859

RESEARCH ARTICLE

Role of religiosity, optimism, demographic characteristics and mental health

problems among cancer patients
Qasir Abbas?, Uzma Kanwal2, Muhammad Umar Khan3, Wizra Saeed?, Mafia Shahzadi>

Abstract

Objective: To investigate the role of religiosity, optimism, depression, death anxiety and differences in demographic
characteristics among cancer patients.

Method: The cross-sectional study was conducted from July 2018 to July 2019 in three different hospitals of Lahore and
Faisalabad, Pakistan, and comprised patients with diagnosed stage 1 and 2 cancer. Non-cancer subjects were enrolled as
the control group. Data was collected using the Short Muslim Practice and Brief Scale, the Siddiqui-Shah Depression Scale,
Death Anxiety Scale and the revised version of Life Orientation Test. One-way analysis of variance and other tests were used
for data analyses.

Results: Of the 400 subjects, 200(50%) each were cases and controls. Among the cases, 100(50%) each were males and
females. There was a significant difference between cancer and non-cancer subjects on the variables of religiosity, optimism,
depression and death anxiety (p<0.05). Significant gender differences were found on the variables of religiosity, depression
and death anxiety (p<0.05), while the difference on the construct of optimism was non-significant among cancer patients
(p>0.05). Cancer patients of rural and urban areas were significantly different on the variables of religiosity, depression and
death anxiety (p<0.05), but the difference was non-significant on the optimism scale (p>0.05). Also, the differences on death
anxiety scale were significantly related to the type of cancer (p<0.05).

Conclusion: There was a greater role of religiosity and optimism in controlling the level of depression and fear of death
among cancer patients. Also, the role of gender, residential area and type of cancer was significant.
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Introduction

Cancer is one of the major leading causes of death globally.
A decade ago, it was estimated that 7.6 million people died
due to cancer, while the current prevalence rate is
estimated at 8.4 million and this rate will go up to 11.5
million by 2030 which is alarming.! It is also feared foreseen
that by 2030, cancer incidence will actually go up to 21.7
million and 13 million people would die because of it.2 In
2012, Europe assessed the total number of cancer deaths
to be 1.75 million; 56% men and 44% women.3 In Pakistan,
the prevalence rate is higher than Iran, Egypt, India, the
United States, Canada etc.# According to a 2012 report,
38,285 cases were recorded only in Khyber Pakhtunkhwa
(KP) province and the number had risen compared to
2005.5 In Pakistan, 50% of women deaths are due to lack of
awareness, poor health facilities, and improper nursing
care.6

Various other factors cause cancer, like family history, poor
nutrition, ultraviolet (UV) light, unhealthy diet, obesity,
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ulcer problems, stomach issues, etc. Moreover,
psychological factors are very important to address.
Psychological factors, like hypertension, distress tolerance
and drug abuse, develop a potential risk of cancer.”
Psychological problems also develop after a cancer
diagnosis as reported in earlier studies.8? Further,
depression and anxiety-related problems significantly
affect individuals' will-power and well-being. A person with
low will-power becomes more vulnerable to disease
because such patients use negative coping methods
during illness.’™® A cross-sectional study in Pakistan
reported that 86% of oncology patients perceived
depressive disorders, 79% perceived anxiety disorders, and
psychiatric disorders prevalence were found in both males
(52%) and females (48%).11

Religiosity and optimism are the protective factors that
encourage the person to fight against iliness.’2 Similarly,
Basri et al. reported that religious and optimistic persons
perceived less fear on death anxiety and depression scales
compared to their counterparts.’3 For example, individuals
with low religious commitment and less optimistic
behaviour perceived a high level of depression and death
anxiety as well as a high risk of cancer severity.10 Moreover,
studies said religiosity significantly reduced the fear of
death anxiety.’# In a cross-sectional study, depression and
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anxiety level was found to be higher in cancer patients than
non-cancer subjects.’s

Religious persons have positive beliefs about all aspects of
life and even have the strength of their belief about illness
and feel less threatened compare to the others.'6 Moreover,
regular religious activities and optimistic approaches
toward daily life activities decrease fear of death and
depression, and enhance psychological well-being, will-
power, encouragement and positive signs toward the
quality of life among cancer patients.1” Further, women
with cancer were found to be highly depressed and with
greater fear of death compared to males.18

The current study was planned to investigate the role of
religiosity, optimism, depression, death anxiety and
differences in demographic characteristics among cancer
patients.

