
Spirituality and psychosocial factors in persons living with HIV

Inez Tuck, RN PhD [Associate Professor],
School of Nursing, Virginia Commonwealth University, Richmond, Virginia, USA

Nancy L. McCain, RN DSN [Associate Professor], and
School of Nursing, Virginia Commonwealth University, Richmond, Virginia, USA

Ronald K. Elswick Jr, PhD [Associate Professor]
Schools of Medicine and Nursing, Virginia Commonwealth University, Richmond, Virginia, USA

Abstract
Aim of the study—This pilot study was designed to examine the relationships among spirituality
and psychosocial factors in a sample of 52 adult males living with human immunodeficiency virus
(HIV) disease and to determine the most reliable spirituality measure for a proposed longitudinal
study.

Background—HIV disease is among the most devastating of illnesses, having multiple and
profound effects upon all aspects of the biopsychosocial and spiritual being. Although research has
suggested relationships among various psychosocial and spiritual factors, symptomatology and
physical health, much more research is needed to document their potential influences on immune
function, as well as health status, disease progression, and quality of life among persons with HIV
disease.

Methods—This descriptive correlational study explored the relationships of spirituality and
psychosocial measures. Spirituality was measured in terms of spiritual perspective, well-being and
health using three tools: the Spiritual Perspective Scale, the Spiritual Well-Being Scale, and the
Spiritual Health Inventory. Five psychosocial instruments were used to measure aspects of stress and
coping: the Mishel Uncertainty in Illness Scale, Dealing with Illness Scale, Social Provisions Scale,
Impact of Events Scale, and Functional Assessment of HIV Infection Scale. The sample was recruited
as part of an ongoing funded study. The procedures from the larger study were well-defined and
followed in this pilot study. Correlational analyses were done to determine the relationship between
spirituality and the psychosocial measures.

Findings—The findings indicate that spirituality as measured by the existential well-being (EWB)
subscale of the Spiritual Well-Being Scale was positively related to quality of life, social support,
effective coping strategies and negatively related to perceived stress, uncertainty, psychological
distress and emotional-focused coping. The other spirituality measures had less significant or non
significant relationships with the psychological measures.

Conclusions—The study findings support the inclusion of spirituality as a variable for
consideration when examining the psychosocial factors and the quality of life of persons living with
HIV disease. The spiritual measure that best captures these relationships is the EWB subscale of the
Spiritual Well-Being Scale.
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Introduction
Recent advances in treatment modalities have made human immunodeficiency virus (HIV)
infection more treatable as a chronic illness. HIV disease is a condition accompanied by
multiple stressors which include the management of treatment regimens that have become
increasingly complex, while long-term benefit of pharmacotherapies remains a source of
uncertainty. Disease management often requires significant lifestyle modifications and
adaptation of daily activities to the demands of prescribed treatment regimens. In addition to
stressful disease-management issues, persons living with HIV experience ongoing
psychosocial stressors, both interpersonal and intrapersonal, associated with diagnosis of a life-
threatening chronic illness. These multiple, severe, and unrelenting stressors profoundly affect
the individual’s quality of life and tax existing coping resources (McCain & Cella 1995, Wilson
et al. 1997, Robinson et al. 1999).

Assisting individuals who are living with HIV requires attention to the whole person. Holism
involves understanding the relationships among biological, psychological, social and spiritual
dimensions of individuals (Dossey & Dossey 1998). HIV infection is a disease that impacts
the well-being of individuals through all of these dimensions. The purpose of this research was
to explore the relationships of spirituality, psychological and social factors in persons living
with HIV.

Review of literature
In a growing body of literature, immunosuppression is increasingly being assocsiated with
psychosocial stress, suggesting that the trajectory of HIV disease may be influenced by the
degree of stress individuals experience (McCain & Zeller 1996, Cole & Kemeny 1997).
Research related to stress and HIV has been approached in a variety of ways. Perceived stress
has been directly linked with increased depression and psychological distress in numerous
studies with the HIV population (Folkman et al. 1993, McCain & Cella 1995, McCain et al.
1996). Psychological distress has been shown to be directly related to HIV symptomatology
(Hayes et al. 1992, Perry et al. 1992, Linn et al. 1993). Further, psychological distress and
perceived loss of control have been related to immunosuppression (Antoni et al. 1991, Herbert
& Cohen 1993).

