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ABSTRACT 

The purpose of this descriptive-exploratory, secondary analysis of data 

from the Self-Help Intervention Project (SHIP) was to explore the ability 

of the factors, uncertainty, spirituality, and religiosity, among young 

Hispanic and Anglo women with breast cancer, to differentiate between 

those who demonstrated psychosocial maladjustment and those who did 

not. The sample consisted of low income, younger (M=41. 75) Anglo 

(n=93) and Hispanic (n=96) women recently diagnosed with breast cancer. 

Discriminant analysis with stepwise selection procedures was used to 

identify the predictor variables of psychosocial adjustment as measured 

by the social and psychological self-report domains of the PAIS. This 

study supported a positive relationship between uncertainty levels and 

psychosocial adjustment, demonstrating high prediction accuracy of non

maladjustment (social=92.3%, psychological=85.2%) but with less 

accuracy for maladjustment (29.3%, 43.1 %). Spirituality and religiosity 

were entered with uncertainty yielding limited additional explanatory 

power for the group as a whole or the Hispanic women. However, three 

items entered for social adjustment among the Anglo women, improving 

prediction of maladjustment to 58.30% and for non-maladjustment, 

92.60%. The addition of spirituality and religiosity among the Anglo 

women for psychological adjustment only improved prediction for the 

non-maladjusted group. Implications and limitations are discussed. 



CHAPTER I 

INTRODUCTION 

Problem 
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The American Cancer Society (1999) estimates that in the United 

States, approximately 175,000 new cases of invasive breast cancer will be 

diagnosed in 1999. A report from the National Cancer Institute (1998) 

predicts that one in eight women in the United States will develop breast 

cancer within her lifetime ( one every three minutes). Breast cancer is the 

leading cause of death for women between the ages of 35 and 54 (Susan 

G. Komen Foundation, 1998). In the 1940's, only 72% of women 

diagnosed with breast cancer lived beyond five years. However, death as 

a result of breast cancer has declined since the early 1990's (National 

Cancer Institute, 1998). Currently, the five-year survival rate from non

metastasized localized breast cancer has risen to 97% (Women's Cancer 

Network, 1998). 

The increase in breast cancer survivorship can be attributed to 

improvement in cancer treatments, including chemotherapy, radiation 

therapy, surgical techniques, and supportive medications, to a heightened 

public awareness, and to improved detection and screening techniques. 

However, women under 45 years of age who develop breast cancer have a 

lower five-year relative survival rate of 79% (Women's Cancer Network, 



1998). Researchers conjecture that the tumors found in younger women 

tend to be more aggressive and less responsive to hormonal treatments 

(American Cancer Society, 1998). 

12 

Notwithstanding the hopeful outlook for survival, breast cancer is a 

chronic disease that significantly altering the quality of a woman's life. 

The costs of survivorship encompass the domains of physical, 

psychological, and spiritual functioning, family and social relationships , 

and economic areas (Ferrans, 1994 ). Ongoing physical sequelae often 

stem from the after-effects of the various treatment modalities and may 

include arm lymphedema, chronic pain, pulmonary fibrosis, second 

malignancies , and even cancer recurrence. Negative psychological and 

spiritual aspects of survivorship may include depression, worry about 

recurrence, a sense of hopelessness, fear of death, and continued 

uncertainty regarding the future. Relationship or social issues may 

include feelings of abandonment or loss of support, sexual dysfunction, 

body image changes, post-traumatic stress disorder, and overall perceived 

difficulties returning to a prior social relationship or role normalcy. The 

purpose of this study was to explore the ability of the factors , spirituality, 

religiosity, and uncertainty, among young Hispanic and Anglo women with 

breast cancer to differentiate between those who demonstrate psychosocial 

maladjustment and those who do not. 
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A cancer diagnosis frequently generates a crisis of meaning and may 

attenuate a prior authentic reality, provoking uncertainty and fear as it 

threatens one's very existence and the contentment of one's basic needs 

(Krause, 1991 ). Mishel quantitatively defines uncertainty as the inability 

to assign meaning to an event (i.e., stressor) such as illness (Padilla, 

Mishel, & Grant, 1992; Mishel, 1990). Qualitatively, researchers define 

uncertainty as a feeling of not being in control, being less secure, and of 

not feeling safe (Crigger, 1996). Women diagnosed with cancer are 

confronted with an unknown future and profound uncertainty, which if 

continued, places these women at increased risk for poor psychosocial 

adaptation or adjustment due to the depletion of energy and internal 

resources, as noted in a study conducted by Mishel, Hostetter, King, & 

Graham ( 1984 ) . The aforementioned study demonstrates psychosocial 

adjustment difficulties, as a result of more uncertainty and less optimism, 

in the areas of attitudes toward the health care system, relationships with 

family members, leisure activities and psychological distress. 

Spirituality and religiosity provide a framework that permits one to 

make sense out of life and its eccentricities, providing a ready coping 

resource to deal with life (Miller, 1995). Many studies submit that 

spirituality or religiosity are important resources that enhance 

psychosocial well-being and coping in times of crisis and illness (Landis, 

1996). One reason spirituality or religiosity may heighten psychological 
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and social well-being is that spirituality is said to render a sense of 

purpose and meaning for those experiencing illness (Fehring , Miller, & 

Shaw, 1997 ; Sodestrom & Martinson, 1987; Bauer & Barron, 1995; 

Highfield, 1992). Raleigh ( 1992) suggests that nurse researchers direct 

more studies of the spiritual dimension as an effective means for coping 

with serious illness. However, research is limited in regard to how the 

effects of uncertainty on psychosocial adjustment among women with 

breast may be tempered by spirituality and religiosity as coping resources. 

Cultural Influence 

The religious and spiritual life domains are among the most significant 

cultural elements embodying human experience, values , ideologies, 

behavior, and illness patterns (Lukoff, Lu, & Turner, 1995) . Meaning for 

individuals who are experiencing illness is created in relation to one's 

specific culture, ultimately influencing coping behaviors (Germain, 1992). 

Although effective coping in the cancer experience demonstrates a 

connectedness with religiosity and spirituality in the general population, 

the role of cultural influences on religiosity and spirituality is not well 

defined. Nielsen, McMillan, & Diaz ( 1992) note that to comprehend 

culturally based responses to cancer diagnosis and treatment will help to 

unify the goals of health care professionals. Additionally, in order for 

nurses to provide optimal holistic care to all, further research is needed to 

better elucidate the role of spirituality in individuals of different cultural 
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backgrounds (Mickley & Soeken, 1993 ). King and colleagues (1997) urge 

researchers to consider the influence of culture, life experiences, and 

ethnicity on quality of life assessment and outcomes. According to 

Miller ( 1995), "Knowledge of spiritual themes that permeate different 

cultures will help to provide them [health professionals] with the 

conceptual tools to link health behavior, culture, and spirituality" (pp. 

261). 

In particular, Hispanic cultural influence on spirituality needs 

exploration. According to the United States Census Bureau (1996), 

Hispanics will be the largest minority group in the United States by the 

year 2010 and by the year 2050, 24.5% of the U.S. population will be 

Hispanic. The U.S. government defines Hispanics or Latinos as persons 

of Mexican, Cuban, Puerto Rican, Central, South American, or other 

Spanish culture or origin, regardless of race (Office of Management and 

Budget, 1978). 

Problem Summary 

The problem examined in this study is do younger Anglo and Hispanic 

women with breast cancer differ when confronted with uncertainty, 

relative to psychosocial outcomes? Although studies have investigated 

the relationship between uncertainty and psychosocial outcomes for 

women with breast cancer, there are no studies in which the relationships 

among spirituality, religiosity, uncertainty and psychosocial adjustment 



outcomes have been explored comparatively for Hispanic and Anglo 

women with breast cancer. This study explored these very important 

relationships within a culturally diverse population. 

Significance 
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Cancer is a disease that often evokes fears associated with 

hopelessness, helplessness, vulnerability, mortality, and an unknown 

future (Wong & Bramwell, 1992). Finding ways in which women with 

breast cancer can reduce uncertainty is an important research topic for 

nurses to investigate (Hilton, 1988). Wong and Bramwell ( 1992) 

demonstrated a significant positive correlation between uncertainty and 

anxiety in women with breast cancer. They contend that it is a 

responsibility of nurses to discover appropriate interventions to help 

breast cancer patients in managing fears and related uncertainties. 

Additionally, they add, helping patients to comprehend and find meaning 

in their illness experiences and encouraging patients to correctly identify 

beneficial coping resources are important activities for nurses. 

Florence Nightengale taught that in addition to the physical caring that 

nurses provide, nursing is also a fine art that deals with the "living 

body-the temple of God's spirit" (as cited in Ross, 1995, p. 461). 

Travel bee ( 1971) asserts that helping patients find meaning in their pain 

and suffering is an important goal of nursing. Taylor (1983) notes, "When 

positive meaning can be construed from the cancer experience, it produces 
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significantly better psychological adjustment" (p. 1163 ). Craig and 

Edwards ( 1983) discuss adaptation in chronic illness, concluding that 

utilization of hope renders meaning to life whereas hopelessness leaves 

one without energy to look to the future. Watson's Theory of Caring 

(1985) holds that nurses must protect, strengthen, and sustain humanity by 

helping persons find meaning within their illness, pain, and suffering 

experiences (as cited in Morris, 1996). Watson (1985) notes that if 

holistic care is a primary nursing goal, then the inherent nature of 

spirituality must be clarified. Neuman ( 198 9) states her assumption that 

the spirit controls the mind, and therefore, indirectly the body, and should 

be considered the principal locus of healing. 

Through self-awareness, meaning is able to emerge, allowing the 

essence of the person, the spirit or soul, to grow and change toward a 

higher level of consciousness (Morris, 1996). A study by Nelson (1996) 

found the struggle to gain meaning as the unifying connection, among the 

themes and subthemes of the uncertainty experience, for women living 

with breast cancer. The various vehicles for these women to find meaning 

included self-exploration and relying on support from family, friends, 

health care providers, and spirituality. Spiritual support not only included 

traditional religious practices, but also spending time in nature, practicing 

specific cultural beliefs, and listening to music (Nelson, 1996). 
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Burnard (1987) stresses the importance of expanding nursing 

knowledge related to various ideologies, philosophies, and life 

approaches. Carson ( 1989) notes that "spirituality is a significant topic 

for nursing research if nurses are to treat their clients holistically" (p. 

375). Because persons respond to the threat of serious illness as 

multidimensional beings, nurses must recognize that spiritual, as well as 

biological and psychosocial benefits and limitations, temper the spiritual 

health of persons with cancer (Highfield, 1992). Further elucidation of 

this critical spiritual dimension of quality of life, viewed as an effective 

resource for coping, will enable nurses to become better prepared and 

informed when caring for women with breast cancer. Thus women with 

breast cancer can be assisted in achieving optimal health and psychosocial 

adjustment and nursing will be fulfilling its ultimate goal (Ross, 1994 ). 

A study designed to explore the relationships among uncertainty, 

religiosity, spirituality, and psychosocial outcomes, for women with breast 

cancer, will provide nurses with insight toward proposing meaningful 

spiritually focused interventions aimed at improving psychosocial 

adjustment. Accordingly, a comparison of the cultural similarities and 

differences related to these relationships will further advance nursing 

knowledge and heightened sensitivity in this important area. "Cancer and 

cancer treatment experiences (including the uncertainties that characterize 

these experiences) for both patients and their families, are shaped and 
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influenced by cultural context, views on cancer and health, and ways of 

dealing with the world" (Germino, Mishel, Belyea, Harris, Ware, & 

Mohler, 1998, p. l 07). These researchers contend that healthcare 

providers must become more knowledgeable about various cultures in 

order to assist patients in dealing with the uncertainties of cancer. 

"Knowledge of the effects of religious beliefs on ethnic group can help 

healthcare professionals provide care that is culture specific and sensitive 

to the beliefs of individuals" (Stolley & Koenig, 1997, pp. 32). Stolley 

and Koenig ( 1997) acknowledge the growing numbers of Hispanics in the 

United States, urging researchers to study the influence of 

spirituality/religiosity on this group. Leininger ( 1988) directs nurses to 

increase their knowledge of culturally diverse meanings and practices in 

order to guide culturally congruent nursing decisions and actions. 

Enhanced cultural knowledge has the potential for strengthening patient 

adherence, reducing recidivism, and promoting more satisfying care in 

chronic illness (Germain, 1992). Magana and Clark (1995) state: 

Careful examination of the religious or spiritual dimensions of culture 

in Mexican American subgroups is necessary if we are to move from 

our current, perhaps simplistic, explanations of health behavior to a 

fuller, richer understanding of how health is protected and endangered 

by behavior of given populations (pp. 108). 
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Statement of the Purpose 

The purpose of this study was to explore the ability of uncertainty, 

spirituality, and religiosity among young Hispanic and Anglo women with 

breast cancer to differentiate between those who demonstrate psychosocial 

maladjustment and those who do not. 

Research Questions 

The research questions to be addressed in this study were: 

1. Do uncertainty, spirituality, or religiosity factors 

distinguish between young women with breast cancer who demonstrate 

psychosocial maladjustment and those who do not? 

2. Are there differences between young Anglo and Hispanic 

women with breast cancer, in the factors of uncertainty, spirituality, or 

religiosity. 

Summary 

Breast cancer in women has evolved as a disease of chronicity. The 

chronic disease issues surrounding breast cancer survivorship can be a 

major problem for the psychosocial well-being of these women, thereby 

limiting quality of life. Women fear the unknown, the uncertainty that 

being diagnosed with a life threatening illness can bring. Women with 

cancer are found to be at risk for poor psychosocial adjustment when 

faced with an unknown future and profound uncertainty (Mishel, 

Hostetter, King, & Graham, 1984). Healthcare researchers and providers 
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have a responsibility to seek out ways in which women with breast cancer 

can achieve optimal psychosocial outcomes. Discovering meaning and 

health within the illness experience has been linked to one ' s spiritual and 

religious beliefs and resources. 

This chapter provided an introduction to the uncertainties associated 

with a breast cancer diagnosis and the long term psychosocial effects of 

the disease. Discussion was presented as to the possibility of decreasing 

uncertainty and improving psychosocial outcomes, through the spiritual 

and religiosity dimensions, by younger Hispanic and Anglo women. 

Due to the scarcity of research in this area, women are often unable to 

achieve maximum psychosocial outcomes, which impacts not only them, 

but their loved ones as well. 
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CHAPTER II 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Conceptual Framework 

The primary conceptual framework for this study is Erickson and 

Swain's (1983) Modeling and Role-Modeling (MRM) theory. The MRM 

theory is a developmental theory of adult functioning stating that human 

beings are holistic, health-oriented persons comprised of several 

interactive subsystems. "Modeling" is considered an art and science by 

Erickson and Swain ( 1984) and pertains to the interactive nurse-patient 

relationship in which the nurse strives to understand the patient's world 

from the patient's perspective. "Role-modeling" refers to the nurse's 

purposeful interventions that are intended to promote development and 

utilization of the patient's inner resources and strengths. According to the 

MRM theory, the role of nursing is to promote client "growth, 

development, and holistic faith through nurturance and empathetic 

unconditional acceptance" (Erickson & Swain, 1983, pp. 50). 

The MRM theory proposes that the cognitive, biophysical, 

psychological, and social subsystems interact as people contend with life 

stressors. Figure 1, a holistic model depicting MRM components, 

displays the innate qualities of a person's genetic makeup and spiritual 

drive extending throughout the subsystems of cognitive, biophysical, 
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psychological, and social. The subsystems combine with one's genetic 

makeup and spiritual energy, creating holism. Holism suggests that the 

whole is greater than the sum of the parts. Human growth in which there 

is an alteration in body, mind, and spirit, is a process, which happens over 

the course of time, facilitating one's development, and ultimately 

promoting health (Erickson & Swain, 1983). According to the MRM 

theory, health is not viewed as merely the absence of disease, but rather 

as physical, mental, and social well-being. Health represents a state of 

dynamic balance among the various subsystems and is an outcome of 

coping or continuous adaptation to a stressor, such as breast cancer 

(Erickson & Swain, 1983). Ross (1995) asserts that if one lacks spiritual 0 

well-being, the biopsychosocial dimensions will be limited in fully 

developing and hence the highest quality of life cannot be achieved. 

According to Highfield (1992) a cancer diagnosis often induces a 

spiritual crisis or "a crisis of meaning and frequently undermines 

previously unquestioned trust in reality" (p. 1 ). The MRM theory 

contends that a life stressor, such as illness, exerts its positive or negative 

effects on a person according to the meaning a person assigns to it, 

according to the internal resources available for adaptation, and how the 

resources are mobilized. These internal resources are acquired during 

psychosocial development and, according to the theory, mediate the 
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effects of stressors (Erickson & Swain, 1983). This view resembles 

Lazarus and Folkman' s (1984) theory that existential belief, such as faith 

in God or a higher power, assists in creating meaning in life and the 

maintenance of hope in troublesome circumstances. 

A diagnosis of breast cancer is widely accepted as a stressful 

experience (Mishel et al. , 1984; van der Pompe, Antoni, Visser, & 

Garssen, 1996; Krause, 1991; Lavery & Clarke, 1995). Worden and 

Weisman (1992) found the time of peak distress for women with breast 

cancer is two to three months after diagnosis. Theorists suggest that the 

resulting uncertainty associated with breast cancer influences one's 

choice in coping strategies and that uncertainty and coping vary according 

to changes in environmental or personal conditions (Mishel & Braden, 

1987). 

