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Abstract

The present study tested a mediational model of the role of religious involvement, spirituality, and
physical/emotional functioning in a sample of African American men and women with cancer.
Several mediators were proposed based on theory and previous research, including sense of
meaning, positive and negative affect, and positive and negative religious coping. One hundred
patients were recruited through oncologist offices, key community leaders and community
organizations, and interviewed by telephone. Participants completed an established measure of
religious involvement, the Functional Assessment of Chronic IlIness Therapy-Spiritual Well-
Being Scale (FACIT-SP-12 version 4), the Positive and Negative Affect Schedule (PANAS), the
Meaning in Life Scale, the Brief RCOPE, and the SF-12, which assesses physical and emotional
functioning. Positive affect completely mediated the relationship between religious behaviors and
emotional functioning. Though several other constructs showed relationships with study variables,
evidence of mediation was not supported. Mediational models were not significant for the physical
functioning outcome, nor were there significant main effects of religious involvement or
spirituality for this outcome. Implications for cancer survivorship interventions are discussed.
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Introduction

African Americans have higher mortality than other US racial/ethnic groups for all cancer
sites combined, and for many specific cancer sites (American Cancer Society 2009). A
number of sociodemographic characteristics are associated with cancer disparities, including
income, race/ethnicity, age, sex, and other factors. Some cultural factors may serve to
impede cancer outcomes while others may play a protective role. Part of successful coping
and survivorship involves impact of the disease on physical and emotional functioning
outcomes. Religious involvement and spirituality are an integral part of culture for many
African Americans (Lincoln and Mamiya 1990), and are cultural factors that play a
significant role in coping with serious illness including cancer. People are living longer after
completing cancer treatment, with roughly 66% of those diagnosed expected to live at least
5 years post-diagnosis (Altekruse et al. 2009), which makes the study of factors related to
successful coping and survivorship a timely issue.

Religious involvement, spirituality, and cancer coping

This paper will use the term religious involvement to refer to organized worship including
service attendance, prayer, theological beliefs, and belief in a higher power (Thoresen 1998).
Spirituality, a related term, refers to a search for meaning and purpose in life and
relationship with a higher power (Jenkins and Pargament 1995; Thoresen 1998) which can
but does not necessarily involve religion.

Research suggests that Americans diagnosed with cancer often use religion to cope with the
disease (Bowie et al. 2001; Gall 2000; Jenkins and Pargament 1995). In a study examining
religious differences between African American and White breast cancer survivors, African
American women reported relying on their religiosity as a coping mechanism more than did
White women (Bourjolly 1998), and often used prayer to cope with breast cancer
(Henderson and Fogel 2003). African American women with breast cancer report higher
public and private religiousness than White women, even after controlling for income
(Bowie et al. 2003). Among individuals with terminal cancer, those who reported more
advanced stages of faith had higher quality of life than those at more simple stages of faith
(Swensen et al. 1993).

The majority of a random sample of nurses report referring cancer patients to clergy and
chaplains (Taylor and Amenta 1994). Those with cancer often increase frequency of prayer,
church attendance, and their faith (Moschella et al. 1997). Some women in a multi-racial
sample with breast cancer reported that their faith had grown while others indicated that they
had questioned their faith (Levine et al. 2007). Among cancer patients, prayer is used and
found to be helpful, even though it can be sometimes accompanied by religious conflicts
such as unanswered prayers (Taylor et al. 1999). In a qualitative study of men with prostate
cancer, themes included use of prayer to cope (Walton and Sullivan 2004). In a Southeastern
sample, most expressed the belief that God works through doctors and felt that they would
place spiritual concerns above speaking with a physician if they were seriously ill
(Mansfield et al. 2002).

Studies suggest that religious involvement plays a role in quality of life among individuals

with cancer (Mytko and Knight 1999; Laubmeier et al. 2004). Religious involvement may
facilitate development of meaning of the illness, which helps one to cope (Moadel et al.
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1999; Kappeli 2000; Laubmeier et al. 2004). A meaning-making process may serve as an
interpretive framework for patient suffering (Kappeli 2000). A review on religious
involvement and illness coping suggests that religion helps to ease stress (Siegel et al. 2001).

