spiritual Experiences Scale                 0.74                                                                0.27 

BMMRS Self-rating of Spirituality               0.75 

R-COPE Religious Distraction                     0.64 

R-COPE Active Surrender                           0.76 

Positive Religious Support                           0.72 

FACIT-Sp Faith                                          0.69                                                                 0.28 

I/E-R Extrinsic—Personal Benefits              0.56 

LAP Will to Meaning                                  0.32              0.90 

Personal Growth Life Goals                                             0.53 

Altruistic Growth Goals                                                   0.43                                            0.33 

LAP Goal Seeking                                                           0.44 

R-COPE Punishing                                                         
   God Reappraisal                                                                          0.71 

Brief R-COPE Negative 

   Religious Coping                                                                         1.00 

Quest: Facing Existential w/o                                                                                   
  Simplifying                                                                                                       0.68 

Quest: Viewing Religious 

   Doubts as Positive                                  -0.29                                                   0.61 

Quest: Openness to Change                                                                                   0.75 

LAP Existential Vacuum                                                  0.51                                         -0.50 

FACIT-Sp Meaning & Peace                                                                                             0.70 

FACIT-Sp Connectedness                                                                                                 0.86 
 

Note: N=259. 

 
Reproduced with permission. (Johnson, Sheets, & Kristeller, 2008) 
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APPENDIX C 

FACIT-Sp Questionnaire (Peterman, et al., 2002) 

Below is a list of statements that other people with your illness have said are important.  By 
circling one number per line, please indicate how true each statement has been for you 
DURING THE PAST 7 DAYS. 
 

         Not At   A Little     Some       Quite     Very      
                                                                                                                 All         Bit         what         a Bit     Much                

1.  I feel peaceful. 0 1 2 3 4 

 2.  I have a reason for living. 0 1 2 3 4 

 3.  My life has been productive. 0 1 2 3 4       

4.  I have trouble feeling peace of mind. 0 1 2 3 4       

5.  I feel a sense of purpose in my life. 0 1 2 3 4       

6.  I am able to reach deep down into myself for  
     comfort. 0 1 2 3 4       

7.  I feel a sense of harmony within myself. 0 1 2 3 4       

8.  My life lacks meaning and purpose. 0 1 2 3 4       

9.  I find comfort in my faith or spiritual beliefs. 0 1 2 3 4 

10. I find strength in my faith or spiritual beliefs. 0 1 2 3 4       

11. My illness has strengthened my faith or spiritual  
      beliefs. 0 1 2 3 4       

12. I know that whatever happens with my illness,  
      things will be okay. 0 1 2 3 4       

 

 

Note: Items 2, 3, 5 and 8 comprise the Meaning scale; items 1, 4, 6 and 7 comprise the Peace 

scale; and items 9, 10, 11 and 12 comprise the Faith scale.
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APPENDIX D 

 
FACT-G Questionnaire (Cella, et al., 1993) 

Below is a list of statements that other people with your illness have said are important.  By 
circling one number per line, please indicate how true each statement has been for you 
DURING THE PAST 7 DAYS. 
 
              Not At    A Little     Some       Quite     Very      
                   All         Bit          what         a Bit     Much      

 
1.  I have a lack of energy.      0 1 2 3 4       

2.  I have nausea. 0 1 2 3 4       

3.  Because of my physical condition, I have  
trouble meeting the needs of my family. 0 1 2 3 4       

4.  I have pain. 0 1 2 3 4       

5.  I am bothered by side effects of treatment. 0 1 2 3 4       

6.  I feel ill. 0 1 2 3 4 

7.  I am forced to spend time in bed. 0 1 2 3 4       

8.  I feel distant from my friends. 0 1 2 3 4       

9.  I get emotional support from my family. 0 1 2 3 4 

10.  I get support from my friends and neighbors. 0 1 2 3 4 

11.  My family has accepted my illness. 0 1 2 3 4       

12.  Family communication about my illness is poor. 0 1 2 3 4       

13.  I feel close to my partner (or the person  
       who is my main support). 0 1 2 3 4       

14.  Have you been sexually active during the past  
       year?  No_____ Yes_____  
       If Yes: I am satisfied with my sex life. 0 1 2 3 4 

15.  I feel sad. 0 1 2 3 4       

16.  I am proud of how I am coping with my illness. 0 1 2 3 4       

17.  I am losing hope in the fight against my illness. 0 1 2 3 4 

18.  I feel nervous. 0 1 2 3 4 

19.  I worry about dying. 0 1 2 3 4       

20.  I worry that my condition will get worse. 0 1 2 3 4       

21.  I am able to work (include work in home). 0 1 2 3 4 

22.  My work (include work in home) is fulfilling. 0 1 2 3 4       

23.  I am able to enjoy my life. 0 1 2 3 4       

24.  I have accepted my illness. 0 1 2 3 4       
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25.  I am sleeping well. 0 1 2 3 4   

26.  I am enjoying the things I usually do for fun. 0 1 2 3 4 

27.  I am content with the quality of my life right now. 0 1 2 3 4       
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APPENDIX E 

 

Methods of Religious Coping (Pargament, et al., 2000) 

1. Finding Meaning – a process of redefining the stressor. 

 

Benevolent religious reappraisal (through religion as potentially beneficial) 

 

Punishing God reappraisal (punishment from God for individual’s sins) 

 

Demonic reappraisal (an act of the devil) 

 

Reappraisal of God’s powers (God’s power to influence the stressful situation) 

 

2. Gaining Mastery and Control – a process of seeking control 

  

Collaborative religious coping (through a partnership with God in problem solving) 

