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Abstract
Spirituality is a multifaceted construct related to health outcomes that remains ill-defined and difficult
to measure. Spirituality in patients with advanced chronic illnesses such as chronic heart failure has
received limited attention. We compared two widely-used spirituality instruments, the Functional
Assessment of Chronic Illness Therapy-Spiritual Well-Being (FACIT-Sp) and the Ironson-Woods
Spirituality/Religiousness Index (IW), to better understand what they measure in 60 outpatients with
chronic heart failure. We examined how these instruments related to each other and to measures of
depression and quality of life using correlations and principal components analyses. The FACIT-Sp
measured aspects of spirituality related to feelings of peace and coping whereas the IW measured
beliefs, coping, and relational aspects of spirituality. Only the FACIT-Sp Meaning/Peace subscale
consistently correlated with depression (r = −0.50, P<.0001) and quality of life (r = 0.41, P=0.001).
Three items from the depression measure loaded onto the same factor as the FACIT-Sp Meaning/
Peace subscale (r= 0.43, −0.43, and 0.71), while the remaining 12 items formed a separate factor
(Cronbach’s alpha=0.82) when combined with the spirituality instruments in a principal components
analysis. The results demonstrate several clinically-useful constructs of spirituality in patients with
heart failure and suggest that psychological well-being and spiritual well-being, despite some
overlap, remain distinct phenomena.
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Introduction
Spirituality is a complex, multifaceted construct that is challenging to define and measure.1 It
may be defined broadly as “the way in which people understand their lives in view of their
ultimate meaning and value.”2 Measuring spirituality is difficult in part because of the multiple
domains “spirituality” encompasses and the varied ways in which people construct and
interpret the concept of spirituality. For example, spirituality may include a system of beliefs
or set of rituals as part of an organized religion, the strength or comfort derived from one’s
faith, the degree to which a relationship with a higher power has been internalized, existential
well-being, or a sense of meaning, peace, or well-being. Spirituality is related to religion, which
may be defined as “a set of beliefs, practices, and language that characterizes a community that
is searching for transcendent meaning in a particular way, generally on the basis of belief in a
deity.”3 Because spirituality has been defined in many different ways, it has also been measured
using numerous different approaches.

Contemporary measures of spirituality have been associated with a variety of health outcomes
and quality-of-life domains. Aspects of spirituality have been associated with lower levels of
depression, and spiritual well-being has been shown to be associated with overall quality of
life, even after accounting for psychological and physical well-being.4–8 In a multivariate
model, spirituality but not religiosity was an important predictor of self-appraised good health,
after adjusting for quality of life, physical functioning, age, race, and depression.9 Religiosity
is associated with less morbidity and mortality, but the mechanism of this association and
whether it is a causal relationship is unclear.10–14

Spirituality in outpatients with advanced chronic illnesses, such as chronic heart failure, has
received limited attention. Chronic heart failure is a leading cause of disability, hospitalization,
death, and health care costs in the United States. Nearly five million Americans have chronic
heart failure and the prevalence continues to increase as the population ages.15 Between 20%
and 30% of patients with heart failure are depressed, and depression in heart failure is associated
with worse physical functioning, poorer quality of life, and higher costs and mortality.
Spirituality in patients with heart failure is related to adjustment,16 depression,6 and quality of
life.17 Thus, a deeper understanding of the relevance of spirituality to outpatients with heart
failure, how to measure spirituality in this population, and of the relationships between different
measures of spirituality and depression and quality of life is important.

A critical view of spirituality measures suggests that they are corrupted by measures of positive
character traits and psychological states, thereby confounding spiritual well-being with
psychological well-being.18 For example, individuals who score highly on the Functional
Assessment of Chronic Illness Therapy-Spiritual Well-Being (FACIT-Sp) instrument, a
popular instrument for measuring spirituality, have been found to have less depression6,19 and
suicidality and to be less likely to desire help in hastening their death.20 Koenig suggests that
such findings are spurious because they are tautological: “Research that documents an
association between spirituality defined this way and positive mental health, is meaningless
since constructs measured with the same or similar items will always be correlated with one
another.”18