In studies of individuals diagnosed with cancer, spirituality has been found to be positively
associated with quality of life and health outcomes (Mytko and Knight 1999; Laubmeier et
al. 2004). Others have reported that spirituality can become more salient to those with
cancer (Wagner 1999). Cancer patients have reported spiritual needs such as having access
to spiritual resources (Moadel et al. 1999).

Several previous studies have been conducted examining the role of spirituality among
African Americans with cancer. Spirituality was found to increase hope and psychological
well-being among African American women with breast cancer (Gibson and Parker 2003).
Another study reported that during the diagnosis phase, spirituality helped with acceptance,
treatment decision-making, and the meaning-making process (Simon et al. 2007). African
American men have used spirituality to cope with prostate cancer (Bowie et al. 2003).

It has been proposed that spirituality be included in quality of life models in oncology
research (Brady et al. 1999). Mytko and Knight (1999) concluded that religion and
spirituality play a role in quality of life among those with cancer, and that these factors need
to be included in quality of life studies to understand the role of body, mind, and spirit in the
cancer experience.

The present study

Generally positive associations have been identified in previous literature between religious
involvement, spirituality, and outcomes (e.g., functioning, quality of life) among those with
cancer, particularly among African Americans. Religious involvement and spirituality are
historically central to many in the African American community and are an integral part of
African American culture (Lincoln and Mamiya 1990). If the field is to gain an
understanding about the specific role of religious involvement and spirituality in cancer
outcomes and to test theory in the area, researchers will need to be able to determine the
mechanisms of these relationships, or explain not only /freligious involvement and
spirituality play a role in functioning in those with cancer, but Aow this role is explained.
Faith-based cancer support efforts could be better informed and more effective by knowing
what it is about religion/spirituality that helps or hinders functioning in those with the
disease.

The present study reports on the testing of a theoretical model of religious involvement,
spirituality and physical and emotional functioning in an African American patient sample
(see Fig. 1). The model was informed by three sources. First, it was based on a qualitative
foundation where African Americans with cancer completed semi-structured interviews to
discuss the role of religion/spirituality in their cancer experience (Holt et al. 2009a; Schulz
et al. 2008). This resulted in several important themes used to guide the current theoretical
model. Each of the mediators being examined was a major theme extracted from the
qualitative data analysis using inductive methods. Second, the model was informed by the
aforementioned literature on the role of religious involvement and spirituality in coping with
cancer. This literature suggested particularly that sense of meaning and religious coping may
play an important role in religion/spirituality and coping with cancer. Third, the model was
informed by previous theory and literature on the role of religious involvement and
spirituality in health outcomes in general. This is particularly true for the roles of affect
(Mullen 1990; Strawbridge et al. 2001; Levin and Vanderpool 1989; Oman and Thoresen
2002) and sense of meaning (Musick et al. 2000; George et al. 2000). Based on these three
sources, the present mediational analysis focused on the role of positive and negative affect,
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sense of meaning, and religious coping (see Fig. 1). The aim was to examine whether each
of these played a mediational role in the association between religious involvement,
spirituality, and both physical and emotional functioning in a sample of African Americans
with cancer. It was expected that each of these factors may either partially or fully mediate
the relationship between religious involvement and/or spirituality, and physical and
emotional functioning.

