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Abstract
Background—For patients confronting a life-threatening illness such as advanced cancer, religious
coping can be an important factor influencing their quality of life (QOL).

Objective—The study's main purpose was to examine the association between religious coping and
QOL among 170 patients with advanced cancer. Both positive religious coping (e.g., benevolent
religious appraisals) and negative religious coping (e.g., anger at God) and multiple dimensions of
QOL (physical, physical symptom, psychological, existential, and support) were studied.

Design—Structured interviews were conducted with 170 patients recruited as part of an ongoing
multi-institutional longitudinal evaluation of the prevalence of mental illness and patterns of mental
health service utilization in advanced cancer patients and their primary informal caregivers.

Measurements—Patients completed measures of QOL (McGill QOL questionnaire), religious
coping (Brief Measure of Religious Coping [RCOPE] and Multidimensional Measure of Religion/
Spirituality), self-efficacy (General Self-Efficacy Scale), and sociodemographic variables.

Results—Linear regression analyses revealed that after controlling for sociodemographic variables,
lifetime history of depression and self-efficacy, greater use of positive religious coping was
associated with better overall QOL as well as higher scores on the existential and support QOL
dimensions. Greater use of positive religious coping was also related to more physical symptoms. In
contrast, greater use of negative religious coping was related to poorer overall QOL and lower scores
on the existential and psychological QOL dimensions.

Conclusions—Findings show that religious coping plays an important role for the QOL of patients
and the types of religious coping strategies used are related to better or poorer QOL.

Introduction
There has been growing recognition of the importance of asking patients in palliative care what
matters to their quality of life (QOL),1–3 rather than relying on the preferences of clinicians
and family members. Accordingly, some of these studies have found that patients identify
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multiple dimensions that they perceive are important to their QOL. This includes the quality
of their palliative care, relationships with family and friends, engagement in activities and
hobbies, general outlook on life, and consideration of future issues related to their death.1–3
For many patients who are confronting a life-threatening illness such as advanced cancer,
religion and the use of religious coping becomes an important factor influencing their QOL.
In fact, a review of studies on psychospiritual well-being among individuals with advanced
cancer highlighted six themes through which religion/spirituality influenced well-being: self-
awareness, coping and adjusting effectively with stress, relationships and connectedness with
others, sense of faith, sense of empowerment, and confidence and living with meaning and
hope.4 Those living with terminal illness face multiple challenges that can impede their QOL.
For instance, individuals with advanced cancer are required to cope with the physical and
psychological impact of their treatment5 as well as the impact that their illness can have on
their family members.6 Many patients living with terminal illnesses also have to deal with
psychiatric problems, mainly anxiety and depression,7,8 which can further complicate how
they manage their illness. Consequently, the strategies that patients use to cope with these
challenges can be important in predicting their QOL.9,10

In several studies, religion has been consistently found to be an important coping resource for
those with life threatening illnesses.7,11,12 Religious coping can be particularly compelling
for disenfranchised populations, such as the elderly, minorities, and women,13,14 who often
confront challenges in accessing health care.15 More specifically, religious practices such as
prayer and meditation can enhance a sense of control over stressful events16 by helping
individuals achieve a personal relationship with a higher entity that offers strength and support
to cope with their illness. Furthermore, religion provides a sense of purpose and meaning for
seemingly incomprehensible events or chronic adversity.17,18 Religious belief systems can
provide a framework for understanding the experience of death and dying.19 Religious
resources may provide individuals with a terminal illness a sense of self-efficacy to accept their
illness and manage problems associated with it more effectively. Self-efficacy has been posited
by some20 to be crucial to the psychological adjustment of individuals living with chronic
illnesses.