Subjects and methods
The cross-sectional study was conducted at the
Department of Applied Psychology, Government College
University, Faisalabad (GCUF), Pakistan, from July 2018 to
July 2019. After approval from the institutional ethics
review board, data was collected from Allied Hospital,
Faisalabad, Gulab Davi Hospital, Lahore, and Jinnah
Hospital, Lahore. The sample size was calculated
using G-Power software with an effect size of 0.5,
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scored on a 4-point Likert scale. The alpha coefficients for
the clinical and non-clinical samples were 0.91 and 0.89
respectively. Death Anxiety Scale (DAS) was used to find
the level of death anxiety.23 Score range 9-15 indicated
high level of death anxiety and 4-8 indicated medium level.

For data analysis, one-way analysis of variance (ANOVA) and
t test were used.

Results

Of the 400 subjects, 200(50%) each were cases and
controls. Among the cases, 100(50%) each were males and
females. Overall, 118(29.5%) participants were single,
188(47%) were married, 58(14.5%) were divorced, 36(9%)
were widows. Also, 150(37.5%) subjects were from the rural
areas and 250(62.5%) were living in urban areas. Cancer
stage | was diagnosed in 24(12%) subjects, 54(27%) stage
1, 66(33%) stage lll, and 56(28%) stage IV. In terms of cancer
type, 56(28%) had carcinoma, 26(13%) sarcoma, 42(21%)
leukaemia, 50(25%) lymphoma, and 26(13%) myeloma.
Parents were taking care of the patients in 62(31%) cases,
siblings 42(21%), and spouse and family 96(48%). There
was significant difference between cancer patients and
non-cancer subjects on the variables of religiosity,
optimism, depression and death anxiety (Table 1). In terms

Table-1: Comparison of cancer and non-cancer patients on the variables of religiosity, optimism,
depression and death anxiety using independent sample t-test (n=400).

alpha (a) error 0.05 at 95% confidence interval.'9 The Variables Cancer Patients Non-Cancer Patients t-test p-value 95% (L
. . . . Mean=SD (n=200) Mean=SD (n=200) LL uL
sample was raised using purposive sampling —
technique from among cancer patients of either Religiosity 27.00+3.96 32.79+3.18 -16.10  <0.000 -6.49  -5.08
gender aged 18-80 years who were undergoing Optlmlsm 11.24+2.22 15.06+2.63 -15.67  <0.000 -430 -334
sessions of different types of treatment in different Depression 60.04+15.72 26.32+9.51 2594 <0.000 3116  36.2
Death Anxiety 9.81+1.98 6.53+1.81 17.24  <0.000  2.90 3.65

wards.

(I: Confidence interval; LL: Lower limit, UL: Upper limit; *p< 0.05, **p< .01, ***p<0.001

A group of non-cancer subjects from the general

population was also enrolled. After taking informed Table-2: Comparison of rural and urban cancer patients on the variables of religiosity, optimism,

depression and death anxiety using independent sample t-test (n=200).

consent, detailed demographic information was
gathered from all the subjects.

Urdu version of the Short Muslim Practice and Brief peligiosity
Scale (SMPBS) was used to assess the variable of Qptimism
religiosity.20 The scale comprises 9 items with two Depression
religious practice and religious belief subscales. Death Anxiety

Variables Rural Urban t-test p-value 95% CL
Mean=SD (n=94) Mean=SD (n=106) LL UL
27.71+4.58 26.37+3.21 2.38 <0.018 022 242
11.36+2.45 11.13£2.00 0.73 >0468 -038  0.85
56.19+16.49 63.45+14.23 -334 <0001 -11.55  -2.97
10.14+1.98 09.50+1.94 2.30 <0.022  0.09 1.18

Higher scores indicate a higher level of religiosity. (L Confidence interval; LL: Lower limit, UL: Upper limit; *p< .05, **p< .01, **p<.001.