Despite the widespread study of spirituality and health outcomes, few studies beyond the
original psychometric validation studies have compared different spirituality instruments to
understand the specific aspects of spirituality measured, and even fewer studies have explicitly
sought to explore the extent to which spirituality measures may overlap with measures of
psychological constructs. In this study, we compared two spirituality instruments—the
Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being (FACIT-Sp) and the
Ironson-Woods Spirituality/Religiousness Index (IW)— in 60 outpatients with chronic heart
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failure. We chose these instruments because both have been widely used and have demonstrated
validity and reliability in previous psychometric testing.21,22 In addition, they are uniquely
suited to this inquiry because they appear to measure both the same and different aspects of
spirituality/religiosity. For example, both instruments measure “sense of peace” and “faith”
but only the IW measures “religious behavior.” Thus, it would be informative to see if these
constructs indeed measure the same or different information when used in a single population.
Furthermore, the FACIT-Sp has been criticized for measuring psychological well-being rather
than spiritual well-being.18 The purpose of this study was to compare the explicit domains and
latent constructs measured by these two spirituality instruments and to examine their
associations with measures of depression and quality of life.

Methods
Study Population and Design

A cross-sectional study in outpatients with heart failure was conducted between August 2004
and April 2005. Participants were recruited from cardiology clinics at an academic-affiliated
community hospital and a tertiary care academic referral hospital in Baltimore, Maryland.
Eligible study participants were 60 years or older and had been diagnosed by a cardiologist as
having congestive heart failure (New York Heart Association functional class II, III, or IV).
Patients were excluded if they were diagnosed with dementia, were unable to understand the
study protocol or provide informed consent, or were on a heart transplant list. At the study
visit, participants completed surveys to assess spiritual well-being, heart failure-related health
status, and depressive symptoms. Detailed descriptions of the study have been published
elsewhere.6 The study was approved by the Institutional Review Board at the Johns Hopkins
Bloomberg School of Public Health.

Measurements
Spirituality was assessed using two instruments, the FACIT-Sp and the IW, and the items from
these instruments are listed in Table 4. The FACIT-Sp is a 12-item self-report measure that
assesses overall spiritual well-being (scale range, 0–48; higher scores signifying greater
spiritual well-being). The instrument includes two subscales, “Meaning/Peace” (items 1–8)
and “Faith” (items 9–12). The Meaning/Peace subscale measures a sense of meaning, peace
and harmony, and purpose in life. The Faith subscale assesses the relation between illness,
faith, and spiritual beliefs, and how one finds solace in one’s faith.21 The instrument had high
internal consistency in the original validation study (Cronbach’s alpha for total scale, 0.87; for
Meaning/Peace subscale, 0.81; for Faith subscale, 0.88), which included 1,617 subjects, 83.1%
of whom had cancer and 16.9% of whom had HIV/AIDS.21

Immediately following the FACIT-Sp, participants completed the IW, a 25-item self-report
instrument that measures spirituality in both the traditional religious and private spiritual
dimensions. The IW contains four subscales described as “Sense of Peace” (items 1–9), “Faith
in God” (items 10–15), “Religious Behavior” (items 16–20), and “Compassionate View of
Others” (items 21–25). This instrument was validated in a study of 279 people living with HIV/
AIDS (Cronbach’s alpha for Sense of Peace, 0.94; Faith in God, 0.93; Religious Behavior,
0.87; and Compassionate View of Others 2-item, 0.87).22

Depression was measured as is an important indicator of psychological well-being. We used
the Geriatric Depression Scale-Short Form (GDS-SF), a self-report, reliable and valid
screening tool for current depression in this population.23,24 The GDS is widely used in
elderly, medically-ill populations because it excludes somatic symptoms of depression while
maintaining sensitivity.25 The scale range is from 0 to 15, with a higher score indicating a
greater number of depressive symptoms. A score greater than 4 is 60% sensitive and 89%
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specific for a diagnosis of depressive disorder.26 The scale has high internal consistency
(Cronbach’s alpha 0.80).26