Cross-sectional and longitudinal studies reveal that religious coping has been predictive of
better mental health and physical health of individuals, after controlling for the effects of socio-
demographic variables and nonreligious coping measures.21,22 However, less attention has
been paid to determining the type of religious coping, positive or negative, that may
differentially affect health outcomes. Positive religious coping methods, such as prayer and
benevolent religious appraisals of negative situations, reflect the perception of a secure
relationship with God, a belief in a benevolent purpose to life, and a sense of connectedness
with a religious community. In contrast, negative religious coping methods, such as attributions
of situations to a punishing God and feelings of abandonment by God, reflect a struggle that
grows out of a perception of a tenuous relationship with God, a more ominous view of life,
and a sense of disconnectedness with a religious community.23

Studies that distinguish positive from negative religious coping report that greater use of
“positive religious coping” strategies is associated with improved mental health status,24
stress-related growth, and spiritual growth.25 Conversely, greater use of “negative religious
coping” strategies is tied to more psychological distress26–28 and increased risk of mortality.
29

Even though research has documented the significance of religion for patients with chronic
and terminal illnesses, much of the focus has been on the positive dimension of religious coping.
In light of the health risks associated with negative religious coping, it seems critical to examine
the negative dimension as well. Furthermore, the influence of religious coping on the QOL of
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patients with terminal illness has, to our knowledge, never been examined comprehensively
(i.e., included positive and negative dimensions). Moreover, the outcomes that have been
typically measured in QOL research are limited to a few dimensions.2 Given that patients
perceive their QOL to comprise multiple dimensions, we used the McGill QOL questionnaire
to examine how religious coping, both positive and negative, influenced multiple dimensions
of QOL relevant to seriously ill individuals. In summary, the purpose of this paper is to examine
whether religious coping, positive and negative, is associated with the five QOL dimensions
of the McGill questionnaire: physical, physical symptoms, psychological, existential, and
support30,31 among patients with advanced cancer, after controlling for sociodemographic
variables (age, gender, and race), self-efficacy, and lifetime diagnosis of depression, all
variables that have been shown to independently influence patient QOL. We hypothesized that
positive religious coping would be associated with better QOL while negative religious coping
would be associated with worse QOL.

Methods
Patients

Patients were recruited between August 1, 2002 and May 1, 2004 as part of an ongoing multi-
institutional longitudinal evaluation (MH63892, CA106370) of the prevalence of mental illness
and patterns of mental health service utilization in patients with advanced cancer and their
primary informal (nonpaid) caregivers in the Coping with Cancer Study. This report focused
on the religious coping and QOL of the patients from the baseline evaluation; the caregiver
experience is reported elsewhere.32 Inclusion criteria for the study were: (1) diagnosis of
advanced cancer (presence of distant metastasis and failure of first-line chemotherapy); (2)
diagnosis at a participating site; (3) age 20 years or younger; (4) identified unpaid, informal
caregiver; and (5) adequate stamina to complete the interview. Excluded were patient–
caregiver dyads in which either the patient or the caregiver met criteria for dementia or delirium
(by Neurobehavioral Cognitive Status Examination) or could not speak English or Spanish.
The participating centers were the Yale Cancer Center (Connecticut), the Veterans Affairs
Connecticut Healthcare System Comprehensive Cancer Clinics (Connecticut), Memorial
Sloan-Kettering Cancer Center (New York), and the Parkland Hospital Palliative Care Service
(Texas). Members of the oncology clinic staff at participating centers identified potentially
eligible patients who were then approached by trained research staff to ascertain interest in
participation in the study. Interested patients and caregivers were contacted by telephone or a
hospital room visit within the week to obtain informed consent. After receipt of the patients'
informed consent, eligibility was confirmed through review of medical records and
consultation with clinic staff.

Separate patient and caregiver interviews were then scheduled to occur in the hospital room,
clinic, or home. Patients and caregivers each received $25 for completing the baseline
interview. Interviewers from each site were trained by research staff at Yale University where
they were required to achieve a high standard of accuracy and reliability based on concordance
with the Yale Project Director's Rating of the SCID diagnoses (target κ > 0.85). Interview
duration was an average of 45 minutes for patients. Patients who declined participation were
asked to complete a brief questionnaire regarding their reasons for refusal, amount of emotional
and physical distress, and demographics.