Scale reliability was (r=.78, p<0.001) and cross-

language validation was estimated (r=0.64, p<0.001). Table-3: Comparison of males and females cancer patients on the variables of religiosity, optimism,

Further, the Urdu version of Life Orientation Test-

depression and death anxiety using independent sample t-test (n=200).

Revised (LOT-R) was used to measure the level of
optimism.2 The scale comprises 10 items, and higher

scores indicate greater optimism. The correlation Religiosity

between the revised scale and the original scale was

0.95.The Siddiqui-Shah Depression Scale (SSDS) was Depression

used to screen depression.22 It is a 36-item scale

Variables Rural Urban t-test  p-value 95% CL
Mean=SD (n=94) Mean=SD (n=106) LL uL
26.10+2.70 27.90+4.76 -3.28 <0.001 -287 -0.72
Optimism 11.18+1.75 11.30+2.63 -0.38 >0.704 -0.74  0.50
57.36%13.78 62.72+17.11 -2.44 <0016 -9.69 -1.02
Death Anxiety 9.24+1.64 10.38+2.14 -4.24 <0.000 -1.67 -0.60

SD: Standard deviation, CI: Confidence interval, LL: Lower limit, UL: Upper limit, *p< .05, **p< .01, ***p<.001
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Table-4: Multiple comparisons of type of cancer on the variable of death anxiety among cancer

patients (n=200).

Q. Abbas, U. Kanwal, M.U. Khan, et al.

activates makes them less fearful about mental

health problems and fear of death.'” Therefore, they
seemed less depressed than urban patients, while

Variable (I) Cancer Types (J) Cancer Types Mean Difference (I-J) Standard Error Sig.
(arcinoma Sarcoma 2.37088* 0.42381
Lymphoma 1.03857* 0.34747
Melanoma 2.06319% 0.42381
Death Anxiety ~ Sarcoma Carcinoma -2.37088* 0.42381
Leukaemia -2.21612% 0.44564
Lymphoma -1.33231* 0.43180
Leukaemia Sarcoma 2.21612% 0.44564
Melanoma 1.90842* 0.44564
Lymphoma Carcinoma -1.03857* 0.34747
Sarcoma 1.33231* 0.43180
Melanoma (arcinoma -2.06319* 0.42381
Leukaemia -1.90842* 0.044564

0.000
0.026
0.000
0.000
0.000

rural patients seemed more anxious on death anxiety
scale which indicates lack of awareness, education
and resources that increase the level of distress
because they do not know what is happening with
them and what may happen at any time. They even
do not know about the illness.26 On the optimism
scale, there was no difference between rural and
urban patients.

0.020
0.000
0.000
0.026
0.020
0.000
0.000

Male and female cancer patients were not
significantly different on the variable of optimism.
Male and female patients were found to be
significantly different on depression.20 Female cancer
patients were higher on the level of depression
compared to men. However, male and female

F (4,195) =12.61,p < 0.001)

of rural-urban divide, significant difference was found on
the variables of religiosity, depression and death anxiety
and non-significant difference on the variable of optimism
(Table 2).IN gender terms, the difference was significant on
the variable of religiosity, depression and death anxiety,
while it was not insignificant on the variable of optimism
(Table 3). Finally, significant differences were found related
to the type of cancer on the variable of death anxiety
(Table 4).

