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Abstract
Purpose—This study aims to develop a theoretical framework of the relationship among religiosity,
spirituality, and depression, potentially explaining the often mixed and inconsistent associations
between religiosity and depression.

Methods—In this cross-sectional study, 367 men (average age of 66 ± 9 years) with prostate cancer
completed measures of religiosity (extrinsic/intrinsic), spirituality (FACIT Spiritual Well-Being
Scale), quality of life (FACT-G) and depression (Hospital Anxiety and Depression Scale).

Results—There was a small relationship between intrinsic religiosity and depression (r = −0.23,
p<0.05) but a strong association between spirituality and depression (r = −0.58, p<0.01). Using a
mediation model, the meaning/peace subscale of the spirituality measure mediated the relationship
between intrinsic religiosity and depression. This model controlled for age, marital status, stage of
disease, time since diagnosis, hormone therapy, quality of life, and anxiety.

Conclusions—When examining religiosity and spirituality, the main component that may help
reduce depression is a sense of meaning and peace. These results highlight the potential importance
of developing a patient’s sense of meaning through activities/interventions (not exclusive to religious
involvement) to achieve this goal.

Introduction
Depression is considered one of the most common psychiatric disorders in the world affecting
over 300 million people (1) . In general, the rate of depression for women ranges from 5% to
12% and the rate for men ranges from 2% to 3% (2) in community samples in the United States.
One out of five Americans will develop depression in their lifetime, and approximately 6% of
the US population will experience a depressive episode that will last 6 months (3). A diagnosis
of depression increases both psychological suffering and mortality rates (3,4).

The risk for developing a depressive disorder or experiencing distressing symptoms of
depression for people with cancer is even greater than for the general public (5). Reported
prevalence rates of depression among cancer patients have been estimated as high as 38% for
major depression and 58% for depression spectrum syndromes (3). Prostate cancer is the most
common site of cancer in men in the US impacting more than 230,000 men a year (6). Roth
and colleagues (1998) reported that over 30% of men with prostate cancer had levels of distress
high enough to warrant a referral for evaluation (7). The current study aims to clarify the
relationships among spirituality, religiosity and depression in this high-risk sample.
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Distinction between Religiosity and Spirituality
When discussing spirituality, it is important to make a distinction between religiosity and
spirituality. Although for many years researchers have conceptualized religiosity and
spirituality as synonymous, the social science literature has recently begun to disentangle these
two constructs. Spirituality is defined as helping one understand and find purpose and meaning
in life (8). Spirituality can be described as a broader and more universal construct than
religiosity, framing spirituality as a subjective experience that can exist both inside and outside
a religious framework (9). Hence, spirituality can exist in people who consider themselves very
religious, slightly religious, or not at all religious (10). Religiosity is a related, but distinct
construct that refers to organized behaviors intended to put spirituality into practice (11,12).
Thus, religion refers to an organized system of beliefs, practices, and ways of worship (13)
that can serve as a way to channel or direct the expression of spirituality (14). Although religion
provides a structured set of practices to help people become spiritual, religious affiliation does
not guarantee spirituality and many individuals actively participate in religious rituals and
practices without seeking or finding the deeper meaning that is a part of all organized religions
(15).

Given the prevalence and debilitating impact of depression among both the healthy and the
medically ill, the importance of identifying factors that may help attenuate depression is quite
clear. Spirituality and religiosity may be two specific resources that are associated with lower
rates of depression, and may help men with prostate cancer more effectively manage their
distress. Spirituality may be a useful coping mechanism as men with prostate cancer deal with
the existential issues that accompany this disease. In fact, spirituality has been identified as a
potential mediator of psychological distress among patients with advanced cancer and AIDS
(16,17). Since older men tend to underutilize mental health services, spirituality may further
serve as a means of informal support for them (18).