Of the 321 patients who were approached for participation from September 18, 2002 to April
8, 2004 and confirmed to be eligible, 116 (36%) declined participation. The most common
reasons for nonparticipation included “not interested” (n = 49), “caregiver refuses” (n = 18),
and “too upset” (n = 13). Compared to participants, non-participants had completed fewer years
of education (mean, 12.1 versus 13.3, p = 0.02) and reported more distress on a five-point
Likert scale the extremes of which ranged from 1, minimal/nonexistent to 5, distraught (mean
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score, 3.2 versus 2.2, p < 0.0001). They did not differ significantly from participants in age,
race/ethnicity, or gender.

All study protocol and contact documents were reviewed and approved by the Human Subjects
Committee at Yale University and at each of the participating institutions.

Measures
Quality of life—Patients completed the McGill QOL Questionnaire that is designed to
measure QOL of people at all stages of a life-threatening illness. Unlike other scales, this scale
incorporates the existential domain, balances physical and nonphysical aspects of QOL, and
includes both positive and negative influences on QOL. Factor analysis of the 16-item
scale31 yielded 5 subdomains: physical well-being (1 item), physical symptoms (3 items),
psychological (4 items), existential (6 items), and support (2 items). Cronbach α of the
subdomains ranged from 0.62 to 0.81 for those scales with more than a single item. Each item
uses a 0–10 scale with anchors at each end. The item mean scores were summed to obtain a
subdomain score; these subdomain mean scores were summed to obtain a total QOL score.

The items, anchors, and Cronbach α of the sub-domains for this study are shown in Appendix
A. The subdomains were scored such that higher scores reflected better QOL. The Cronbach
α for the total scale was 0.88. Also, the five subdomains were significantly correlated with each
other (r ranged from 0.18 to 0.58) with one exception: the support and physical symptom
subdomains were not significantly associated with one another. Finally, all five subdomains
were significantly associated with the total QOL score (r ranged from 0.41 to 0.82).

Religious coping—Items from two scales, the Brief Measure of Religious Coping (RCOPE)
33 and the Multidimensional Measure of Religion/Spirituality (MMRS)34 were used to assess
the religious coping strategies used by the participants. Appendix A provides a list of the items.
Positive religious coping was measured by seven items from the MMRS (e.g., I have been
looking for a stronger connection with God) while negative religious coping was measured
using seven items from the Brief RCOPE (e.g., I have been wondering whether God has
abandoned me). Even though the Brief RCOPE had positive religious coping strategies, we
did not use these items because many of them seemed to assess negative religious coping (e.g.,
I've been seeking help from God in letting go of my anger, I've been asking for forgiveness for
my sins). Responses to the Brief RCOPE items ranged from 0 = not at all to 3 = a great deal
while the MMRS item responses ranged from 0 = never or almost never to 6 = many times a
day. Scores on the seven items for each scale were summed, with higher scores representing
greater presence of the construct. In this study, the MMRS positive religious coping scale had
an α of 0.97 while the α for the negative religious coping scale was 0.73. The two scales were
not significantly associated with one another (r = 0.06).

Self-efficacy—The General Self-Efficacy Scale35 was used to assess perceived self-efficacy
required to cope with daily hassles as well as adaptation to stressful life events (e.g., I can
always manage to solve difficult problems if I try hard enough; If I am in trouble I can usually
think of a solution). Each item refers to successful coping and implies an internal-stable
attribution of success. Responses on the 10-item scale range from 1 = not at all true to 4 =
exactly true. All responses are summed to yield a total score; high scores suggest greater
perceived self-efficacy. In samples from 23 nations, Cronbach α ranged from 0.76 to 0.90, with
the majority in the high 0.80s.35 In our study, the scale had an α of 0.87.