Discussion

The findings showed there was a significant difference
between cancer patients and non-cancer subjects on the
variables of religiosity, optimism, depression and death
anxiety which is in line with literature18. It was observed
that non-cancer subjects did not have any kind of illness,
and, therefore, they were found to be less depressive, and
had less death-related anxiety. Religious practices enhance
the level of patience and tolerance among individuals and
make the persons more optimistic.’® Similarly, when
patients are diagnosed with cancer, they become
depressed and feel anxious, but individuals with religious
inclinations feel less depressed and less fearful of death.24
There was a significant difference between cancer and non-
cancer subjects on depression. Further, in cancer patients,
the level of death anxiety was high because they were
more fearful about the chance of recovery than non-cancer
subjects.2s

Rural and urban areas are different in terms of services and
facilities. Patients of rural areas had mean scores higher
compared to those from urban areas on the religiosity
scale. This indicates that people of rural areas are more
involved in religious activities, which makes them more
patient and tolerant. Their high involvement in religious

patients were significantly different on death anxiety.

Female cancer patients were higher on death anxiety
than male cancer patients2’ and there was a significant
difference in male and female patients on depression.28

The current study may prove to be a valuable addition to
the existing body of knowledge on the psychological
dimensions of cancer in Pakistan.

Conclusion

There was found to be a role of religious inclination which
led to optimistic behaviour, which, in turn, controlled
negative emotions, and decreased the fear of death and
the level of depression.
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Conflict of Interest: None.
Source of Funding: None.

References

1. World Health Organization. Diagnosis and Treatment. [Online] 2008
[Cited 2019 September 03]. Available from  URL:
https://www.who.int/classifications/icd/en/

2. BrayF Jemal A, Grey N, Ferlay J, Forman D. Global cancer transitions
according to the Human Development Index (2008-2030): a popu-
lation-based study. Lancet Oncol 2012;13:790-801. doi:
10.1016/5S1470-2045(12)70211-5.

3. Gabriele L, Buoncervello M, Ascione B, Bellenghi M, Matarrese P, Caré
A.The gender perspective in cancer research and therapy: novel in-
sights and on-going hypotheses. Ann Ist Super Sanita 2016;52:213-
22.doi: 10.4415/ANN_16_02_13.

4.  Asif HM, Sultana S, Akhtar N, Rehman JU, Rehman RU. Prevalence,
risk factors and disease knowledge of breast cancer in Pakistan. Asian
Pac J Cancer Prev 2014;15:4411-6. doi: 10.7314/apjcp. 2014.15.
11.4411.

5. Breast cancer awareness: Month-long drive to educate women.
News release. The Express Tribune. [Online] 2013 [Cited 2019 Sep-
tember 03]. Available from URL: https://tribune.com.pk/
story/612119/breast-cancer-awareness-month-long-drive-to-edu-
cate-women

J Pak Med Assoc



Role of religiosity, optimism, demographic characteristics and mental health .........

Public health:‘Pakistan’s breast cancer patients reporting late’ News
release. The Express Tribune. [Online] 2014 [Cited 2019 September
03]. Available from URL: https://tribune.com.pk/story/667589/pub-
lic-health-pakistans-breast-cancer-patients-reporting-late

Nezu AM, Nezu CM, Salber KE. Problem-solving therapy for cancer
patients. Psicooncologia 2013;10:217-31. DOI: 10.5209/rev_PSIC.
2013.v10.n2-3.43445

Ng CG, Zainal NZ. Prevalence of Depression in Cancer Patients: A Re-
view on the Comparison Between Different Regions. Malaysian Jour-
nal of Psychiatry 2014;23:90-113.

Yang YL, Liu L, Wang XX, Wang Y, Wang L. Prevalence and associated
positive psychological variables of depression and anxiety among
Chinese cervical cancer patients: a cross-sectional study. PLoS One
2014;9:e94804. doi: 10.1371/journal.pone.0094804.

Ng GC, Mohamed S, Sulaiman AH, Zainal NZ. Anxiety and Depression
in Cancer Patients: The Association with Religiosity and Religious
Coping. J Relig Health 2017;56:575-90. doi: 10.1007/510943-016-
0267-y.

Sarwar MR, Saqib A. Cancer prevalence, incidence and mortality
rates in Pakistan in 2012. Cogent Med 2017;4:e1288773. DOI:
10.1080/2331205X.2017.1288773

Dadfar M, Lester D. Religiously, Spirituality and Death Anxiety. Austin
J Psychiatry Behav Sci 2017;4:1061.