Since social scientists have only recently separated these two constructs, a vast majority of
research studying religiosity and depression has viewed spirituality and religiosity as
synonymous, and has generally operationalized these constructs as religious involvement or
conviction. The literature examining this relationship has found a weak and at times
inconsistent association between religion and depression. In a meta-analysis including 147
studies (N = 98, 975), Smith, McCullough, and Poll (2003) found a small significant correlation
(r = −.096) between religiosity and depression (19). A common explanation for these weak
and inconsistent findings is that the measurement of religion in most of the studies was
inadequate (17,20). A majority of these studies have measured religiosity simplistically, often
times using one or two items such as the frequency of religious involvement or “belief” in
religious faith (20–22).

Studies that have used multi-question measures of religiosity have found stronger relationships
in univariate analyses (23,24). In a review of the literature, McCullough and Larson (1999)
estimated a small overall association between religiosity and depression (r = −.20) in univariate
analyses when researchers used multiple question measures of religiosity (20). However, this
relationship was substantially lower among the studies that conducted multivariate analyses
(20), and in some occasions these effects drop to non-significance (25–28). In studies published
since the above meta-analysis and review, there continue to be contradictory results examining
the relationship between religiosity and depression (29–33). Additionally, the authors of these
studies point out the need for more studies investigating mediating factors between these
variables, and a better application to clinical practice. The current study aims to address both
of these issues raised in the review.
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Religiosity as a Multidimensional Construct
An important addition to this literature has been the conceptualization of religiosity as a multi-
faceted construct (e.g. (34–36). Several studies have utilized Allport’s original
conceptualization of intrinsic and extrinsic religiosity (34). According to Allport’s construct,
intrinsically religious individuals “live” their religion and use it to develop a meaning-endowed
framework to help understand life. In contrast, extrinsically religious individuals “use” religion
as a means of comfort and social convention in a self-serving way (15). In general, these studies
found a negative correlation between intrinsic religiosity and depression, with a corresponding
inconclusive or positive relationship between extrinsic religiosity and depression (37–40).
McCullough and Larson (1999) estimated the overall univariate relationship between intrinsic
religiosity and depression to be r = −0.20, the same value reported using multi-question
measures of religiosity and depression (20). However, few of these studies have used
multivariate analysis to control for relevant demographic and psychosocial variables that may
influence the relationship between intrinsic religiosity and depression.

Relationship between Spirituality and Depression
Recently, some authors have explored the association between spirituality (as a distinct
construct from religiosity) and depression (16,17,41,42). The initial results of these studies are
promising, indicating that higher levels of spirituality are correlated with lower levels of
depression. For example, in a sample of 162 terminally ill cancer and AIDS patients, Nelson
et al. (2002) found a negative relationship (r = −0.40) between FACIT spiritual well-being
scores (11) and scores on the Hamilton Depression Rating Scale (HDRS; (43) (17). This
relationship remained significant (beta = −0.30) in a multivariate model after controlling for
religiosity, number of physical symptoms, social support, and physical functioning. In a
subsequent analysis, after replacing total FACIT scores with the two subscales of the FACIT
(i.e., meaning/peace and faith) in the multivariate model, it was apparent that the meaning/
peace subscale (beta = −0.34), as opposed to the faith subscale (non-significant), accounted
for the association between spirituality and depression. In a sample of terminally ill cancer
patients, McClain, Rosenfeld, and Breitbart (2003) also found a relationship between FACIT
scores and scores on the HDRS (r = −0.51) (16). In this study, both the meaning/peace subscale
(r = −0.52) and the faith subscale (r = −0.39) produced a negative correlation with depression.
However, these relationships were not tested in a multivariate model as in the current study.

Spirituality as a Potential Mediator between Religiosity and Depression
The concept of spirituality may provide an important link when attempting to explain the
inconsistent findings between religion and depression. Although the relationship between
religiosity and depression has been extensively researched, the mechanisms through which
these two constructs are related still require further exploration. As stated above, religion refers
to an organized system of beliefs and ways of worship (13) that can serve as a method to channel
or direct the expression of spirituality (14), however, religious activities do not ensure
spirituality, as many individuals participate without seeking or finding the deeper spiritual
meaning (15). A crucial factor in determining the emotional outcome of stressful life events is
how individuals interpret those events (44). The power of spirituality is that it can provide a
framework through which someone may interpret events to help gain an understanding of him
or herself and cope with unpleasant or unavoidable circumstances without becoming depressed
(45,46).