Mishel ( 1990) defines uncertainty as a cognitive state, in which one is 

unable to interpret or make meaning out of the illness experience. If 

uncertainty continues, the accessible internal resources become 

ineffectual and adaptive energy is exhausted. This drain of energy leaves 

a person susceptible to psychosocial maladjustment (Erickson & Swain, 

1983). Psychosocial adjustment toward the acceptance of an illness as a 

state of being, controlling the psychological anguish, and restructuring 

one's environment is related to one's adaptive potential (Craig & 

Edwards, 1983 ). 
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An individual's adaptive potential is characterized by Erickson et al., 

(1983) as one's ability to identify and utilize various strategies and 

resources to achieve effectual coping and adjustment in order to attain and 

maintain a state of holistic health. As seen in Figure 2, the theorists 

depict two states of stress, arousal and impoverishment, and one non

stress state, equilibrium. One's stress state and adaptive potential are said 

to determine the resultant health outcome. Stress is not inherently 

maladaptive or harmful with many persons drawing upon adaptive 

resources, which subsequently results in enabling personal transcendence 

or growth (Lazarus & Folkman, 1984). 

The arousal stress state occurs when there are ample and available 

resources and adequate adaptive energy to mobilize and engage them in 

activities aimed at altering or adjusting to the situation. The arousal state 

is empirically evidenced by high verbal anxiety scores, intermediate 

autonomic signs, high motory-sensory signs, and intermediate fatigued

sad-depressed scores. Erickson and Swain ( 1982) believe individuals who 

experience arousal stress are at less risk than those who have difficulty in 

mobilizing resources are. Erickson and Swain ( 1982) have empirically 

validated the three states by measuring levels of physical, emotional, and 



27 

EQUILIBRIUM: 
ADAPTIVE/MALADAPTIVE 

STRESSOR -+ AROUSAL 

IMPOVERISHMENT 

Figure 2. Adaptive potential (Erickson, Tomlin, & Swain, 1983). 
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hopefulness for 39 randomly selected hospitalized medical-surgical 

patients, ages 23 to 73. Data were collected based on blood pressure, 

radial pulse, and respiration readings. The Word Adjective Checklist 

(Gottschalk & Gieser, 1969), used to measure the individual's perceptual 

state in terms of feeling anxious, fatigued, sad, or depressed, was 

administered and the five-minute statement was recorded on tape. During 

all phases of data collection, the subjects were observed for motor

sensory activity as outlined by the Gottschalk Clinical Rating Scale of 

Anxiety (Gottschalk & Gieser, 1969). The nurse investigators, after 

leaving the subject's room, monitored the motor-sensory activity score, 

which enabled classification of the subjects into the states of arousal, 

impoverishment, or equilibrium, based on observations of motor-sensory 

activity and interpretations of the content and feelings obtained from the 

tape recordings. Neither the Word Adjective scores nor those from the 

content analyses of the tapes were known at the time the judgements were 

made. After completing the procedures outlined by Gottschalk and Gieser 

(1969), the Word Adjective Checklist was scored the tapes transcribed and 

coded. The researcher who performed the coding was not aware of the 

other collected data, including the subjects' classification status. Results 

of the research indicate that the classification model based on patterns of 

biophysical and psychosocial phenomena is reliable according to Erickson 

and Swain (1982): 
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Rank order differences across the classes for each separate variable 

appear essentially as predicted. A multivariate analysis of variance 

among groups is significant, F(l 4, 60) = 5. 94 , p< . 0001, and the 

Mahalanobis D2 distances between each state show them [the states] to 

be distinct from one another (p. 96). 

A stress state of impoverishment is said to occur when a person's 

stores of adaptive energy and resources are decreased or exhausted in the 

presence of a new or an ongoing stressor. Impoverished individuals are 

said to be at risk for unfavorable physiological and psychological 

outcomes. The impoverishment state is one of decreased or absent hope, 

fatigue, sadness or depression, and passionless activity manifested as 

g1vmg up. 

An equilibrium non-stress state is a condition where there are few or 

no stressors and therefore, no need for mobilization of resources. This is 

the state in which there are only minimal health risks , decreased anxiety 

and depression, and a high level of hope (Erickson & Swain, 1982). 

Adaptation implies self-reconstruction and self-acceptance that assists 

one in finding meaning and purpose in living that transcends the 

limitations imposed by illness (Feldman, 1974). Adaptation to or 

successful coping with a life stressor such as illness occurs when the 

response is fashioned in a direction aimed toward health and growth. 

Adaptive equilibrium ensues when one calls upon effective internal and 



external resource mobilization, there by maximizing the coping process 

and ensuring the integrity of the subsystems. 

Maladaptive equilibrium occurs when one is drained of all holistic 

energy to contend with a stressor (Erickson et al., 1983). 
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Maladaptation occurs when a person taxes the energy within one 

subsystem while attempting to cope with a stressor in another. For 

example, if a woman undergoing treatment for her breast cancer 

encounters a physical stressor such as fatigue, she may risk taxing her 

psychological subsystem for coping resources. This could result in 

psychological subsystem vulnerability since the subsystem would be at 

greater risk if more stressors were to emerge, further draining the already 

diminished supply of psychological resources. Hence, a psychological 

health problem, such as depression, could develop. Therefore, one 

subsystem is at risk if there are unresolved stressors in another, leading to 

maladaptation and eventually, impoverishment (Erickson et al., 1983). 

Figure 3 is a schematic representation of the relationships among the 

variables as conceptualized by the MRM theory but further explicated 

with the inclusion of uncertainty and spiritual well-being in a study of 94 

persons with diabetes mellitus by Landis ( 1996). 

The conceptualizations of the variables explored in this secondary 

analysis are depicted in Figure 4. The stressor event of a breast cancer 

diagnosis contributes to uncertainty, which Mishel ( 1981) defines as the 
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inability to assign meaning to the illness experience. Additionally, the 

MRM theory contends that a life stressor, such as breast cancer, exerts its 

positive or negative effects on a person according to the meaning a person 

assigns to it, according to the internal resources available for adaptation, 

and how the resources are mobilized. Women with cancer are found to be 

at risk for psychosocial maladjustment when faced with an unknown 

future and profound uncertainty (Mishel, Hostetter, King, & Graham, 

1984). Mobilization of the internal resources , spirituality and religiosity, 

can assist in meaning making within the illness experience and possibly 

reduce uncertainty while decreasing the likelihood of psychosocial 

maladjustment. 

Definitions/Measures 

Spirituality 

Spirituality is viewed within the MRM theory as an internal resource 

essential for coping with life stressors. If one ' s spiritual drive is fully 

engaged through the process of finding satisfaction in a relationship to 

God or a higher power, and through perceiving life as meaningful , then 

spiritual well-being is evidenced (Stoll , 1989). 

Mobilizing the internal resource of spirituality assists in making meaning 

of the illness experience. Reed ( 1992) defines spirituality as the 



Stressor Event ---•- Uncertainty 
(Breast Cancer) 

Spirituality /Religiosity 
(Meaning Making) 

Ethnicity 
(Moderator) 

33 

Psychosocial 
• Maladjustment 

Psychosocial 
Non-maladjustment 

Figure 4. Schematic representation of expected variable relationships 
for this study. 
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inclination to create meaning through a sense of intrapersonal , 

interpersonal, and transpersonal kinship to "dimensions that transcend the 

self in such a way that empowers and does not devaluate the individual" 

(p. 3 50). Similarly, Elkins, Hedstrom, Hughes, Leaf, & Saunders ( 1988) 

define a spiritual person as, "one who has known the quest for meaning 

and purpose and has emerged ... with confidence that life is deeply 

meaningful and that one's own existence has purpose" (p. 11). 

Corrine, Bailey, Valentin, Morantus, and Shirley (1992) define 

spirituality as "a unifying or vital force that integrates all other 

dimensions of the person" (pp. 141 ). They note that spirituality is 

manifested in everyday life through finding meaning, growth and change, 

healing, and hope. Additionally, Woods-Smith ( 1995) holds that, 

"spirituality does not contradict religion but is a more inclusive 

phenomenon" (p. 134). 

Uncertainty 

Uncertainty is "The inability to determine the meaning of illness

related events and occurs in situations where the decision maker is unable 

to assign definite values to objects and events and/or is unable to 

accurately predict outcomes because sufficient cues are lacking" (Mishel, 

1990, p. 256). Areas of uncertainty may include an inability to predict 

the future, feeling insecure or unsafe, experiencing a perception of 
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ambiguity or vagueness, being doubtful or indecisive, and the inability to 

depend on someone or something (Hilton, 1988). 

Religiosity 

Religiosity, a term derived from the adjective, religious, is defined as 

( 1) "relating or devoted to an acknowledged ultimate reality or deity, (2) 

of or relating to religious beliefs or observances, (3) scrupulously and 

conscientiously faithful, and ( 4) fervent, zealous" (Merriam-Webster, 

1995). According to a nursing literature meta-analysis conducted by 

Emblen ( 1992), "religion refers to faith, beliefs, and practices that nurture 

a relationship with a superior being, force, or power. "Religion is 

organized, institutionalized, and serves as merely one of many possible 

means of spiritual expression" (Emblen, 1992, as cited in Goddard, 1995, 

pp. 810). 

Religiosity, in this secondary analysis, is defined in terms of the 

overall role it renders for culturally diverse individuals in specific social 

contexts and was measured using the Religiosity Scale (Kenney, 

Cromwell, & Vaughan, 1977). Similarly, Carson (1989) views religion as 

one vehicle, "with its beliefs, rituals, and communal experiences ... for the 

expression of the person's spirituality" (pp. 11). Furthermore, Emblen's 

( 1992) review of the nursing literature reveals a definition as, a "System 

of organized beliefs and worship which the person practices" (p. 45). 
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Psychosocial Adjustment 

Psychosocial adjustment or "coming to terms with the reality of the 

chronic illness as a state of being [while] managing psychological distress 

and restructuring one's environment is conceptually related to one's 

adaptive potential" (Craig & Edwards, 1983, as cited in Landis, 1996, 

pp.221 ). The MRM theory defines adaptation or non-maladjustment as, 

"The process by which an individual responds to external and internal 

stressors in a health and growth-directed manner" (Erickson, Tomlin, & 

Swain, 1983, pp. 253 ). This study will explore non-maladjustment and 

maladjustment. 

Many of the main dimensions of psychosocial adjustment are 

comprised of prominent role behaviors, which may change as a result of 

the cancer experience. According to the Modeling and Role Modeling 

theory, "If uncertainty persists, available internal resources become 

ineffective and adaptive energy is depleted, leaving the individual in a 

vulnerable position for psychosocial maladjustment" (Landis, 1996, p. 

221). 

Review of Literature 

Spirituality: A Resource for Adjustment in Illness 

All persons are spiritual by nature and have basic spiritual 

requirements whether or not religion is a prominent presence in their 

lives. As individuals are faced with issues of severe illness and self-



mortality, these fundamental spiritual needs and resources assume 

heightened importance (Burkhardt, 1989; Bauer & Barron, 1995). 
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Hunglemann, Kenkel-Rossi, Klassen, & Stollenwerk (1985) conducted 

a grounded theory study, discovering that finding meaning is a core 

quality of spiritual well-being. Haase, Britt, Coward, Leidy, & Penn 

(1992) assert that finding purpose and meaning in life is a natural 

outcome, resulting from spiritual perspective. They define spiritual 

perspective as "an integrating and creative energy based on belief in, and 

a feeling of interconnectedness with, a power greater than self' (p. 143 ). 

Throughout reported history, healing has been intimately allied with 

the interpretation of the meaning of one's relation with the universe 

(Cody, 1994 ). Frankl (1984) considers the search for meaning to be a 

universal characteristic, which is fundamental to life itself. He notes 

troublesome life events are often associated with opportunities to grow 

spiritually. Luker, Beaver, Leinster, and Owens (1996) note the meanings 

attributed to illness experiences may affect the ways in which individuals 

cope with illness. 

Antonovsky (1979) and Frankl (19 84) report life endurance, better 

psychological outcomes, and enrichment of character in holocaust victims 

who, throughout their tribulations, maintained a sense of meaning and 

purpose in their lives. This finding is similar to Turnquist, Lichtman, and 

Wood's ( 1984) view that individuals with life-threatening illnesses seek 
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meaning in an attempt to comprehend unanticipated and stressful 

occurrences (as cited in Ruff-Dirksen, 1995). Table 1 summarizes studies 

in which spirituality or the meaning-seeking activities connected with 

spirituality are associated with better psychosocial outcomes, better 

coping strategies, more positive mood states, or higher life satisfaction. 

Taylor (1983) states that when individuals extract positive meaning from 

the experience of cancer, better adjustment ensues. In Taylor's cross

sectional correlational study of patients with recurrent cancer, a sense of 

meaning was significantly correlated with items from the Psychological 

Adjustment in Illness Scale (PAIS): (a) healthcare orientation (r= -0.47), 

(b) domestic abilities (r= 0.32), (c) psychological distress (r= -0.37), and 

(d) social abilities (r= 0.29). Taylor (1983) concluded that a vague sense 

of meaning is associated with poor adjustment to illness. 

Moch (1989) describes "health within illness" as obtainable by 

becoming aware of the message within one's illness to expand one's 

human potential. Moch' s ( 1990) descriptive phenomenologic study, in 

which she conducted interviews with twenty women with breast cancer, 

identified a theme of "identifying meaning in the [breast cancer] 

experience reflected through purpose in life" (pp. 1430). The subjects 

regarded purpose in life as being a part of God's plan and having a feeling 

of inner peace with a more important spiritual dimension. Reed ( 1992) 
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Table 1 

Spirituality: A Resource for Adjustment m Illness 

Author 

Richards & 
Folkman ( 1997) 

Michello ( 1988) 

Highfield 
(1992) 

Schaefer (1995) 

Taylor (1993) 
(Meaning) 

Population 

Longitudinal (2 year) 
quantitative correlational and 
qualitative phenomenology 
study ofrecently bereaved 
HIV-positive & negative 
partners of men who died 
from AIDS, 91 % Anglo, 
(n=l25). 

Telephonic quantitative 
survey of the general 
population, 66% women, 
87% Anglo, ages 18-95, 
(n=560). 

Quantitative descriptive, 
cross-sectional survey to 
investigate the spiritual health 
of oncology patients with 
lung cancer, mostly male, 
ages 51-79, most all Anglo, 
(n=23). 

Phenomenological writing & 
reflection were used to 
analyze the qualitative data 
among women with chronic 
illnesses, (n= 6). 

Correlational, cross-sectional 
study of patients with 
recurrent cancer, (n=74). 

Measures 

Participants were grouped 
according to the presence 
or absence of spirituality or 
religiosity in narrative data, 
then compared the groups 
on demographic 
characteristics & scores 
from quantitative measures 
of coping, positive & 
negative mood states, & 
physical symptoms. 

Subjects were asked to rate 
2 dimensions of emotional 
well-being, existential (life 
direction & purpose) & 
depressed mood. 
Subjective satisfaction with 
health was measured. 
Physical limitations were 
controlled. 

The Spiritual Health Index 
(SHI) was used to measure 
behaviors & feelings, 
which were either positive 
or negative expressions of 
spiritual health. 

Interview with research 
question, "What is the 
experience of health for 
persons diagnosed with 
breast cancer?" 

Measurements were 
obtained by the Purpose in 
Life Test, PAIS, Symptom 
Distress Scale, the 
Enforced Social 
Dependency Scale, & the 
Search for Meaning 
Survey, to determine what 
factors were associated 
with the sense of meaning 
in life for this population. 

Results 

54% of the men made explicit references to 
spiritual phenomena. Men with spiritual 
references (group I) used more positive appraisal 
(-3.70, p= .00030), more planful problem solving 
(-2.45, p= .02), & more confrontive coping (-
3 .17, p= .002) than the non-spiritual group (group 
2). Group I had higher scores on both depression 
(-2.68, p= .008), anxiety (-2 .44, p= .02), & 
positive states of mind (2 .93, p= .004). Group 2 
reported significantly more physical health 
symptoms than group I (t(l21) = -2.10, p= .04). 

Results indicate those who scored low on 
depressed mood, had purpose & direction in life, 
& define their relationship with God as close 
have a greater tendency to be satisfied with their 
health. For those with physical limitations, these 
variables are even more important. 

Level of spiritual health was moderately high 
with only I person scoring below the 
hypothesized mean. Older patients & those with 
few distressing physical symptoms reported 
higher levels of spiritual health than younger 
patients or those who felt less physically well . 

"Health Within I11ness" - Identified themes 
include, Identifying meaning in the experience, 
reflected through purpose in life (looking at the 
experience as being part of God' s plan & reflect 
upon the meaning in their lives). 

PAIS subscales that significantly correlated with 
the sense of meaning included healthcare 
orientation (r= -0.47), domestic abilities (r= -
0.32), psychological distress (r= -0.37), & social 
abilities (r= -0.29). Both high symptom distress & 
increased dependence are associated with a low 
( or unclear) sense of meaning, & an unclear sense 
of meaning is associated with poor adjustment to 
illness. 



also suggests that spirituality is essential for optimal health, which is 

viewed as wholeness or well-being rather than a disease free state. The 

view that health can be manifested within the illness experience is 

supported by Haase' s (1987) phenomenologic study, in which she 

described courage among nine chronically ill adolescents and 

found spiritual factors such as prayer by self and others and faith in God 

to be important and effective coping strategies. Schaefer ( 1995) noted a 

strategy among six women experiencing chronic illness. Spirituality, as 

measured by the Self-Transcendence scale, correlates with psychological 

well-being in a group of depressed elderly subjects in Reed's 1989 study. 

Similarly, a 1997 descriptive correlational study by Fehring, Miller, & 

Shaw demonstrates a positive relationship between intrinsic religiosity, 

hope, spiritual well-being, lack of depression, and a positive attitude 

among 100 elderly (mean age = 73 years) cancer patients. 
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"Exercising religious faith through spiritual activities may be viewed 

as on kind of direct coping action," (Sodestrom & Martinson (1987, pp. 

41 ). A descriptive survey conducted by Sodestrom and Martinson (1987) 

demonstrates that spiritual support persons and spiritual activities serve 

as effective coping resources for a sample of 25 hospitalized adult 

patients with cancer, many of who were terminally ill. The patients 

reported using common spiritual activities such as prayer, religious 

television, radio, music, and objects, reading religious books, attending 
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church, and talking to spiritual resource persons to gain serenity, strength, 

and direction within illness situations. The authors note this finding to be 

consistent with the works of Kubler-Ross (1973) who reports that patients 

with serious illness depend on faith for hope and solace while coping (as 

cited in Sodestrom & Martinson, 1987). 