Heart failure-related quality of life was measured using the quality-of-life subscale of the self-
reported Kansas City Cardiomyopathy Questionnaire (KCCQ). The quality-of-life subscale of
the KCCQ has been validated and is scored from 0–100 with a higher score indicating better
quality of life.27 It includes the following items: 1) “Over the past 2 weeks, how much has your
heart failure limited your enjoyment of life?” Response items are: extremely, quite a bit,
moderately, slightly, and not at all; and 2) “If you had to spend the rest of your life with your
heart failure the way it is right now, how would you feel about this?” Response items are: not
at all satisfied, mostly dissatisfied, somewhat satisfied, mostly satisfied, and completely
satisfied. A third item asks about depression symptoms. In order to specifically ascertain quality
of life rather than depression, we excluded the question on depression that is typically included
in this subscale.

Statistical Analyses
To confirm the internal consistency of the FACIT-Sp and IW subscales, we calculated the
standardized Cronbach coefficient alpha of the subscales. Cronbach’s alpha reflects the degree
to which all of the items pertain to a uniform concept. Pearson correlations were used to assess
the FACIT-Sp and IW between- and within-subscale associations, as well as the associations
between the spirituality subscales with depression (GDS-SF) and quality of life (KCCQ
subscale). To further clarify the dimensions of spirituality/religiosity measured by the FACIT-
Sp and IW scales, a principal components analysis with varimax rotation was performed on
the 37 combined items from these instruments. The number of factors was chosen based on
examination of scree plots, percentage of variability explained, and interpretability. We then
examined the overlap between psychological well-being and spiritual well-being as measured
by the FACIT-Sp, IW, and GDS-SF using a principal components analysis with varimax
rotation which combined the 15 items from the GDS-SF instrument with the 37 spirituality/
religiosity items from FACIT-Sp and IW. Factors were selected based on the same criteria
described above. All analyses were implemented with SAS software (Version 9.1, SAS
Institute, Cary, NC).

Regarding missing data, only one participant had incomplete FACIT-Sp data, missing four
items out of 12. Sixteen (27%) of the study subjects had incomplete data on the IW survey,
missing an average of three out of 25 items per person. In all cases, missing data was due to
non-response by the participants on individual survey items. The two items from the Ironson-
Woods survey with the most missing data (8%) were the only two questions that specifically
used the term “religious.” If fewer than half of the items comprising the subscales for the
FACIT-Sp or IW were missing, we replaced the missing items with the average of the non-
missing items in the corresponding subscales. Otherwise, the items and subscales were
classified as missing. There were no missing data for the KCCQ surveys. Four (7%) of the 60
participants had incomplete GDS-SF data, missing an average of 1.3 out of 15 items per person.
For the missing items, we used a weighted GDS score as described on the GDS website which
removes the missing items from the denominator to avoid underestimation of the scale score.
28

Results
Participants

The study sample is described in Table 1. The median age of participants was 75 years, 37%
were female, and 12% were non-white. Most had been educated through high school or beyond
(58%). The median heart failure health status score (KCCQ) of 71 has been associated with
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NYHA Class II.29 Thirty-two percent had current clinically significant depression (GDS-
SF>4). Females were more likely to have higher depression scores (median GDS-SF for
men=2, for women=4, P=0.04).

The FACIT-Sp and IW in Patients with Heart Failure
Cronbach alpha coefficients for the FACIT-Sp were 0.86 (full scale), 0.82 (Faith subscale),
and 0.82 (Meaning/Peace subscale). The alpha coefficients for the IW were 0.98 (full scale),
0.97 (Sense of Peace subscale), 0.97 (Faith in God subscale), 0.90 (Religious Behavior
subscale), and 0.95 (Compassionate View subscale). Table 2 displays the intra- and inter-
instrument correlations between subscales of the FACIT-Sp and IW. Intra-instrument subscale
correlations ranged from 0.53 to 0.89 (unshaded cells), whereas the inter-instrument subscale
correlations ranged widely from 0.03 to 0.84 (shaded cells). The Faith subscale of the FACIT-
Sp was significantly correlated with each of the IW subscales (0.54 to 0.84; P<0.001 for all),
while the Meaning/Peace subscale of the FACIT-Sp was only modestly correlated with the
Sense of Peace subscale (0.32, P=0.01) and was not correlated with three of the four IW
subscales.