Spirituality may be of particular importance for those diagnosed with cancer, as this diagnosis
often forces patients to think about their mortality, while the unpredictable nature of the disease
may limit the usefulness of previously used coping strategies (47). One novel hypothesis,
supported by the research on spirituality cited above, is that spirituality may be the important
link between religiosity and depression, and may mediate this relationship. If this is the case,
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the relationship between religiosity and depression will depend on how effective religiosity is
at promoting the specific aspects of spirituality that are most strongly related to depression.
This mediation model may account for the weak and inconsistent associations between
religiosity and depression. Despite this possible explanation, few studies have examined the
pathways among religiosity, spirituality, and depression.

Current Study and Hypotheses
The current study makes a distinction between religiosity and spirituality. Religiosity is defined
with Allport’s concepts of intrinsic and extrinsic religiosity while spirituality is conceptualized
to have two main aspects: meaning/peace and faith. Our hypotheses are: 1) intrinsic religiosity
will have a significant positive association with spirituality, 2) both intrinsic religiosity and
spirituality (specifically meaning/peace) will have a significant inverse relationship with
depression, and 3) meaning/peace will mediate the relationship between religiosity and
depression.

Method
Participants

The current cross-sectional study was part of a larger investigation examining anxiety in men
with prostate cancer. Participants were recruited from the Urologic and Genito-Urologic
Medical Oncology clinics at Memorial Sloan-Kettering Cancer Center in New York City
during routine oncology appointments. To be eligible, participants were required to speak
English, be at least 18 years old, and have a diagnosis of prostate cancer. Men who met these
requirements were informed of the risks and benefits of study participation, and provided
written informed consent if eligible and willing to participate. The Institutional Review Board
(IRB) of Memorial Sloan-Kettering Cancer Center approved this study.

Procedure
Patients who provided informed consent were administered a series of self-report
questionnaires while waiting for their appointment. General sociodemographic information
(e.g., age, marital status, and ethnicity) and disease specific information (e.g., type of treatment,
time since diagnosis) were collected.

Religiosity and Spirituality Measures
Religiosity was measured with the Age Universal I-E Scale–12 (I-E; (48), a 12-item self-report
religious orientation scale which distinguishes between intrinsic and extrinsic religiosity The
scale uses age universal language and a three-point scale (yes, not certain, and no). The intrinsic
scale contains 6 items. Examples include, “I enjoy reading about my religion” and “My whole
approach to life is based on my religion.” The extrinsic scale also contains 6 items. Examples
include, “What religion offers me most is comfort in times of trouble and sorrow” and “I go
to church because it helps me make friends.” Both the intrinsic and extrinsic religiosity scales
have shown good internal consistency in previous research with Cronbach alpha coefficients
ranging from .66 to .82 (49). In this sample, the Cronbach alpha coefficient for the intrinsic
religiosity scale was .86 and for the extrinsic religiosity scale it was .73.

Spirituality was assessed with the Functional Assessment of Chronic Illness Therapy (FACIT)-
Spiritual Well-Being Scale (SWB); (11), which includes two subscales: meaning/peace and
faith. This scale was developed with the input of cancer patients, psychotherapists, and
religious/spiritual advisors and designed to measure aspects of spirituality such as a sense of
meaning in one’s life, harmony, peacefulness, and a sense of strength of one’s faith (11). The
FACIT is a 12-item self-report scale that uses a five-point Likert response format (0–4). This
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scale has strong internal consistency, with a Cronbach alpha of .87 (11). The first factor is
“meaning/peace” which corresponds to a sense of meaning, peace, and purpose in life. This
factor contains eight questions. Examples include “My life has been productive” and “My life
lacks meaning and purpose.” The internal consistency (Cronbach alpha) of this subscale was .
84 in initial validation research (11). In the current study, the Cronbach alpha coefficient was .
84. The second factor termed “faith” measures the comfort or strength derived from one’s faith.
This factor contains four questions. Examples include “I find comfort in my faith or spiritual
beliefs” and “My illness has strengthened my faith or spiritual beliefs.” The internal consistency
of this subscale was .88 (11). In the current study, the Cronbach alpha coefficient was .87.