Basri NA, Hong GC, Oon NL, Kumagai S. Islamic religiosity, depression
and anxiety among muslim cancer patients. IAFOR J Psychol Behav
Sci 2015;1:e04. Doi: 10.22492/ijpbs.1.1.04

Jong J, Ross R, Philip T, Chang SH, Simons N, Halberstadt J. The reli-
gious correlates of death anxiety: A systematic review and meta-
analysis. Religion Brain Behav 2017;2017:e1238844. Doi:
10.1080/2153599X.2016.1238844

Bhuroo AA, Wani SA, Wani MA. Anxiety and depression among can-
cer and non cancer patients. Cancer 2016;38:90-77.

Kamyab Mansori Y, Dolatian M, Shams J, Nasiri M. Relationship be-
tween Death Anxiety and Spir-itual Well-Being in Patients with Gy-
necologic Cancer. Adv Nurs Midwifery 2017;27:28-34. DOI:
10.21859/ANM-027025

Khezri L, Bahreyni M, Ravanipour M, Mirzaee K. The Relationship be-
tween spiritual wellbeing and depression or death anxiety in cancer
patients in Bushehr 2015. Nursing of the Vulnerables 2015;2:15-28.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

862

Koyama A, Matsuoka H, Ohtake Y, Makimura C, Sakai K, Sakamoto R,
et al. Gender differences in cancer-related distress in Japan: a retro-
spective observation study. Biopsychosoc Med 2016;10:10. doi:
10.1186/513030-016-0062-8.

Faul F, Erdfelder E, Buchner A, Lang AG. Statistical power analyses
using G*Power 3.1: tests for correlation and regression analyses.
Behav Res Methods 2009;41:1149-60. doi: 10.3758/BRM.41.4.1149.
AlMarri TSK, Oei TPS, Al-Adawi S. The development of the short Mus-
lim practice and belief scale. Ment Health Relig Cult 2009;12:415-26.
Doi: 10.1080/13674670802637643

Scheier MF, Carver CS, Bridges MW. Distinguishing optimism from
neuroticism (and trait anxiety, self-mastery, and self-esteem): a
reevaluation of the Life Orientation Test. J Pers Soc Psychol
1994;67:1063-78. doi: 10.1037//0022-3514.67.6.1063.

Siddiqui S, Ali Shah SA. Siddiqui-Shah Depression Scale (SSDS): De-
velopment and Validation. Psychol Dev Soc 1997;9:245-62. doi:
10.1177/097133369700900205

Templer DI. The construction and validation of a death anxiety scale.
J Gen Psychol 1970;82:165-77. doi: 10.1080/00221309.1970.9920634.
Krause N, Hayward RD. Religious involvement and death anxiety.
Omega (Westport) 2014;69:59-78. doi: 10.2190/0OM.69.1.d.
Neimeyer RA, Wittkowski J, Moser RP. Psychological research on
death attitudes: an overview and evaluation. Death Stud
2004;28:309-40. doi: 10.1080/07481180490432324.

Rajandram RK, Ho SM, Samman N, Chan N, McGrath C, Zwahlen RA.
Interaction of hope and optimism with anxiety and depression in a
specific group of cancer survivors: a preliminary study. BMC Res
Notes 2011;4:e519. doi: 10.1186/1756-0500-4-519.

Badar F, Mahmood S. Epidemiology of cancers in Lahore, Pakistan,
among children, adolescents and adults, 2010-2012: a cross-sec-
tional study part 2. BMJ Open 2017;7:e016559. doi: 10.1136/
bmjopen-2017-016559.

Soleimani MA, Lehto RH, Negarandeh R, Bahrami N, Nia HS. Relation-
ships between Death Anxiety and Quality of Life in Iranian Patients
with Cancer. Asia Pac J Oncol Nurs 2016;3:183-91. doi: 10.4103/2347-
5625.182935.

Vol. 71, No. 3, March 2021