Participant recruitment and eligibility

Study methods and materials are also described elsewhere (Holt et al. 2009b). The
Recruitment and Retention Shared Facility at the University of Alabama at Birmingham
conducted recruitment and data collection activities. The University of Alabama at
Birmingham Recruitment and Retention Shared Facility provides recruitment and data
collection services for medical research studies, with strengths in minority recruitment and
retention. The research protocol was approved by the University of Alabama at Birmingham
Institutional Review Board and followed a HIPAA compliant protocol. Participant eligibility
was determined through use of a telephone screener to ensure that individuals were African
American adults who had been diagnosed with cancer at least 6 months ago but not more
than 5 years ago. Patients were not interviewed until after 6 months post-diagnosis, out of
respect for the patient's initial adjustment period and to allow for the treatment period.
Participants were not eligible after 5 years post-diagnosis because the five-year mark is
generally considered to reflect remission, and coping may take on a different meaning after
this time. Patients with any type of cancer were eligible. The exception was for
nonmelanoma skin cancer, which is generally less severe and not considered to be life-
threatening.

The recruitment protocol included local African American radio stations and newspapers. In
addition, a number of oncologist offices, key community leaders, and other community
organizations provided potential recruitment leads. No eligible individual refused
participation. Nine individuals were ineligible. Of these, eight were diagnosed outside of the
eligibility time frame and one was determined not to have had cancer. Another was eligible
but was deemed incapable to participate in the interview due to poor health status.

Data collection

A highly experienced African American female interviewer was trained in the telephone
interview protocol for this study. Individuals who came into contact with recruitment
materials (e.g., fliers, advertisements, personal appeals) and were interested in participating
called the interviewer who screened them for eligibility criteria. Those who were interested
and eligible completed the interview at this initial contact or scheduled an appointment with
the interviewer.

The interview began with a verbal informed consent script where participants were given
ample opportunity to ask questions about the project. The structured interview itself began
with questions about the role of support from others in the cancer experience (e.g., family,
friends), moved into questions about religion/spirituality, and ended with a demographics
module. Participants received a $25 gift card through the mail. Sample demographic
characteristics appear in Table 1.
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Religious involvement & spirituality

Religious involvement: Religious involvement was measured using an established scale
that has been utilized and validated with African Americans (Lukwago et al. 2001; Holt et
al. 2003). In this instrument, religiosity is treated as a two-dimensional construct. Five items
assess the behavioral dimension, which involves things such as church service attendance
and involvement in other church activities (a =.79; .74 present sample). Four items assess
the belief dimension, which involves things such as feeling the presence of God in one's life
and perceiving a personal relationship with God (a = .85; .86 present sample). This two-
dimensional model has been used successfully among African Americans and has
demonstrated adequate test—retest reliability (r=.89) (Lukwago et al. 2001). Possible scores
range from 5 to 21 for the behavioral subscale and 4-20 for the belief subscale, with higher
scores indicating higher religious involvement.

Spirituality: Spirituality was assessed using the Functional Assessment of Chronic IlIness
Therapy-Spiritual Well-Being scale (FACIT-SP-12 version 4) (Peterman et al. 2002). This
instrument is comprised of 12 items assessed using a 5-point Likert-type scale (not at all...
very much) and is widely used in medically ill populations. The reliability and validity of
the instrument has been demonstrated previously (Peterman et al. 2002; Cella et al. 1993).
The instrument has been illustrated to have strong internal reliability (a = .81-.88) and was
positively associated with quality of life. It has also been shown to have convergent validity
with measures of religion and spirituality in cancer patient samples. Internal reliability in the
present sample was high (a =.87). The FACIT-SP contains two subscales (meaning and
peace “I feel peaceful”; and faith “I find strength in my faith or spiritual beliefs”) as well as
a total score; the total score was used in the present analysis. Possible scores range from 0 to
48, with higher scores representing higher spiritual well-being.

Proposed mediators

Positive and negative affect: The Positive and Negative Affect Schedule (PANAS) was
utilized to assess affect (Watson et al. 1988). The instrument is comprised of 20 adjectives
representing positive (e.g., “interested”; “strong™) and negative (e.g., “upset”; “guilty™)
affect (10 each), to which the respondent indicates the extent to which they have felt that
way during the past week (1 = a little...5 = extremely). Scores are summed for a total
possible of 10-50 for each subscale, with higher scores indicating higher experience of the
affective state. Internal reliability was reported as high in previous samples (a = .80 and
above) and there is a negative correlation between the two subscales (Watson et al. 1988).
Internal reliability was also high in the present sample (a = .88 for positive affect; a = .79
for negative affect). Eight week test-retest reliability has ranged from .45 to .71 in a sample
of cancer patients (Manne and Schnoll 2001). Test-retest reliability for one year was .60 and
for a few weeks was .48 (Watson et al. 1988). The scale also showed factorial, convergent,
and discriminant validity.