Other variables—Patients were asked to indicate their religious affiliation and the extent to
which they considered religion to be important to them (1 = very important, 2 = somewhat, 3
= not important). Frequency of attending church services and time spent in private religious
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activities was also measured on a scale from 1 = never to 6 = more than once per week. Race/
ethnicity was determined by patient self-report in response to the open-ended question, “What
race or ethnicity do you consider yourself to be?” A dichotomous score was created to divide
patients into white (1) or non-white (0). Patients also provided information on gender (1 =
male; 2 = female), age, and years of schooling. In addition, a variable was created that identified
patients as being recruited at the Parkland Hospital in Texas (1) or from Connecticut or New
York in the Northeast (0). Dichotomous scores were also created for those who reported a
history of depression (1) and those who did not (2). The Zubrod Performance Scale was
completed36 as a summary measure of current health status based on four categories: activity,
pain, food intake, and nausea. Zubrod scores of 2 or more are considered poor performance.
37

Data analysis
Data analysis was conducted in three steps. First, we calculated means and frequencies to
provide a description of the sample. Next, we examined how sociodemographic variables,
namely race, gender, age, and schooling, were related to the key variables in the study: self-
efficacy, religious coping, and QOL dimensions. We used t tests and χ2 analyses to examine
the effects of race/ethnicity and gender, while correlational analyses were used to study
associations between age and schooling and the key variables. In the third and final step, we
used linear regression analyses to test our hypotheses about the associations between positive
and negative religious coping and QOL. For these analyses, we examined if positive and
negative religious coping was related to QOL dimensions, after controlling for race, gender,
age, schooling, self-efficacy, and lifetime history of depression.

Results
Patient characteristics

Of the 205 eligible patients, 35 patients from the Memorial Sloan-Kettering Cancer Center
were not included in the present analyses because these patients did not complete religious
coping measures that were added as part of a follow-up (CA106370) to a longitudinal
evaluation of the prevalence of mental illness and mental health service utilization in patients
with advanced cancer and their caregivers (MH63892). However, these 35 missing respondents
did not differ significantly on key demographic variables (age, gender, race) from the 170
patients for whom we had this information. In general, the sample of 170 patients (54% male)
tended to be white (65.9%), elderly (mean age, 57.46 years), at least high school-educated
(61.2%), married (59%), of relatively good health status (87% with Zubrod Score ≤ 2), and
had health insurance (77.6%). Seventeen percent reported a lifetime history of depression.
There was some religious diversity among patients: 87.1% were either Catholic (40%),
Protestant (20%), Jewish (3.5%), belonged to other religions (17.1%), or practiced no religion
(6.5%). Religion was “very important” to 65.9% of patients; 20% said it was “somewhat
important” and 14% said it was “not important.” Currently, 45% reported not attending church,
while 13.5% attended church once or twice per year and the rest at least once per month.
Majority of patients (75%) reported spending time in private religious activities at least once
per month. Most patients (72%) were from Connecticut in the Northeast and the rest (28%)
from the Parkland Hospital in Texas. However, there were some important differences among
patients from these two regions. There were more non-whites in Texas than in the Northeast
(χ2 = 30.62, p = 0.000); also, patients in Texas were less likely to have health insurance (χ2 =
93.49, p = 0.000), were in school for fewer years (t = (5.03, p = 0.000) and were younger (t =
−2.45, p = 0.015).
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Prevalence of positive and negative religious coping across race and gender
Because of the skewed distribution of the scores on the negative religious coping scale, a
median split was used to create a present (score of 1 and above) and absent (score of 0) negative
religious coping score for all participants. Table 1 displays data for the use of positive and
negative religious coping across race and gender. Females used more positive religious coping
(t = −2.05, p = −0.042); non-whites reported greater use of positive religious coping (t = −4.34,
p = 0.000) and lower use of negative religious coping (χ2 = 10.95, p = 0.001). Those with more
schooling also reported less use of both types of religious coping (r = −0.23 for positive coping,
p = 0.003 and r = −0.35, p = 0.000 for negative coping).