Psychosocial Measures
Depression and anxiety were measured by the Hospital Anxiety and Depression Scale (HADS)
(50). This is a 14-item self-report questionnaire, which has been well tested in cancer
populations. Responses are scored on a 4-point scale, and it is considered particularly useful
for patients with chronic diseases because of the absence of somatic items that often confound
the determination of psychiatric problems among the medically ill. As its name implies, the
HADS has a depression and anxiety subscale, each consisting of 7-items. The HADS has
demonstrated strong test-retest reliability in both elderly patients and patients with AIDS
(51,52).

Quality-of-life, which was used as a covariate in this study, was measured with the Functional
Assessment of Cancer Therapy (FACT-G) (53,54). The FACT-G is a quality of life
questionnaire which includes a 27-item ‘core’ quality of life measure grouped into four
subscales: physical well-being, social/family well-being, emotional well-being, and functional
well-being. The FACT-G items are rated on a 5-item Likert scale, from 0, ‘not at all’ to 4, ‘very
much’. The patients also completed the prostate specific subscale of the FACT, the FACT-P,
which contains 12 questions rated on the same 5 point Likert scale, which address specific
prostate cancer symptoms and side effects of treatment. The internal consistency of the
subscales of the FACT-G ranges from acceptable to excellent, from .65–.82. The total FACT-
G demonstrates excellent internal consistency with an alpha coefficient of .89. The test-retest
reliability of the FACT-G is also excellent within a 7 day period, with correlations ranging
from .82–.92 (53). The internal consistency of the FACT-P subscale is adequate, with a alpha
coefficient of .69 (54).

Results
Participant Characteristics

Three hundred and sixty seven patients were recruited into the study. Of this total, 164 (45%)
had early stage disease while 203 (55%) were classified with advanced disease. The average
age of the sample was 66 years old (S.D.= 9.25; range, 41–91). A vast majority of the sample
was Caucasian (n=326; 89%), whereas 24 (6%) were African-American and 17 (5%) were
listed as “other.” Three hundred and five (84%) of the men were married and 270 (74%) had
earned a college or advanced degree. Additional sociodemographic and medical characteristics
for this sample are presented in Table 1.

Depression
The mean of the HADS depression subscale was 3.15 with a standard deviation of 3.00 and a
range of 17. Using a cut-off of 7 or greater to indicate clinically meaningful depressive
symptoms, 51 subjects (14%) scored above this cut-off score. Cutoff scores of both 7 and 8
have been reported in the literature. We selected 7 as a cutoff score for the HADS depression
scale because lower cutoff scores for the HADS subscale have been reported to have greater
sensitivity and specificity in prostate and breast cancer patients (55).
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Religiosity and Spirituality
Table 2 lists the Pearson product-moment correlation coefficients between the intrinsic and
extrinsic religiosity scores and the meaning/peace and faith subscales of the FACIT. There was
a small (using guidelines as proposed by Cohen, 1988) (56) positive correlation between
intrinsic religiosity and the meaning/peace subscale (r = 0.26, p < .01), and there was a large
positive correlation between intrinsic religiosity and the faith subscale (r = 0.72, p < .01). When
examining extrinsic religiosity, there was no significant correlation between extrinsic
religiosity and the meaning/peace subscale. There was a large positive correlation between
extrinsic religiosity and the faith subscale (r = 0.51, p < .01).

Religiosity, Spirituality, and Depression
Table 2 also displays the Pearson product moment correlations among the intrinsic and extrinsic
religiosity scales, the meaning/peace and faith subscales of the FACIT, and the depression
subscale of the HADS. When examining religiosity, there was a small association between
intrinsic religiosity and depression scores (r = −0.23 p < .01), while there was no association
between extrinsic religiosity and depression scores. Of the subscales of the spiritual well-being
scale, the meaning/peace subscale produced a large association with depression scores (r =
−0.64 p < .01); the faith subscale demonstrated a medium correlation with depression (r = −0.35
p < .01).