Sense of meaning: Sense of meaning was assessed using a 14-item Meaning in Life
instrument developed by Krause (2004). Four dimensions are proposed to be represented in
the instrument (values: “I have a system of values and beliefs that guide my daily activities”;
purpose: “In terms of my life, | see a reason for my being here”; goals: “In my life, | have
clear goals and aims”; and reflection on the past: “I feel good when | think about what |
have done in the past”). However, it was recommended that the instrument be treated as a
single composite score (Krause 2004), the approach used in the present analysis. Iltems were
assessed in 4-point Likert-type format (1 = disagree strongly...4 = agree strongly), ranging
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from 14 to 56, with higher scores reflecting greater sense of meaning. Internal reliability for
the total score was high (a = .87) in the present sample.

Religious coping: Religious coping was assessed with the widely used Brief RCOPE
(Pargament et al. 1998). This 14-item instrument assesses positive (e.g., “Looked for a
stronger connection with God”) and negative (e.g., “Wondered whether God had abandoned
me”) religious coping strategies. Scores range from 7 to 28 for each subscale, with higher
scores representing more use of the coping mechanism. The instrument has demonstrated
adequate internal consistency (a =.87-.90, a =.78-.81, respectively, and was also high in
the present sample (a = .88, .81, respectively). Factorial validity was demonstrated,
supporting the two-factor solution. Items are assessed in 4-point Likert-type format (1 = not
atall...4 = a great deal).

Physical and emotional functioning

Analysis

Functioning was assessed using the Medical Outcomes Study (MOS) SF-12 (Stewart et al.
1988). This widely used 12-item short form has been shown to have reliability and validity
comparable to the longer versions (Stewart et al. 1988). The first 8 items assess physical
health status and functioning (e.g., “ability to do moderate activities”; “limitations in work
or activities”) and the last 4 assess emaotional functioning (e.g., “accomplished less than
desired as result of emotional problems”; “did work or activities less carefully than usual
due to emotional problems”). Internal reliability was adequate in the present sample (a = .80
each for physical and emotional functioning). Participants rate the items using a 5-point
Likert-type scale (1 = none of the time; 5 = all of the time). Several items are reversed
scored. Scoring follows a series of formulas using a norm-based method and calibration in
which scores range from 0 to 100 with a mean of 50 and standard deviation of 10. Higher
scores represent better functioning.

Correlations were assessed to determine the bivariate relationships between all variables (see
Table 2). Mediational models were tested using the method outlined by Baron and Kenny
(1986; Kenny 2009). This method uses four steps in which regressions are used to assess
whether either full or partial mediation occurs. In step 1, the dependent variable is
“regressed onto” (entered into the regression model as the dependent variable) the
independent variable. In step 2, the mediator is regressed onto the independent variable. In
steps 3 and 4, the dependent variable is regressed onto both the independent variable and the
mediator. The paths in steps 1 and 2 should be significant. Step 3 should demonstrate that
the mediator is associated with the dependent variable. Finally, step 4 assesses the difference
in the parameter estimate (independent-dependent variable relationship) as compared to step
1. The bootstrapping test of the mediation effect was used (Shrout and Bolger 2002).
Bootstrapping has become the most popular method of testing mediation because it does not
require the normality assumption to be met, and because it can be effectively utilized with
smaller sample sizes (Preacher and Hayes 2004). If the bootstrapping test yields a significant
effect for the mediator while a nonsignificant result for the independent variable, there is
evidence for complete mediation. If the effect of the independent variable is attenuated,
there is evidence for partial mediation. To account for potential confounders, all analyses
were controlled for age and education. For the emotional functioning outcome health status
was also included as a control variable. Health status was not included as a control variable
in the physical health models as it was already part of the SF-12 scoring for physical
functioning. This list of covariates was recommended previously for use in religion-health
research (Powell et al. 2003). Covariates were entered as step one of hierarchical regression
models, with predictor variables entered as step 2.
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The 100 participants (half male, half female) had an average age of 58.54 years (see Table 1
for additional information). About one third had a high school education, another third had
one to three years of college, and another third had four or more years of college. The
median household income before taxes was in the $25,001-$35,000 bracket. Fifty five
percent of the sample reported a Baptist religious affiliation and another 13% reported a
Methodist affiliation. Other affiliations comprised less than 5% of the sample for each
denomination. The present sample had mean levels of religiosity that were high (18.91
beliefs scale; 17.68 behaviors scale), yet comparable to those from a national probability-
based sample (V= 1,006) of African Americans who did not have cancer (17.73 beliefs
scale; 16.66 behaviors scale; Holt and Clark, unpublished data, 2009).