Patient quality of life across race and gender
Table 1 shows QOL dimension scores by race and gender (n = 170). There were few differences
in QOL dimension scores by gender, with one exception. Males reported better psychological
QOL (t = 2.45, p = 0.015). Also, non-Whites (t = −2.96, p = 0.004) reported better scores on
existential QOL. Finally, more schooling was related to better scores on the psychological QOL
dimension (r = 0.17, p = 0.025).

Linear regression analyses
Religious coping and quality of life—Table 2 summarizes results of the regression
analyses of positive religious coping on QOL dimensions. After controlling for self-efficacy,
life history of depression, and other sociodemographic variables, positive religious coping was
related to better overall quality of life (β = 0.173, p = 0.043). In addition, more use of positive
religious coping was related to better scores on the existential (β = 0.225, p = 0.005) and support
(β = 0.285, p = 0.001) QOL dimensions. Interestingly, more positive religious coping was
associated with greater report of physical symptoms (β = −0.22, p = 0.009).

According to Table 3, more use of negative religious coping was associated with worse overall
QOL (β = 0.171, p = 0.046), after controlling for self-efficacy, life history of depression, and
other socio-demographic variables. In addition, greater negative religious coping was related
to lower scores on the psychological (β = −0.209, p = 0.016) and existential (β = −0.209, p =
0.011) QOL dimensions.

Discussion
The purpose of this paper was to examine how use of positive and negative religious coping
methods among patients with advanced cancer was related to multiple dimensions of QOL,
after controlling for sociodemographic variables, life history of depression, and self-efficacy.
Consistent with our hypotheses, we found that greater use of positive religious coping was
related to better overall QOL, as well as better scores on the existential and support dimensions
of QOL. Also, greater use of negative religious coping was associated with worse overall QOL,
as well as lower scores on the psychological and existential dimensions of QOL. The one
exception to our hypotheses was the finding that greater use of positive religious coping was
also related to more physical symptoms. As these data are cross-sectional, conclusions about
causality cannot be made in either direction. Thus, although it is likely that religious coping
influences QOL in particular ways, it is equally possible that patients who experience better
QOL also turn to religious resources for coping with their illness and other stressors. Perhaps
patients who experienced greater physical symptoms turned to religion more often for strength,
comfort, and guidance.

Although the data in the current study are cross-sectional, a few longitudinal studies on
religious coping have reported stability in its use. For instance, a study among medical
rehabilitation patients that distinguished positive and negative religious coping38 reported
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stable means on positive and negative religious coping between admission and follow-up. In
another 2-year study among older, hospitalized men and women,29 both positive and negative
religious coping at baseline and follow-up were significantly correlated. Furthermore,
qualitative studies among individuals who have experienced some form of trauma have found
that the religiosity of many individuals often increases or deepens after the traumatic
experience.39–41 All of this suggests that the results of the current study, although cross-
sectional, may well hold for the future quality of life of patients with advanced cancer,
especially for patients who endorse greater use of religious coping methods, although
longitudinal research is needed before such conclusions may be drawn.

In particular, our comprehensive examination of religious coping indicates that, both positive
and negative religious coping are associated with overall patient QOL and hence, may have an
affect on health outcomes.42 Why should positive or negative religious coping correlate with
QOL or other health outcomes? One possibility is that for patients who are intrinsically
committed (i.e., observe their religion for the sake of faith itself), religious coping provides
meaning and control over their situation.43 Another possibility is that religious coping is related
to other variables, which may in turn influence QOL. In analyses of data related to caregivers
of the patients in our study,32 it was found that the effect of religious coping on well-being
was mediated to some extent by social support and optimism, and not by self-efficacy. The
same mechanisms may be at work here and future work will explore these possibilities. A third
possibility could be that certain emotional or personality related variables are tied to religious
coping and indirectly influence QOL. However, note that in our analyses, we controlled for
self-efficacy and lifetime history of depression, two variables that tap into dimensions of
personality and emotionality. In summary, future research should examine the longitudinal
impact of religious coping on health outcomes and if emotional and personality factors and
other psychosocial factors such as social support function as potential mediators or moderators
of the observed effects.