Similar conclusions were drawn from a qualitative exploratory study, 

in which a sample of cancer patients reported reliance on religious beliefs 

to cope with their cancer experiences (Krause, 1991 ). Lavery and Clarke 

( 1996) found that meditation and other alternatives to medical therapy 

served to supplement successful adjustment to breast cancer for the 

majority of 244 women in their retrospective questionnaire study. 

A study by Michello (1988) found a relationship with God to be 

instrumental for improving mood and life satisfaction and providing a 

purpose and direction in life, among a sample of 560 individuals (66% 

women) from the general population. 

Richards and Folkman (1997) interviewed 125 recently-bereaved 

partners of men who died from AIDS. They note that the men who 

expressed spiritual beliefs were able to cope better with their losses by 

employing active and deliberate coping methods as opposed to escape and 

avoidance methods. The men with self reported spirituality used more 

planful problem solving (t=-2.45, df=121, p=0.015) and more confrontive 

coping (t=-3.17, df=121, p=0.002). They also had higher scores on both 



depression (t=-2.68, df=121, p=0.008), anxiety (t=-2.44, df=121, 

p=0.016), and positive states of mind (t=2.93, df=121, p=0.004). The 

researchers contend that spirituality may provide the mental and 

emotional resources that are needed for actively coping with difficult 

situations. 
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Spirituality has also been shown to promote better physical outcomes, 

which is congruent with the MRM theory of human multidimensionality. 

Cancer survival, free of recurrence, was found to be more common in 

women who demonstrated a fighting spirit than in those who reacted with 

stoic acceptance, hopelessness, or helplessness in a 1979 study by Greer, 

Morris, and Pettingale (as cited in Luker, Beaver, Leinster, & Owens, 

1996). 

A descriptive cross-sectional study conducted by Highfield (1991) 

concludes that older patients report higher levels of spiritual health than 

younger patients do. This finding is comparable to Reed's (1986) 

conclusion that the achievement of later-in-life developmental tasks 

brings about a heightened focus on meaningful religious issues. 

To summarize, there is much evidence to support salutary 

biopsychosocial effects of spirituality and the meaning derived from a 

spiritual perspective, particularly in times of illness. However, the 

literature is lacking in representation of younger Hispanic and Anglo 

women with breast cancer. Most studies in which spirituality in breast 



cancer is explored tend to be phenomenologic or qualitative, while the 

authors propose that further studies should seek to provide quantitative 

verification of their findings. This secondary analysis study helps to 

provide quantitative measurement while exploring differences in Anglo 

and Hispanic culture and the relationships with spirituality and 

religiosity. 

Religiosity: A Resource for Adjustment in Illness 
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Religion serves as a spiritual expression for those individuals who 

choose to practice an organized and institutionalized manifestation of a 

faith in God or a higher power (Goddard, 1995). The impact of religiosity 

and its association with illness are noted in several studies and are 

summarized in Table 2. 

Allport ( 1976) describes two types of religious orientation, intrinsic and 

extrinsic. Those who adopt an intrinsic religious orientation, strive to 

internalize religious values, which serve as life's primary motivator. 

Persons who are extrinsically religious tend to use religion in a more 

functional manner to obtain security or sociability (Mickley, Soeken, & 

Belcher, 1992). High intrinsic religiosity is shown to be more positively 

correlated with a positive attitude, hope, and spiritual well-being than 

does low intrinsic religiosity in a study of 100 ( 67 female) elderly cancer 

patients conducted by Fehring, Miller, & Shaw (1997). Mickley, Soeken, 

and Belcher ( 1992) examined 175 women with varying stages of breast 
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Table 2 

Religiosity: A Resource for Adjustment in Illness 

Author 

Fehring, Miller, 
Shaw(1997) 

Brandt (1987) 

Acklin & Brown 
(1983) 

O'Brien (1982) 

Mickley, 
Soeken, & 
Belcher (1992) 

Ellison (1991) 

Population 

Cross-sectional, descriptive 
correlational & comparison 
study of elderly (mean 
age=73) people with cancer 
(67 females), (n=lOO). 

Cross-sectional, descriptive 
correlational study of 
women receiving 
chemotherapy for breast 
cancer ( n=3 1) 

Cross-sectional 
correlational study of 
cancer patients (n=26) & 
non-cancer patients (n= 18). 
Both groups receiving 
medical treatment. 

Quantitative & qualitative 
study in a 3 year 
longitudinal study to 
examine changes over time 
related to religious faith & 
its association with end
stage renal failure & 
hemodialysis, cross-cultural 
mix, (Tl-n= I26) (T2-
n=63) 

Cross-sectional 
quantitative study of 
women with all stages of 
breast cancer (ages 29-89), 
most Anglo, (n=175). 

Cross-sectional study of 
subjects (male & female) 
general population 
(n= 909). 

Measures 

Intrinsic & Extrinsic 
religiosity index, SWB 
Scale, geriatric depression 
Scale, Miller hope Scale, & 
Profile of Mood States 
Scale (POMS) 

Rotter Internal-External 
Locus of Control Scale & 
Beck Hopelessness Scale 

Life Meaning Scale, 
Allport-Ross Religious 
Orientation Scale, Grief 
Experience Inventory (6 
items related to coping & 
well-being in illness) 

Structured interviews using 
the Interactional Behavior 
Scale, religious affiliation, 
participation in religious 
services, & qualitative 
question re: import of 
religious faith in adjusting 
to illness & treatment. 

SWB Scale, Feagin 
Intrinsic/Extrinsic 
Religiousness Scale, & 
Nowotny Hope Scale 

Data from General Social 
Survey including subjective 
well-being, life satisfaction, 
religious involvement 
including denomination, 
social integration, divine 
interaction, existential 
certainty many background 
variables. 

Results 

Consistent positive correlation among intrinsic 
religiosity, SWB, hope, & other positive mood 
states. Consistent negative correlation among 
intrinsic religiosity, depression, & other negative 
mood states. 

All subjects indicated that religious beliefs are 
helpful in coping with illness to a great extent. 
Hopelessness & perceived helpfulness of religious 
beliefs in coping with illness (r = -.32) (p < 0.05). 

In the cancer group, higher levels ofattributed life 
meaning were positively linked to religious 
orientation , & associated with lower levels of 
despair (r= -.57) (p<.000 I), anger-hostility (r= 
-.50) (p<.01), & social isolation (r= -.60) (p<.0001). 

Quantitative & qualitative evidence for religious 
faith as a variable of importance to illness & 
treatment (attitude & behavior) long-term 
adjustment, increasing with time. 

Hope positively related to SWB (r= .661 ,p<.OO l ). 
No direct relationship between hope & 
religiousness. Older women had significantly lower 
hope (r=.253, p<.001) & SWB (r= .131 , p<.05) 
scores. As age increased scores tended to be lower 
on religious well-being & existential well-being. 
Hope can maximize psychological adjustment & 
fortify psychological defenses. 

Individuals with strong religious faith have higher 
levels oflife satisfaction, grater personal happiness, 
& fewer negative psychosocial consequences of 
traumatic life events. Frequency of divine 
interaction is greater among older individuals but 
net effect of divine interaction on life satisfaction 
does not vary significantly by age. 

Continued ... 
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Author 

Levin, 
Kyriakos, 
Markides, & 
Ray (1996) 

Maton (I 989) 

Continued 

Population 

A three-generational 
longitudinal study of 
Mexican-Americans 
(median ages - 72.5, 49.8, 
& 27.09), 84% Roman 
Catholic, 67% female, (n= 
oldest-108, middle- 260, 
youngest- 249). 

2 studies: I) stress
buffering role of spiritual 
support for recently 
bereaved parents, (n=8 I , 
most Anglo & female), 2) 
First semester college 
freshman, longitudinal over 
10 weeks, (n=68). 

Measures 

The study includes a single
item ofreligious 
attendance, 3 summary 
scales to measure 
dimensions of 
psychological well-being 
(used extensively in studies 
ofHispanic populations), & 
6 exogenous constructs, 
including subjective health. 
Time 2 measures taken I I 
years after Time I . 

Study I) A measure of 
spiritual support, 3 social 
support variables, Hopkins 
Symptom Checklist (to 
assess depression), 
Bachman' s & O'Malley' s 
adaptation of Rosenberg' s 
Self-esteem Scale, & high 
life vs. low life stress 
delineation. Study 2) Same 
measures of spiritual 
support, church attendance, 
scale of social support, a 
life stress measure, scale of 
college adjustment, & 
depression scale. 
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Results 

In summary, this study found (a) religious 
attendance is cross-sectionally associated with life 
satisfaction among members of the oldest & middle 
generations, & (b) religious attendance has 
beneficial longitudinal effects on depressed affect 
among members of the youngest generation. 

Spiritual support (religiosity) was I) inversely 
related to depression & positively related to self
esteem for high life stress recently bereaved parents, 
& 2) positively related to personal-emotional 
adjustment to college for high life stress, first 
semester college freshmen. Spiritual support was 
not significantly related to well-being for low life 
stress subsamples. 
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well-being (t= 4.73, p<.001), religious well-being (t= 3.83), p<.001), and 

existential well-being (t= 3.56, p<.001) than women classified as 

extrinsically religious. The authors note that as age increased, scores 

tended to be lower on religious well-being, existential well-being, and 

lower on intrinsic religiousness but higher on extrinsic religiousness. 

Also, existential well-being was found to be a ( 1989) consistently 

significant predictor of hope. According to McGee ( 1984) and Owen 

(1984) hope can magnify psychological adjustment and strengthen both 

psychological and physiological defenses. 

Brandt (1987) studied 31 women with breast cancer and receiving their 

first dose of chemotherapy, noting that all of the women reported the 

benefit of religious beliefs in coping and decreasing hopelessness within 

their cancer experiences. Similarly, a 1982 study by O'Brien links a 

positive religious perspective on life to improved life adaptation and 

illness adjustment for 126 patients undergoing hemodialysis, interviewed 

initially in the study and for 63 reinterviewed three years later. 0 'Brien 

(1982) concludes that religion is of "notable influence" for long-term 

adjustment to end-stage renal failure and its treatment course. 

The purpose of a longitudinal quantitative study conducted by Matan 

(1989) was to examine the relationship of spiritual support, which the 

author considers an outgrowth of religiosity, to well-being for high and 

low life-stress samples. With demographic variables controlled, 
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regression analysis demonstrated spiritual support was inversely related to 

depression for recently bereaved parents. Also, for a sample of first 

semester high stress college students, spiritual support was positively 

related to emotional adjustment to college (Maton, 1989). According to 

the researcher, the stress-buffering role of religiosity was substantiated. 

Research also demonstrates the helpfulness of religiosity in recovering 

from and coping with cancer (Acklin, Brown, & Mauger, 1983; Brandt, 

1987). Research findings reported by Maton (1989) suggest that religion 

can serve as a contributor to effective coping and as a product of coping 

with life crises and stressors. 

Ellison (1991) examined 909 men and women from the general 

population, concluding that those with strong religious faith have 

increased life satisfaction, elevated personal happiness, and less negative 

psychosocial consequences of traumatic life events than those who are not 

religious. Also, frequency of divine interaction is higher among older 

persons but the net effect on life satisfaction does not vary significantly 

by age (Ellison, 1991 ). 

Culture and Religiosity 

Because religion is regarded as a means for reflecting on spiritual 

issues that is prescribed by a particular group of people, it takes on some 

of the essential characteristics of the culture (Martsolf, 1997). The role 

of religiosity for cultures other than Anglo-American in the literature is 
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limited. A 1993 study conducted by Mickley and Soeken examined 

differences in religiosity and hope in matched samples of 25 Hispanic and 

25 Anglo-American women with breast cancer. The Hispanic women were 

found to have higher intrinsic religiosity than did the Anglo women. 

Intrinsic religiosity served as a strong indicator of religious well-being 

and hope for the Hispanic women (Mickley & Soeken, 1993). The authors 

suggest that "Religiosity may be an important variable affecting both the 

spiritual and the psychological health of women with breast cancer" (p. 

1171 ). Additionally, according to Mickley and Soeken (1993 ), important 

methods for finding meaning in life are through one's religion and through 

one's culture. 

Hispanic Culture and Spirituality/Religiosity 

According to Martsolf (1997) culture and spirituality are closely 

related concepts. "It is often difficult to distinguish between the aspects 

of a belief system that arise from a sense of spirituality/religious 

affiliation and those that stem from ethnic/cultural heritage" (Miller, 

1995, as cited in Martsolf, 1997, pp. 232. "One of the most important 

support systems for ethnic groups in America is spirituality or the religion 

(religiosity) in which spirituality is expressed" (Stolley & Koenig, 1997, 

pp. 32). In light of this knowledge, the American Psychiatric Association 

has adopted more culturally and spiritually sensitive standards in view of 

the increasing body of research that connects spirituality or religiosity to 
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mental and physical health (Stolley & Koenig, 1997). They have included 

a new category in the fourth edition of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-IV, American Psychiatric Association, 

1994) called Religious or Spiritual Problems. 

In general, Hispanic people possess strong, predominately Catholic, 

spiritual beliefs (Corrine et al., 1992). Hispanics in the United States, 

overall, have a larger proportion of persons living in poverty and living 

without health insurance or barrier-free healthcare access. However, 

Hispanics in the United States have lower mortality rates than non

Hispanic whites. This paradox is conjectured to be a result of health

promoting social and cultural factors (Sorlie, Backlund, Johnson, & 

Rogot, 1993). Magana and Clark (1995) believe that the key factors in 

the Hispanic culture, religiosity and spirituality, may serve to protect 

Hispanics from some poor health outcomes. Infant mortality, a widely 

accepted measure of health in populations, among Mexican-Americans is 

less than half (8/1000) that of African Americans (18/1000) and identical 

to that of non-Hispanic whites (James, 1993, as cited in Magana & Clark, 

1995). This fact is surprising in that Mexican-American women are more 

likely to receive no or late prenatal care compared to African-American 

women (Magana & Clark, 1995). According to Magana & Clark ( 1995), 

"Dimensions of spirituality may confer on Latinos the kind of vitality or 
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robustness that enables them to avoid a number of serious health problems 

that afflict the general population" (pp. 105). 

A fundamental feature of Hispanic spirituality is its attraction to 

healing of all kinds, physical, mental, and spiritual. These beliefs are 

often expressed in the art of Mexican folk healing called curanderismo 

(Rojas, 1996). In curanderismo, the mind, body, and soul or spirit are 

considered as one. "It [ curanderismo] invo Ives beliefs in natural and 

supernatural illnesses, a metaphysical connection to the spiritual world, 

and a view of God's divine will and centrality in all aspects of life" 

(Applewhite, 1995, pp. 24 7). The practice of folk healing is particularly 

prevalent among older and less acculturated Hispanics as noted in a 

ethnographic study by Applewhite (1995), in which 25 elderly Mexican 

Americans were interviewed. Health and illness beliefs of many 

Hispanics are affected by Christian-Catholic traditions of balance among 

the body-mind-spirit triad (Rojas, 1996). 

Rojas ( 1996) conducted a quantitative exploratory study using a 

sample of 100, predominately poor, women between the ages of 18 and 60, 

all but two were Mexican-American. The average age was 32 years with a 

10th grade level. The study showed spiritual well-being as having a 

significant influence on perceived health status which influenced the 

physical health of the women. Rojas ( 1996) notes this relationship to be 



an important coping mechanism and health promoter for low-income 

Hispanic women. 
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Levin, Markides, and Ray ( 1996) studied three generations (median 

ages of 72.5, 49.8, and 27.0 years) of 624 Mexican-Americans in the San 

Antonio, Texas area on two occasions, 11 years apart. The researchers 

measured religious attendance, three dimensions of psychological well

being (life satisfaction, depressed affect, and positive affect), and five 

sociodemographic constructs including subjective health. They found that 

(a) religious attendance is cross-sectionally associated with life 

satisfaction among the oldest and middle generations, and (b) religious 

attendance has beneficial effects on depressed affect of the youngest 

generation (Levin, Markides, & Ray, 1996). Both findings "withstand 

controlling for the effects of health, age, and other known 

sociodemographic correlates or predictors of both religious attendance or 

predictors of both religious attendance and psychological well-being" (p. 

461 ). These findings corroborate earlier works (Levin & Markides, 1986; 

Levin & Markides, 1987) that find religious attendance as a significant 

correlate or predictor of subjective health and life satisfaction in 

Mexican-Americans. For members of the younger generation who may be 

more acculturated, and therefore have decreased religious involvement, 

religious attendance is seen to serve a protective function for mood 

disorders over time and increasing in importance as one grows older 
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(Levin, Markides , & Ray, 1996). Levin, Markides , and Ray ( 1996) 

suggest that infrequent religious involvement be studied as a possible risk 

factor poor psychological outcomes. 

Uncertainty in Illness: Relationship with Spirituality/Religiosity 

Several studies have shown that breast cancer patients face grave 

psychological, physical, sexual, and interpersonal dilemmas after 

undergoing surgery for breast cancer (van der Pompe, 1996). Many 

women faced with breast cancer exhibit poorer quality of life through role 

loss, functional disability, and social and relationship pro bl ems (Brown, 

Crooks, Roberts, & Browne, 1996). In addition, research indicates that 

uncertainty is a universal experience common to women undergoing 

treatment for breast cancer and becomes a life-long challenge due to the 

chronicity of the disease , compounding the aforementioned adjustment 

difficulties (Nelson, 1996). Additionally, Craig and Edwards (1983) note, 

the preservation of a sense of hope is essential in the face of uncertainty. 

Mishel, Hostetter, King, & Graham (1984) found a significant correlation 

between high uncertainty levels and poorer psychological adjustment in a 

sample of 54 women, newly diagnosed with gynecological cancer. Also 

the younger subjects rated their illnesses as more serious (r=-0.28 , 

p<0.04) , had more difficulties with sexual relationships (r=-0.39, 

p<0.003), and had increased psychological distress (r=-0.26 , p<0 .06). 