Studies related to spirituality and HIV disease reflect four broad research foci: making meaning,
coping, centrality to illness and wellness. Most studies are descriptive or exploratory in design,
with few intervention studies reported. From a study using an 8-week stress reduction
intervention, Astin (1997) reported decreased physical and psychological symptoms and
increased sense of self-control and spiritual awareness among participants. In a qualitative
study of 34 women living with HIV, Dunbar et al. (1998) reported that the women sought ways
to use their experience of HIV disease as a vehicle for psychological and spiritual growth. Of
117 African-American men and women living with HIV disease, Coleman and Holzemer
(1999) found that existential well-being, a spiritual indicator of purpose and meaning, was
significantly related to participants’ psychological well-being.

The central role of spirituality in chronic illnesses has been examined in several studies.
Investigators examining cultural differences and the contributing etiological factors for HIV
and other chronic diseases have reported that individuals often attribute their illness to spiritual
distress and beliefs (Stolley & Koenig 1997, Marbella et al. 1998). In studies in which
spirituality was not a major study variable, findings nevertheless indicated its centrality to the
illness and the need to offer complementary therapies addressing spirituality (Fryback &
Reinert 1997). When spiritual interventions were not offered, patients sought spiritual

Tuck et al. Page 2

J Adv Nurs. Author manuscript; available in PMC 2008 January 19.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



assistance in their cultural communities. Fryback and Reinert (1999) later found spirituality to
be an essential contributor to feelings of health and well-being, with spirituality being viewed
as a bridge between hopelessness and meaningfulness in the lives of 15 study participants with
cancer or HIV/acquired immunodeficiency syndrome (AIDS).

Nurses have taken a central role in exploring the relationship between spirituality and wellness
in HIV and other chronic diseases. Several nurse investigators have reported the positive effects
of spirituality on HIV disease outcomes and various dimensions of well-being. Hall (1998)
explored the role of spirituality in dealing with advanced HIV disease, concluding that after
suffering, spirituality frames one’s life. Peri (1995) discussed numerous ways that nurses could
intervene to promote spirituality in persons with AIDS, thereby improving their well-being.
Nokes et al. (1995) found that 100% of a convenience sample of 145 persons with HIV disease
used some form of complementary therapy that included a spiritual component. Patients
reported that spiritual practices provided relief from symptoms and, in some instances, changed
the illness outcome. In a study of 100 persons with HIV or AIDS, Carson and Green (1992)
found that those who were spiritually well and who were able to find meaning and purpose in
their lives were also hardier. Lamendola and Newman (1994) reported positive relationships
between spirituality, social support and coping responses. Kendall (1994) described the core
process of wellness spirituality in her grounded theory as being essential to the health and well-
being of 29 HIV-infected men. The domain of spirituality is included in nursing models of
quality of life in chronic disease (Ferrell et al. 1995, Ferrans 1996).

HIV disease is among the most devastating of illnesses, having multiple and profound effects
upon all aspects of the biopsychosocial and spiritual being. Although research has suggested
relationships among various psychosocial and spiritual factors, symptomatology and physical
health, much more research is needed to document their potential influences on immune
function, as well as health status, disease progression, and quality of life among persons with
HIV disease (McCain & Zeller 1996).

Framework
The theoretical framework for this research integrates the cognitive-transactional model of
stress within the psychoneuroimmunology (PNI) paradigm used in studies with persons living
with HIV disease (McCain & Smith 1994, Zeller et al. 1996). In the cognitive-transactional
model, perceived stress, psychosocial functioning, quality of life and somatic health are
psychologically mediated by coping strategies and resources (Billings & Moos 1984, Lazarus
& Folkman 1984). In the revised version of the PNI model as proposed by the current work of
McCain et al., critical psychosocial concepts include: (a) the stressors of illness-related
uncertainty and perceived psychological stress associated with living with HIV disease; (b) the
psychosocial mediator of coping strategies; (c) the stress process moderators of social support
and spirituality and (d) the adaptational outcomes of illness-related psychological distress and
quality of life.

Purpose
Our findings reported here were obtained as baseline data in a pilot study exploring spirituality
within an ongoing project that examined the relationship of stress and PNI processes in persons
living with HIV. Recognizing the accepted view of social and psychological factors in
supporting immune function, and the anticipated similar effect of spirituality, the primary aim
of the pilot study was to examine the relationships among spirituality and the psychosocial
variables included in the PNI framework. An additional goal was to determine which of three
spirituality measures would most effectively reflect these relationships. It was hypothesized
that spirituality measures would be: (a) positively related to quality of life and social support
and (b) inversely related to illness-related psychological distress and perceived stress.
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Methods
The data reported in this article to demonstrate the relationships of spirituality and psychosocial
variables were baseline data collected for a spirituality intervention pilot study using a quasi-
experimental time series design. Data collection occurred at three intervals: on admission to
the study as baseline data, after completion of an 8-week spiritual intervention and at a 6-month
follow-up appointment.