  

 Passive religious deferral (passive waiting for God to control the situation) 

  

Active religious surrender (active giving up of control to God – letting go) 

 

 Pleading for direct intercession (indirect control by pleading to God for a miracle) 

 

 Self directing religious coping (through individual initiative rather than help from God) 

 

3. Gaining Comfort and Closeness to God 

 

Seeking spiritual support (searching for comfort and reassurance through God’s love and 

care) 

 

 Religious Focus (engaging in religious activities to shift focus from the stressor) 

 

 Religious purification (searching for spiritual cleansing through religious actions) 

 

Spiritual connection (seeking a sense of connectedness with forces that transcend the 

self) 

 

Spiritual discontent (expressing confusion and dissatisfaction with God relationship to 

the individual in the stressful situation) 

 

Marking religious boundaries (clearly demarcating acceptable from unacceptable 

religious behavior and remaining within religious boundaries) 
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4. Gaining Intimacy and Closeness to God – process of socialization/interpersonal connection 

 

Seeking support from clergy or members (search for intimacy and reassurance through 

the life and care of congregation members and clergy) 

 

 Religious helping (attempting to provide spiritual support and comfort to others) 

 

Interpersonal religious discontent (expressing confusion and dissatisfaction with the 

relationship of clergy or members to the individual in the stressful situation) 

  

5. Achieving a Life Transformation – changing previously held convictions and values 

 

Seeking religious direction (looking to religion for assistance in finding a new direction 

for living) 

 

 Religious conversion (looking to religion for a radical change in life) 

 

Religious forgiving (looking to religion for help in shifting from anger, hurt, and fear 

associated with an offense to peace) 

 

Adapted from Pargament, Ano & Wachholtz (2005). The religious dimension of coping. In 

Paloutzian & Park (Eds.), Handbook of the psychology of religion and spirituality. New York: 

The Guilford Press. p. 483. 
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APPENDIX F 

 

R-Cope Religious Coping Style Scales (Pargament, et al., 2000) 

 

           Item Number 

           

Shortened Study  

       R-Cope          Items 

 

Positive Religious Coping Scales  

     

     Benevolent Religious Reappraisal   1, 2, 3    7 

     Collaborative Religious Coping with God  13, 14, 15   3 

     Active Religious Surrender   16, 17, 18   - 

     Seeking Spiritual Support    28, 29, 30   5 

     Religious Distraction    31, 32, 33   - 

     Religious Purification    34, 35, 36   9 

     Spiritual Connection    37, 38, 39   1 

     Making Religious Boundaries   43, 44, 45   - 

     Seeking Spiritual Support from   46, 47, 48   - 

         and Others 

     Religious Helping     49, 50, 51 

     Seeking Religious Direction   55, 56, 57       12, 14, 15 

     Religious Conversion    58, 59, 60       16, 17, 18 

     Religious Forgiving       61, 62, 63       19, 20, 21 

 

Negative Religious Coping Scales 

      

     Punishing God Reappraisal   4, 5, 6    2 

     Demonic Reappraisal    7, 8, 9    - 

     Reappraisal of God’s Powers   10, 11, 12   - 

     Passive Religious Deferral    19, 20, 21   - 

     Pleading for Direct Intercession   22, 23, 24   - 

     Self Directing Religious Coping   25, 26, 27   6 

     Spiritual Discontent    40, 41, 42       4, 11, 13 

     Interpersonal Discontent    52, 53, 54        - 

     Anger at God     64    20 

     Religious Doubts     65    21 
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APPENDIX G 

 
R- Cope Questionnaire (Pargament, et al., 2000) 

The following items deal with ways you are coping with cancer.  There are many ways to try to 
deal with problems.  These items ask you what you are doing to cope with having been 
diagnosed with cancer.  Obviously different people deal with things in different ways, but we are 
interested in how you are trying to deal with it.   
 

Each item says something about a particular way of coping.  We want to know to what extent 
you are doing what the item says.  How much or how frequently?  Don’t answer on the basis of 
what worked or not – just whether or not you are doing it.  Try to rate each item separately in 
your mind from the others. Make sure your answers are true FOR YOU as best you can.  Circle 
the number that best applies to you. 
 
                Not       Some-       Quite     A Great         
                          at all       what          a bit         deal        
                     
1.  I think about how my life is part of a larger 1 2   3   4 
     spiritual force.    

 

2.  I try to find a lesson from God in the event. 1 2 3 4 

           

3. I try to see how God might be trying to strengthen           1     2         3  4 
     me in this situation. 
 
4. I wonder what I did for God to punish me.   1     2         3  4 
 
5. I decided that God is punishing me for my sins.  1     2         3  4 
 
6. I feel punished by God for my lack of devotion.  1     2         3  4 
 
7. I believe the devil was responsible for my situation. 1              2         3   4 
 
8. I feel the situation was the work of the devil.  1              2         3  4 
 
9. I decided the devil makes this happen.   1     2         3  4  
 
10.  I question the power of God.    1     2         3  4 
 
11. I think that some things are beyond God’s control. 1     2         3  4 
 
12. I realize that God cannot answer all of my prayers. 1     2         3  4 
 
13. I try to put my plans into action together with God. 1     2              3  4 
 
14. I work together with God as partners.   1     2         3   4 
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15. I try to make sense of the situation with God.  1     2         3  4 
 
