ORIGINAL ARTICLE

Recieved: March 2014
Accepted: May 2014

28|

1. Department of Nursin; and
Midwifery Urmia branch, Islamic
Azad University, Urmia, Iran
2. Depatment of Social Science-
Sociology, Gilan university, Gilan,
Iran

3. Seyyed-al shohada hospital,Urmia
Medical Science University , Urmia,

Iran.

*Corresponding Author:
Esfandiar Baljani
Faculty of Nursing, Islamic Azad
University, Uremia Branch, Uremia,
Iran
Mobile: 0989141404082
Email address:
Baljanil @yahoo.com

BOTR

2014;6(4):28-36
www.bccrjournal.com
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ABSTRACT

Background: Religion, spiritual well-being and hope are concepts that are frequent-
ly used as a source of coping in patients with cancer. However, few studies have
examined these factors with independent measurement devices. To determine the
relationship between religion, spiritual wellbeing, hope and quality of life in cancer
patients admitted to Omid’s Hospital in Urmia city from August to January 2010.
Methods: In this cross sectional descriptive-analytical research, 164 patients with
cancer were selected using sequential convenience sampling. Data were collect-
ed using demographic characteristics form, quality of life questionnaire EORTC
QOL-C30, Ellison and Paloutzain spiritual well- being questionnaire, Duke Univer-
sity Religion Index, and the Herth Hope Index. Data was analyzed using SPSS Soft-
ware (v.11.5), statistical test Pearson correlation coefficient and multiple regressions
were done and P_value<0.05 considered statistically significant.

Results: Spiritual well-being (r = 0.23, P_value<0.01) and hope (r = 0.23, P_val-
ue<0.01) had a significant positive relationship with the functional quality of life
scale. Spiritual well- being (r = 0.34, P_value<0.01) and hope (r= 0.46, P_val-
ue<0.01) had a significant positive correlation with the overall quality of life. Be-
tween religious practices and the overall quality of life was significant correlation
(r=0.18, P_value<0.05). Also hope and religious beliefs explained 25.8 percent of
changes in overall quality of life.

Conclusion: There was a significant relationship between spiritual health, religious
practices, hope and quality of life. Considering some factors such as being purpose-
ful in the life, believing in God, doing religious practices and being optimistic about
the future, while providing the health cares for patients with cancer might increase
their quality of life.
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Introduction

nowing about having cancer is a shock-

ing' and worrying® experience for any-

ne and indeed the awareness of having a

malignant life-threatening illness changes people’s
understanding of life and they try to adjust to this
condition’. Psychological effects of cancer diagnosis
and physical effects related to treatment and its side
effects negatively impact quality of life in patients
with cancer’. Quality of life is multi-dimensional
and complex and includes objective and subjective
factors, is often regarded as individual’s perception
of life expectancy, physical health, social and fam-
ily health, hope, manners and mental health of the
patient’. Investigations on quality of life in cancer re-
lated studies is an important variable associated with
clinical care’ and is used to determine the differences
between patients, predictions on the consequences of
the disease and to evaluate therapeutic interventions’.

8-10

Many studies have shown that hope® ™ and spiritual

wellbeing''"?

are significant factors in life which
are associated with mental health and quality of life.
Moreover, studies have shown that a sense of com-
fort and strength resulting from religious beliefs may
contribute to the health and wellbeing sense'”. Nurses
can play an effective role on the investigation and im-
proving of quality of life in patients with cancer due
to their direct and prolonged contacts with patients'.
Investigations on quality of life in people with can-
cer can be an important point in the evaluation of
efficacy of treatment and disease trend in these pa-
tients”. Concepts such as hope, spiritual wellbeing
and quality of life are meaningful and related fields
for patients and nurses. However, few studies have
shown the relationships between these concepts in
hospitalized patients'®.