After receiving approval by our Institutional Review Board, a convenience sample of 52 adult
males who were living with HIV disease were recruited by advertising in two local newspapers,
through flyers posted at clinic sites within the community and at a large urban medical centre,
and at local churches and organizations known to have contact with individuals living with
HIV. Criteria for participation were that participants be at least 18 years of age, able to read
and speak English, aware of the diagnosis of HIV disease, and deemed to be physically capable
of attending the intervention and completing the 6-month follow-up requirement (as evidenced
by a Karnofsky Performance score of at least 60). Exclusion criteria included: (a) significant
psychiatric illnesses, (b) cognitive impairment, (c) severe protein-calorie malnutrition and (d)
taking steroids or immunomodulatory drugs (other than antiretroviral medications). Screening
for these exclusions was part of the admission process for the ongoing PNI study. The sample
size is deemed adequate to meet the objectives of this pilot study.

Demographic data (age, race and marital status) were obtained from the participants after
research consent forms were signed. Upon enrolment, three spirituality measures were
administered, in addition to five psychosocial questionnaires. The tools were administered to
participants in conference rooms in the clinical laboratory of a large medical centre where many
of the participants receive treatment for their HIV disease. The tools were completed by the
participants in approximately 30 minutes. Specimens were also collected to measure immune
function but are not reported with these data. The data collection process and the facilities used
in this pilot are those used to test the full PNI model in the larger-funded project.

Validity and reliability data are reported for the eight psychosocial and spiritual measures
administered to participants in this study (see Table 1). Spirituality was measured in terms of
spiritual perspective, well-being, and health, using three tools: The spiritual perspective scale
(SpS), the spiritual well-being scale (SWBS), and the spiritual health inventory (SHI). The SpS
is a 10-item, Likert type scale developed to measure the significance of spirituality in one’s
life and the extent to which one engages in spiritually related interactions. The SpS is scored
by calculating the arithmetic mean. Total scores range from 1·0 to 6·0.

The SWBS is a 20-item Likert type scale consisting of 11 positively worded items and nine
negatively worded items. It was developed by Paloutzian and Ellison (1982) as a general
measure of spiritual well-being. Possible scores range from 20 to 120. Subscale scores are
derived for religious well-being and existential well-being, with higher scores indicating
greater well-being. The scale has been used with persons with HIV disease as a predictor of
hardiness (Carson & Green 1992).

The SHI was developed by Highfield (1992) and has been used primarily to study patients with
cancer. The patient’s version of the instrument is a self-report of spiritual health that includes
positive and negative expressions. The 31-item Likert type scale measures three factors: self-
acceptance, relationships and hope. Total scores range from 31 to 155.

The five psychosocial instruments used to measure aspects of the stress process were the Mishel
uncertainty in illness scale (MUIS), dealing with illness scale (DIS), social provisions scale
(SPS), impact of events scale (IES), and functional assessment of HIV infection scale (FAHI)
(see Table 1). The MUIS is a well-validated, reliable measure of uncertainty associated with
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illness (Mishel 1984). Higher scores on this 33-item scale indicate higher uncertainty in the
areas of symptomatology, diagnosis, treatment, relationships with caregivers and prognosis
(Mishel & Epstein 1990). The MUIS has been shown to be reliable in research with individuals
living with HIV (McCain & Cella 1995,McCain et al. 1996).

The DIS, comprised of stress and coping subscales, was used to assess stress levels and coping
patterns (McCain & Gramling 1992). The format for the stress subscale taps the process of
cognitive appraisal by enabling respondents to indicate the level of desirability as well as the
personal impact of events. Positive and negative stress subscale scores are derived by separately
summing the items indicated as having a positive or negative personal impact. Scoring schemes
for the coping subscale enable assessment of both the theoretical foci of coping and the factor-
analytically derived coping methods of maintaining a positive attitude, adapting to illness and
withholding. Items are approximately equally distributed across the theoretical dimensions of
problem-focused, emotion-focused, and appraisal-focused coping. Higher scores reflect more
frequent use of the various coping strategies. Previous studies have supported the validity and
reliability of the DIS for the study population (McCain & Cella 1995, Cella et al. 1996, McCain
et al. 1996).