16. I do my best and then turn the situation over to   1     2         3  4 
      God. 
 
17. I do what I can and put the rest in God’s hands.  1     2         3  4 
 
18. I take control over what I can, and give the rest up 1     2         3  4 
      to God. 
 
19. I don’t do much; I just expect God to solve my   1     2         3  4  
      problems for me. 
  
20. I don’t try much of anything; I simply expect God 1     2         3  4 
      to take control. 
 
21. I don’t try to cope; I only expect God to take my  1     2         3  4 
      worries away. 
 
22. I plead with God to make things turn out okay.  1     2         3  4 
 
23. I pray for a miracle.     1     2         3  4 
 
24. I bargain with God to make things better.  1     2         3  4 
 
25. I try to deal with my feelings without God’s help  1.     2         3  4 
 
26. I try to make sense of the situation without relying 1     2         3  4 
      on God. 
  
27. I make decisions about what to do without God’s 1     2         3  4 
      help. 
  
28. I seek God’s love and care.    1     2         3  4 
 
29. I trust that God will be by my side.   1     2         3  4 
 
30. I look to God for strength, support and guidance. 1     2         3  4 
 
31. I pray to get my mind off my problems.   1     2         3  4 
 
32. I think about spiritual matters to stop thinking  1     2         3  4 
      about my problems. 
 
33. I focus on religion to stop worrying about my  1     2         3  4 
      problems. 
 
34. I confess my sins.      1     2         3  4 
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35. I ask forgiveness for my sins.    1     2         3  4 
 
36. I try to be less sinful.     1     2         3  4 
 
37. I look for a stronger connection with God.  1     2         3  4 
 
38. I seek a stronger spiritual connection with  1     2         3  4 
      other people. 
      
39. I think about how my life is part of a larger  1     2         3  4 
      spiritual force. 
 
40. I wonder whether God has abandoned me.  1     2         3  4 
 
41. I voiced anger that God doesn’t answer my  1     2         3  4 
      prayers. 
 
42. I question God’s love for me.    1     2         3  4 
 
43. I avoid people who aren’t of my faith.   1     2         3  4 
 
44. I stick to the teachings and practices of my religion. 1     2         3  4 
 
45. I ignore advice that is inconsistent with my faith.  1     2         3  4  
 
46. I look for spiritual support from clergy.   1     2         3  4 
 
47. I ask others to pray for me.    1     2         3  4 
 
48. I look for love and concern from the members of 1     2         3  4 
      my church. 
 
49. I pray for the well being of others.   1     2         3  4 
 
50. I offer spiritual support to family or friends.  1     2         3  4 
 
51. I try to give spiritual strength to others.   1     2         3  4 
 
52. I disagree with what the church wants me to do  1     2         3  4 
      or believe. 
 
53. I feel dissatisfaction with the clergy.   1     2         3  4 
 
54. I wonder whether my church has abandoned me. 1     2         3  4 
 
55. I ask God to help me find a new purpose in life.  1     2         3  4 
 
56. I pray to find a new reason to live.   1     2         3  4 
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57. I pray to discover my purpose in living.   1     2         3  4 
 
58. I try to find a completely new life through religion. 1     2         3  4 
 
59. I look for a total spiritual reawakening.   1     2         3  4 
  
60. I pray for a complete transformation of my life.  1     2         3  4 
 
61. I seek help from God in letting go of my anger.  1     2         3  4 
 
62. I ask God to help me overcome my bitterness.  1     2         3  4 
 
63. I seek God’s help in trying to forgive others.  1     2         3  4 
 
64. I question whether God really exists.   1     2         3  4 
 
65. I express anger at God for letting terrible things  1     2         3  4 
      happen. 
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APPENDIX H 

 

Cluster Means on R/S and Well-being Measures 

 

Dimension 

Cluster 

1:  

High 

R/S 

Cluster 

2:  

Low R/ 

High S 

Cluster  

3:  

Neg. 

Relig. 

Copers 

Cluster 

4: 

 Low 

R/S F(3, 110) SD 

Omega-

squared 

 

FACIT-Sp 

 

 

         Faith 3.89
a
 2.26

b
 3.67

a
 1.72

c
 78.56*** 1.09 0.67 

    Meaning & 

    Peace 3.68
a
 3.18

c
 2.69

b
 1.87

d
 60.00*** 0.82 0.61 

  

 

     FACT G               

    Physwb 3.24
a
 3.30

a
 2.30

b
 1.83

b
 26.89*** 0.88 0.41 

    Socfamwb 3.55
a
 3.21

a
 3.31

a
 2.69

b
 10.69*** 0.63 0.20 

    Emotwb 3.55
a
 3.42

a
 2.32

b
 2.03

b
 46.08*** 0.84 0.54 

    Functwb 3.15
a
 2.74

ab
 2.40

b
 1.18

c
 39.54*** 0.95 0.50 

  

 

     BSI-Depress 0.23
a
 0.41

a
 2.02

b
 1.68

b
 59.09*** 0.92 0.60 

                  

                 N = 51 29 16 18       

 

*** p < .001.  Note: Means in the same row with different superscripts are significantly different 

(p < .05). 

 

Response Key: For all measures: 0 = Not at all; 1 = A little bit; 2 = Somewhat; 3 = Quite a bit; 4 

= Very much.   

 

Reproduced with permission (Kristeller, Sheets, Johnson, & Frank, 2011).  
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 APPENDIX I 

Life Attitude Profile – Revised; Will to Meaning Scale Questionnaire (Reker & Peacock, 1981) 

Please use the following scale and circle the number that best describes you now. 
 