Hope is an important coping mechanism in chronic

diseases such as cancer and is defined as a complicated
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multidimensional and potentially powerful factor in
improvement and effective adjustment'’.
Benzein and Berg believe hope helps patients phys-
iologically and emotionally to cope with the crisis
of the disease'’. In other references, hope is a factor
to predict the process of a malignant disease'®. In
contrast, despair is defined as tolerating of an un-
beatable condition in which no goals are achievable
and is associated with depression and the desire for
death and suicide". It can be concluded from defini-
tions that hope encompasses the individual’s imagi-
nation and attention to future and causes trying with
a perception that it is probable that positive results
be achieved. Any kind of conceptualization of hope
reflects its multi-dimensional dynamic, future-ori-
ented, and process-oriented attribute®.
Spirituality and religion that people sometimes in-
terpret them as spiritual wellbeing and religion prac-
tices” overlap and both might mean seeking mean-
ing and purpose, connections and values™.
Spirituality is derived from the word spirituous
meaning the role of life or the way of being and ex-
periencing that occurs by awareness of a non ma-
terialistic dimension and recognizable values like
love, compassion and justice are its components .
Spiritual wellbeing has been considered as the core
philosophy of life and a result of satisfying the need
for goals, meaning, love and forgiveness™. Religion
tends to encourage daily rituals such as prayer and
fasting but spirituality seeks new levels of mean-
ing beyond all practices. Most spiritual people are
religious but the opposite is not true**. Many peo-
ple find spirituality through religion. Due to the di-
versity of people, what may make the person feel
comfortable and relaxed, might not be applicable
in another person .Therefore, prayers, reading reli-
gious books or attending spiritual services are the
sources that some religious people resort to so that

they can be less harmed by the stressful life events™.
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Mcclain, Rosenfeld and Breitbard studies showed
that the spiritual wellbeing has a strong effect on the
end of life despair in patients suffering from can-
cer”. In end-stage cancer patients, spiritual and re-
ligious comfort might be even more important than
the physical and mental health®.

Because technical interventions in relation to life
threatening symptoms have been unable to fully
meet the difficult problems patients are exposed to,
more attention is paid to the strong parameters such
as spirituality, religion and hope in communities®'.
Brandy et al. showed that in patients with cancer,
spirituality is related to the quality of life as much
as physical and emotional health”’. Nowadays, it
is suggested that religion, spirituality and existen-
tial worries be included in investigation of patient’s
quality of life*. Rustoen et al. concluded that hope
has a mediating role between mental distress and
better quality of life and the patients who have high-
er hope levels had less distress and better quality of
life6. Although in western countries many studies
have been conducted on patients’ quality of life but
the international cancer organization has empha-
sized the necessity to study the difference between
the results of various studies regarding the quality
of life so that the effect of cancer and its treatment
would be better understood from patients’ point of
view6 which in this sense, might be applicable in
our county, too. Therefore, this study was conducted
to determine the relationship of religion, spirituality
and hope with the quality of life in patients with can-

cer attending Omid Hospital in Uremia, Iran.

Methods

This is a descriptive correlational study in which
164 patients with cancer attending Omid Hos-
pital in Uremia were purposively selected for
6 months from July till December 2010. In-
clusion criteria were age over 18 years, a defi-
nite diagnosis of cancer, awareness of their

www.bccrjournal.com

The Relationship between Religion, ...

illness, lack of mental illness and willingness to vol-
untarily participate in the study. Data collection tool
was questionnaires in which the first part investigat-
ed the demographics including sex, age, and educa-
tional level, type of cancer and duration of illness. In
the second part, quality of life was investigated using
EORTC QOL-C 30.This tool has 30 items, includ-
ing three subscales (global health status, functional
scales and symptom scales). The scores related to 2
items of quality of life scale include 7-point Likert
scale but other items related to the subscales have 1
to 4 points. Functional scale includes 5 subgroups
(physical, role, cognitive, emotional, and social) and
symptom scale includes 3 items related to nausea
and vomiting, 2 items related to pain and 5 single
items (dyspnea, insomnia, constipation, diarrhea
and financial difficulties).The score varies between
0 to 100. Regarding the functional scale and qual-
ity of life, higher scores represent better functions
and in symptom scale higher scores show weaker
functions®. This scale is translated to Persian and its
validity and reliability are confirmed™.

In the third part, spirituality was assessed using the
20-item Spiritual Wellbeing Scale by Paloutzain and
Ellison. Ten items measure religious wellbeing and
10 items measure the existential wellbeing. Spiritual
wellbeing score is the total of these two sub-scales
that range between 20 and 120. Twenty items are
scored based on the 6-point Likert scale. Scores be-
tween 1 and 6 have a range between strongly dis-
agree to strongly agree. Nine items are scored re-
versely as well*'.