Social support was measured using the revised 24-item SPS, a measure of six social provisions
or components of social support. The SPS has demonstrated excellent construct validity and
internal consistency in other populations (Cutrona & Russell 1987), but use with the HIV
population has been limited.

The IES is a 15-item instrument which was used to measure the subjective impact of living
with HIV disease. Using the IES, psychological distress specific to living with HIV disease
has been previously documented in the form of avoidant and/or instrusive thoughts related to
the illness (Ironson et al. 1990, Perry et al. 1992, McCain & Cella 1995, McCain et al.
1996). Higher scores on the subscales of intrusive and avoidance thinking indicate higher
psychological distress.

The FAHI scale is a disease-specific extension of the general version of the functional
assessment of cancer therapy (FACT-G) scale (Cella et al. 1993), measuring the quality of life
in people with HIV infection. The 55-item revised FAHI (version 3) includes subscales of
physical, social/family, emotional and functional well-being; relationship with physician; and
additional concerns specific to HIV infection. Higher scores indicate greater quality of life.
The FAHI has demonstrated excellent psychometric performance, including sensitivity to stage
of illness and to intervention in previous studies (Cella et al. 1996, McCain et al. 1996).

The data were analysed using correlations. The use of numerous bivariate correlations in this
pilot study presents a threat of Type I error. For a conservative estimate of meaningful
magnitude, a power analysis for n = 50, power = 0·80, and α = 0·07 yields a moderately high
effect size 0·70 (Lipsey 1990). An effect size 0·70 equates with a sample correlation 0·36
(Cohen 1988). Thus, only those correlations 0·40 and greater and significant at P ≤ 0·01 were
considered clinically meaningful. With future studies and larger sample size, variable
intercorrelations need to be examined using structural equation modelling or other multivariate
approaches.

Findings
In this pilot, the sample of 52 males were a mean age of 39 years, 61% African-American, and
55% single. Moderately high spirituality scores were reported (SpS mean=5·08, SD=0·84,
range=1·9–6; SWBS mean=91, SD=16·2, range 42–117; SHI mean=113, SD=14·2, range 79–
147). As expected, there were high intercorrelations among the three spiritual measures. Most
notably, the SWBS total score was moderately highly correlated with the SHI (r=0·70) and the
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SpS (r=0·72), while the SpS and SHI were more modestly related (r=0·43). The SpS was highly
correlated with the religious well-being (RWB) subscale of the SWBS (r=0·80) and moderately
correlated with the existential well-being (EWB) subscale (r=0·41).

Correlational analyses were used to examine the nature of relationships among spirituality and
the psychosocial factors of perceived stress, uncertainty, psychological distress, social support,
coping strategies and quality of life. Predicted significant relationships as proposed in the
‘Framework’ were found among the psychosocial variables (see Figure 1). For instance, quality
of life was positively related to social support; physical, social and functional well-being; and
appraisal-focused coping, while negatively related to uncertainty, perceived stress,
psychological distress in the form of avoidant and intrusive thoughts, and emotion-focused
coping. Social support was positively related to effective coping strategies (problem and
appraisal-focused coping) and quality of life and negatively related to uncertainty. These
findings were significant at P ≤ 0·01 and consistent with previous findings (McCain & Cella
1995,McCain et al. 1996).

Hypothesized relationships among spirituality and psychosocial measures were generally
supported. The spirituality measures that demonstrated significant relationships with the study
variables were the SHI and the EWB subscale of the SWBS (see Table 2). Of the spirituality
measures, the EWB subscale demonstrated the strongest correlations with other study
variables. There were strong negative relationships between the EWB, MUIS, and emotion-
focused coping subscale of the DIS. Other relationships found and not specifically
hypothesized were positive relationships with appraisal-focused coping and the emotional,
social, physical and functional well-being subscales of the FAHI as well as the total quality of
life scale. As illustrated in Figure 1, spirituality as indicated by the EWB subscale was
positively related to quality of life (FAHI) and social support (SPS) (see Figure 1 for other
significant relationships between EWB and the psychosocial variables).

The EWB subscale of the SWBS accounted for most of these significant findings of this pilot
study. While the SHI performed in a similar manner (see Table 2), the only highly significant
relationships found for the RWB and SpS were with appraisal- and problem-focused coping.

Discussion
The results indicated that the three spirituality instruments behaved differently in the
correlational analyses with the study variables. The moderately high intercorrelations between
the SHI, SpS and SWBS were not consistently seen in the results and may indicate measures
of different aspects of spirituality as a construct. The EWB subscale was highly correlated with
the study variables and in the expected directions. The SHI performed similarly but not as
strongly. The SpS and RWB demonstrated limited correlations with the psychosocial variables
and may measure the presence of spirituality (a frequency measure) or religious beliefs.