Association of FACIT-Sp and IW Subscales with Depression and Quality of Life
The Meaning/Peace subscale of the FACIT-Sp was strongly associated with both depression
and quality of life, while the Faith subscale was associated with quality of life but not
significantly associated with depression (Table 3). As sense of meaning/peace or faith
increased, depression scores decreased, and quality-of-life scores increased. In contrast, none
of the IW subscales were strongly associated with either depression or quality of life except
for a modest association between the Faith in God subscale with quality of life (r=0.25, P=0.05).

Domains of Spirituality/Religiosity Measured after Combining Scale Items
To further clarify the dimensions of spirituality/religiosity measured by the FACIT-Sp and IW
scales, a principal components analysis with varimax rotation was performed on the 37 items
that result when both scales are combined. Although six factors had eigenvalues over 1.0 which
together accounted for 81% of the variance (53%, 12%, 6%, 5%, 3% and 3%, respectively), a
three-factor solution appeared reasonable after examination of the scree plot. We examined
models for three through six factors. The models containing five or more factors had one or
more factors consisting of one or two items. Hence, a three-factor model was deemed the best
based on interpretability.

The factor loadings for the three-factor model are displayed in Table 4. Factor 1 encompassed
both beliefs and practices related to God and religion and patients’ assessment of the impact
of those beliefs on their life. Several items reflected how one’s spiritual/religious beliefs help
one cope with illness in particular. Factor 1 contained all of the items from the IW “Sense of
Peace” and “Faith in God” subscales, three of the five “Religious Behavior” subscale items,
and the three FACIT-Sp items that include the terms “faith or spiritual beliefs” (all from the
“Faith” subscale). Factor 2 described how one practices one’s spiritual beliefs and how one’s
beliefs shape one’s interactions and relationships with others. This factor included all of the
items from the IW “Compassionate View” subscale and two items from the IW “Religious
Behavior” subscale. One item from the FACIT-Sp also loaded on to this factor, but the loading
was weak (0.39) and this item also did not load well on to models containing a higher number
of factors. Factor 3 captured feelings of inner peace and included seven of the eight FACIT-
Sp “Meaning/Peace” subscale items.
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Spirituality/Religiosity Compared to Psychological Well-Being
To evaluate the overlap between measures of spirituality/religiosity and psychological well-
being, we conducted a principal components analysis with varimax rotation on combined items
from the FACIT-Sp, IW, and GDS-SF. Ten factors had eigenvalues over 1.0 which together
accounted for 81% of the variance (38%, 14%, 6%, 5%, 4%, 4%, 3%, 3%, 3%, 2%). The scree
plot suggested that between three and seven factors would be appropriate and we reviewed
these models. The model with four factors is displayed in Table 5.

This model is presented because the first three factors remained similar and stable throughout
the models containing four through seven factors. Factors five and higher in these models
contained one to three items and were difficult to interpret. Across these models, Factor 1
encompassed a broad range of spiritual and religious beliefs, values, and behaviors. It included
all of the items from the IW, as well as the three FACIT-Sp items that include the terms “faith
or spiritual beliefs” (all from the “Faith” subscale). Factor 2 described feelings of inner peace
and contentment and included most of the FACIT-Sp “Meaning/Peace” items, as well as a few
items from the GDS-SF. Factor 3 captured thoughts and feelings of depression including fear,
helplessness, worthlessness, emptiness, hopelessness and fatigue. Throughout models with
four through seven factors, Factor 3 included nine or 10 of the 15 GDS-SF items. Factors five
and higher in these models were difficult to interpret because they contained one to three items
that were weakly loaded and the factors had low coefficient alphas.

Discussion
This comparison of the FACIT-Sp and IW instruments in a sample of outpatients with heart
failure informs the ongoing effort to measure spirituality and to make sense of associations
between spirituality measures, mental health, and quality-of-life outcomes. The major findings
are: 1) the scales had adequate internal consistency in patients with heart failure; 2) subscales
of the FACIT-Sp were generally associated with depression and heart failure-related quality
of life, while the IW subscales generally were not; 3) combining items from the two measures
showed that a mix of items from each measure formed one factor that explained the largest
amount of variance; and 4) several items measuring psychological well-being overlapped with
spiritual well-being, but the majority were conceptually and statistically distinct from spiritual
well-being.