Validity of the spiritual wellbeing questionnaire
was determined through content validity after be-
ing translated to Persian and the reliability of the
questionnaire was determined through Cronbach»s
alpha coefficient (r=0.88). In part four, religion was
measured using the Duke University Religion In-
dex (DUREL).This index has 5 items in which in

EXY)
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the first item, the frequency of attending mosque
and religious ceremonies are investigated through a
6-point Likert scale ranging from “more than once
a week” to “never”. The total of the two items rep-
resent the religious practice score. The next three
items are taken from Hoge’s internal religion instru-
ment which investigates individual’s opinions and
religious experiences based on a 5-point Likert scale
ranging from “definitely true for me” to “definitely
not true for me”. The total of 3 items represented
the religious belief scores. In all the 5 items related
to religion, scores were calculated reversely and the
total score range of religious practices was between
2 to 12 and religious beliefs ranged betweenl5 to
4532. The reliability of the questionnaire was de-
termined after being translated using Cronbach’s
alpha 0.93. In the fifth section, hope was measured
using Herth Hope Index (HHI). This tool is made
of 12 items based on 4-point Likert scale. Strongly
disagree was considered to have 1 point, disagree 2
points, agree 3 points and strongly agree 4 points.
Reverse scoring is used for questions 3 and 6. Reli-
ability of the questionnaire is approved in previous
studies by Benzein and Bergl7 and Herth'’.

However, in this study once the instrument was
translated, its content validity was approved by fac-
ulty members of nursing school and its reliability
was measured as Cronbach’s alpha of 0.82. The to-
tal score on HHI scale varies between 12 to 48 and a
higher score represents better hope status. The SPSS
software version 16 was used for analysis. The de-
scriptive analysis was used to obtain the total scores
of quality of life and the three subscales such as the
global quality of life, functional scale and symp-
tom scale related to that, HHI scores, total scores
of spiritual wellbeing and its subscales (10 items
for religious wellbeing and 10 for existential well-
being) and religion (religious practices and beliefs).
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Pearson’s regression scale was used to determine
the relationship between HHI score, global score of
spiritual wellbeing, religious wellbeing score, exis-
tential wellbeing, religious practices and religious
beliefs with the quality of life.

To determine quality of life predicting variables,
the multiple regression analysis was used. Quality
of life scores were considered as dependent varia-
ble and scores related to HHS, spiritual wellbeing,
religious wellbeing, existential wellbeing were con-
sidered as independent variables. The significance
level was 0.05.

Results

The mean age of the patients was 62.46+54.14,
4.52% were male and 6.47% were female, 5.44%
were illiterate, 1.17% were high school dropouts
and the rest had high school diploma or higher edu-
cational levels. Regarding the type of cancer, most
cases were breast cancer (9.15%), lung cancer (8.12
%), stomach cancer (11%), blood (6.11%) and colon
(1.9 %). Sickness duration in participating patients
was an average of 5.03+7.07 (months). Descriptive
indicators of the three subscales related to the qual-
ity of life (global QOL, functional scale, and symp-
tom scale), spiritual wellbeing, religious beliefs,
religious practices, and the HHI in patients with
cancer related to this study are shown in Table 1.

Pearson’s correlation coefficient showed that there is
a positive significant relationship between spiritual
wellbeing and the functional scale of quality of life
(p=0.0001). There was a positive significant rela-
tionship between HHI and functional scale of qual-
ity of life (p=0.0001). However, there was no sig-
nificant relationship between religious beliefs and
functional scale of quality of life (p>0.05). There
was no significant relationship between spiritual
wellbeing and symptoms scale, HHI and symptoms

scale and religious practices and symptoms scale.

www.bccrjournal.com



The Relationship between Religion, ...

Table 1: Descriptive indicators of qualitv oflife

variable Mean Standard deviation
Religious practices 6.32 23
Religious beliefs 14.13 1.95
Spiritual wellbeing 03.81 14.97

Herth Hoe Index 39.11 6.37
Functional scale/QOL 61.31 20.57
Symptoms scale/ QOL 36.11 18.98

Total quality of life 64.32 20.09

There was a significant relationship between
spiritual wellbeing and quality of life (p=0.0001).
There was no significant relationship between reli-
gious beliefs and total quality of life, there was a
significant relationship between HHI and total qual-
ity of life (p=0.0001).There was a significant rela-
tionship between religious practices and total quali-
ty of life (table 2).

To predict the global quality of life, multiple linear
regression analysis was used. Results showed that
in the first stage, the existential wellbeing with a
correlation coefficient of 0.40 determines the 16.7%
variance of global quality of life alone. In the second
stage, two variables of religious beliefs and religious
practices were added with 0.43, the three variables
determined 19.2% of variance of global quality of life
and ultimately, in the third stage HHI was added to
regression, the correlation increased to 0.50 and de-
termined 25.8% variance. Among these four ultimate

www.bccrjournal.com

Discussion:

The results of the study showed that there was a re-
lationship between spiritual wellbeing and quality
of life (functional scale and global quality of life)
which represent that having faith in God or an in-
finite power and the purposeful life has a relation-
ship with the quality of cancer patient’s life. These
results are in line with the Allah Bakhshian et al.
study®® and Balboni et al.*'. Moreover, there was a
relationship between hope and quality of life (func-
tional scale, global quality of life) and it represents
that believing in coming better days and good mo-
ments and the possibility of getting rid of problems
has a relationship with the quality of life in patients
with cancer. This result could be justified in the
sense that hope is a powerful adjustment mecha-
nism in chronic patients such as cancer and hopeful
people could tolerate the sickness crisis more easily.