   Strongly                                   Disagree           Not               Agree                               Strongly 
  Disagree         Disagree          Somewhat         Sure           Somewhat       Agree           Agree 
     (SD)                 (D)                    (DS)              (NS)                (AS)               (A)              (SA) 
 
 
                                                 SD       D      DS     NS      AS     A     SA                                                                                  
        

 
  1.  I think about the ultimate meaning 1 2 3 4 5 6 7  
       of life. 
 
  2.  I am seeking a meaning, purpose, 1 2 3 4 5 6 7  
       or mission for my life. 
 
  3.  Over my lifetime I have felt a strong1 2 3 4 5 6 7  
       urge to find myself. 
 
  4.  I’ve been aware of an all powerful 1 2 3 4 5 6 7  
       and consuming purpose towards 
       which my life has been directed. 
 
  5.  A period of personal hardship and 1 2 3 4 5 6 7  
       and suffering can help give a person 
       a better understanding of the real  
       meaning of life. 
 
  6.  Everyone is held accountable for 1 2 3 4 5 6 7  
       their life. 
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APPENDIX J 

Ironson-Woods Spirituality/Religiousness Index – Short Form Questionnaire 

(Ironson, et al., 2002) 

The following statements refer to your spiritual or religious beliefs.  Please indicate how strongly 
you agree with each statement by circling the appropriate number.  For example, if you strongly 
disagree with the statement, circle 1.  Likewise, if you strongly agree with the statement, please 
circle 5.  If your feelings lie somewhere in the middle, please indicate by circling 2, 3, or 4 
depending on whether you somewhat agree or disagree. 

             
I Strongly                        I Strongly                 
Disagree                      Agree                              

1.  My beliefs give me a sense of peace. 1 2 3 4 5  

2.  My beliefs help me to know everything  
     will be fine. 1 2 3 4 5  

3.  My beliefs give meaning to my life. 1 2 3 4 5  

4.  My beliefs help me to be relaxed. 1 2 3 4 5  

5.  My beliefs help me to feel protected. 1 2 3 4 5  

6.  My beliefs help me feel I am not alone. 1 2 3 4 5  

7.  My beliefs help me feel I have a relationship  
     or a connection with a higher form or being. 1 2 3 4 5  

8.  My beliefs help me to be less afraid of death. 1 2 3 4 5 

9.  I believe my soul will live on in some form  
      after my body dies. 1 2 3 4 5  

10.  I believe God created all things in the  
       universe. 1 2 3 4 5  

11.  God will not turn His back on me no  
       matter what I do. 1 2 3 4 5  

12.  When I am ill, God gives me courage to  
       cope with my illnesses. 1 2 3 4 5   

13.  When I am ill, God will answer my prayers       

       for a recovery. 1 2 3 4 5                              

14.  My beliefs are very influential in my  
       recovery when I am ill. 1 2 3 4 5                              

15.  When I am ill, my faith gives me optimism  
       that I will recover. 1 2 3 4 5 

16.  I attend religious services. 1 2 3 4 5                              

17.  I participate in religious rituals  
       (ex. communion, confession, seder, etc.) 1 2 3 4 5                              

18.  I pray or meditate to get in touch with God. 1 2 3 4 5                              

19.  I discuss my beliefs with others who  
       share my beliefs. 1 2 3 4 5                              
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20.  My beliefs give me a set of rules I  
       must obey. 1 2 3 4 5                              

21.  My beliefs teach me to help other people  
       who are in need. 1 2 3 4 5                              

22.  My beliefs help me feel compassion, love,  
       and respect for others. 1 2 3 4 5                              

23.  I have a responsibility to help others. 1 2 3 4 5                              

24.  My beliefs increase my acceptance and  
       tolerance of others. 1 2 3 4 5                              

25.  I feel I am connected to all humanity. 1 2 3 4 5                              
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APPENDIX K 

Demographics Questionnaire 

 
Please answer the following questions about yourself.          
         
 

1.  Sex: 1_____Male  2_____Female           

2.  Age: ___________                

3.  Ethnic Background:  (Check all that apply)             

 1_____African-American  4_____Hispanic 

 2_____Asian-American  5_____Native American 

 3_____Caucasian   6_____Other:___________________________     

4.  Circle the last year of education you completed (i.e., 12 = high school grad; 16 = college grad):           

 less than 9       9       10       11       12       13       14       15       16       more than college 

5.  Marital Status: 1_____Single  4_____Widowed           

   2_____Married 5_____Living as Married 

  3_____Divorced             

6.  Religious Denomination (if any):_________________________________________        

7.  Occupation: ________________________________________________________        

8.  Please indicate your family's annual income:             

 1_____less than $5,000  6_____$30,000 - $39,999 

 2_____$5,000 - $9,999  7_____$40,000 - $59,999 

 3_____$10,000 - $14,999  8_____$60,000 - $79,999 

 4_____$15,000 - $19,999  9_____$80,000 - $100,000 

 5_____$20,000 - $29,999           10_____more than $100,000        

9.  Which of the following best describes your employment situation before you developed  
cancer?                  

 1_____Full-time employment  5_____Retired 

 2_____Part-time employment 6_____Unemployed   

 3_____Household duties  7_____Other, please describe: _______________ 

 4_____Student    __________________________________      

10.  Which of the following best describes your current employment situation?         

 1_____Full-time employment  5_____Retired 

 2_____Part-time employment 6_____Unemployed   

 3_____Household duties  7_____Other, please describe: _______________ 

 4_____Student    __________________________________      
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11.  In what month and year were you first diagnosed with your cancer?          