The FACIT-Sp and the IW generally measured different constructs, although the FACIT-Sp
Faith subscale overlapped with items from the IW. The IW measured self-reported beliefs and
behaviors in explicitly spiritual and religious language, while the FACIT-Sp largely measured
a sense of inner peace and purpose. The overlap in the instruments only included items from
the FACIT-Sp Faith subscale. Indeed, the strongest correlation between the subscales from the
two instruments was between the FACIT-Sp Faith subscale and the IW Sense of Peace subscale.
The items from the FACIT-Sp Faith subscale that included the words “faith or spiritual beliefs”
loaded on the construct measured by the IW in the principal components analysis. The
association of the FACIT-Sp subscales with depression and quality of life supported the notion
that the FACIT-Sp, particularly the Meaning/Peace subscale, measured a different construct
from the IW.

Our research demonstrated that instruments that claim to be measuring the same spiritual
domain or construct may actually be measuring different concepts altogether. We found that
the subscales from two spirituality instruments that purported to measure sense of peace were
weakly correlated, and the items from these subscales formed different factors in a principal
components analysis. While there are over 100 spirituality/religiosity measures available, little
research has compared the available instruments in the same population. However, articles
have provided guidance by classifying these instruments according to their measurement
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domains.3,30,31 For example, Sulmasy3 described four measurement domains: religiosity,
spiritual/religious coping and support, spiritual well-being, and spiritual needs. He emphasized
the need to better understand relationships between these domains and how they in turn relate
to other variables. Thus, analyses such as this one are a necessary step to gaining a better
understanding of construct validity, and by extension gaining a better understanding of the
relationship between spiritual and psychological factors, and the implications for clinical
practice.

The FACIT-Sp Meaning/Peace subscale was associated with depression and several depression
items loaded onto the same factor with the FACIT-Sp Meaning/Peace subscale. However, the
majority of the depression items formed a separate factor when combined with the FACIT-Sp
and IW items. This finding reveals that there can be some measurement overlap between
depression, as an indicator of psychological well-being, and spiritual well-being, although there
is also substantial distinctness of psychological and spiritual well-being. While this conclusion
should be tentative and deserves replication given the small sample size, several implications
arise. First, it advocates for asking about spiritual well-being in addition to psychological well-
being in patients with chronic heart failure who are in the chronic care setting. While some
clinicians may already recognize the importance of doing this, our research provides evidence
that the spiritual domain is indeed separate from the psychological domain and is associated
with quality of life. Second, one cannot assume that depressed patients have low spiritual well-
being or that non-depressed patients have high spiritual well-being. Asking specifically about
spiritual well-being in addition to psychological well-being could allow clinicians in the
chronic care setting to help patients foster an important coping resource, discover a contributor
to psychological well-being, or identify an area of need separate from psychological well-being
but critically related to quality of life. For example, a patient with heart failure who describes
a sense of meaninglessness and hopelessness without loss of interest in activities or depressed
mood may be suffering from a spiritual crisis. Identifying this with the patient could assist in
more appropriately focused therapy and/or referral the most appropriate resource, such as
chaplain, pastor, community group, or counselor.

This study supports an effort to create assessment tools that would help clinicians with a
spiritual “differential diagnosis.” Combining the items from the FACIT-Sp and IW generated
several factors or domains that may help clinicians better understand the spiritual or religious
needs of patients. When patients describe distress related to their spiritual or religious beliefs
(Table 4, Factor 1), clinicians might consider referral to a spiritual authority most relevant to
the patient such as a priest, minister, rabbi, or counselor. Distress relating to the relational
aspects of spirituality might prompt facilitated involvement of the patient’s family or spiritual
community (Table 4, Factor 2). Distress relating to feelings or lack of inner peace (Table 4,
Factor 3) may be helped by providers comfortable in addressing patient needs that overlap
between the psychological and the spiritual, including the doctors or other providers caring for
the patient, a chaplain, or a mental health professional. While some clinicians may recognize
these domains and their implications from good clinical judgment, our study supports the
possibility that different dimensions of spirituality can be measured and be clinically relevant
in outpatients with chronic heart failure. Further work on developing valid and reliable
instruments that guide clinicians in this type of spiritual “differential diagnosis” would be very
helpful.