Age was not associated with any of the other variables of uncertainty, 
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optimism, control over physical function, or adjustment. The researchers 

conclude that , "Certainty in the form of assigning definite value to objects 

and events results in a more positive frame of mind and fewer adjustment 

problems in major life areas" (Mishel et al., 1984, p. 298). Therefore, 

they add, it appears vital for patients to determine the meaningfulness of 

life events, even if life-threatening, in order to achieve better outcomes. 

Spirituality or religiosity was not addressed , in this study, as a means for 

decreasing uncertainty. However, Table 3 summarizes studies in which 

the uncertainties associated with breast cancer or other chronic illnesses 

may be reduced or adapted to by employing or relying on 

spirituality /religiosity re sources , there by improving psychosocial 

outcomes and quality of life. 

Nelson's 1996 hermeneutic and photographic phenomenology study 

identified the theme of "struggling to gain meaning" common among nine 

women faced with uncertainty at various stages (between two and six 

years post treatment) of the breast cancer trajectory. The women 

interviewed in the study spoke of uncertainty as the driving force for 

examination, identification, and valuation of what were truly meaningful 

priorities in their lives. These women reported using spiritual resources 

as they "learned new ways of being in the world" (p. 74). They noted 

finding an inner serenity within uncertainty, a sense of hope , and renewed 



Table 3 

Uncertainty m Illness 

Author 

Nelson (1996) 

Hilton (1988) 

Landis (1996) 

Crigger ( 1996) 

Population 

Cross-sectional qualitative 
hermeneutic photographic 
& phenomenological study 
of women between 2 & 6 
years post treatment, 38-69 
years of age, 7 Anglo, 1 
Native American, l 
German, for breast cancer 
(n=9). 

Cross-sectional qualitative 
phenomenological study of 
women with breast cancer 
between ages 34 - 75, 15 
Anglo, l African
American, (n=l6) 

Cross-sectional 
quantitative/qualitative 
study of men & women 
with diabetes mellitus, ages 
21-65 65% women, 66% 
Anglo, (n=94). 

A causal model for 
adaptation to uncertainty 
developed from the 
literature and from 
interviews with four 
women with middle to late 
stage multiple sclerosis 
(MS) was tested in a cross
sectional quantitative study 
of women with MS, ages 
25-65, 2 Asian, 1 Black, 87 
White, (n=90). 

Measures 

An unstructured interview 
format in which women 
were interviewed 2 times 
( l) Descriptions of 
uncertainty experiences, 
and (2) Interpretations of 
symbolic photos of 
uncertainty 

Multidimensional QOL 
Scale. Mishel Uncertainty 
in Illness Scale (MUIS), 
Appraisal Scale, Coping 
Scale, Profile of Mood 
States Scale, & Mastery 
Scale, to evaluate the 
influence of different 
factors in the adaptation 
process activated by 
uncertainty in illness on 
health-related QOL. 

MUIS, Spiritual Well
Being Scale (SBW), 
Psychosocial Adjustment to 
lllness Scale (P AJS), Open
ended questionnaire re: 
experience with diabetes. 

Expanded Disability Status 
Scale, MUIS-C (modified 
for community-based 
populations), Perceived 
Social Support Inventory 
(PSSI), SWBS, Rosenberg 
Sef-Esteem Scale, Mastery 
Scale (a subScale of the 
Chronic Disease 
Assessment Tool), 
measured to evaluate 
adaptation to uncertainty in 
MS. 
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Results 

Five identified themes including (1) Relying on 
spiritual beliefs & practices to gain peace, internal 
strength, & optimism for future, and (2) Gaining 
meaning on life perspectives 

Uncertainty in illness activated two processes: (1) 
As a person's energy is lessened by the impact ofa 
serious illness, the person may rely on personal 
spirituality within the opportunity appraisal process. 
(2) Appraisal ofuncertainty as danger serves as a 
motivating force to identify and use coping 
strategies to reduce the uncertainty. Both processes 
foster effective coping for successful adjustment to 
the illness experience. 

Pearson correlation coefficients: ( I ) Significant 
negative relationship between uncertainty & SBW 
(r= -.49, p= .000), Existential WB subscale stronger 
negative relationship over religious subScale. (2) 
SBW negatively associated with PAIS (r= -.47, p= 
.00 l ). Hierarchial multiple regression: (3) SBW 
significant mediating effect on pyscosocial 
adjustment. Uncertainty= 43% of variance in 
PAIS, existential well-being added additional 10%, 
religious WB did not enter as significant. 

Noteworthy findings are (l) the primacy of 
relationships among family, friends, and higher 
power, (2) SWB plays significant role in adaptation 
to uncertainty (SBW had the greatest effect on sense 
of mastery- "an important variable in chronic 
illness" 

Continued ... 



Table 3, Continued 

Author 

Mishel (1984) 

Germino, 
Mishel, Belyea, 
Harris, Ware, & 
Mohler (1998) 

Population 

Cross-sectional descriptive 
study of hospitalized, 76% 
45 years of age or older, 
97% male, (n=IOO). 

Quantitative cross-sectional 
descriptive correlational 
study of 132 white men 
with prostate cancer & their 
132 caregivers, 69 African
American men with 
prostate cancer & their 69 
caregivers. Average age-
65. 

Measures 

MUIS, Hospital Stress 
Rating Scale, Serious of 
Illness Scale 

MUIS, Inventory of Adult 
Role Behaviors, Problem
Solving SubScale of the 
Rosenbaum Self-Control 
Scale, God Scale from 
Health Locus of Control, 
Family Coping Scale, 
PAIS, Perceptions of 
Health and Illness 
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Results 

Correlational analysis indicates a strong relationship 
between uncertainty and stress. Age demonstrated a 
direct path to stress with a strong inverse 
relationship. 

For everyone, uncertainty was related inversely to 
psychological distress. For white patients & 
caregivers, the importance of God was related 
positively to the amount ofuncertainty in their 
lives. For African-Americans, this was not so 
(possibly because God is more of a constant in 
their lives & does not vary with illness. 
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internal strength (Nelson, 1996). These findings are consistent with the 

expected outcomes for this study, that spirituality and religiosity serve as 

important resources for coping and finding meaning within the uncertainty 

experience of breast cancer. 

A similar phenomenological study was conducted by Hilton ( 1988), in 

which she examined the experience of uncertainty for sixteen women with 

breast cancer. The qualitative findings included feelings of anxiety, 

dread, anger, frustration, helplessness, and depression, as originating from 

the uncertainty experience. Some of the women reported using spiritual

or religious-based coping strategies to replace the aforementioned 

feelings with feelings of serenity, consolation, hope, joy, contentment, 

repose, and assurance. These subjects described a buffering of cancer's 

impact as they attempted to control the meaning of the problem (Hilton, 

1988). The noted outcomes from this approach included reappraisal and a 

shift in beliefs, values, and goals. 

Padilla, Mishel, and Grant ( 1992) found that, for a sample of 100 

women recently diagnosed (within one to fourteen months) with 

gynecological cancer, uncertainty in illness activated two processes. 

First, the appraisal of uncertainty as opportunity induces coping strategies 

for seeking out new adaptation alternatives for the mutable nature of 

illness. According to Mishel, Padilla, Grant, and Sorenson ( 1991) as a 

person's energy is lessened by the impact of a serious illness, the person 
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may rely on personal spirituality within the opportunity appraisal process. 

Second, the appraisal of uncertainty as danger serves as a motivating 

force to identify and use coping strategies to reduce the uncertainty. 

Either of the two processes foster effective coping for successful 

adjustment to the illness experience. The 1992 study by Padilla, Mishel, 

and Grant provides preliminary correlational support for health-related 

quality of life as an outcome from applying the two processes for coping 

with uncertainty mentioned above. 

Landis (1996) studied 94 men and women with diabetes mellitus and 

found uncertainty to be negatively correlated with psychosocial 

adjustment in all seven domains of the Psychosocial Adjustment to Illness 

Scale. The specific correlations with uncertainty (p < . 001, one tailed) 

were ( 1) health care orientation (r = .65), (2) vocational environment 

(r = .52), (3) domestic environment (r = .57), (4) sexual relationships 

(r = .49), (5) extended family relationships (r = .39), (6) social 

environment (r = .4 7), and ( 6) psychological distress (r = .60). Another 

finding from the study supported a negative relationship between 

uncertainty and spiritual well-being (r = -.49, p = .000) (Landis, 1996). 

Landis ( 1996) found support for the hypothesis that "there would be a 

significant positive relationship between spiritual well-being and 

psychosocial adjustment" (p. 224) (r = -.47, p = .001). Also, spiritual 

well-being was found to have a "significant mediating effect on 
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psychosocial adjustment. .. with psychosocial adjustment as the criterion 

variable in a hierarchical regression equation, uncertainty was entered as 

the first predictor variable, followed by existential well-being and 

religious well-being" (Landis, 1996, p. 225). Findings from a qualitative 

and quantitative study conducted by Crigger ( 1996) suggest that the 

negative influence of uncertainty in 90 women (ages 25 to 65) with 

multiple sclerosis (MS) is reduced via their spiritual and social 

relationships. Spiritual well-being was shown to play a significant role in 

adaptation to uncertainty for this group of women. The authors suggest 

that "adaptation over time for this group of chronically ill people (women 

with MS) appears to be psychological and spiritual rather than physical" 

(pp. 45). Crigger (1996) notes that uncertainty is one of the most 

significant challenges to successful adaptation and that a better 

understanding of the factors that affect adaptation to uncertainty is an 

important goal for researchers. 

Culture 

There is little written in the literature regarding uncertainty and non

Anglo cultures. Germino, Mishel, Belyea, Harris, Ware, and Mohler 

(1998) note, "The experience of uncertainty related to cancer and its 

treatment is influenced by the cultural perspectives of patients and their 

families" (pp. 107). The authors note that cognition, response, and 

behaviors involved in the cancer experience are not well researched in 
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non-Anglo patients and their families. The most important finding in 

their study of uncertainty and prostate cancer, for Anglo and African

American men and their families, is that there are ethnic differences in the 

relationships among uncertainty and a number of quality-of-life and 

coping variables (Germino et al., 1998). For both Anglo and African

American subjects, uncertainty was inversely related to psychological 

distress. However, for Anglo patients and their caregivers, the 

significance of God in their lives was positively related to the quantity of 

uncertainty in their lives. For African-Americans, this was not the case 

and may be due to the fact that God represents more of a constant in their 

lives, not varying in times of illness (Germino et al., 1998). These 

cultural differences deserve the deliberate and serious attention of 

researchers. 

Age 

In terms of age and its relationship to uncertainty, Mishel ( 1984) notes 

that younger patients perceive more uncertainty within the hospital 

experience due to limited prior experience, which inhibits coping options 

and therefore, results in a higher level of stress. This notion has intuitive 

merit, that life experience will serve to limit uncertainty in some areas. 

Low-income Anglo and minority younger women may encounter 

uncertainty to a greater extent than other socioeconomic groups due to 



irregular support structures, co-morbidity, limited education, low self

confidence, and advanced disease staging (Mishel & Braden, 1987). 
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A study by Ruff ( 1995) found age to have a significant negative 

relationship (r= -0.46, P< 0.01) with search for meaning among 31 

malignant melanoma survivors. Ruff concluded that younger subjects 

sought meaning in the cancer experience to a greater extent than the older 

subjects. 

All of the aforementioned studies are limited in terms of sample size 

and none are representative of Hispanic women. None of the studies 

examine the concepts as they apply to younger women with breast cancer. 

Additionally, only the Landis ( 1996) correlational study investigated the 

relationships among spirituality, uncertainty, and psychosocial adjustment 

in illness. This study provides knowledge in a much understudied and 

important area with an emphasis on cultural diversity within the areas of 

spirituality, religiosity, uncertainty, and psycho social adjustment for 

younger women with breast cancer. 

Summary 

Breast cancer, its associated incertitudes, and its potential for 

decreasing quality of life outcomes by affecting biopsychosocial 

adjustment, poses a significant problem for women. Nurses, as "role

modelers", have a responsibility to better elucidate the resources, that 

when applied, will assist in the achievement of optimal physical and 
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psychosocial adjustment within the breast cancer trajectory. Although, 

the benefit of spirituality and religiosity as resources for coping in illness 

has been demonstrated by many studies , many aspects remain 

understudied. This secondary data analysis will assist in providing 

further insight into a very important area, while serving to explore the 

concepts in a culturally diverse group of younger women. 

Based on the extensive literature review presented, the expected 

findings may confirm previous evidence of the extraordinary roles of 

spirituality and religiosity as coping resources, for those women with high 

levels of uncertainty, while providing better psychosocial adjustment 

within the breast cancer experience. According to the literature analysis , 

those women who demonstrate high levels of uncertainty during their 

stressor event (breast cancer) will be at higher risk for psychosocial 

maladjustment. In other words, high uncertainty within the breast cancer 

experience will predict or distinguish between those who are 

psychosocially maladjusted and those who are not. Determining whether 

or not the adaptive internal resources of spirituality and religiosity are 

drawn upon should assist in distinguishing between those women who are 

psychosocially maladjusted and those who are not. Those women who 

score high on the measures of spirituality and/or religiosity should 

demonstrate better psychosocial adjustment. A prediction as to the 

potential differences between younger Anglo and Hispanic women is more 
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difficult to render. By virtue of their ages, one might expect the young 

Hispanic-American women to be more acculturated than those from an 

older sample, thereby more homogenous with the Anglo sample. Certainly, 

younger women are confronted with distinct challenges from those of 

their older counterparts. The areas of psychosocial adjustment 

differentiation among younger women versus older women may be 

somewhat more foreseeable. A study by Mishel et al. ( 1984) suggested 

that younger subjects rated their illness as more serious, had more 

problems with sexual relationships, and had higher levels of psychological 

distress. 

Regardless of the outcomes, this study provides nurses with new 

insights into an extremely complex subject. As research continues in this 

area, it will provide women with breast cancer new hope as they face a 

frightening and life-changing illness while preserving their emotional and 

social roles of mother, wife, lover, daughter, and friend. 



CHAPTER III 

METHODOLOGY 

This chapter describes the research design, setting, sample, data 

collection method and instruments employed for this study. 

Design 
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This study is a secondary analysis of the quantitative data from the 

Self-Help Intervention Project for Women with Breast Cancer (Braden, 

1993), a longitudinal intervention study. According to Stewart and 

Kamins (1993) the two distinct advantages of secondary analyses are 

associated with time and cost. Generally, it is less expensive and more 

efficient to conduct research based upon studies in which the data already 

exist. The fact that the original primary study was designed with a 

different intent and purpose will contribute to many of the limitations 

encountered within the secondary analysis. 

The research design for this study was a cross-sectional descriptive

exploratory design. The goal of descriptive research is to describe 

phenomena of interest through recorded observation. Exploratory 

research is preliminary and begins with an area of interest aimed at 

exploring the dimensions of the phenomena, the manifested 

characteristics, and the other factors with which it is related. Exploratory 
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research is of value particularly when a new area is being investigated or 

to develop or refine hypotheses (Polit & Hungler, 1995). 

Setting 

Subjects from the original study were recruited from a variety of sites 

in a Southwestern state, including cancer clinics, medical centers, primary 

care physician offices, churches, and community centers, by identified 

staff members, and through the use of fliers and posters. 

Sample 

The sample used for this study consisted of low income, younger 

(under age 50) Anglo and Mexican-American women who were receiving 

treatment for breast cancer, with no concurrent treatment for another form 

of cancer. Baseline data (T 1) were collected on those subjects who speak 

English or a dialect of English or Spanish. Baseline data collection was 

timed to occur simultaneously with the initial emergence of adjuvant 

treatment side effects. This time frame indicates data collection prior to 

randomization of subjects into Self-Help Interventions. There were no 

restrictions on stage of cancer, history of metastases, or recurrence. 

Level of education (high school or less) and a poverty-or-below level of 

income determined low socioeconomic status (SES). Calculation of 

poverty inclusion was based on levels established by the Arizona State 

Data Center for the year in which the subjects entered the study. The 

subjects were included in the study once a physician had ordered their 
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treatment for breast cancer. Those who would begin treatment within one 

week or who had been in treatment for two weeks at the point of receipt 

of name by the study personnel were deemed eligible. The sample used 

for this secondary analysis consisted of 93 Anglo women and 96 Mexican

American women. 

Protection of Human Subjects 

The original SHIP project, a minimal risk study, was approved by the 

Departmental Review Committee of the College of Nursing and the 

University of Arizona Human Subjects Committee (Appendix A). 

Permission to use the data collected for secondary analysis was included 

in the original consent form. Appendix B verifies the authorization of the 

SHIP data set for a secondary data analysis from the principal investigator 

and Appendix C is evidence of the approval from the Human Subjects 

Committee. 

Data Collection Instruments 

The demo graphic information that was originally collected and will be 

used in this study included age, marital status, ethnic origin, level of 

education, monthly income after taxes, and stage of disease (Appendix D). 

All of the following instruments were re-written for a comprehensibility 

and readability level of grade three. 

The cognitive state of uncertainty, or the inability to assign meaning to 

the illness experience, was measured by the patient's subjective 



perception on the positively directed 26 item, Mishel Uncertainty in 

Illness Scale (MUIS) (Mishel, 1981). The MUIS (Appendix E) is a 

Likert-format Scale, containing five categories of agreement

disagreement, which tap the clients' perceptions of uncertainty in the 
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areas of diagnosis, treatment, symptoms, relationships, and prognosis 

(Mishel, 1981 ). A higher score indicates more uncertainty. Dr. Braden 

(personal communication, May 12, 1998) reports the internal consistency 

reliability estimate for a preliminary sample of the younger women data to 

have a Cronbach's alpha coefficient= 0.85 for the Anglo women and 

Cronbach's alpha coefficient = 0.81 for the Mexican-American women. 

The internal consistency reliability estimate for the total sample of young 

women with breast cancer in this study was measured at a Cronbach' s 

alpha coefficient = 0. 86. Mishel et al. (1984) report the validity of this 

instrument to be supported by the finding that it significantly 

differentiated among varying patient populations in the predicted 

directions. 