Conclusions
The study findings support the inclusion of spirituality as a variable for consideration when
examining the psychosocial factors and the quality of life of persons living with HIV disease.
It is also noted that the spiritual measure that best captures these relationships is the EWB
subscale of the SWBS. The SHI performs well as a spiritual measure as evidenced by the highly
significant correlations, but because of its length (31 items) and the lack of significant
correlation with physical well-being, it is viewed less positively as the instrument of choice.
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Implications
Templeton (1995) in ‘The Humble Approach’ described the spiritual wandering of the first 40
years of life finally leading to spiritual growth and maturity. In this sample of 52 adult males
(mean age of 39 years), there were reported moderately high scores of spirituality and higher
levels of existential well-being and quality of life.

The integration of body, mind and spirit in healthy individuals leads to a balanced, healthy life.
Among persons living with HIV, spirituality coupled in an integral manner with social and
psychological well-being may lengthen life or enhance the quality of life. The centrality of
spirituality within the PNI model was supported by this preliminary work. Further research is
proposed to test these relationships in larger samples or different populations of patients. The
authors recommend the use of the SWBS, specifically the EWB, as a measure of spirituality.
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Figure 1.
Statistical model of the relationships among psychosocial and spiritual variables.
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Table 1
Selected psychometric data for instruments

Instrument References Validity Reliability

SpS Reed(1986, 1987) Criterion-related validity and discriminate
validity have been demonstrated

α = 0·90, current α = 0·92

SWBS Paloutzian and Ellison (1982)
Broten (1991)
Carson and Green (1992)

SWB factored into RWB and EWB; face
validity suggested by examination of item
content; SWB scores correlated in
predictable ways with other scales

Test-retest reliability coefficients: 0·93
(SWB)
0·96 (RWB)
0·86 (EWB)
α = 0·89 (SWB), current α = 0·88
α = 0·87 (RWB), current α = 0·88
α = 0·78 (EWB), current α = 0·75

SHI Highfield (1992) Content and construct validity based on
literature review, expert panel, and factor
analysis

α = 0·77, current α = 0·87

MUIS McCain and Cella (1995)
McCain et al. (1996)

Predictive and discriminant validity
supported by correlations with stress
levels and mood disturbance

α = 0·83, current α = 0·87

DIS Cella et al. (1996)
McCain and Cella (1995)
McCain et al. (1996)
McCain et al. (1998)
Peterman et al. (1997)

Predictive and discriminant validity
supported by correlations with quality of
life, mood disturbance and uncertainty

Stress: α = 0·83, current α = 0·85
Coping: α = 0·80−0·87, current α = 0·77
−0·86

SPS Kelly et al. (1993) Trends (NS) for increased SPS after
interventions

Not reported, current α = 0·90

IES Antoni et al. (1991)
Ironson et al. (1990)
Perry et al. (1992)
McCain et al. (1996)

Increased IES after HIV and diagnosis;
increased IES related to increased HIV
symptoms; decreased IES after
intervention

Not reported
Not reported
α = 0·85−0·86, current α = 0·92

FAHI Cella et al. (1996)
Peterman et al. (1997)
McCain et al. (1996)

FAHI sensitive to stage of illness;
increased emotional dimension after
intervention

α = 0·85−0·86
α = 0·92
α = 0·91, current α = 0·92
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Table 2
Significantly correlated spiritual measures and psychosocial variables (r/P) (n = 52)

SHI EWB

FAHI
 Physical well-being 0·24 0·41

0·08 0·002
 Social well-being 0·41 0·36

0·002 0·009
 Emotional well-being 0·55 0·46

0·0001 0·0005
 Functional well-being 0·55 0·52

0·0001 0·0001
 Quality of life total 0·52 0·53

0·0001 0·0001
DIS
 Perceived stress −0·33 −0·35

0·01 0·01
SPS
 Social support 0·39 0·45

0·003 0·0007
MUIS
 Uncertainty −0·44 −0·44

0·0012 0·0012
IES
 Intrusive thinking −0·45 −0·40

0·0009 0·003
 Psychological distress total −0·41 −0·36

0·002 0·001
DIS
 Appraisal-focused coping 0·59 0·44

0·0001 0·001
 Problem-focused coping 0·37 0·32

0·005 0·02
 Emotion-focused coping −0·65 −0·43

0·001 0·009
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