The results reveal the complexity in conceptualizing and measuring spirituality and support
the effort to create conceptual models that inform measurement of this complex construct.3,
18 Lessons can be drawn from attempts to understand and measure another complex construct:
psychological well-being. We measured depression in this study as an indicator of
psychological well-being because it is well-researched in basic science, health services, and
outcomes research.32 However, patients with heart failure and other chronic or advanced
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illnesses may develop demoralization, grief, and anxiety, among other experiences. Prior
conceptual and empirical research has distinguished some of these clinically-important states.
33–36 In our study, each spirituality instrument captured only a part of the range of patients’
spiritual issues. In order to answer the question, “What are the most important or “core”
domains of spirituality”, next steps necessarily involve studies like this one in order to develop
and test measures to identify “core” spiritual domains. This work should inform cohesive,
testable, and clinically-relevant conceptual models of spirituality.

This study has several limitations. The small sample size limited our ability to examine
instrument performance in subgroups of patients with different demographic or clinical
characteristics. The participants were from a single geographic area and thus results may not
be generalizable. Longitudinal data would have been helpful to understand how the measures
change and inter-relate over time. Given the small sample size, the principal components
analyses should be considered exploratory. Principal components analysis involves some
subjective interpretation and thus replication of these findings would strengthen their validity.
The use of this method to understand domains of spirituality or the relationship between
psychological and spiritual well-being is but one way of investigating complex issues that
require multiple methods and further in-depth study. Finally, we only examined two spirituality
measures. Although the FACIT-Sp and IW are widely used, there are numerous other measures
available that may assess different domains of spirituality not identified by the measures we
examined. The overlap found in our study between spiritual and psychological well-being
could have been related to measurement error or sample bias due to the small sample size. This
overlap could also have been caused by another unmeasured construct related to both spiritual
and psychological well-being. For example, a measure of a sense of inner calm may explain
the overlap and clarify the distinctness of feelings of peace and depression. Further research
is needed to better understand whether there is measurement overlap between spiritual and
psychological instruments and to describe the nature of the overlap.

In conclusion, in patients with chronic heart failure, the FACIT-Sp measured aspects of
spirituality related to feelings of peace and coping and was correlated with depression and
quality of life. The IW measured aspects of spirituality related to beliefs, coping, and
relationship and was generally not correlated with depression or quality of life. The results
suggested that psychological well-being and spiritual well-being, despite some overlap, remain
distinct phenomena.
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Table 1

Study Population Characteristics, n=60

Characteristic n (%)a

Female 22 (36.7)

Age, median [IQR], years 75 [70, 81]

Race, African American, n (%) 7 (11.7)

Married/significant other or partner, n=59 30 (50.9)

Highest grade completed in school, n=59

   Less than high school graduate 25 (42.4)

   High school graduate 20 (33.9)

   Additional education 14 (23.7)

Total household income, n=56

   Less than $20,000 20 (35.7)

   $20,000 – $30,000 19 (33.9)

   More than $30,000 17 (30.4)

Co-morbid medical illness

   Chronic obstructive pulmonary disease 11 (18.3)

   Cancer 8 (13.3)

   Stroke 11 (18.3)

   Prior myocardial infarction 28 (46.7)

MMSE score, median [IQR] 29 [28, 29]

Health status score (KCCQ), median [IQR] 71 [48, 90]

   Quality of life subscale score (KCCQ), median [IQR] 75 [50, 88]

Depression score (GDS-SF), median [IQR] 2 [1, 5]

   Probable depression (GDS-SF > 4) 19 (31.7)

IQR = Interquartile range; MMSE = Mini-Mental State Examination; KCCQ = Kansas City Cardiomyopathy Questionnaire; MSAS-SF = Memorial
Symptom Assessment Scale-Short Form; GDS-SF = Geriatric Depression Scale-Short Form.

a
Unless otherwise indicated.
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Table 3