Step 1: religious involvement, spirituality and physical/ emotional functioning
—The hierarchical regressions indicated that religious beliefs and behaviors were not
predictive of physical functioning; however, religious behaviors were predictive of
emotional functioning, £< .01 (see Table 3). Spiritual well-being was not predictive of
either physical or emotional functioning (see Table 3). Contemporary approaches to
mediation suggest that step 1 does not need to be present for mediation to exist, and that
requiring step 1 may reduce the power to detect mediation (MacKinnon et al. 2007).
However, the physical functioning models were not supported in the later steps (step 3, data
not shown), thus further mediational analyses were not conducted for this outcome variable.

Step 2: religious involvement and spirituality, predicting the mediators—
Hierarchical regressions indicated that refigious beliefs and behaviors were significant
predictors of meaning (5 < .01), positive affect (A < .01), and positive religious coping (A
<.01) (see Table 4). Religious beliefs and behaviors were positively associated with these
mediators. Associations between religious beliefs and behaviors and negative affect and
negative religious coping were not significant.

Spiritual well-being was a significant predictor of meaning (P < .01), positive affect (P<.
01), and positive and negative religious coping (/A < .01); (see Table 4). Spiritual well-being
was positively associated with the mediators, except for negative religious coping, which
carried a negative association. Again, the model for negative affect was not significant.

Step 3: mediators predicting emotional functioning controlling for religious
involvement and spirituality—Step three was met for one of the proposed mediators, as
evidenced by significant associations with emotional functioning, while controlling for
religious beliefs or behaviors. This was true for meaning (£ < .01), and positive affect (A <.
01); (see Table 5). This was not the case for positive or negative religious coping. However,
only positive affect had successfully met the previous mediation steps.

Meaning (P< .05) and positive affect (P< .01) also carried significant associations with
emotional functioning while controlling for spiritual well-being (see Table 3). Again,
positive and negative religious coping did not. And again, the spiritual well-being models
did not satisfy previous mediation steps.

Step 4: reduction in X-Y parameter estimates (Controlling for Mediator) as
compared to step 1—For religious behaviors, complete mediation was evidenced for
positive affect, in which the emotional functioning estimate reduced to non-significance. No
other models satisfied all previous steps, and thus no others were examined at step 4.
Bootstrapping indicated a significant mediation effect of positive affect (£=.01) while the
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independent variable became nonsignificant. The proportion result indicated that
approximately 80% of the total effect was mediated by positive affect.