These results are in line with the results of Esbense
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Table 2: relationship between religious practices and total quality of life
Functional scale Symptoms scale Total quality of life
Pearson Pearson Pearson

correlation coefficient  correlation coefficient correlation coefficient
Spiritual wellbeing 033 -0.13 0.34
Religious beliefs 0.05 0.08 0.07
Herth Hoe Index 0.23 -0.06 0.46
Religious beliefs 0.08 -0.02 0.18
**=p<0.01
*=p=0.05

Table 3: Three stage of predicting Quality of life among

Stage | Independent variables B p SE B R2 F df P
1 Existential wellbeing 0.93 | 041 | 016 | 040 | 0.187 *¥32.13 | 1.161 0.00
0
Existential wellbeing 0.%6 | 037 | 0.17 0.00
0
2 Religious Beliefs -1.29 | <012 | 083 | 043 | 0182 *12.58 | 3.159 0.12
Religious practices 098 [ 015 | D48 0.04
Existential wellbeing 036 | 0.16 | 0.22 0.11
Religious Beliefs -2.09 | -0.20 | 0.82 0.01
3 Religious practices 0.65 | 0.10 | 047 | 0.50 [ 0258 *13.7 | 4.158 0.16
Herth Hope Index 1.27 | 040 | 0.34 0.00
0

Dependent variable= scale of Quality of life
*P<0.01
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et al.** Herth'* and Pipe et al.'’. Moreover, there was
a relationship between religious practices and global
quality of life which shows that religious practic-
es such as saying prayers, presence in mosque etc.
have a relationship with the quality of life in patients
with cancer. These results are in line with Rippen-
trop study23 but are not consistent with Balboni et
al. study21. In this study, both spiritual wellbeing
and religious practices were related to quality of
life. To justify this result, it can be stated that de-
spite some societies in which people reach spiritual-
ity through art or nature, in our society people reach
religious wellbeing through religious practices. In
other words, saying prayers and attending mosques
etc is related to believing in God as an infinite pow-
er, and remembering Him makes one comforted and
the holy book has enunciated an eternal life after
death and this internal comfort might be related to
the quality of life.

Regression analysis results showed that HHI and
religious beliefs determine the changes in variance
of global quality of life and it represents that the pa-
tients who had better hopes in life and lived accord-
ing to religious rules had better quality of life and
could better emphasize the multidimensional and
powerful concept of hope and the deep role of reli-
gious beliefs in adjustment with severe stressing sit-
uations. In Rostone et al. study, hope and health sta-
tus were the predictive variables of quality of life6
although in the studies conducted in other countries,
spiritual wellbeing had a stronger relationship with
quality of life compared with religion36 but our
study emphasized more on the role of religion and
this is inconsistent with broader spirituality com-
pared with religious affiliation.

Sampling in this study was non-randomized, so it is
suggested that in further studies, random sampling
be used. Although participating in the study was to-
tally voluntarily but participants might respond to

www.bccrjournal.com
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the religious beliefs and spiritual wellbeing ques-
tionnaire unrealistically which are out of research-
ers’ control.

Conclusion:

This was a cross-sectional study and it is suggested
that further longitudinal studies be conducted. In
this study, the relationship of spiritual wellbeing,
religion and hope with the quality of life was deter-
mined. It is suggested that a study be conducted to
determine the effect of spiritual and religious health
interventions on the quality of life in patients suf-
fering from cancer. In this study, the relationship
of quality of life, with spiritual wellbeing, religion
and hope was determined. Based on these results,
it is suggested that nurses have a broader view of
caring and consider the patient as a whole person
while taking care of them. Moreover, it helps the
nurses and clinical professionals to pay attention
to purposeful life, believing in God and religious
practices and optimism toward future, and design
and provide better services in accordance with the
quality of life improvement in patients suffering
from cancer. Furthermore, due to the fact that in
our country, people believe in religious beliefs so
it seems that interventional designs with an aim to
improve the quality of life would be appreciated by
patients and managers.
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