 Month:__________________  Year:_________________        

12.  What is the approximate date (month and year) that you began seeing this oncologist?       

 Month:__________________  Year:_________________                                             

                    

13.  Please indicate the type of cancer that you have (that is, where it first started):        

 1_____Breast   6_____Lung  11_____Gastric                    

 2_____Bladder  7_____Lymphoma 12_____Prostate       

 3_____Bone   8_____Melanoma 13_____Renal 

 4_____Colon/Rectal  9_____Uterus  14_____Other, please specify:____ 

 5_____Esophageal           10_____Pancreatic  _______________________       

14.  What is the current status of your cancer?             

 1_____Active disease (i.e., first diagnosis of cancer) 

 2_____Relapse (i.e., previous treatment has failed and cancer has reoccurred) 

 3_____Remission (i.e., previous treatment was successful) 

 4_____Other, please explain:_____________________________________________ 

 5_____Do not know, please ask my oncologist           

15.  May we ask your physician for other medical information about your cancer          

(such as stage, type, etc)?  _____Yes  
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APPENDIX L 

Brief Symptom Inventory-Depression Scale Questionnaire (BSI; Derogatis, 1993) 

 
Please indicate how true each statement has been for you DURING THE PAST 7 DAYS. 
 
                   Not At   A Little    Some      Quite     Very      
                                                                                                                 All        Bit          what        a Bit     Much        
1.  Your feelings being easily hurt. 0 1 2 3 4 

2.  Feeling lonely. 0 1 2 3 4 

3.  Feeling blue. 0 1 2 3 4       

4.  Feeling no interest in things. 0 1 2 3 4       

5.  Feeling hopeless about the future. 0 1 2 3 4 

6.  Feelings of worthlessness. 0 1 2 3 4       

7.  Thoughts of ending your life. 0 1 2 3 4 
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APPENDIX M 

Shortened Study Version of R-Cope Items (Adapted from Pargament, et al., 2000) 

The following items deal with ways you are coping with cancer.  There are many ways to try to 
deal with problems.  These items ask you what you are doing to cope with having been 
diagnosed with cancer.  Obviously different people deal with things in different ways, but we are 
interested in how you are trying to deal with it.   
 

Each item says something about a particular way of coping.  We want to know to what extent 
you are doing what the item says.  How much or how frequently?  Don’t answer on the basis of 
what worked or not – just whether or not you are doing it.  Try to rate each item separately in 
your mind from the others. Make sure your answers are true FOR YOU as best you can.  Circle 
the number that best applies to you. 
 
                Not       Some-     Quite     A Great         
                          at all       what        a bit        deal        
                     
1.  I think about how my life is part of a larger 
     spiritual force.      1 2 3 4 

  

2.  I feel that stressful situations are God's way of  
     punishing me for my sins or lack of spirituality.   1 2 3 4 

  

3.  I work together with God as partners to get through  
     hard times. 1 2 3 4 

  

4.  I wonder whether God has abandoned me.         1 2 3 4 
  
5.  I look to God for strength, support and guidance                                                                                 
       in dealing with my Cancer. 1 2 3 4 

 

6.  I try to make sense of the situation and decide what 
     to do without God. 1 2 3 4 

 

7.  I try to find a lesson from God in crises. 1 2 3 4 
 
8.  I question whether God really exists. 1 2 3 4 

 

9. I confess my sins and ask for God's forgiveness. 1 2 3 4 
 
10.  I express anger at God for letting terrible  
       things happen. 1 2 3 4 
 
11.  I voiced anger that God doesn’t answer my prayers. 1 2 3 4 
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12.  I ask God to help me find a new purpose in life. 1 2 3 4 

  

13.  I question God’s love for me. 1 2 3 4 

   

14.  I pray to find a new reason to live. 1 2 3 4 

  

15.  I pray to discover my purpose in living. 1 2 3 4 

  

16.  I try to find a completely new life through religion. 1 2 3 4 

  

17.  I look for a total spiritual reawakening. 1 2 3 4 

  

18.  I pray for a complete transformation of my life. 1 2 3 4 

  

19.  I seek help from God in letting go of my anger. 1 2 3 4 

  

20.  I ask God to help me overcome my bitterness. 1 2 3 4 

  

21.  I seek God’s help in trying to forgive others. 1 2 3 4  
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APPENDIX N 

Comparison of Full R-Cope Items with Study R-Cope Items. 

 

Item from Full R-Cope    Item from shortened version of R-Cope  

 

+2. I try to find a lesson from God in the event. 7. I try to find a lesson from God in the 

event. 

 

+14. I work together with God as partners. *3. I work together with God as partners to 

get through hard times. 

 

+30. I look to God for strength, support and   *5. I look to God for strength, support and 

guidance 

guidance.  in dealing with my cancer. 

 

+34. I confess my sins. *9. I confess my sins and ask for God’s 

forgiveness. 

+35. I ask forgiveness for my sins. 

 

+39. I think about how my life is part of a  1. I think about how my life is part of a   

larger spiritual force. larger spiritual force. 

 

+55. I ask God to help me find a new purpose 12.  I ask God to help me find a new purpose  

in life. in life. 

 

+56. I pray to find a new reason to live. 14. I pray to find a new reason to live. 

 

+57. I pray to discover my purpose in living. 15. I pray to discover my purpose in living. 

 

+58. I try to find a completely new life through  16. I try to find a completely new life 

through religion. 

religion. 

 

+59. I look for a total spiritual reawakening. 17. I look for a total spiritual reawakening. 

 

+60. I pray for a complete transformation of  18. I pray for a complete transformation of  

my life. my life. 

 

+61. I seek help from God in letting go of 19. I seek help from God in letting go of  

my anger. my anger. 
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+62. I ask God to help me overcome my 20. I ask God to help me overcome my  

bitterness. bitterness. 