Discussion

The present analyses suggest that in this sample of African Americans with cancer, the
positive relationship between religious involvement, specifically religious behaviors,
spiritual well-being, and emotional well-being is at least in part explained by the experience
of positive affective states. This study provides one of the first mediational models of
religion/spirituality and cancer outcomes, particularly in a medically underserved sample.
The importance of positive affect as a mediator has been discussed previously in the context
of theoretical models of religion and health. It has been proposed that religion/spirituality
induces a positive mental state that may act as a mediator with health outcomes (Mullen
1990). Strawbridge et al. (2001) contend that religious service attendance is related to
decreased mortality in part because attendance is related to increased mental health. People
high in religion/spirituality may experience positive emotions such as love or forgiveness
while praying or worshipping (Kaplan et al. 1994), which may have an impact on health
(Ellison and Levin 1998; Levin and Vanderpool 1989; Fredrickson 2002; Ader et al. 1991).
Religious involvement may lead to positive emotions such as hope and/or gratitude, as
discussed by Emmons (Farhadian and Emmons 2009; Emmons 2008). Though the present
study also examined negative affect in the context of the PANAS, it was the presence of
positive affect that played a mediational role. It is notable that the mediational role was
expressed as experience of positive affect rather than avoidance of negative affect.

The current findings did not support a major theme that emerged from the foundational
qualitative data, sense of meaning (Holt et al. 2009a; Schulz et al. 2008). The interview
participants reported progressing through a journey from diagnosis through treatment, often
beginning with shock and strong emotions, followed by intense soul searching in an attempt
to answer the “why me” question. The qualitative findings suggested that successful
resolution of that question not only leads to better emotional functioning, but that one's
religious participation and spiritual well-being provide an interpretive framework for a
patient to be able to make meaning out of why a thing such as cancer has happened to them.
In a previous study of quality of life among individuals with leukemia and lymphoma, those
with higher quality of life were those that were able to make meaning of their cancer
experience through cognitive reframing (Zebrack 2000). The patients from the
aforementioned qualitative interviews interpreted their cancer as being part of God's plan,
allowing them to give their testimony to others, and making them stronger or better people
(Holt et al. 2009a). Interestingly, sense of meaning as either a complete or partial mediator
was not supported by the present data. It is possible that this may be due to the way that
sense of meaning was operationalized in the current study. Perhaps a health- or cancer-
specific measure of meaning would have yielded a different result, rather than a measure of
general sense of meaning.

Religious coping is an area that has been explored extensively in a variety of contexts
including serious illness. Pargament and colleagues describe several styles of religious
coping including Self-Directing, Collaborative, and Deferring (Phillips et al. 2004;
Pargament et al. 1988, 2001). Positive religious coping was associated with medical
diagnoses and poorer functional and cognitive status in a hospitalized sample (Pargament et
al. 1998). It is possible that those who are most ill are most likely to employ religious coping
strategies. Similar findings were evidenced for negative religious coping. Negative religious
coping was associated with poor physical health and quality of life, and positive religious
coping was associated with better mental health in another sample of hospitalized older
adults (Koenig et al. 1998). Negative religious coping, also referred to as “spiritual
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struggle,” was found to be associated with both lower quality of life and life satisfaction in a
sample of largely White women with breast cancer (Manning-Walsh 2005).

In a sample of patients with colon cancer, a stronger relationship was found between
religious coping and adaptation for women than for men (Murken et al. 2010). Among
women with breast cancer, use of active surrender religious coping was associated with
decreases in emotional distress and increases in emotional well-being over time (Gall et al.
2009). Use of religion while undergoing chemotherapy was associated with post-traumatic
growth 2 years later (Bussell and Naus 2010). Hope was found to mediate the relationship
between religiosity and styles of coping among Israeli Jewish women with breast cancer
(Hasson-Ohayon et al. 2009). Though research suggests that religious coping plays a
significant role in quality of life among patient samples, it does not appear to play a
mediational role between religious involvement, spirituality and physical/emotional
functioning, at least in this patient sample. Examination of the present bivariate relationships
indicates that only negative religious coping was negatively associated with emotional
functioning.

The present set of mediators did not play a significant role in physical functioning. This runs
counter to previous theory and research in the religion/spirituality-health connection.
However, this was a patient sample and much of the previous research and theory on
religion/spirituality-health that informed the mediator selection had been conducted with
healthy samples.