Religiosity was measured using an 11-item inventory of religious 

activities and attitudes (Brown & Gary, 1987). This Scale (Appendix F) 

asks the respondents to choose from one of five Likert-type options, 

rating the frequency of their participation or thought regarding a religious 

activity or attitude. A high score indicates more religiosity involvement. 

According to Dr. C. J. Braden (personal communication, May 12, 1998) 
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the internal consistency reliability estimate for the preliminary sample of 

both the younger Anglo and Mexican-American women on the religiosity 

Scale has a cronbach's alpha coefficient of= 0.90. The internal 

consistency reliability estimate for the total sample of young women with 

breast cancer in this study was also measured at a Cronbach' s alpha 

coefficient = 0.90. This study evaluated religiosity by examining all 11 

items individually, which aimed to allow for greater exploration of the 

religiosity factors. 

The Religiosity Scale was developed to be "sensitive to the 

idiosyncratic nature of what every individual holds to be his or her form 

of religious involvement" (Kenney, Cromwell, & Vaughan, 1977, pp. 238). 

Kenney et al. (1977) contend that the instrument is sensitive, by virtue of 

its multidimensional nature, to the religiosity of persons who may be 

labeled as non-religious by other religiosity measures. The authors claim 

their approach differs from others by looking "for where an individual 

claims religiousness and then attempts to associate systematic patterns of 

religious behavior and attitudes with those specific social settings 

(Kenney, Cromwell, & Vaughan, 1977, p. 243 ). This approach enables the 

researchers to recognize religiosity among ethnic minority individuals 

who might have previously been labeled as "non-religious". Brown and 

Gary ( 1987) employed the Religiosity Scale when investigating the role of 
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religiosity, as a social support network, on the mental and physical health 

outcomes for urban black adults faced with stressful life events. 

Spirituality was measured using the "God Scale", an eight item, five

category Likert Scale (Appendix G). This Scale is derived from the 

revised and expanded Multidimensional Health Locus of Control (MHLC) 

Scale (Wallston, Wallston, Kaplan, & Maides, 1976) and measures one's 

belief as to the role of God in controlling and determining health 

outcomes (Bekhuis, Cook, Holt, Scott-Lennox, Lennox, Price, & Fryer, 

1995). Measurable belief in God's control indicates a level of faith and 

trust in a higher power to enable transcendence or health within the 

illness experience. Drs. Braden and Mishel (1993), the original SHIP 

investigators define "God as a major source of strength" in their 

introduction to the God Scale questions within the SHIP Patient 

Questionnaire Booklet. 

Renetzky's ( 1979) definition of spirituality, the need for belief and 

faith in a power beyond self/God as defined by the individual, is 

congruent with the assumptions inherent in the God Scale (as cited in 

Ross, 1994 ). Another definition of spirituality congruent with to the God 

Scale is offered by several nurse authors as harmonious relationships or 

connections with nature, God, or a higher being that draws one beyond 

oneself (as cited in Fehring, Miller, & Shaw, 1997). 
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Measures of spirituality are not always logically derived from 

conceptual frameworks which are consistent with the MRM theory 

perspective of spirituality as an internal resource. The assumptions 

inherent in the God Scale do not completely capture the essence and 

expansiveness of the aforementioned definitions of spirituality. However, 

belief in God as a major source of strength as it relates to health can 

represent spirituality to some, potentially serving as an indicator for 

meaning making within the breast cancer experience. Also, the definition 

congruent with the assumptions within the God Scale is similar to the 

notion of powerlessness practiced by Alcoholics Anonymous (1976) 

participants, in which members vow to turn their will and lives over to the 

care of God. 

The internal consistency reliability of the "God Scale" for the 

preliminary sample of younger Anglo and Mexican-American women has 

shown to have a Cronbach's alpha coefficient = .94 (C. J. Braden, personal 

communication, May 12, 1998). The internal consistency reliability 

estimate for the total sample of young women with breast cancer in this 

study was also measured at a Cronbach's alpha coefficient = 0.94. This 

study evaluated spirituality by examining all eight items individually, 

which aimed to allow for greater exploration of the spirituality factors. 

Psychosocial adjustment to breast cancer was measured using the 

psychosocial domain subscales VI and VII of the multidimensional 
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Psychosocial Adjustment to Illness Scale (PAIS) (Derogatis, 1986). 

Subscale VI is a six-item scale of the psychosocial domain, social 

environment (Appendix H). Domain VI reflects the patient's current 

social and leisure activities and the degree to which the patient has 

suffered impairment of these activities as a result of the current illness 

(Derogatis, 1986). The activities are separated into individual, family, 

and social categories. Subscale VII (Appendix I) is a seven-item scale of 

the psychosocial domain, psychological distress, which measures thoughts 

and feelings that result from the illness experience such as anxiety, 

depression, hostility, guilt, body image problems and reduced self-esteem 

(Derogatis, 1986). The PAIS items offer multiple-choice options for each 

item. The scores were measured in a positive direction of adjustment to 

illness for both domains. 

According to Dr. C. J. Braden (personal communication, May 12, 1998) 

the internal consistency reliability estimate on the total PAIS for the 

preliminary sample of younger Anglo women has shown to have a 

Cronbach' s alpha coefficient = . 84 and for the younger Mexican-American 

women= .90. Reliability of subscale VI, the Social Subscale, for this 

study' s sample was calculated to have a Cronbach' s alpha coefficient of 

.85. The Cronbach's alpha coefficient for the Psychological Subscale, 

subscale VII, for this study' s sample was calculated at . 89. 
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Procedures 

The women were categorized into two groups, those who demonstrate 

psychosocial maladjustment and those who do not, using normative values 

for a mixed cancer group (Derogatis, 1983) derived from a study 

conducted by Nelson and colleagues (1994 ). Nelson et al. (1994) used 

cluster analysis to identify four subtypes of psychosocial adjustment in a 

sample of 122 breast cancer patients who completed the PAIS. Three of 

the derived subtypes demonstrated normal affect levels with varying 

patterns of comparative strengths and dysfunctions. The fourth subtype, 

labeled Subtype B, appeared to be "highly distressed and globally 

maladjusted" (Nelson, et al., 1994). Elevated T scores indicated 

psychosocial maladjustment, and were obtained by graphic and visual 

representation means. 

Descriptive analysis was obtained for T scores of both VI and VII 

PAIS domains. Coding of the PAIS responses was such that the greater 

the score the greater the maladjustment. Those subjects who scored 55 or 

above on the PAIS social adjustment subscale were categorized as socially 

maladjusted. Those subjects who scored below 55 on the PAIS social 

adjustment subscale were categorized as socially non- maladjusted. A 

score of 60 or higher on the PAIS psychological adjustment subscale were 

grouped into the psychologically maladjusted group and those who scored 

above 60 were labeled as psychologically non-maladjusted. 



Statistical Analysis 

Descriptive statistics were computed for all demographic and study 

variables using the SPSS-X computer program. A level of significance 

was set at alpha=.05. The levels of data measurement for this study are 

classified as interval. 

72 

Because the intent of this study was to examine certain variables for 

their ability to differentiate between maladjustment and non

maladjustment, discriminant analysis was used. Discriminant analysis 

makes determinations about probable membership in categories or groups, 

allowing one to distinguish groups from one another on the basis of 

available independent variables (Munro, 1997). This technique 

demonstrates which set of factors will most clearly distinguish among 

groups. Crosstabulation was employed for both the social and the 

psychological subscales before the discriminant analysis to ensure 

accurate group placement. Discriminant analysis with stepwise selection 

procedures was used to identify the variables that differentiated between 

social and psychological maladjustment groups. The variables were 

placed in the analysis in the following order: 1) total score of uncertainty, 

2) individual spirituality items, and 3) individual religiosity items, as they 

appeared in the questionnaire. The discriminant analysis approach was 

used to answer both question one and question two: 



1. Do uncertainty, spirituality, or religiosity factors 

distinguish between young women with breast cancer who 

demonstrate psychosocial maladjustment and those who do not? 
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2. Are there ethnic differences, for young Anglo and Hispanic women 

with breast cancer, in the factors of uncertainty, spirituality, or 

religiosity that distinguish between those who demonstrate 

psychosocial maladjustment outcomes and those who do not? 

Summary 

The design used for this study was a descriptive-exploratory, using 

baseline date of younger Hispanic and Anglo women receiving breast 

cancer treatment prior to randomization in the Self-Help Intervention 

Project. Variables and instruments included: the Mishel Uncertainty in 

Illness Scale (MUIS), religiosity as measured by the individual items from 

the Religiosity Scale (Brown & Gary, 1987), spirituality as measured by 

individual items comprising the "God Scale", and psychosocial 

maladjustment or non-maladjustment as measured by the PAIS subscale 

VI, the social adjustment domain and subscale VII, the psychological 

adjustment domain. Discriminant analysis with stepwise procedures was 

used to answer both research questions regarding the discrimination value 

of uncertainty, religiosity, and spirituality on psychosocial maladjustment 

and non-maladjustment. 



CHAPTER IV 

RESULTS 

Introduction 
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This chapter contains the statistical results obtained for this secondary 

analysis. Demographic characteristics will be presented along with 

significant Anglo and Hispanic differences among the total sample of 

women. Next, demographic comparisons will be supplied for the women 

as grouped by non-maladjustment or maladjustment for the PAIS social 

and psychological domains. As mentioned previously, these groupings 

were derived using normative values for a mixed cancer group (Derogatis, 

1983) derived from a "globally maladjusted" breast cancer subtype, 

identified in a study of 122 women with breast cancer, conducted by 

Nelson, Friedman, Baer, Lane, and Smith (1994). Next, the discriminant 

analysis results will be presented for question one in which uncertainty, 

spirituality, and religiosity factors were analyzed for their ability to 

distinguish between the women who demonstrated psychosocial 

maladjustment and those who did not. Finally, question two analysis will 

be presented regarding ethnic differences in the ability of the factors to 

distinguish between social and psychological group membership. 
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Demographic Characteristics 

Total Sample 

The total study sample consisted of one hundred and eighty nine 

women who were actively receiving therapy for breast cancer. Women 

ranged in age from 28 to 49 years with the mean age of 41.75 (SD=5.36). 

The women had a mean education level of 13 .44 years (SD=3 .99). The 

mean monthly family income after taxes was $2,468.76 (SD=2779.22). A 

majority of the sample were married (63.8%). Seventy-four percent of the 

women were classified as having stage I breast cancer (n=3 8), stage IIA 

( n=61), or stage IIB ( n=3 5). The remaining twenty six percent were 

classified as stage O (n=5), stage IIIA (n= 13 ) , stage IIIB (n= 10) , and stage 

IV (n=20). The sample consisted of 96 Hispanic women (50.8%) and 93 

Anglo women (49.2%). 

Anglo and Hispanic Differences 

As reported, 49.2% of the sample were Anglo and 50.8% were 

Hispanic. The percentage of the Hispanic women born in Mexico was 

54.2%. T-tests or chi-square tests were run on demographic 

characteristics of the women by ethnicity to demonstrate any significant 

differences (Table 4 ). Significant age differences were found among the 

two ethnic groups. Additionally, significant differences were found 

among the women in regard to level of education. The mean monthly 

income after taxes reported by the Anglo women was also significantly 



Table 4 

Ethnicity Comparisons: Age, Education, and Income 

Age 

Education 

Income 

*p<.01 
**p~.001 

Anglo 
Mean (SD) 

Hispanic 
Mean (SD) t (df) 

42.78 (5.17) 40.75 (5.38) 2.650 (187)* 

15.51 (2.89) 11.45 (3.90) 8.09 (186)** 

$3179.00 (3422.33) $1789.08 (1743.05) 3.43 (129.48)** 

76 
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different than that of the Hispanic women. No significant differences 

were found between the two groups for stage of disease or marital status. 

Subscale Groupings 

Tables 5, 6, and 7 supply the demographic characteristics of the total 

sample of women in the study, as grouped by social and psychological 

non-maladjustment and maladjustment, where significant differences were 

found. T-tests revealed significant differences in the areas of education 

for the psychological subscale groups and income for the social and 

psychological groups. Additionally, Chi-square testing determined 

significant differences between the percentage of Anglo and Hispanic 

women classified as psychologically maladjusted. Using the grouping 

methods chosen for this study, approximately 20% more Hispanic women 

were classified as psychologically maladjusted compared to the Anglo 

women. Although no statistically significant differences were found 

between the Anglo and Hispanic women for social adjustment , the 

Hispanic women were classified as socially maladjusted by approximately 

17% more than the Anglo women (Tables 8 & 9). 

Socially non-maladjusted group. 

Demographic characteristics were obtained for those women who 

scored as non-maladjusted on the PAIS social adjustment subscale. The 

total number of women categorized into this group was 130. This group 



Table 5 

Years of Education for Psychological Groups 

Psychological Mean Years SD t value 
Group 

Non- 14.01 3.93 2. 713 * 
Maladjusted 
(n=122) 

Maladjusted 12.37 3.94 
(n=65) 

*p<.01 

Table 6 

Monthly Family Income after Taxes for Social Groups 

Social Group 

Non
Maladjusted 
(n=127) 

Maladjusted 
(n=54) 

* p<.001 

Mean 

$2823.35 

$1669.06 

SD t value 

$3092.05 2.593* 

$1622.28 

78 

df 

185 

df 

179 
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Table 7 

Monthly Family Income after Taxes for Psychological Groups 

Psychological Mean Years SD t value df 
Group 

Non- $2857 .28 $3202. 70 2.386* 178 
Maladjusted 
(n=l15) 

Maladjusted $1838.58 $1670.72 
(n=65) 

*p<.05 



Table 8 

Ethnicity Comparison of Social Subscale Groups 

Socially Non
Maladjusted 

Anglo 

Count (n) 68 

Expected Count 63. 6 

% within Social Scale 52.3% 

% within Ethnic Group 73.9% 

% of Total 36.2% 

Socially Maladjusted 

Count 24 

Expected Count 28.4 

% within Social Scale 41.4% 

% within Ethnic Group 26.1% 

% of Total 12.8% 

x2 =1.92 
p=NS 

Hispanic 

62 

66.4 

47.7% 

64.6% 

33.0% 

34 

29.6 

58.6% 

35.4% 

18.1 % 

80 



Table 9 

Ethnicity Comparison of Psychological Subscale Groups 

Psychologically 
Non-Maladjusted 

Anglo 

Count (n) 67 

Expected Count 60 .0 

% within Social Scale 54.9% 

% within Ethnic Group 72.8% 

% of Total 35.8% 

Psychologically 
Maladjusted 

Count 25 

Expected Count 32 .0 

% within Social Scale 38.5% 

% within Ethnic Group 27.2% 

% of Total 13.4% 

x2 =4.60 
p$0.05 

Hispanic 

55 

62.0 

45.1 % 

57.9% 

29.4% 

40 

33.0 

61.5% 

42.1% 

21.4% 

81 



consisted of 52.30% Anglo women (n=68) and 4 7. 70% Hispanic women 

(n=62). The mean age of the women was 42.36 (SD=5.15), the mean 

education level was 13.79 (SD=4.00), the mean monthly income after 

taxes was $2823.35 (SD=3092.05), and 67.70% were married. 

Socially maladjusted group. 
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Demographic characteristics were obtained for those women who 

scored as maladjusted on the PAIS social adjustment subscale. The total 

number of women categorized into this group was 58, consisting of 

41.40% Anglo women (n= 24) and 58.6% Hispanic women (n=34). The 

mean age of the women was 40.36 (SD= 5.66), the mean education level 

was 12.64 (SD= 3.89), the mean monthly income after taxes was $1669.06 

(SD= 1622.28), and 55.2% were married. 

Psychologically non-maladjusted group. 

Demographic characteristics were obtained for those women who 

scored as non-maladjusted on the PAIS psychological adjustment subscale. 

The total number of women categorized into this group was 122, 

consisting of 54.90% Anglo women (n= 67) and 45.10% Hispanic women 

(n=55). The mean age of the women was 42.59 (SD= 4.75), the mean 

education level was 14.01 (SD=3.93), the mean monthly income after 

taxes was $2857 .28 (SD= 3202. 70), and 66.4% were married. 



Psychologically maladjusted group. 

Demographic characteristics were obtained for those women who 

scored as maladjusted on the PAIS psychological adjustment subscale. 
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The total number of women categorized into this group was 65, consisting 

of 38.50% Anglo women (n= 25) and 61.50% Hispanic women (n=40). 

The mean age of the women was 40.29 (SD= 6.08), the mean education 

level was 12.37 (SD= 3.94), the mean monthly income after taxes was 

$1838.58 (SD= 1670.72), and sixty percent were married. 

Discriminant Analysis Results 

Research Question 1 

Do uncertainty, spirituality, or religiosity factors distinguish between 

young women with breast cancer who demonstrate psychosocial 

maladjustment and those who do not? 

Predictor Variables for Social Adjustment with Total Sample 

The two groups, socially maladjusted and those not, were analyzed 

using the total uncertainty score as a measured predictor (Table 10). The 

percent of the non-maladjusted group classified correctly was 92% but 

much less for the maladjusted group, at 29%. The overall percent of 

grouped cases correctly classified was 73%. 

None of the eight spirituality items from the "God Scale" entered into 

the discriminant analysis with uncertainty. The percentage of correct 

classification for either adjustment group yielded no significant change. 
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Table 10 

Predicted Membership of Social Adjustment for the Total Group (n=l 88) 

%Classified 
Variables that Correctly: Total Re* Wilk's 
Entered Non-Maladjusted Group Lambda 

Maladjusted 

UNCERTAINTY 92.30 72.90 .36** .87** 
(Total Score) 29.30 

SPIRITUALITY NE NE 
(Individual Items) 

RELIGIOSITY 88.50 72.30 .41 ** .84** 
(Individual Items) 36.20 

"Listen to religious 
music" 

* Re = Canonical correlation 
** p<.001 
NE= Nothing entered 



The only Religiosity Scale item among the eleven that entered and 

remained with uncertainty was, "Listen to religious music". The percent 

of the non-maladjusted group classified correctly lowered to 89% but 

increased slightly to 36% for the maladjusted group. However the 

grouped cases correctly classified overall remained constant (Table 10). 