 

+63. I seek God’s help in trying to forgive 21. I seek God’s help in trying to forgive  

others. others. 

 

-5. I decided that God is punishing me for *2. I feel that stressful situations are God’s 

my sins.  way of punishing me for my sins or lack of 

spirituality. 

 

-26. I try to make sense of the situation  *6. I try to make sense of the situation and  

without relying on God. decide what to do without God. 

   

 

-40. I wonder whether God has abandoned me. 4. I wonder whether God has abandoned me. 

 

-41. I voiced anger that God doesn’t answer 11. I voiced anger that God doesn’t answer 

my prayers.      my prayers. 

   

-42. I question God’s love for me. 13. I question God’s love for me.    

 

-64. I question whether God really exists. 8. I question whether God really exists. 

 

-65. I express anger at God for letting terrible  10. I express anger at God for letting terrible  

things happen. things happen. 

  

 

 

* Item from Full R-Cope has been modified in study questionnaire. 

+ Positive items. 

-  Negative items. 
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APPENDIX O 

Stand-Alone Authorization to Disclose Information for Research Purposes 

What is the purpose of disclosing your information?  Medical research involves the sharing of 

information that you may consider to be private.  In order to disclose your private health 

information, we need your permission.  Your information will be used or disclosed under this 

authorization only for the purposes identified in your signed Informed Consent Document for the 

following protocol: 

 

Sponsor: Indiana State University/Jean Kristeller, Ph.D.  Protocol: Living with Cancer: Spiritual 

Shifts and Transformations. 

 

What Information is Necessary?  Information needed for this study will mostly be in your 

research record.  This includes and is limited to the following: 

 

 Your Medical History and Diagnosis limited to your name, contact information, treatment 

protocol, diagnosis, initial date of diagnosis, stage of cancer and appointment status limited 

to your name, contact information, treatment protocol, diagnosis, initial date of diagnosis, 

stage of cancer and appointment/treatment status.  Please see attached Medical Consultation 

Form. 

 Results from evaluations described in your Informed Consent Document. 

  [note – modified because this is an assessment study only; no procedures or research related 

care is being offered] Notes from Doctors, Nurses or other people involved in your research 

or care. 

 Forms you fill out yourself specifically for this study and disclosed in the consent form 

specifically for this study and disclosed in the consent form. 

 Forms other people may fill out about your condition or symptoms specifically for this study 

and disclosed in the consent form specifically for this study and disclosed in the consent 

form. 

 Other information about your health condition or symptoms including physical and mental 

health as provided by medical staff to determine your eligibility to participate in this study as 

provided by medical staff to determine your eligibility to participate in this study. 

 

Sometimes, researchers need to know more than what is in that research record.  They may also 

need to double-check some research results.  Because of this, it may be necessary to disclose 

parts of your medical record as well.  If this is necessary, this will occur as a consult with your 

medical staff. Research personnel will NOT have access to your medical file. If necessary, this 

will occur as a consult with your medical staff.  Research personnel will NOT have access to 

your medical file. 

 

Some personal information (like age and sex) may also be disclosed.  This information may 

include your name, date of birth, sex and race.   Information about your health may also be 

necessary.  
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Your research record will be identified by your name while you are in the process of completing 

the questionnaires and interview. After the information you provide is verified for completeness 

and accuracy, your record will be identified by a randomly generated research subject number 

and your name will be removed.  A list of research participant’s names and corresponding 

research numbers will be kept separately from research files in a secured location, if you should 

need to be contacted in the future for record clarification. 

 

Who will be disclosing this information? 

 

Our medical staff will be in charge of releasing this information. Research staff will NOT have 

access to your medical file.  Research staff will NOT have access to your medical file. 
 

Who will receive this information? 
 

Several agencies are working as a team in this research.  They will need to share portions or all 

of your information with each other.  These people may include but are not limited to the 

following: 
 

 Study Sponsor (mentioned above) and their research employees. 

 Institutional Review Board (IRB) Members.  This is the ethics board that reviews and gives 

ongoing approval to conduct the study. 
 

 

Will the information be further disclosed? All health care providers are required by laws to help 

protect the privacy of your information.  As you see though, a number of a number of people are 

involved in this research.  It is possible that the federal privacy laws may not apply to some of 

the parties that receive your information, such as the Sponsor.  If that happens, you may have to 

rely on their privacy policies instead of the law.  The results of the study may be published.  If 

so, there will be nothing that can identify you in that publication. 
 

Will I have access to my records? For the purposes of this study, access to your medical records 

will not be affected.  For the purposes of this study, access to your medical records will not be 

affected. You will have a signed copy of this form and your Informed Consent Form.  For more 

questions on your access, please see our Notice of Privacy Practices. 
 

Can I refuse to sign this form? You have a right to refuse to sign this form.  You will, however, 

not be able to enroll in the research study. 
 

How long is this authorization good for? The above people may need to review your information 

again many years in the future. The review would only include your research record, NOT your 

medical file. The review would only include your research record, NOT your medical file.  This 

could be for any follow-up or statistical purposes related to this study.  Your information  may be 

stored in a database, with your research subject number as a reference,, with your research 

subject number as a reference, for this purpose as well. Because of this future need, this 

authorization does not expire.   
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Can I change my mind after I sign?  You may change your mind at any time.  To revoke this 

authorization, please write to our address in our Notice of Privacy Practices.  This study, 

however, is dependent on your information.  If you revoke this permission, you will not be 

allowed to continue in the study.  Also, information collected before you revoked your 

permission can still be used to protect the integrity of the study.   
 