Multi-variate analyses assessing the independent relationship among spirituality, intrinsic
religiosity and depression

Multiple regression analysis was used to determine if the relationships among intrinsic
religiosity, spiritual well-being (meaning/peace and faith), and depression remained after
controlling for potential confounding variables that have demonstrated an association with
depression. These confounding variables were selected through a review of the literature on
depression in cancer patients and where possible, specifically in prostate cancer patients. Those
variables identified in the literature to have a possible association with depression were selected
to enter into the multiple regression equation (3,5,7,57–61). The demographic variables
selected were age and marital status (married/partnered vs. no partner); the disease specific
variables were disease stage (early vs. late), time since diagnosis, and hormone therapy
(hormones vs. no hormone); and the psychosocial variables were quality of life (FACT-G and
FACT-P scores) and anxiety (HADS Anxiety scores).

For the religiosity analysis, the intrinsic religiosity subscale was used because previous
literature has shown consistent relationships between intrinsic religiosity and depression, and
those results were confirmed in the above analysis. We excluded extrinsic religiosity from this
analysis, as previous research as shown primarily a non-significant association between
extrinsic religiosity and depression, and this was also confirmed by the above results. Intrinsic
religiosity was entered into the model with the co-variates (listed above), and produced a
significant model (F=50.31, p<.01), which explained 60% of the variance in depression scores.
Intrinsic religiosity was a significant predictor in the model (beta = −.08, p = .03, see Table 3).

This analysis was repeated with the Meaning/peace and faith subscales of the FACIT replacing
intrinsic religiosity in the model. We chose to include both of these subscales as both have
significantly associated with depression scores in the literature and in the results above. This
model also was significant (F= 54.06, p<.01) and explained 64% of the variance in depression
scores. Interestingly, the meaning/peace subscale was a significant predictor (beta = −0.29, p
=.0001) whereas the faith subscale was not significant (see Table 3).
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The Mediating Effect of Meaning/peace
Lastly, we included intrinsic religiosity with the two FACIT subscales (meaning/peace and
faith), and the co-variates together in an analysis predicting HADS depression scores. Since
any type of statistical method used to reduce the number variables in a regression equation
(e.g., univariate prescreening, stepwise regression procedures) leads to model overfitting
(62), those variables selected to be used in the previous models will be retained regardless of
significance in those models. This model was significant, F (11, 303) = 48.84, p = .0001, and
explained 64% of the variance in HADS depression scores (see Table 3). While the meaning/
peace subscale was a significant predictor (beta = −0.29, p = .0001), the intrinsic religiosity
subscale and the faith subscale were not significant in this model. In these analyses, the
meaning/peace subscale satisfies the criteria of a mediating variable outlined by Baron and
Kenny (1986) (63). Specifically, intrinsic religiosity was associated with depression scores,
meaning/peace was associated with depression scores, and intrinsic religiosity was associated
with meaning/peace. When meaning/peace was entered into the equation with intrinsic
religiosity predicting depression scores, meaning/peace was a significant variable in the
equation while intrinsic religiosity was not significant (See Figure 1). In addition, we tested
the significance of the mediating model with the Sobel test, which indicated that the meaning/
peace subscale was a significant mediating variable (Sobel test = 3.73, p = .0002).

Discussion
The current study further clarifies the relationship between religiosity and spirituality,
demonstrating the similarities and differences between the underlying components of these
constructs. As expected, the results demonstrated strong associations between religiosity and
spirituality among our sample of men with prostate cancer. When analyzing the components
of these measures, religiosity demonstrated a stronger association with the faith aspect of
spirituality as compared to the meaning and peace component. In addition, the study explored
the relative importance of each construct in predicting depression in this population.

Our results supported past research suggesting that religiosity and spirituality are negatively
related to depression. However, in both univariate and multivariate analyses, spirituality
emerged as the construct that was most strongly negatively associated with depression. More
specifically, it appears that meaning/peace mediates the relationship between religion and
depression. It is important to note that this is cross-sectional research, and we are proposing
one explanation for these findings. However, it is also possible that the “arrows go the other
way” and that those who are less depressed have a better capacity to establish meaning and
peace in their lives. Future longitudinal data should address this question.