Pearson Correlation (P-value) Between the GDS-SF and KCCQ-QoL and Subscales of the IW and the FACIT-
Sp Instruments

n GDS-SF KCCQ-QoL

FACIT-Sp: Meaning/Peace 60 −0.50
(<0.0001)

0.41
(0.001)

FACIT-Sp: Faith 60 −0.23
(0.07)

0.38
(0.003)

IW: Sense of Peace 59 −0.07
(0.59)

0.21
(0.10)

IW: Faith in God 59 −0.10
(0.46)

0.25
(0.05)

IW: Religious Behavior 59 −0.00
(0.98)

0.09
(0.52)

IW: Compassionate View 57 0.12
(0.36)

−0.05
(0.73)

GDS-SF = Geriatric Depression Scale-Short Form; KCCQ-QoL = Kansas City Cardiomyopathy Questionnaire quality-of-life subscale; IW = Ironson-
Woods Spirituality/Religiousness instrument; FACIT-Sp = Functional Assessment of Chronic Illness Therapy – Spiritual Well-being Scale.
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Table 4

Factor Loadings for Combined Items from the Ironson-Woods Spirituality/Religiousness Index and the
Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale

Factor 1 Factor 2 Factor 3

IRONSON-WOODS ITEMS

My beliefs give me a sense of peace 0.72 0.55 --

My beliefs help me to know everything will be fine 0.81 -- --

My beliefs give meaning to my life 0.67 0.53 --

My beliefs help me to be relaxed 0.66 0.54 --

My beliefs help me to feel protected 0.73 -- --

My beliefs help me feel I am not alone 0.83 -- --

My beliefs help me feel I have a relationship or a
    connection with a higher form of being

0.72 0.46 --

My beliefs help me be less afraid of death 0.74 0.46 --

I believe my soul will live on in some form after my
    body dies

0.80 -- --

I believe God created all things in the universe 0.90 -- --

God will not turn his back on me no matter what I
do

0.88 -- --

When I am ill, God gives me courage to cope with
    my illness

0.86 -- --

When I am ill, God will answer my prayers for a
    recovery

0.89 -- --

My beliefs are very influential in my recovery when
    I am ill

0.90 -- --

When I am ill my faith gives me optimism that I will
    recover

0.93 -- --

I attend religious services 0.61 0.51 --

I participate in religious rituals 0.48 0.70 --

I pray or meditate to get in touch with God 0.73 -- --

I discuss my beliefs with others who share my
    beliefs

0.62 0.55 --

My beliefs give me a set of rules I must obey 0.57 0.62 --

My beliefs teach me to help other people who are in
    need

0.55 0.67 --

My beliefs help me feel compassion/love/respect for
    others

0.49 0.61 --

I have a responsibility to help others 0.42 0.79 --

My beliefs increase my acceptance and tolerance of
    others

-- 0.84 --

I feel I am connected to all humanity -- 0.89 --

FACIT-SP ITEMS

I feel peaceful -- -- 0.69

I have a reason for living -- -- 0.70

My life has been productive -- -- 0.61

I have trouble feeling peace of mind -- 0.39 --
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Factor 1 Factor 2 Factor 3

I feel a sense of purpose in my life -- -- 0.78

I am able to reach down deep into myself for
comfort

-- -- 0.72

I feel a sense of harmony within myself -- -- 0.80

My life lacks meaning or purpose -- -- −0.62

I find comfort in my faith or spiritual beliefs 0.65 -- 0.41

I find strength in my faith or spiritual beliefs 0.53 0.42 --

My illness has strengthened my faith or spiritual
beliefs

0.66 -- --

I know whatever happens with my illness, things
will be okay

0.50 -- 0.63

PERCENT OF TOTAL VARIANCE 38.0% 19.0% 13.6%

COEFFICIENT ALPHA 0.98 0.89 0.86

FACIT-Sp = Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale. Primary factor loadings are highlighted in bold and any
additional loadings above 0.40 are displayed.
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Table 5

Factor Loadings for Combined Items from the Ironson-Woods Spirituality/Religiousness Index, the Functional
Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale, and the Geriatric Depression Scale