Predictor Variables for Psychological Adjustment with Total Sample 

85 

The two groups, psychologically maladjusted and those not, were 

analyzed using the total uncertainty score as a measured predictor (Table 

11 ). The percent of the non-maladjusted group classified correctly was 

85% and 43% for the maladjusted group. The percent of grouped cases 

correctly classified overall was 71 %. 

None of the eight spirituality items from the "God Scale" and none of 

the eleven-religiosity items from the Religiosity Scale entered into the 

discriminant analysis with uncertainty. The classification percentages 

remained constant (Table 11 ). 

Uncertainty Scores and Adjustment 

Because the total score of uncertainty entered and remained for all of 

the women during the discriminant analysis, t-testing was done to examine 

differences among the women for uncertainty and psychosocial adjustment 

(Tables 12 & 13 ). The women grouped as maladjusted demonstrated 

significantly higher levels of uncertainty. Accordingly, the women who 

were classified as non-maladjusted tested with lower levels of uncertainty. 



86 

Table 11 

Predicted Membership of Psychological Adjustment: Total Sample 

(n=l 87) 

Variables that 
Entered 

UNCERTAINTY 
(Total Score) 

SPIRITUALITY 
(Individual Items) 

RELIGIOSITY 
(Individual Items) 

* Re = Canonical correlation 
** p<.001 
NE=Nothing entered 

% Classified 
Correctly: 

Non-Maladjusted 
Maladjusted 

85.20 
43.10 

NE 

NE 

Total Re* Wilk's 
Group Lambda 

70.60 .44* .81 * 

NE 

NE 



Table 12 

Uncertainty Score Differences for Social Subscale Groups 

Group 

Non-Maladjusted 
(n=130) 

Maladjusted 
(n=58) 

*p<.001 

Table 13 

Mean Score 

56.02 

66.31 

SD t value 

12.88 -5.172* 

11.98 

df 

186 

Uncertainty Score Differences for Psychological Subscale Groups 

Group 

Non-Maladjusted 
(n=122) 

Maladjusted 
(n=65) 

* p<.001 

Mean Score 

54.78 

67.15 

SD t value df 

12.86 -7.135* 185 

10.37 

87 
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Research Question 2 

Are there differences between young Anglo and Hispanic women with 

breast cancer, in the factors of uncertainty, spirituality, or religiosity that 

distinguish between young women with breast cancer who demonstrate 

psychosocial maladjustment and those who do not? 

Predictor Variables for Social Adjustment: Anglo Women 

The two Anglo groups, socially maladjusted and those not, were 

analyzed using the total uncertainty score as a measured predictor 

(Table 14 ). The percent of the non-maladjusted group classified correctly 

was 94% but much less for the maladjusted group, at 

21 %. The percent of grouped cases correctly classified overall was 75%. 

The two spirituality items among the eight "God Scale" items that 

entered and remained with uncertainty for the Anglo women were, "Only 

God can keep you healthy" and "Whether or not you get hurt is largely up 

to God". The percent of the non-maladjusted group classified correctly 

was high at 96% and 42% for the maladjusted group. The percent of 

grouped cases correctly classified overall was 82%. Therefore the 

addition of these two items improved prediction significantly, more so for 

the maladjusted group (Table 14 ). 

The only Religiosity Scale item, among the eleven, that entered and 

remained with uncertainty for the Anglo women was, "Listen to religious 

music". Accurate classification, during this step, was reduced slightly by 



89 

Table 14 

Predicted Membership of Social Adjustment: Anglo Women (n=92) 

Variables that 
Entered 

UNCERTAINTY 
(Total Score) 

SPIRITUALITY 
(Individual Items) 

1."0nly God can 
keep you healthy" 

2. "Whether or not 
you get hurt is 
largely up to God" 

RELIGIOSITY 
(Individual Items) 

3."Listen to religious 
music" 

TOTAL WHEN ALL 
VARIABLES 
ENTERED 
TOGETHER 
("Only God can keep 
you healthy" did not 
remain) 
* Re = Canonical correlation 
** p<.001 
NE= Nothing entered 

%Classified Total 
Correctly: Group 

Non-Maladjusted 
Maladjusted 

94.10 
20.80 

95.60 
41.70 

94.10 
29.20 

92.60 
58.30 

75.00 

81.50 

77.20 

83.70 

Re* Wilk's 
Lambda 

.36** .87** 

.47** .76** 

.42** .82** 

.51 * * . 75** 
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1.50 for the non-maladjusted women. Classification was reduced by 

12.50% for the maladjusted women and overall classification was reduced 

by 4.30% (Table 14). 

Because items entered for both spirituality and religiosity for the 

Anglo women within the social subscale group, a fourth step was added to 

the discriminant analysis for this group. The total score of uncertainty 

and the three individual items that entered were analyzed for total 

predictive value (Table 14). The total scale of uncertainty, the spirituality 

item, "Whether or not you get hurt is largely up to God", and the 

religiosity item, "Listen to religious music", remained during this 

analysis. The addition of this step demonstrated a large increase in 

predicting the maladjusted women to 58%. Prediction of the non

maladjusted group lowered slightly but remained impressive at 93% and 

overall classification accuracy rose to 84%. 

Predictor Variables for Social Adjustment: Hispanic Women 

The two Hispanic groups, socially maladjusted and those not, were 

analyzed using the total uncertainty score as a measured predictor (Table 

15). The percent of the non-maladjusted group classified correctly was 

92% but less for the maladjusted group, at 32%. The percent of grouped 

cases correctly classified overall was 71 % and 41 % for the maladjusted 

group. The percent of grouped cases correctly classified overall was 73% 

(Table 15). 
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Table 15 

Predicted Membership of Social Adjustment: Hispanic Women (n=93) 

Variables that % Classified Total Re* Wilk's 
Entered Correctly: Group Lambda 

Non-Maladjusted 
Maladjusted 

UNCERTAINTY 91.90 70.80 .33** .89** 
(Total Score) 32.40 

SPIRITUALITY 90.30 72.90 .39** .85** 
(Individual Items) 41.20 

1. "God will protect 
your health" 

RELIGIOSITY NE NE 
(Individual Items) 

* Re = Canonical correlation 
** p<.001 
NE=Nothing entered 
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None of the religiosity items from the Religiosity Scale entered and 

remained with uncertainty for the Hispanic women (Table 15). The 

percentage of accurate classification for both adjustment groups lowered. 

Predictor Variables for Psychological Adjustment: Anglo Women 

The two Anglo groups, psychologically maladjusted and those not, 

were analyzed using the total uncertainty score as a measured predictor 

(Table 16). The percent of the non-maladjusted group classified correctly 

was 88% and for the maladjusted group, 48%. The percent of grouped 

cases correctly classified overall was 77%. 

The one spirituality item among the eight "God Scale" items that 

entered and remained with uncertainty for the Anglo women was, 

"Whether or not you get hurt is largely up to God". The percent of the 

non-maladjusted group classified correctly was approximately 93% and 

48% of the maladjusted group. The percent of grouped cases correctly 

classified overall was 80% (Table 16). 

None of the Religiosity Scale items, among the eleven, entered and 

remained with uncertainty for the Anglo women. The percent of correct 

classification for both groups remained the same (Table 16). 

Predictor Variables for Psychological Adjustment: Hispanic Women 

The two Hispanic groups, psychologically maladjusted and those not , 

were analyzed using the total uncertainty score as a measured predictor 

(Table 17). The percent of the non-maladjusted group classified correctly 
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Table 16 

Predicted Membership of Psychological Adjustment: Anglo Women (n=92) 

Variables that 
Entered 

UNCERTAINTY 
(Total Score) 

SPIRITUALITY 
(Individual Items) 

1. "Whether on not 
you get hurt is 
largely up to 
God" 

RELIGIOSITY 
(Individual Items) 

* Re = Canonical correlation 
** p<.001 
NE=Nothing entered 

%Classified 
Correctly: 

Non-Maladjusted 
Maladjusted 

88.10 
48.00 

92.50 
48.00 

NE 

Total Re* Wilk's 
Group Lambda 

77.20 .50** .75** 

80.40 .54** . 71 ** 

NE 
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Table 17 

Predicted Membership of Psychological Adjustment: Hispanic Women 
(n=95) 

Variables that 
Entered 

UNCERTAINTY 
(Total Score) 

SPIRITUALITY 
(Individual Items) 

RELIGIOSITY 
(Individual Items) 

* Re = Canonical correlation 
** p<.001 
NE= Nothing entered 

%Classified Total 
Correctly: Group 

Non-Maladjusted 
Maladjusted 

80.00 
42.50 

NE 

NE 

64.20 

NE 

NE 

Re* Wilk's 
Lambda 

.36** .87** 



was 80% and for the maladjusted group, 43%. The percent of grouped 

cases correctly classified overall was 64%. 

None of the spirituality items from the "God Scale" entered, nor did 

any items from the Religiosity Scale when analyzed with uncertainty in 

discriminant analysis of the Hispanic women. The percent of the non

maladjusted group classified correctly remained the same as with 

uncertainty alone with the addition of spirituality items and religiosity 

items. Also the percent of grouped cases correctly classified overall 

remained at 64%. 

Summary 

The baseline demographic data of the 189 women who were receiving 

treatment for breast cancer were described. The demographic data were 

analyzed for ethnic differences by t-tests and chi-square statistics. 

Additionally demographic statistics were obtained for those women who 

tested as non-maladjusted or maladjusted on both PAIS subscales , social 

and psychological. 
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Discriminant function analysis with was used to identify predictors of 

the outcome variables-social maladjustment and non-maladjustment and 

psychological maladjustment and non-maladjustment among the all of the 

women. The independent variables entered by a stepwise approach 

included the total MUIS score , eleven individual items comprising the 

Religiosity Scale , and eight individual spirituality items comprising the 
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"God Scale". This approach was also utilized to analyze differences 

between the Anglo and Hispanic women. Because uncertainty, spirituality 

items, and religiosity items entered and remained, a fourth discriminant 

analysis step was added to examine the Anglo women within the social 

adjustment group to determine the amount of total explanatory 

discrimination. Also uncertainty, as measured by the MUIS, entered and 

remained for all of the women during the discriminant analysis, t-testing 

was done to examine differences among the women for uncertainty levels 

and psychosocial adjustment. 



CHAPTERV 

DISCUSSION 

97 

A breast cancer diagnosis frequently gives rise to a crisis of meaning, 

weakening a previously unquestioned reality. Breast cancer provokes 

uncertainty, described as the inability to assign meaning to a stressor 

event, and places women at increased risk for poor psychosocial 

adjustment. Spirituality and religiosity provide a framework from which 

meaning can be derived in times of stress. Many studies submit that 

spirituality and religiosity may heighten psychological and social well

being during illness by rendering a sense of purpose and meaning. This 

chapter will provide interpretation of the study' s findings to determine if 

uncertainty, spirituality, and religiosity factors were able to distinguish 

among psychosocial adjustment membership for young women with breast 

cancer. The discriminant analysis findings were also examined for 

cultural differences in the abilities of the uncertainty, spirituality, and 

religiosity to distinguish between psychosocial non-maladjustment and 

maladjustment. The findings will be discussed relative to the literature 

and the conceptual framework provided for this study. Next the 

limitations of the study will be presented. The implications derived from 

the study and suggestions for further research will also be discussed. 
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Psychosocial Adjustment 

The significant demographic differences among the women who were 

grouped as psychosocially maladjusted and those not, occurred in the 

areas of ethnicity, age, education, and income. A majority of the non

maladjusted women tended to be Anglo, older, more educated, and had 

higher incomes compared to the socially and psychologically maladjusted 

women. No significant differences were found in regard to marital status. 

As noted in a report by the AHCPR Depression Panel Guidelines (1993a), 

low SES status is related to problems in the areas of transportation, 

childcare, nutrition, neighborhood safety, and health access and insurance, 

all of which place these impoverished women at increased risk for 

psychological sequelae, including depression (as cited by Braden, 1993). 

The results from this study document that these impoverished women have 

SES distinctions even among themselves placing certain ones at more risk 

for psychological and social adjustment problems. 

Although the total sample selected for this study consisted of younger 

Anglo and Hispanic women with breast cancer who had low levels of 

education and poverty-or-below income, there were significant differences 

found between the two ethnic groups. The Hispanic women had 

significantly lower education and income levels compared to the Anglo 

women. These demographic findings are congruent with the U.S. Census 

Bureau report that states, the United States Hispanic population, in 
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general, is younger, less educated, and more likely to live below the 

poverty level than non-Hispanics ( 1996). These differences in SES status 

may account for the higher percentage of Hispanic women grouped into 

the psychosocial maladjustment categories. Saint-Germain and Longman 

( 1993) note, SES status has an important influence on how women 

perceive their breast cancer. The authors note that higher levels of 

education, income, health insurance, and access to health care, can all 

reduce feelings of "powerlessness, denial, and turmoil" (p. 268). 

No significant differences were found in this study relative to stage of 

disease. This is an unexpected finding but may be a result of Arizona's 

widely recognized indigent healthcare program in which very low-income 

persons have access to quality healthcare. Another important 

demographic finding in this study was that 54.2% of the Hispanic women 

were born in Mexico. However there were no data regarding the length of 

time these women had lived in the United States, which would provide 

some evidence as to the amount of their acculturation. 

Distinguishing Psychosocial Adjustment with Uncertainty 

This study supported a positive relationship between uncertainty levels 

and psychosocial adjustments. Low-income Anglo and minority younger 

women may encounter uncertainty to a greater extent than other 

socioeconomic groups due to irregular support structures, co-morbidity, 



limited education, low self-confidence, and advanced disease staging 

(Mishel & Braden, 1987). 
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This study confirms that breast cancer, as a stressor event does 

contribute to uncertainty for young low-income Anglo and minority 

women diagnosed with breast cancer, as seen in the conceptual model 

provided for this study. The literature presented for this study reveal that 

women with newly diagnosed breast cancer are faced with profound 

uncertainty, which if prolonged positions them at heightened risk for 

psychosocial maladjustment. The MRM theory assumes that one's ability 

to cope with stressors is determined by the meaning assigned to the event. 

According to Mishel ( 1981 ), uncertainty is a cognitive state in which one 

has difficulty assigning meaning to an event. If uncertainty persists, 

available resources become ineffective and adaptive energy is exhausted, 

leaving the person at risk for psychosocial maladjustment (Erickson et al., 

1983). 

There was a significant difference between the socially maladjusted 

women's uncertainty scores and the scores for those labeled as not 

socially maladjusted (t= -5.17; df=l 86, p= <0.001). This study provides 

evidence that knowledge of uncertainty levels can assist in predicting 

with approximately 92% accuracy, young women with breast cancer who 

are not at risk for social maladjustment, regardless of ethnicity, but only 

about 29% of those who are socially maladjusted. These findings are 
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comparable to those by Mishel, Hostetter, King, and Graham (1984) in 

which uncertainty was a significant explanatory variable for psychosocial 

adjustment. The researchers found a significant association between 

uncertainty and social adjustment (r=0.42, p=<0.01) for 54 women with 

newly diagnosed gynecological cancer. 

Also there was a significant difference between the psychologically 

maladjusted women's uncertainty scores and the scores for those labeled 

as not psychologically maladjusted (t= -7 .14; df= 185, p= <0.01 ). 

Psychological non-maladjustment as a function of uncertainty was 

predicted at a lower but still impressive accuracy level of approximately 

85%. Psychological maladjustment prediction was higher than for social 

maladjustment by approximately 12% but still at a significantly lower rate 

than for non-maladjustment overall. 

These conclusions document the reliability of healthcare providers to 

predict good social and psychological outcomes for newly diagnosed 

women with breast cancer based on levels of self-reported uncertainty. 

Predicting those women who are at risk for problematic social and 

psychological sequelae appears to need further investigation 

Distinguishing Adjustment with Spirituality and Religiosity Factors 

Total Sample 

The goal of question one was to explore the internal resources of 

spirituality and religiosity, as meaning makers for their ability to help 
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distinguish between young women with breast cancer who demonstrate 

psychosocial maladjustment and those who do not. The only predictor 

item from either scale that entered with the total score of uncertainty for 

the total sample was the Religiosity Scale item, "Listen to religious 

music". This item entered and remained for the PAIS social subscale 

groups while nothing entered with uncertainty, for the total sample of 

Anglo and Hispanic women grouped together, within the PAIS 

psychological subscale. The addition of "Listening to religious music" in 

the discriminant analysis stepwise approach yielded approximately 7% 

more prediction accuracy for maladjustment and lowered the non

maladjustment prediction rate. Therefore, only uncertainty and to a small 

extent, listening to religious music, were found to be important factors for 

distinguishing psychosocial adjustment for young women with breast 

cancer when cultural difference considerations were not taken into 

account. 

There is little value in discussing these findings further for the total 

sample because the explanatory worth was much better explicated when 

the Anglo women and the Hispanic women were analyzed separately. The 

results obtained by separating the two groups demonstrate the value of 

analyzing the cultural groups separately to better clarify differences and 

to obtain greater explanatory power of meaningful activities that enhance 
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adjustment. Conversely the explanatory and informational capacity in this 

study lessened when the two ethnic groups were grouped together. 

Cultural Diversity 

Germino, Mishel, Belyea, Harris, Ware, & Mohler, ( 1998) assert that 

healthcare providers must become more knowledgeable about various 

cultures in order to assist patients in dealing with the uncertainties of 

cancer. Furthermore, Stolley & Koenig , ( 1997) contend that increased 

knowledge regarding different cultures will promote the provision of care 

that is culture specific and sensitive to the beliefs of individuals. 

Some items from the Religiosity and Spirituality Scales were found to 

have more importance given the individual ethnic group represented. 