I have read this form. All of my questions about this form have been answered.  By signing 

below, I authorize the described uses and disclosures of information. 

 

Research Participant OR Personal Representative 

   

   

___________________________  ________________________________ 

Signature of Participant  Signature of Personal Representative 

   

___________________________  ________________________________ 

Date  Date 

   

___________________________  ________________________________ 

Printed Name of Participant  Printed Name of Representative 

   

  ________________________________ 

  Description of Legal Authority to Act 
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APPENDIX P 

Informed Consent Statement 

STUDY TITLE: Living with Cancer: Spiritual Shifts and Transformation   
 
STUDY PURPOSE:      
You are invited to participate in a study conducted by Dr. Jean Kristeller (Department of 
Psychology, Indiana State University).  The purpose of this study is to understand better 
how individuals cope with having cancer. In particular we are interested in whether and 
how they may use religious and spiritual resources in doing so. However, it is not 
necessary to be either religious or spiritually oriented to participate. 
 

NUMBER OF PEOPLE TAKING PART IN THE STUDY:   
About 200 women and men will be taking part in the study at the Indiana University, 
Simon Cancer Center, Indianapolis, and at Regional Hospital, Terre Haute.  

 

PROCEDURE FOR THE STUDY:   
There are several ways in which we will be asking you about your experiences with 
coping with cancer. First, we would like you to complete two sets of questionnaires; you 
can complete both today or you can complete the second set at your next appointment. 
We would also like to discuss with you any experiences you may have about using or 
trying to use religious and spiritual resources since your diagnosis of cancer. These 
discussions will be audiotaped. Each set of questionnaires will take about 20 - 30 
minutes, when you are interviewed, that will take another 20 - 30 minutes.  The total 
time required will be 1 to 1 ½ hours. 
 

We will also be collecting some information about your cancer diagnosis and treatment 
status from your physician.  
 

RISKS OF TAKING PART IN THIS STUDY:  
The only foreseeable risks are: 

1. Possible mild emotional distress from reading some of the questions.  If you 
experience emotional distress requiring further assistance, you will be 
referred to your oncologist for treatment options. 

2. Inconvenience due to the time involved in participating in the study. 
 

BENEFITS FROM TAKING PART IN THIS STUDY: 
You may gain some insight or personal value from having the opportunity to think or talk 
about these issues.  Your participation may also help us to better understand what 
types of experiences people have in dealing with cancer and may possibly help to 
provide better treatment programs to help with these issues in the future.   
 

ALTERNATIVES TO TAKING PART IN THIS STUDY: 
The alternative to taking part in this study is simply choosing not to participate in this 
study.  Choosing not to participate is your decision only, and there will be no negative 
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repercussions to such a decision. If you choose not to participate, we will discuss with 
you other possible options for discussing these types of issues. 
 
CONFIDENTIALITY: 
Your name and the information on the questionnaires are private information.  This 
information will be handled in a confidential manner and will in no way identify you.  
Records from this study will be available only to members of the research group.  Your 
name will not be released at any time.  If the results of this study are published, your 
name will not be revealed.  A HIPAA privacy waiver was obtained from you prior to your 
inclusion in this study to ask your physician the following information:  Your name, 
contact information, treatment protocol, prognosis, and appointment status.  No 
additional information will be requested from your physician or other persons without 
your specific consent.   
  
COSTS/COMPENSATION: 
There are no financial costs associated with your participation in this study.  There will 
also be no compensation associated with your participation in the study.  
 

VOLUNTARY NATURE OF STUDY: 
Participation in this study is voluntary.  You may choose not to take part or may leave 
the study at any time.  You may skip any questions that you do not wish to answer.  
Leaving the study will not result in any penalty or loss of benefits to which you are 
entitled. 
 

CONTACTS FOR QUESTIONS ABOUT PARTICIPATION IN THIS STUDY: 
You may contact Dr. Jean Kristeller at the Department of Psychology, Indiana State 
University, at (812) 237-2467 at any time to ask questions about this study or to request 
a summary of the results of the study. If you have any questions about your rights as a 
research subject, you may contact the Indiana State University Institutional Review 
Board (IRB) by mail at Indiana State University, Office of Sponsored Programs, Terre 
Haute, IN  47809, by phone at (812) 237-8217, or e-mail the IRB at irb@indstate.edu.  
You will be given the opportunity to discuss any questions about your rights as a 
research subject with a member of the IRB.  The IRB is an independent committee 
composed of members of the University community, as well as lay members of the 
community not connected with ISU.  The IRB has reviewed and approved this study. 
 

PARTICIPANT’S CONSENT: 
In consideration of all of the above, I give my consent to participate in this research 
study. 
I also acknowledge receipt of a copy of this informed consent statement. 
 
 

___________________________________   ________________________________ 
PARTICIPANT’S SIGNATURE DATE (must be dated by the subject) 
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___________________________________  ________________________________ 
PARTICIPANT (Printed) PARTICIPANT’S PHONE NUMBER 
 

 
Are you willing to be contacted at a later date to clarify and follow up on information 
from the interview?       Yes    No 
 

___________________________________    
PARTICIPANT’S SIGNATURE    
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APPENDIX Q 

FACIT-Sp 3-factor Model: Paths Among Errors 

 

 

Path        Correlation 

 

FACT-G 

           Physwb - Socfmwb            -.27*** 

           Physwb - Emotwb            -.11 

          Physwb - Funcwb      -.62*** 

         Physwb - Depression        -.21** 

 

           Socfmwb - Emotwb      .08
! 