Factor 1 Factor 2 Factor 3 Factor 4

IRONSON-WOODS ITEMS

My beliefs give me a sense of peace 0.91 -- -- --

My beliefs help me to know everything will
    be fine

0.89 -- -- --

My beliefs give meaning to my life 0.87 -- -- --

My beliefs help me to be relaxed 0.86 -- -- --

My beliefs help me to feel protected 0.82 -- -- --

My beliefs help me feel I am not alone 0.86 -- -- --

My beliefs help me feel I have a relationship
    or a connection with a higher form of
    being

0.86 -- -- --

My beliefs help me be less afraid of death 0.87 -- -- --

I believe my soul will live on in some form
    after my body dies

0.82 -- -- --

I believe God created all things in the
    universe

0.77 -- -- 0.45

God will not turn his back on me no matter
    what I do

0.83 -- -- --

When I am ill, God gives me courage to cope
    with my illness

0.94 -- -- --

When I am ill, God will answer my prayers
    for a recovery

0.89 -- -- --

My beliefs are very influential in my
    recovery when I am ill

0.92 -- -- --

When I am ill my faith gives me optimism
    that I will recover

0.91 -- -- --

I attend religious services 0.78 -- -- --

I participate in religious rituals 0.76 -- -- --

I pray or meditate to get in touch with God 0.79 -- -- --

I discuss my beliefs with others who share
    my beliefs

0.83 -- -- --

My beliefs give me a set of rules I must obey 0.80 -- -- --

My beliefs teach me to help other people
    who are in need

0.81 -- -- --

My beliefs help me feel
    compassion/love/respect for others

0.74 -- -- --

I have a responsibility to help others 0.76 -- -- −0.47

My beliefs increase my acceptance and
    tolerance of others

0.73 -- -- −0.47

I feel I am connected to all humanity 0.69 -- -- −0.52

FACIT-SP ITEMS

I feel peaceful -- 0.60 -- --

I have a reason for living -- 0.69 -- --
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Factor 1 Factor 2 Factor 3 Factor 4

My life has been productive -- 0.60 -- --

I have trouble feeling peace of mind -- -- -- −0.35

I feel a sense of purpose in my life -- 0.78 -- --

I am able to reach down deep into myself for
    comfort

-- 0.58 -- --

I feel a sense of harmony within myself -- 0.72 -- --

My life lacks meaning or purpose -- −0.69 -- --

I find comfort in my faith or spiritual beliefs 0.64 0.42 -- --

I find strength in my faith or spiritual beliefs 0.73 -- -- --

My illness has strengthened my faith or
    spiritual beliefs

0.67 -- -- --

I know whatever happens with my illness,
    things will be okay

0.47 0.58 -- --

GDS-SF

Are you basically satisfied with your life? -- 0.43 -- --

Have you dropped many of your activities
    and interests?

-- −0.43 -- --

Do you feel happy most of the time? -- 0.71 -- --

Do you prefer to stay at home rather than -- -- -- 0.31

    going out and doing new things?

Do you feel that life is empty? -- -- 0.53 --

Do you often get bored? -- −0.46 0.56 --

Are you in good spirits most of the time? -- -- −0.45 --

Are you afraid that something bad is going to
    happen to you?

-- -- 0.75 --

Do you feel helpless? -- -- 0.64 --

Do you feel that you have more problems
    with memory than most?

-- -- 0.54 --

Do you think it is wonderful to be alive? -- -- -- 0.67

Do you feel pretty worthless the way you are
now?

-- -- 0.57 --

Do you feel full of energy? -- -- −0.48 --

Do you feel that your situation is hopeless? -- -- 0.63 --

Do you think that most people are better off
    than you are?

-- -- 0.44 --

PERCENT OF TOTAL VARIANCE 37.3% 11.9% 7.5% 6.3%

COEFFICIENT ALPHA 0.98 0.87 0.82 0.24

FACIT-Sp = Functional Assessment of Chronic Illness Therapy-Spiritual Well-being Scale; GDS-SF = Geriatric Depression Scale-Short Form.

Primary factor loadings are highlighted in bold and any additional loadings above 0.40 are displayed.

J Pain Symptom Manage. Author manuscript; available in PMC 2011 March 1.