With this caveat, the possible explanation that meaning/peace may mediate the relationship
between intrinsic religiosity and depression is intriguing. There is a consistent body of literature
supporting the relationship between intrinsic religiosity and depression; however few studies
have used a multivariate analysis to estimate the impact of other psychosocial variables (20).
We found that the meaning/peace subscale mediates this relationship between intrinsic
religiosity and depression. This is not necessarily surprising given previous studies that have
shown that it is the meaning/peace component of spirituality, as compared to a measure of
religiosity or the faith component of spirituality, which has the strongest buffering effects
against depression and psychological distress (16,17). This finding supports a theoretical model
that suggests that meaning, whether achieved through a religious framework or other means,
is most helpful when coping with depression.

The findings of this study may shed light on the relative inconsistent findings in the rather large
body of literature regarding the relationship between religion and depression. It may be only
for those who find meaning from their religious beliefs and activities that religiosity buffers
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depression. Although our research did not directly test the notion of positive vs. negative
religious coping (64), it is possible that those who find meaning in their religion are those
individuals who use religion as a positive coping resource. If this is true, these findings support
the work of Pargament and others who have studied different aspect of religious coping.
Inconsistencies in the religion and depression literature also exist due to the poor measurement
of religion and spirituality. The fact that the components of religiosity and spirituality were
differentially correlated with one another and with depression levels stresses the importance
of conceptualizing religiosity and spirituality as unique, separate constructs in research and
clinical applications.

These findings have important implications for clinicians who work with medically ill patients.
It appears that helping patients establish meaning/peace in their lives may be a beneficial
component in treating depression. The results of this study indicate that meaning may mediate
the positive effects that religion may play in combating depression, and that those who are
religious or non-religious may benefit from establishing meaning in their lives. Those patients
open to religious interventions may benefit from referral to an appropriate religious support.
However, those patients who do not identify with religious perspectives can also benefit from
an intervention designed to bolster or support meaning in their lives. In contrast to a religious
referral, helping patients explore the meaning in their lives can fall under the purview of
psychosocial care workers. Some authors have suggested the potential of “benefit finding” as
a way to help patients find some positive aspects or potential purpose in their diagnosis of
cancer. There has been an increase in the recent literature on “benefit finding,” at times
combined with cognitive behavioral stress management interventions, in several different
medical populations including breast and prostate cancer and in multiple sclerosis. Although
the results appear to be mixed (e.g. (65–68), these studies may provide further evidence for the
findings of the current study postulating how meaning/purpose can serve as a protective
mechanism.

The finding that meaning is beneficial to mental health raises a number of important questions
regarding the sources of meaning in people’s lives. This study did not investigate how or from
where these individual developed this meaning; this topic is an important area for future
research. In addition to “benefit finding” discussed above, several research groups are currently
examining exciting interventions designed to directly help individuals bolster the meaning in
their lives (69,70). For example, Breitbart and colleagues (71) are currently conducting
feasibility and efficacy research on an intervention, based on Victor Frankl’s logotherapy,
designed to assist patients in continuing to find meaning in their lives in the face of cancer.
Chochinov and colleagues developed dignity therapy, which was designed to assist terminally
ill patients proceed through the dying process with a continued sense of dignity through
specifically addressing their existential concerns and bolstering a sense of purpose (72). Initial
outcome data on the effectiveness of dignity therapy showed a decrease in depression scores
and an increased will to live among those who received the treatment (72). Finally, Kissane
and colleagues are currently developing an intervention designed to treat “demoralization
syndrome” among cancer patients (73).