Social Adjustment among Anglo Women 

The most dramatic results from this study were obtained from the 

Anglo women analysis of social adjustment. Uncertainty entered with 

spirituality by discriminant analysis , among the Anglo women, and 

demonstrated heightened predictive value over uncertainty alone. The 

"God Scale" items that improved membership prediction value for the 

Anglo women were, "Only God can keep you healthy" and "Whether or 

not you get hurt is largely up to God". The addition of these two items 

improved group membership prediction of social non-maladjustment 

among the Anglo women by approximately 1.5%, social maladjustment by 

approximately 21 %, for total classification accuracy of 6.500%. 
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The item, "Whether or not you get hurt is largely up to God", is 

difficult to interpret at face value but it indicates a self-perception that 

God is responsible for controlling or causing harm, distress, or suffering 

within illness. This disposition to "turn it over" to God may provide the 

Anglo women with more serenity and less self-burden which allows 

healthcare providers to better predict psychosocial outcomes and deserves 

further scientific investigation. It is interesting to note the negative 

implication associated with God in this item as a God that has the power 

to inflict harm on an individual. 

The more positively worded item, "Only God can keep you healthy", as 

a meaningful perspective among the Anglo women, is comparable to a 

phenomenological finding by Moch (1989). Moch noted the breast cancer 

subjects in her study regarded purpose and meaning in life as being part 

of God's plan, which provided a feeling of inner peace. "Only God can 

keep you healthy" connotes supreme reliance on God during the illness 

experience, which may be manifested through trust and a more spiritual 

approach to life. Certainly, this notion reflects a willingness to "turn it 

over" to God as a meaningful way to find purpose and meaning within a 

troublesome life episode. This perspective identified as meaningful to the 

Anglo women also deserves further exploration. 

The Religiosity Scale item found to be an important factor along with 

uncertainty for the social adjustment of the Anglo women was, "Listen to 
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religious music". The addition of this item improved social 

maladjustment prediction by approximately 8%, over uncertainty alone. 

However it did not improve the explanatory power among the women who 

were non-maladjusted. Listening to religious music as a meaningful 

activity for women to enhance social adjustment is not a new concept. 

This finding is similar to the phenomenological meaning-making 

subtheme identified by Nelson (1996). Nelson (1996) found the struggle 

to gain meaning as the dominant theme of the uncertainty experience, for 

women living with breast cancer. Spiritual support served as a resource 

for meaning making among the women in Nelson's study and not only 

included traditional religious practices, but also spending time in nature, 

practicing specific cultural beliefs, and listening to music (Nelson, 1996). 

Additionally, a descriptive survey conducted by Sodestrom and Martinson 

( 1987) demonstrated that one common spiritual activity, among others, 

that served as an effective coping resource for a sample of 25 hospitalized 

adult patients with cancer, was listening to religious music. The patients 

reported using common spiritual activities such as listening to religious 

music to gain serenity, strength, and direction within illness situations 

Sodestrom and Martinson (1987). 

Radziewicz and Schneider ( 1992) note, "The value of music to enhance 

healing of the body and spirit is evident in the history of music therapy 

and current research" (p. 294). Cook (1986) contends that music plays a 
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significant role in all religions as an expression of beliefs and rituals. 

Music can assist persons to draw closer to their convictions and faith for 

reassurance and comfort. "Liturgic or religious music especially can 

speak to the soul and refresh the body" (Cook, 1986, p.27). 

Due to the noteworthy findings among the Anglo women related to 

social adjustment, a fourth step was added to the discriminant analysis for 

this group. All three prediction variables, "Whether or not you get hurt is 

largely up to God", "Only God can keep you healthy", and "Listening to 

religious music" were entered with the total score of uncertainty to assess 

heightened explanatory value. Adding these variables as a function of 

social adjustment increased accurate classification of the maladjusted 

women to approximately 5 8% and overall classification to approximately 

84%. This portion of the analysis yielded significant explanatory value 

with a canonical correlation of 0.51 and a Wilk's lambda of 0.75 

(p<0.001). 

These findings are similar to the hierarchical regression analysis done 

by Landis ( 1996) in which psychosocial adjustment was the criterion 

variable. Uncertainty was entered as the first predictor variable and 

explained 43% of the variance in the total adjustment score and the 

addition of spiritual well-being added 10% more explanatory variance. 

However, religious well-being did not enter the equation at a significant 

level. 
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This analysis confirms the importance of the internal resources, 

spirituality and religiosity, to assist in the achievement of better social 

outcomes for the Anglo women with breast cancer as set forth in the MRM 

model. Even more importantly, this finding suggests that risk for social 

maladjustment can be predicted in over half of the cases in which 

spirituality and religiosity are not considered important. Therefore, it is 

worthwhile for healthcare providers to investigate spirituality or 

religiosity among their patients to help predict psychosocial adjustment 

and to intervene appropriately. 

Psychological Adjustment among Anglo Women 

Only one item from the "God Scale" entered and remained with 

uncertainty for the Anglo women for psychological adjustment. The item 

reported as meaningful to the women was, "Whether or not you get hurt is 

largely up to God". This item only improved accurate classification of 

the non-maladjusted women by approximately 4% and did not assist in 

identifying those considered psychologically maladjusted. 

The limited results obtained for spirituality or religiosity as important 

factors for psychological adjustment, among the Anglo women, is 

perplexing by contrast to the vast amount of literature support for the 

relationships. Landis ( 1996) found existential well-being or spirituality 

to have a strong mediating effect on psychological adjustment in her 

study. Additionally she found religious well-being to be correlated with 
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psychological adjustment but not with social adjustment. However it is 

worth noting that Landis ( 1996) employed the Spiritual Well-Being Scale 

(Ellison, 1983) to measure spirituality and religiosity correlations with 

the PAIS domains. 

Social Adjustment among Hispanic Women 

The only Spirituality Scale item that entered as meaningful with 

uncertainty for the Hispanic women in the social subscale was an item 

from the Religiosity Scale, "God will protect your health". Nothing 

entered with uncertainty for the Hispanic women from the Religiosity 

Scale. This statement confers trust in God for guardianship during the 

illness experience. Certainly trust in God is paramount to the belief 

system of the Catholic tradition, of which many of the Hispanic women 

may belong. This statement is an affirmation that no harm will come to 

those who have faith in God. This acknowledgement by the Hispanic 

women improved the ability to predict social maladjustment by 

approximately 9% but did not improve classification for non

maladjustment. Research has shown that Hispanics in general tend to 

have extremely close family ties and strong family support (Saint-German 

& Longman, 1993). It is reasonable to assume that feelings of God's 

protection during times of illness would enhance social relationships by 

conveyance of more peace, assurance, and more optimism overall. This 



conjecture as well as the meaningfulness of the statement by Hispanic 

women, "God will protect your health", deserves further exploration. 
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The fact that religiosity was not shown to be a meaningful concept for 

Hispanic women in determining social adjustment is a remarkable finding. 

One explanation for this finding may be the acculturation factor among 

the young Hispanic women, which may decrease their religious 

involvement over their older and more traditional counterparts. However, 

Levin, Markides, and Ray (1996) studied three generations of Mexican

American women noting that for members of the younger generation who 

may be more acculturated, and therefore have lower religious 

involvement , religious attendance is seen to serve a protective function 

for mood disorders over time and increasing in importance with age. 

Psychological Adjustment among Hispanic Women 

Magana and Clark ( 1995) believe that the key factors in the Hispanic 

culture, religiosity and spirituality, may serve to protect Hispanics from 

some poor health outcomes. It is surprising that none of the spirituality 

or religiosity factors were shown to be explanatory characteristics with 

uncertainty in the ability to distinguish between Hispanic women with 

psychological maladjustment and those without. This finding contradicts 

intuitive, though simplistic , knowledge of the Hispanic culture and the 

findings of many researchers. Levin, Markides, and Ray ( 1996) suggest 
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that infrequent religious involvement be studied as a possible risk factor 

for poor psychological outcomes. 

Rojas ( 1996) conducted a quantitative exploratory study using a 

sample of 100, predominately poor, women between the ages of 18 and 60, 

all but two were Mexican-American. The average age was 32 years with a 

101
h grade level. The study showed spiritual well-being as having a 

significant influence on perceived health status which influenced the 

physical health of the women. Rojas (1996) notes this relationship to be 

an important coping mechanism and health promoter for low-income 

Hispanic women. 

Another reason for the seeming unimportance of spirituality and 

religiosity found among the Hispanic women could be similar to a 

conclusion drawn by Germino et al. (1998) in their study of uncertainty 

and God's significance in the lives of Anglo and African-American men 

with prostate cancer and their families. The study concluded that the 

significance of God did not increase as uncertainty climbed for the 

African-Americans. The Anglos, however, reported the significance of 

God increased, as they became more uncertain. Germino et al. ( 1998) 

reasoned this unexpected result may be due to the fact that God represents 

more of a constant in the African-American lives, not varying in times of 

illness (Germino et al., 1998). This is a possible reason for the Hispanic 



outcomes drawn from this study as well. These cultural differences 

deserve the deliberate and serious attention of researchers. 

Conceptual Implications 
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The MRM theory contends that a stressor such as breast cancer exerts 

its positive or negative effects on a person according to the meaning a 

person assigns to it, according to the internal resources available for 

adaptation, and how the resources are mobilized. Mobilization of the 

internal resources, spirituality and religiosity, can assist in meaning 

making within the illness experience and possibly reduce uncertainty 

while decreasing the likelihood of psychosocial maladjustment. 

The MRM theory served as a suitable framework for the Anglo women 

in this study. This study demonstrated that the stressor, breast cancer, is 

related to uncertainty, positioning the women at increased risk for 

psychosocial maladjustment. For the Anglo women, spirituality and 

religiosity provided a framework that may have permitted meaning making 

within the illness experience, which enhanced the ability of healthcare 

providers to assess psychosocial adjustment risks. This was particularly 

true as it applied to social adjustment and to a lesser extent for 

psychological adjustment. The Anglo women may have approached 

adaptive equilibrium by calling upon effective internal resource 

mobilization, there by maximizing the coping process and ensuring 

integrity of the subsystems. The use of internal resources such as 
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spirituality and religiosity may have prevented further maladjustment in 

the physical domain as well, which requires further exploration. 

The MRM theory was not explicated among the Hispanic women in this 

study. If the theory is culturally sensitive, trends should have been seen 

that crossed ethnic boundaries which, of course was not the case. Perhaps 

some of the Hispanic women in this study had levels of uncertainty in 

which the accessible internal resources became ineffectual, depleting them 

of adaptive energy. This drain of adaptive energy can lead to an increased 

risk for psychosocial maladjustment called impoverishment manifested by 

decreased hope, fatigue, sadness, or depression and passionless activity or 

a "giving up" approach to illness. Erickson and Swain, (1983) refer to 

this maladaptive or impoverishment state as occurring when one is 

drained of all holistic energy to contend with a stressor. 

The merits of the MRM model should not be overlooked hastily and 

deserve further investigation with other culturally diverse populations. 

The framework may have been limited by the instruments employed for 

this study and will be discussed later. Certainly, the literature 

overwhelmingly supports the concepts as set forth in the conceptual 

framework. The linkages among cancer, uncertainty, spirituality, and 

religiosity and their effects upon psychosocial adjustment are well 

explicated by research studies but need further delineation among other 

ethnic groups. 
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Implications for Nursing 

This study documents the importance of assessing cancer patients for 

areas of uncertainty in order to assess risk for psychosocial 

maladjustment. According to Blackwell (1996), "Nurses ... need to be 

aware of the meanings that women with breast cancer ascribe to their 

disease in order to identify women who have maladaptive coping 

strategies and who need help in coming to terms with their disease" (p. 

1201). By doing so, nurses are in a position to propose interventions that 

may enhance meaning making toward the attainment of social and 

psychological adjustment. Wong and Bramwell (1992) note it to be an 

important responsibility of nurses to detect suitable interventions to assist 

breast cancer patients to manage resultant uncertainty. Helping patients 

to understand and find meaning in their illness experiences through 

identification of beneficial coping resources are important activities for 

nurses. 

The importance of spirituality and religiosity to assist women with 

breast cancer in finding meaning and improving psychosocial adjustment 

continues to be an important topic for nurses to explore. Initiating 

discussion by acknowledging the role of spiritual and religious beliefs in 

coping with cancer may encourage patients to seek meaning and give 

patients the opportunity to express their beliefs and practices (Mickley, 

Soeken, & Belcher, 1992). Nurses can help breast cancer patients by 
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supporting and respecting their efforts to find meaning within their illness 

experiences which may assist the women in achieving social and 

psychological well-being (O'Connor & Wicker, 1995). 

Viewing the illness from the patient's standpoint can assist nurses in 

identifying meaningful interventions and resources to augment 

psychosocial adjustment. Martsolf ( 1997) notes, a complete evaluation of 

patient spirituality with careful attention to the degree to which that 

spirituality is affected by the patient's cultural framework is essential. 

This assessment will permit nurses to alter nursing interventions 

suggested in the literature to individual cultural and personal spiritual 

beliefs (Martsolf, 1997). O'Connor and Wicker (1995) discuss the 

importance of showing respect for patient individuality while providing 

thoughtful communication with patients about their illness experiences. 

Acknowledging the importance of spirituality and religiosity may give 

patients the opportunity to talk about them. Nurses can encourage 

patients to tell their stories or to keep personal journals of thoughts and 

reactions to their illness experiences in order to find meaning. Listening 

to their thoughts and fears and communicating caring and empathy are 

vital nursing activities. Showing regard for and supporting patients' 

efforts to give meaning to their cancer experiences may help them find 

new sources for psychosocial well-being in their lives. According to 

Miller ( 1995) nurses should encourage the use of spiritual resources 
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whenever appropriate and if uncomfortable doing so, have an obligation to 

attend educational offerings in this area. 

The literature review presented in this study demonstrates that health 

care seekers are holistic beings and the spiritual dimension cannot be 

ignored. The dimensions of spirituality and religiosity and their 

associations with health are worthy of careful and serious attention from 

nurse clinicians and researchers. This study significantly demonstrated 

the value in analyzing cultures separately. Grouping the Hispanic and 

Anglo women together substantially lowered the ability to explore 

differences and similarities. This is an important finding, deserving 

careful consideration in further culturally diverse research studies. 

Stolley and Koenig ( 1997) maintain, "Because the population of the 

United States is culturally and spiritually diverse, individualistic care 

must embrace this diversity to achieve optimum outcomes" (p. 3 7). 

Limitations 

One principal limitation of this study was that of most secondary 

analyses in which the investigator has no control over the original data 

collection. For example, demographic information regarding religious 

preference would have been of obvious value to this study. Also the 

amount of time that the Mexican-born women had lived in the United 

States could have provided more insight as to their level of acculturation. 
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The original SHIP study purpose and inquiry were altogether different 

from those of this study. According to the MRM theory, health-oriented 

adaptation is a continuous process (Erickson, Tomlin, & Swain, 1983 ). 

Exploration of adaptation then requires measurement over time rather than 

one isolated assessment. The original study collected the spirituality and 

religiosity data at Time 1 only, which limits the comparison of findings 

over time, which could have provided more insight into the variable 

relationships. Because the subjects in this study were younger women 

newly diagnosed with cancer, they may not have had sufficient time to 

pursue spiritually- or religious-based resources. Highfield ( 1991) reports 

that older patients have higher levels of spiritual health than do younger 

patients. This finding is also congruent with Reed's inference that the 

attainment of later life developmental tasks summons a heightened 

emphasis on meaningful religious issues (Reed, 1986). Spiritual- or 

religion-based resources could be somewhat unfamiliar to persons with 

limited life experience or significant "turning points" inherent to the 

aging process. However, the impoverished SES status of the women in 

this study may account for some areas of forced maturation. Reed ( 1992) 

states, "Attempts to understand spirituality, or any human phenomenon, 

can be limited by the conceptual machinery of the discipline" (p. 355). 

As mentioned, the MRM model served as a better framework to 

investigate the role of spirituality and religiosity as meaning makers for 
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Anglo women than it did for the Hispanic women. This study highlights 

culture as a variable that holds an important role in social and 

psychological factors. The MRM theory recognizes similarities among 

persons in the areas of mind-body interaction, basic human need, 

psychosocial and cognitive development and innate attachment need. The 

model also recognizes that persons are different based on genetic 

endowments, adaptation to stress responses, and the way in which people 

model their worlds. The way in which one models his or her world is 

certainly influenced by one's culture and ethnic origin. However the 

model does not specifically address its concepts with culturally defined 

sensitivity. In this regard, the model may have posed limits on the study. 

Most importantly, however, was the instrumentation limitation imposed 

by the secondary analysis method. The minimal number of religiosity or 

spirituality items entering with uncertainty in the discriminant analysis is 

more likely a result of psychometric or instrumentation inadequacies in 

fully representing the concepts as depicted in the model. The "God 

Scale" and the Religiosity Scale must be assessed for their degrees of 

consistency and dependability to measure the attributes or internal 

resources necessary for meaning making as defined by this study for both 

ethnicity groups. This is an important but tedious exercise, involving 

time and resources, which researchers may overlook or discount but will 



ultimately add to the breadth and scope of meritorious scientific 

knowledge. 
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According to Carson (1989), "Because the spiritual dimension is the 

least obvious and measurable in comparison with the physical and 

emotional dimensions, measurement is a major issue in spirituality 

research" (pp. 362). The concepts of spirituality and religiosity are not 

defined or measured consistently across studies as seen in the literature 

review for this study. "In order for scientific study to occur there has to 

be a consensus of meaning with regard to the phenomenon being 

observed" (Ellison, 1983, p. 331). The problem for researchers in 

attempting to operationalize the dimension of spirituality, in particular, is 

in its subjective nature. Perhaps the concept of meaning making as a way 

to understand psychosocial adjustment was not pointedly captured through 

the use of the Spirituality and Religiosity Scales, for young Hispanic 

women in particular. 