          Socfmwb - Funcwb       .38*** 

           Socfmwb - Depression         .52*** 

 

           Emotwb - Funcwb      -.08
^ 

           Emotwb - Depression      .20** 

 

           Funcwb - Depression      .32*** 

    

 

*p ≤ .05;** p ≤ .01; ***p < .001. 
 

^
 Marginal significance p ≤ .10. 
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APPENDIX R 

Correlations: Continuous Demographics and Measure Variables 

 

 

 

Age Education Income 

Time Since 

Diagnosis¹ 

 

Measure/Variable        r        r         r         r 

      

Education  -.06    

Income   -.10   .40**   

Time Since Diagnosis    .186*   .03   .00  

      

Meaning    .07   .08   .26**      -.08 

Peace    .22**   .10   .17*       .04 

Mean/Peace    .17**   .10   .23**      -.02 

Faith    .18**   .07   .15*       .04 

Total FACIT-Sp    .20**   .10   .22**       .01 

      

Depress  -.12 -.15* -.20**       .03 

Physwb    .22**   .06   .14      -.01 

Socfmwb    .05   .13*   .31***      -.14 

Emotwb    .23***   .10   .09       .05 

Funcwb    .21**   .14*   .27***       .05 

Total FACT G    .23***   .13*   .26***      -.01 

IWpeace    .09   .08   .10      -.01 

IWfaith    .02 -.10 -.04       .00 

Will to Meaning  -.15   .11 -.06     -.05 

      

Positive R-Cope    .12   .10   .18      .24 

Negative R-Cope    .03 -.37** -.21      .03 

Reduced Positive  R-Cope    .16 -.02 -.12      .04 

Reduced Negative R-Cope  -.14   .01 -.06     -.07 

 

* p ≤ .05; ** p ≤ .01; *** p < .001. 
 

1
 Time in months. 
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APPENDIX S  

ANOVAs Comparing Groupings on Categorical Demographic and Study Variables  

 

 

Cancer 

Status
2 Gender

1 Marital 

Status
3 

     

Variable      F             Sig.      F          Sig.      F            Sig. 

     

Age    .174         .84 4.837       .03*  6.443        .00*** 

Education    .774         .46 2.403       .12    .760        .52 

Income     .398         .67   .323       .57  8.710        .00*** 

Time Since Diagnosis  6.653         .01**   .011       .92 6.750        .00*** 

     

Meaning    .401         .67   .053       .82 3.876        .01** 

Peace    .460         .63   .614       .43 2.785        .04* 

Mean/Peace    .024         .98   .341       .56 3.542        .02* 

Faith    .364         .70 2.936       .09
! 

6.982        .00*** 

Total FACIT-Sp    .105         .90   .153       .70 6.420         00*** 

     

Depress    .133         .88 2.440       .12 1.009        .39 

Physwb  2.233         .11   .446       .51 1.517        .21 

Socfmwb  1.041         .36   .411       .52 13.183      .00*** 

Emotwb    .459         .63   .273       .60 1.742        .16 

Funcwb  2.403         .09
^ 

  .004       .95 1.753        .16 

Total FACT-G  1.527         .22   .039       .84 2.250        .08
^ 

IWpeace    .888         .41 3.568       .06   .707        .55 

IWfaith    .374         .69 6.289       .01**   .759        .52 

Will to Meaning  1.286         .28   .000       .98   .085        .97 

     

Positive R-Cope    .390         .68 6.938       .01** 4.956        .01** 

Negative R-Cope    .785         .46 2.173       .15 1.158        .33 

Reduced Positive  R-Cope  1.814         .17   .107       .74   .315        .82 

Reduced Negative R-Cope  1.981         .14 1.728       .19 1.158        .33 

     

    
1
  Degrees of Freedom = 1 (Male and Female); 

2
  Degrees of Freedom = 2(Active, Relapse  

        and Remission); 
3
  Degrees of Freedom = 3 (Single, Married, Divorced and Widowed). 

 

     * p ≤ .05; ** p ≤ .01;*** p < .001. ^
 
Marginal significance p ≤ .10. 
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APPENDIX T 
 

Descriptive Statistics for Cancer Variables. 

 

    Characteristic    n    % 

    

       Cancer Site  

 

Breast     62 25.8    

  Colon/Rectal    39 16.3  

  Esophageal       5   2.1 

  Leukemia       6   2.5  

  Lung     40 16.7   

  Lymphoma    24 10.0  

  Melanoma        5   2.1 

  Ovarian        8   3.3  

  Pancreatic       5   2.1  

  Prostate    10   4.2 

  Skin        7   2.9 

  Other     29 12.1 

 

      Cancer Status  

  

Active              126 52.5     

 Relapse      42 17.5 

  Remission      72 30.0 

 

      Continuous Variable 

 

    Time Since Diagnosis
1
 (M = 31.79, SD = 52.6, Range = 1-350) 

 
1
 Time in months.
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APPENDIX U 

Paths of Quality of Life Measures Statistically Accounting for Age, Income,  

Marital Status and Depression 

 

 

                            QoL Scale          Meaning          Peace         Faith 

 

                            FACT G 

                                Physwb              -.01           .25
^
          -.09   

                                Socfmwb               .41*           .05          -.09 

                                Emotwb             -.33*           .41***           .15** 

                                Funcwb               .23           .36**          -.10 

 

 

                 Note: Bold indicates statistical significance; * p ≤ .05, ** p ≤ .01, ***p < .001. 

      
^ 
Marginal Significance p ≤ .10. 

         

 

 

 

 

 

 

 

 

 

 

 

 

 

 