Generally the same group of mediators carried associations in the models with both
religiosity and spirituality and emotional functioning. This finding suggests that both
organized religious involvement and inner spiritual well-being may serve a similar function
with regard to facilitating a sense of meaning, positive affect, and positive religious coping.
However, again the mediational aspect of these models was not supported.

Strengths and limitations

Though this is one of the first studies to provide a mediational analysis of the role of
religion/spirituality and health outcomes in a minority patient dataset, the data is cross
sectional and therefore must be appropriately interpreted. Future longitudinal studies in this
area are needed to further explore these complex relationships. In addition, though the
associations between religious beliefs, spiritual well-being, and emotional functioning were
statistically significant and moderate in magnitude, each accounted for only 7% of the
variance in emotional functioning. This indicates that there are additional clinically
significant factors that were not assessed in the current models, which also play an important
role in functioning. There are sample limitations such as geographic and demographic,
which limit the generalizability of the findings. Finally, due to sampling bias, individuals
who were either very low in religious involvement or spirituality, or experiencing significant
“spiritual struggle” (Manning-Walsh 2005) were unlikely to enroll in the study. This may
have resulted in a sample that was slightly higher in overall religion/spirituality than
average. However, the mean levels of religiosity in the present sample were comparable to
those from a national probability-based sample of African Americans who did not have
cancer (see “sample characteristics”).

Future research

The scientific study of the role of religion/spirituality in health behaviors and outcomes has
only begun to examine the role of mediators and empirically test explanatory models and
theories. There is much work to be done in this area, in both healthy and clinical
populations. For example, the present work could be extended to populations such as Whites
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or Latinos to determine whether the mediators are similar or different. In addition, the
mediators are likely to differ with other health issues such as sickle cell anemia or diabetes.
This is particularly because some health issues have clear behavioral roots while others do
not. The attributions that come along with these different conditions may make for a
different role of religion/spirituality in the coping process. Finally, in our previous
qualitative work (Holt et al. 2009a; Schulz et al. 2008), we observed that some patients
reported increases in their religion/spirituality through the course of their cancer experience
while others did not. This “religious/spiritual trajectory” is another area that may have both
psychological and clinical relevance in a patient population.

Conclusions/implications

In sum, the present research revealed evidence for a mediational role of positive affect in the
role of religious participation and emotional functioning in a sample of African Americans
dealing with cancer. The findings have implications for survivorship interventions aimed at
increasing quality of life in patient populations. For example, using worship and spiritual
wellness to facilitate the experience of positive affective states may have an impact on
emotional functioning. Interventions can be designed to capitalize on this mediator in the
context of the faith-based experience. Such interventions are one way in which cancer
survivorship and quality of life in the African American community can be strengthened.
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Theoretical model of the religion/spirituality-health connection among cancer patients. Note

Constructs involved in mediation are indicated in bold font
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Table 1

Participant demographic characteristics

(N = 100)

Sex

Age mean (sd)

Age median

Relationship status

Education

Male

Female

Single

Married
Separated
Divorced
Widowed

Grades 1-8
Grades

9-11

Grade 12 or GED
1-3 years college

4+ years college

50
50
58.54 (10.69)
59
7
48
6
28
11
4
5

29
29
32
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Numbers may not sum to 100 due to missing data
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Table 3

Step 1 mediation test of the relationship between religious involvement and spirituality, and physical/

emotional functioning

F df B R?
Step 1. IV= DV
Physical functioning regressed onto religious beliefs 59 3,95 -.07 -.01
Physical functioning regressed onto religious behaviors 45 3,95 .03 -.02
Emotional functioning regressed onto religious beliefs 2817 4,94 .01 .07
Emotional functioning regressed onto religious behaviors ~ 4.19 *** 4,94 22 ** 12
Physical functioning regressed onto spiritual well-being 129 3,9 17 .01
Emotional functioning regressed onto spiritual well-being 3,51 4,94 17 13

Page 17

All models controlled for age and education; emotional functioning models additionally controlled for self-rated health status. Coefficients are for

religious involvement or spirituality
Models for physical functioning at step three were nonsignificant