In addition to being cross-sectional, this study is limited in that the number of non-whites was
far fewer than the number of whites. Hence, moderating effects of race on religious coping and
QOL outcomes could not be conducted. Also, we did not find any significant relationships
between positive or negative religious coping and physical QOL. Perhaps other variables, such
as satisfaction with care provided at the hospital are more tied to this dimension of QOL. For
instance, Tables 2 and 3 reveal that for patients at Parkland Hospital in Texas (who were mostly
non-white, less educated, and less likely to have health insurance), greater use of both positive
and negative religious coping was related to more report of physical symptoms. Future studies
should include health service variables, such as satisfaction with care and quality of patient–
physician relationship that could be related to patient QOL. Furthermore, participants in our
study were likely to be less distressed and hence more likely to report greater use of positive
religious coping than negative religious coping. Thus, our study results need to be replicated
among more distressed samples. Moreover, the persistence of negative religious coping over
time needs to be examined. Despite these limitations, our study makes a contribution by asking
patients to report on their own QOL and by comprehensively examining both positive and
negative aspects of religious coping. Other studies that examine the use of religion/spirituality
among patients with cancer and other illnesses have used a few non-specific items (e.g., prayer,
church attendance, and bible reading) or constructs such as spiritual well-being7,44,45 as a
means to study religious coping.

Implications
Overall, the study demonstrates that religious coping is related to the QOL of patients with
advanced cancer. A recent study among patients at a family medicine clinic found that 83% of
the patients expressed preference to be asked about their spiritual beliefs by their physicians
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under three conditions: life-threatening illnesses, serious medical conditions, and loss of loved
ones.46 Although addressing the topic of religion in medical practice is laden with controversy,
47 it is evident that for religious/spiritual patients with advanced cancer, use of religious coping
is likely to be common and important for their QOL. Moreover, our findings show that assessing
religious coping (especially negative religious coping) might be important to understand
patients who experience poorer QOL. Even though the use of negative religious coping might
be rare,38 it is important to attend to issues such as anger at God and feelings of abandonment
by God, so as to increase the likelihood of improving patient psychological and existential
QOL (sense of meaning and control) and reducing the likelihood of negative outcomes. On the
other hand, for patients who turn to positive religious coping, it would be important to ensure
that related resources (e.g., opportunity for worship) are available so that they can maintain
their QOL—by enhancing their sense of support and existential meaning. A longitudinal study
among female sexual assault survivors found that those who were able to sustain or increase
their use of religious coping (in addition to other coping resources) reported the most positive
change (e.g., spiritual growth, relationships, self-care) after the traumatic event.48

Assessments regarding religion/spirituality could be conducted by a few questions posed by
physicians to the patients that examine the significance of religion to the patient, how religion
influences the patients' coping process and understanding of their illness, and whether their
religious needs are being met. Depending on their level of comfort, physicians could refer
patients to hospice chaplains or handle discussions on religious coping with the patients
themselves. In the future, studies should also determine the benefits of spiritually integrated
interventions for patients with terminal illness. Such interventions might be provided within
existing palliative care programs or patients might be referred to pastoral care and/or mental
health programs that provide such services. These interventions could address patients'
religious struggles by providing a safe and empathic space where they can express their feelings
of abandonment, punishment, and anger at God without feelings of guilt. This might be an
important step for them to find meaning and significance in life and in their illness, and perhaps
develop or re-build their relationship with God or a higher power. Discussions could also
include how religion/spirituality can promote adjustment to life-threatening illness and
impending death. Given that the manifestation of religion can vary across cultures49 and across
different stages of the illness,41 the interventions need to be sensitive to how they are defining
religion and spirituality and its practice. Given that the religious coping measures in our study
use the term “God,” they may not be applicable for individuals who are more spiritual or for
adherents of religions (e.g., Theravada Buddhists) who do not identify with a particular “God.”
However, from our perspective, religion and spirituality are related rather than independent
constructs.50 In other words, like religion, spirituality also represents a search for the sacred.
The search takes place within a larger religious context that could be traditional or non-
traditional. Of note, a few studies have observed that a significant portion of Americans who
say they are religious are also spiritual.51,52 Moreover, the difference between the two
constructs is more apparent among younger persons than older persons,53 and given that our
sample was generally older (mean age, 57.46 years), this is less of a concern for the results
reported. Nonetheless, it would be important to study how the findings from our study translate
to other religious groups, such as Buddhists, Muslims, and Hindus.