This study is not without limitations. First, the demographic characteristics of the study sample
must be taken into account before the results can be generalized. The sample consisted of all
men, between the ages of 45 and 95, most of whom were Caucasian and well-educated. Past
research shows that minority populations tend to report higher levels of spirituality and
religiosity than Caucasians (74). Additionally, findings should be interpreted with caution
because this sample was made up entirely of prostate cancer patients. In other samples, findings
may differ as women respond differently and samples free of disease many also produce varied
results. Furthermore, the men in this sample reported overall high levels of meaning and peace.
It is possible that different samples may have more evenly distributed levels of meaning/peace,
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which may affect the relationships among religiosity, meaning, and depression. It is important
to address the limitations of our sample by conducting similar research studies with more
diverse populations. As stated above, another limitation of this study is that it was a cross-
sectional design. Therefore, causal relationships among spirituality, religiosity, and depression
cannot be considered, and thus there may be additional predictor or mediating variables that
have yet to be identified. Finally, the argument has been raised that spiritual well-being may
simply be the opposite of depression. However, past research indicates that the Interclass
Correlation Coefficient (ICC) between measures of depression with depression, and spirituality
with spirituality are higher than the ICC between spirituality and depression (17). In another
related research study (16), spirituality and depression each contributed unique variance toward
a third variable, indicating that the two are separate, orthogonal constructs.

In conclusion, this study found that among men with prostate cancer, spirituality, specifically
meaning/peace, was the salient variable that accounts for the relationship between religiosity
and depression. These results highlight the complex relationship between religiosity and
depression which when empirically tested often produces weak or inconsistent results.
Furthermore, the study demonstrated that meaning/peace need not be associated with
religiosity to be predictive of depression. Therefore, interventions designed to bolster meaning/
peace in patients lives may be developed and delivered by not only pastoral care workers, but
also psychosocial professionals.
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Figure 1.
Diagram of the Mediation Model
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Table 1

Demographic Variables

Demographics Variables: N %

Age

 40–55 45 12.3

 56–65 129 35.1

 66–75 141 38.4

 76 and over 52 14.2

Ethnicity

 White, non-Hispanic 326 88.8

 African-American 24 6.0

 Other 17 5.2

Marital Status

 Married 305 83.8

 Other 60 16.2

Disease Stage

 Early (Local) 164 44.8

 Adv. (Metastatic) 203 55.2

Baseline PSA

 Under .05 114 33.4

 .05–5.00 103 30.0

 5.01–10.00 25 7.2

 Over 10.00 101 29.4

Treatment History

 Prostatectomy 196 53.4

 Radiation Therapy 137 37.3

 Seed Implants 22 6.0

 Orchiectomy 7 1.9

 Hormone Therapy 174 47.4

 Chemotherapy 67 18.3

 Observation Only 37 10.1

 Other Treatment 30 8.2
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Table 3

Multiple regression models predicting HADS depression scores including intrinsic religiosity, total SWB scores
and subscale scores, and the final mediational model.

Source Beta t p

Model 1- Intrinsic religiosity

Age .10 2.36 .02

Marital Status .01 .16 .87

Stage of Disease .00 −.01 .99

Time since dx .10 2.23 .03

Hormone Therapy −.09 −.1.98 .05

FACT-G −.60 −11.40 .0001

FACT-Prostate −.06 −1.30 .19

HADS Anxiety .22 5.20 .0001

Intrinsic religiosity −.08 −2.18 .03

Model 2- SWB subscales

Age .10 2.50 .01

Marital Status .00 −.07 .94

Stage of Disease .00 .03 .98

Time since dx .09 2.18 .03

Hormone Therapy −.05 −1.25 .21

FACT-G −.46 −8.29 .0001

FACT-P −.06 −1.47 .14

HADS Anxiety .13 3.18 .01

SWB: Meaning/peace −.29 −5.80 .0001

SWB: Faith .00 .04 .97

Model 3- Mediational Model

Age .10 2.47 .01

Marital Status .0 −.12 .91

Stage of Disease −.01 −.18 .86

Time since dx .09 2.23 .03

Hormone Therapy −.05 −1.16 .25

FACT-G −.46 −8.25 .0001

FACT-P −.07 −1.52 .13

HADS Anxiety .14 3.39 .002

SWB: Meaning/peace −.30 −5.90 .0001

SWB: Faith .07 1.13 .26

Intrinsic religiosity −.08 −1.48 .14

Note:

M1 R2=.60, F (9, 305) = 50.31, p = .0001

M2 R2=.64, F (10, 309) = 54.06, p = .0001

M3 R2=.64, F (11, 303) = 48.84, p = .0001
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