Bold font = support for step 1

P<.05;

*:

A
P<.01;

Hok:

*
P<.001
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Step 2 mediation test of the relationship between religious involvement and spirituality, and physical/

emotional functioning

Table 4

Foodf B R
Step2. IV=>M
Religious involvement
Meaning regressed onto religious beliefs 1060 *** 4,94 43 7% 28
Meaning regressed onto religious behaviors 913 4,94 40 25
PANAS positive affect regressed onto religious beliefs 393 4,94 267" 11
PANAS positive affect regressed onto religious behaviors 744 % 4,94 421
PANAS negative affect regressed onto religious beliefs 186 4,94 12 .03
PANAS negative affect regressed onto religious behaviors 153 4,94 .03 .02
RCOPE positive regressed onto religious beliefs 730 7 4,94 44 21
RCOPE positive regressed onto religious behaviors 6.90 7 4,94 44" 20
RCOPE negative regressed onto religious beliefs 297" 4,94 04 .08
RCOPE negative regressed onto religious behaviors 359 4,94 -15 .10
Spiritual well-being
Meaning regressed onto spiritual well-being 1252 7 4,94 52 R 32
PANAS positive affect regressed onto spiritual well-being 6.92 7 4,94 437" 20
PANAS negative affect regressed onto spiritual well-being 194 4,94 -14 .04
RCOPE positive regressed onto spiritual well-being 7.90 77 4,92 50 T 22
RCOPE negative regressed onto spiritual well-being 575 7 4,91 -33 77 17

Page 18

All models controlled for age and education; emotional functioning models additionally controlled for self-rated health status. Coefficients are for
religious involvement or spirituality

Models for physical functioning at step three were nonsignificant

Bo

*
P

*:

*ok

Id font = support for step 2

<.05;

ok
P<.01;

*
P<.001
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Table 5

Page 19

Steps 3-4 mediation test of the relationship between religious involvement and spirituality, and physical/
emotional functioning

F df B R?
Steps 3-4. IV& M='Y
Religious involvement
Emotional functioning regressed onto religious beliefs and meaning ™ 404" 593 -13 .13
Emotional functioning regressed onto religious behaviors and meaning ™ 4097 593 14 .14
Emotional functioning regressed onto religious beliefs and PANAS positive affect ™™ 785 *** 593 -11 .26
Emotional functioning regressed onto religious behaviors and PANAS positive affect ™ 7.48 *** 5,93 .04 .25
Emotional functioning regressed onto religious beliefs and PANAS negative affect ™™™ 991 593 07 31
Emotional functioning regressed onto religious behaviors and PANAS negative affect ™ 12.10™** 5,93 .23 .36
Emotional functioning regressed onto religious beliefs and RCOPE positive 206 591 -.07 .09
Emotional functioning regressed onto religious behaviors and RCOPE positive 341 591 17 11
Emotional functioning regressed onto religious beliefs and RCOPE negative * 278" 5,90 .01 .09
Emotional functioning regressed onto religious behaviors and RCOPE negative 360" 590 19% .12
Spiritual well-being
Emotional functioning regressed onto spiritual well-being and meaning ™™ 373777 593 .04 12
Emotional functioning regressed onto spiritual well-being and PANAS positive affect ™ 7.45 ™ 5,93 -02 .25
Emotional functioning regressed onto spiritual well-being and PANAS negative affect ™ 10.05*** 593 .10 .32
Emotional functioning regressed onto spiritual well-being and RCOPE positive 3047 591 11 .10
Emotional functioning regressed onto spiritual well-being and RCOPE negative 295" 5,90 10 .09

All models controlled for age and education; emotional functioning models additionally controlled for self-rated health status. Coefficients are for
religious involvement or spirituality

Models for physical functioning at step three were nonsignificant

Bo

*
P

*

Aok

Id font = support for step 3. Bold font with underline = support for step 4

<.05;

ok
P<.01;

P<.001
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