In summary, the findings from our study highlight the importance of religious coping for QOL
of patients with advanced cancer, and show that the types of religious coping strategies that
patients use is related to better or poor QOL. Although it remains to be seen if these associations
are held longitudinally, it is likely that religious coping and QOL are connected for patients
with terminal illness, and that addressing religious issues within palliative care would be
particularly beneficial for patients who use religion to cope with their illness and related
stressors.
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Appendix A. Religious Coping and Mcgill Quality of Life Items
Positive religious coping items from the MMRS (α = 0.97)

1. I feel God's presence

2. I find strength and comfort in my religion

3. I desire to be closer to or in union with God

4. I feel God's love for me, directly or through others

5. I ask for God's help in the midst of daily activities

6. I feel guided by God in the midst of daily activities

7. During worship, or at other times when connecting with God, I feel joy, which lifts
me out of my daily concerns.

Negative religious coping items from the Brief RCOPE (α = 0.73)

1. I've been wondering whether God has abandoned me.

2. I've been feeling that the cancer is God's way of punishing me for my sins and lack
of devotion.

3. I've been questioning God's love for me.

4. I've been wondering what I did for God to punish me like this.

5. I've been wondering whether my church has abandoned me.

6. I've been thinking that the devil made this happen.

7. I've been questioning the power of God.

Physical subdomain of QOL

1. Over the past two (2) days, I have felt (physically terrible/physicall well)

Physical symptoms subdomain of QOL (α = 0.67)

Which of the following physical symptoms bothered you over the past two days:

Yes No

Pain 1 2
Tiredness 1 2
Weakness 1 2

Nausea 1 2
Vomiting 1 2

Lack of appetite 1 2
Trouble sleeping 1 2

Shortness of Breath 1 2
Constipation 1 2

Diarrhea 1 2
Sweating 1 2

Other (specify): __________ 1 2

Psychological subdomain of QOL (α = 0.85)
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1. Over the past two (2) days, I have been depressed (not at all/extremely)

2. Over the past two (2) days, I have been nervous or worried (not at all/extremely)

3. Over the past two (2) days, I felt sad (never/always)

4. Over the past two (2) days, when I thought of the future, I was (not afraid/extremely)

Existential subdomain of QOL (α = 0.84)

1. Over the past two (2) days, my life has been (utterly meaningless and without purpose/
very purposeful and meaningful)

2. Over the past two (2) days, when I though about my whole life, I felt that in achieving
life goals I have (made no progress whatsoever/progressed to complete fulfillment

3. Over the past two (2) days, when I thought of my life, I felt that my life to this point
has been (completely worthless/very worthwhile)

4. Over the past two (2) days, I have felt that I have (no control over my life/complete
control over my life)

5. Over the past two (2) days, I felt good about myself as a person (completely disagree/
completely agree)

6. To me, the past two (2) days were (a burden/a gift)

Support subdomain of QOL (r = 0.66)

1. Over the past two (2) days, the world has been (an impersonal, unfeeling place/caring
and responsive to my needs)

2. Over the past two (2) days, I have felt supported (not at all/completely)

QOL, quality of life; MMRS, Multidimensional Measure of Religion/Spirituality; Brief
RCOPE, Brief Measure of Religious Coping.
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