Jenkins and Pargament ( 1995) discuss the limitations of using a "quick 

and dirty" scale to study religious coping in their meta-analysis of 

religion and spirituality as resources for coping with cancer. They note, 

asking if someone is religious, attends church, or so forth may be less 

significant than "asking how that person views the religious and spiritual 

significance of the events in his or her life and how religion may be a part 

of the healing process" (p. 68). There is a need for sensitive instruments 



that measure beliefs toward cancer from a cultural perspective and this 

need is paramount within our expanding, culturally diverse society 

(Nielsen, McMillan, & Diaz, 1992). Kenney, Cromwell, and Vaughan, 

(1977) developed their Religiosity Scale to be sensitive to the cultural 

diversities of individuals, even to those labeled as non-religious. 

However the tool was not effective in this study and served as a poor 

indicator of religiosity, primarily among the young Hispanic women. 
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As noted earlier, the women in this study were grouped as non

maladjusted or maladjusted based on a cluster analysis study conducted by 

Nelson, et al., 1994). Use of a one-time study to categorize the women in 

this secondary analysis may represent errors related to the original study 

by Nelson, et al., 1994). The 122 breast cancer patients chosen for 

Nelson's study were predominately Anglo (95.90%), older (M=52.68), 

well educated (M=l 5 years), and with a median time since diagnosis of 22 

months. Therefore, due to the broad difference in demo graphic 

characteristics, the young women may have been incorrectly classified 

and further research needs to be done with regard to this important 

labeling procedure for psychosocial adjustment. 

Future Research 

A replication of this study would be a worthwhile endeavor if different 

scales were employed to better index the concepts of spirituality and 

religiosity as represented within the MRM theory. Furthermore, this study 
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supports the use of item based discriminatory analysis and would be worth 

repeating using other scales in which meaning making resources are 

explored. In keeping with the human multidimensionality concept of the 

MRM theory, replication of this study based on physical outcomes would 

also provide further explication as to the role of spirituality and 

religiosity within the cancer experience. 

Replication of this study with a longitudinal design would permit the 

researcher to examine changes related to uncertainty, spirituality, 

religiosity, and psychosocial adjustment along the breast cancer 

trajectory. Uncertainty explored over time and into the chronic phase of 

the breast cancer experience would provide insight into Mishel' s ( 1990) 

reconceptualization of the Uncertainty in Illness theory. Mishel (1990) 

notes that qualitative uncertainty studies demonstrate that the longer 

chronically ill patients live with persistent uncertainty, the more 

positively they appraise the uncertainty. How does this evolution in the 

appraisal of uncertainty change over time, in its ability to discriminate 

psychosocial adjustment? 

Another area of consideration for additional analysis, prompted by this 

study, is that of the Hispanic women and their classification per the PAIS 

as "more maladjusted than the Anglo women". The study' s inability to 

predict adjustment among the Hispanic women is an important finding and 

deserves further empirical attention. As seen in Table 9, the Hispanic 
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women were found to be significantly more psychologically maladjusted 

than the Anglo women (x2=4.595, p~0.05). Although, social maladjustment 

was not found to be statistically significant (x2=1.917, p=0.166), as seen in 

Table 8, the large difference in the percentage trend remained for the 

Hispanic women. Clearly, there is little reason to believe that the 

Hispanic women should have been classified as more maladjusted than the 

Anglos. Therefore, the PAIS needs to be investigated further to explore 

this possible overcalculation of the non-Anglo culture. Prior to 

replicating this study, it would be valuable to create more accurate PAIS 

norming of the Hispanic population to evaluate possible grouping 

misjudgments. Perhaps the PAIS is not a viable tool for the Hispanic 

culture and alternative psychosocial assessment tools should be evaluated 

for cultural sensitivity. 

This study underscores the lack of knowledge related to meaning 

making among the Hispanic women and the need to study this further. 

Meaning making may have already existed for the Hispanic women due to 

the culture's strong spiritual and religious infrastructure. So much 

remains unanswered in regard to the Hispanic women and further 

exploration will improve the ability of healthcare providers to offer 

meaningful and appropriate care. 

Nursing interventions used to promote meaning making, thereby 

improving patient outcomes, though not easily explicated, deserve further 
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exploration. Research is needed to documents the effectiveness of 

nursing interventions that promote meaning making. Although spirituality 

and religiosity have been shown to decrease uncertainty and foster better 

psychosocial outcomes, many questions remain unanswered. To what 

extent do religious beliefs and attitudes affect women with breast cancer 

and for which cultural groups may this be particularly true? Furthermore, 

how do the spiritual and religious beliefs and practices of nurses 

influence their caregiving? Multidimensional studies using satisfactory 

sample sizes, random sampling, valid measures of religiosity and 

spirituality, control of confounding variables, and advanced methods of 

analysis are needed. Nursing research can help to contribute to the 

scientific knowledge of these important inner resources and their quality

of-life outcomes. 

This study needs to be replicated as an original study in which more 

appropriate spirituality and religiosity instruments are utilized. The 

instruments chosen should better capture the essence of the definitions as 

defined by the conceptual framework. One such instrument may be the 

Spiritual Orientation Inventory (Elkins, Hedstrom, & Saunders 1988) 

which represents nine dimensions of spirituality - transcendent 

dimension, meaning and purpose in life, mission in life, sacredness in 

life, material values, altruism, idealism, awareness of the tragic, and 

fruits of spirituality. 
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Furthermore, an alternative framework could be tested with the study' s 

concepts in an exploratory investigation. One such model is the Stress 

and Appraisal in Coping Model (Lazarus and Folkman, 1984). The 

theorists hold that existential belief, such as faith in God or a higher 

power, assists in creating meaning in life and the maintenance of hope in 

troublesome circumstances. 

A qualitative study to compare resources used to make sense and 

purpose from the illness experience among younger and older women with 

breast cancer would be helpful. A similar type study to compare 

meaningful resources among various cultures would also be of benefit. 

According to Miller ( 1995), 

Because spirituality/religiosity is such a dynamic process, its 

importance and relevance to the individual is constantly changing in 

response to life experiences. Thus, its accurate assessment may remain 

difficult. Nursing research can help to provide some of the missing 

links in this vital aspect of quality health care delivery (p. 262). 

Summary 

This study revealed many more questions than it did answers as to the 

usefulness of the internal resources of spirituality and religiosity within 

the experiences of breast cancer for low income, young Anglo and 

Hispanic women. Younger age, lower education, lower income, and non

Anglo ethnicity were associated with greater risk for psychosocial 
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maladjustment. Breast cancer as a stressor event and its resultant 

uncertainty was found to impact significantly on psychological and social 

adjustment. This study concluded that healthcare providers have a high 

likelihood of predicting social non-maladjustment (92.30%) and 

psychological non-maladjustment (85.20%) if patient uncertainty levels 

are known. Prediction of maladjustment based on uncertainty level has a 

lesser probability for social maladjustment (29.30%) and psychological 

maladjustment ( 43 .10%). Discriminant analysis as to the role of 

spirituality and religiosity in distinguishing psychosocial adjustment 

offered little explanatory value when the two cultural groups were 

considered as a whole. This study demonstrated the worth of 

investigating coping resources among the women by viewing the cultures 

independently from one another. In doing so, this study made evident that 

spirituality and religiosity served as good indicators to improve the 

ability of healthcare providers in predicting good or poor overall social 

adjustment (83. 70%) and to a lesser extent, psychological adjustment 

(80.40%) in younger Anglo women with breast cancer. The addition of 

certain spiritual and religious items viewed as meaningful to the Anglo 

women improved the ability of healthcare providers to predict adjustment 

risks. Therefore the Anglo women were able to use the internal resources 

as meaning makers within their breast cancer experiences to assist them in 

achieving higher degrees of health and well-being in the areas of 
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emotional and social outcomes. The three tenets held as meaningful to 

the Anglo women were, "Only God can keep you healthy", "Whether or 

not you get hurt is largely up to God", and "Listen to religious music". 

Concluding that religion/spirituality serve as an effective meaning making 

framework for the young Hispanic women was not explicated well in this 

study. None of the religiosity items were found to be meaningful 

resources among the Hispanic women to improve social or psychological 

adjustment risk assessment. Only one spirituality item, "God will protect 

your health", improved social maladjustment prediction among the 

Hispanic women by approximately 9% but lowered prediction of social 

adjustment by approximately 2%. 

The Hispanic outcomes provided by this study deserve serious thought 

and attention by researchers. The spirituality and religiosity dimensions 

are somewhat elusive and difficult to conceptualize and measure, as 

shown by this study. However, the goal of nursing overall is to promote 

optimum states of holistic health among their patients so that further 

research is mandatory in all quality of life domains including the vital 

domain of spirituality. More studies are needed to improve applicable 

conceptual frameworks as well as measurement tools to fully capture this 

life giving, health promoting, and meaning making dimension. Testing 

those resources found meaningful to women with breast cancer will enable 

nurses to develop strategies that can foster better health outcomes. Most 
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importantly, conducting cross-cultural and multicultural clinical research 

with racially, ethnically, and culturally diverse populations is paramount 

to the provision of effective and sensitive nursing care. 
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Dear Dr. Braden: 
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for your above referenced project. The procedures to be follo;..'=<i in this study 
pose no rore than minimal risk to participating subjects. Regulations issued by 
the U.S. Depart:Jrent of Health and Human Services {45 CFR Part 46.llO(b)] author
ize approval of this type project through the expedited review procedures, with 
the condition(s) that subjects' anonymity be maintained. Although full carmi.t
tee review is not required, a brief surrrnary of the project prcx:edures is subni tted 
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February 1990. 
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research related physical or . psychological harm to any subject nust also be 
reported to each ccmn.ittee. 

A university policy requires that all signed subject consent fonns be kept in a . 
permanent file in an area designated for that purpose by the Departrrent Head or 
cccrparable authority. This will assure their accessibility in the event that 
university officials require the information and the principal investigator is 
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Human Subjects Ccmnittee 

a:: Departrrental/College Review Cromi.ttee 

128 



129 

APPENDIX B 

PERMISSION FOR SECONDARY ANALYSIS 



130 

THE UNNERSITY OF 

College of :\iurs ing ARIZONA® PO Box 210203 

HEALTH SCIENCES (ENTER 

~ ~:;,~:'· 

Tucson. :\rizona 85721 -0203 
(520) 626-615-+ 

February 22, 1999 

Linda Barroero 
Graduate Student 
College ofNursing 
University of Arizona 

Dear Linda, 

This letter is to give you permission to use the data from the Self-Help Intervention Project 
(SIIlP) minority women study for a secondary analysis thesis study. I am delighted with your 
interest in furthering analysis of SHIP, especially the spirituality and religiosity data. I am 
looking forward to working with you and to your completed thesis. 

Sincerely, 

;J, - . " J 
Ul/U,c,c, >r /~&,,, ------
Carrie Jo Braden, PhD, FAAN 
Professor 
University of Arizona 
College of Nursing 

MANOS A LA VIDA 

Managing Uncertainty: Self-Help in Breast Cancer 



131 

APPENDIX C 

HUMAN SUBJECTS EXEMPTION LETTER 



THE LiNNERSITY OF 

Human Subjccls Committee ARIZONA® 1622 E. Mabel Sr. 
P.O. Box 245137 

132 

HEALTH SCIENCES CENTER Tucson, Arizona 85724-5137 
(520) 626-6721 

8 March l999 

Linda Sue Barroero, RN, BSN 
c/o Carrie Jo Braden, Ph.D. 
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Chairman 
Human Subjects Committee 

JDP/js 
cc: Department~l/College Review Committee 



133 

APPENDIX D 

DEMOGRAPHIC DATA FORM 



Self Help Intervention Project: 
Breast Cancer Treatment 

Demographic Data 

ID# ____ _ 

Answer all of the following questions. 

Age_: __ Date of Birth: ----
Month Day Year 

Address: 
Street Town I City State Zip Code 

Date of Interview:----------------------

Interviewer=------------------------~ 

Marital Status: (Check one) 

Married 

______ Living with partner 

More than 6 months 

______ Separated 

______ Divorced 
Widowed 
Never married 

Employment Status: 

If you are not working now, check one: 

______ On medical leave from PIT job 

______ On medical leave from FIT job 

Ethnic Group: 

White 

Mex-Am 
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Retired 

______ Unemployed 

What kind of work do you do ( or did you do) and for how long? 

Type of Work Full Time 
(yes or no) 

Part Time Length of Time 
(how many 

hours per week) 

Education 
How many years of school have you completed? ________________ _ 

Children 

Do you have any children? Yes No 

If yes how many children do you have? What are their ages? 

Name Name 

Who lives at home with you? (Check all that apply) 

Live alone ______ Other family (relationship) 

Husband ______ Friend (s) 
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______ Children (number) Other 

Where were you born? (Check one) 

______ (1) North Carolina 

______ (2) Arizona 

______ (3) Elsewhere in U.S. 

(Name state) ________________________ _ 

______ ( 4) Mexico (Name state)---------------------------------

______ (5) Other (please specify) ---------------------------------

Income 

What is your monthly family income after taxes (take-home pay) from all 
sources (job, pension, social security, veteran's benefits, etc.) ? 
$ ___________________ _ 

How many people live on this family mcome (it provides at least half of 
their income)? 

Insurance Coverage (Check all that apply) 

Medicare 

Medicaid 

Other health insurance 

______ Se 1 f-pa y 

HMO 

How did you discover that you had breast cancer? (Check one) 



1. 

2. 

3. 

4. 

5. 

There was some change in my breast (swelling, change in 
color, risen). 

The lump in my breast began to change (pain, swell). 

My breast began to run, drain, bleed. 

I found a lump in my breast during self exam. 

My doctor discovered a lump or problem. 
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What happened after the lump or change was found?(Check all that apply) 

1 ------

2. ------

3 ------

4. ------

5 ------

6. ------

7. ------

8. ------

9. ------

I decided to wait and see. 

I treated it myself for a while. 

I didn't worry, I gave it to God. 

I went to the root doctor. 

God directed me to find care. 

I went to the medical doctor for diagnosis and treatment. 

Doctor followed-up for treatment and diagnosis. 

Doctor ignored, delayed, or misdiagnosed the problem, 
causing delayed treatment. 

Treatment was delayed due to other circumstances. 
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Uncertainty in Illness Scale 
This section of questions is about what your life is like since your 
diagnosis. A person who has a serious illness may feel unsure or 
uncertain about many things related to the sickness. These next questions 
will help us find out about the things you are unsure about or things you 
don't know or fully understand. Read and think about each of the 
statements below. Circle the number of the answers that matches how you 
are feeling today. 
SA (Strongly Agree), A (Agree), U (Undecided), D (Disagree), SD (Strongly Disagree) 

SA A U D SD 
1. I don't know what is wrong with me. 5 4 3 2 1 

2. I have a lot of questions without 
answers. 

3. I don't know if I am getting better or 
worse. 

4. I don't know how bad my pain will 
be. 

5. I do not understand what they have 
told me about illness. 

6. I understand why I am getting this 
treatment. 

7. When I have pain, I know what this 
means about my sickness. 

8. The doctors say things to me that are 
confusing. 

9. My treatment is too hard for me to 
figure out. 

10 . It is hard to know if the treatments or 
medications are helping me. 

11. I cannot plan for the future, because I 
don't know when my sickness will 

5 4 

5 4 

5 4 

5 4 

5 4 

5 4 

5 4 

5 4 

5 4 

5 4 

3 2 1 

3 2 1 

3 2 1 

3 2 1 

3 2 1 

3 2 1 

3 2 1 

3 2 1 

3 2 1 

3 2 1 
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change. 

12. I don't know how to manage my 5 4 3 2 1 
symptoms. 

13. I have been told different things 5 4 3 2 1 
about what is wrong with me. 

14. I do not know what is going to 5 4 3 2 1 
happen to me. 

15. I don't know if this treatment will 5 4 3 2 1 
work. 

16. I do not know how to care for myself. 5 4 3 2 1 

17. Most of the time I know what will 5 4 3 2 1 
happen with my sickness. 

18. Because of my treatment, I never know 5 4 3 2 1 
how I will feel day-to-day. 

19. I'm certain they will not find anything 5 4 3 2 1 
else wrong with me. 

20. The treatment I am receiving has 5 4 3 2 1 
helped other people before. 

21. They have not told me exactly what is 5 4 3 2 1 
wrong with me. 

22. I know the times when I will feel 5 4 3 2 1 
better or worse. 

23. My health problem is clearly known 5 4 3 2 1 
and will not change. 

24. I can depend on the nurses to be there 5 4 3 2 1 
when I need them. 

25. I know how serious my illness is. 5 4 3 2 1 

26. The doctors and nurses use words that 
I can understand. 5 4 3 2 1 
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Religiosity Instrument 

Please circle the answer which best describes the way you are involved in 
religion. 

Very Often Some- Almost Never 
Often times Never 

1. Attend religious crusades, 
revival meetings or missions. 5 4 3 2 1 

2. Attend religious services. 5 4 3 2 1 

3. Listen to religious services 
on the radio or TV. 5 4 3 2 1 

4. Sometimes pray, either 
privately or with family. 5 4 3 2 1 

5. Listen to religious music. 5 4 3 2 1 

6. Ideas I have learned from 
religion sometimes help me 5 4 3 2 1 
understand my own life. 

7 . I contribute money to my 
church or place of worship. 5 4 3 2 1 

8. I regularly take part in 
various activities in my 5 4 3 2 1 
religious organization. 

9. I feel that the church or 
religion helps me in getting 5 4 3 2 1 
ahead in life. 

10. The religious beliefs I 
learned when I was young 5 4 3 2 1 
still help me. 

11.I feel that the church or 
religion helps me in my 5 4 3 2 1 
marriage or relationships. 
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Spirituality Instrument 

For many people a belief in God is a major source of strength, and it may 
be for you. These next questions are about your belief in God as it relates 
to health. Please circle the answer which best suits your belief. 

Agree Agree Agree Disagree Disagree Disagree 
A Lot Some A Little A Little Some A Lot 

1. Your well-being 6 5 4 3 2 1 
is in God's 
hands. 

2. Health and 6 5 4 3 2 1 
strength are 

God-given gifts. 

3. God will decide 6 5 4 3 2 1 
what will 
happen to your 
health. 

4. God plays a big 6 5 4 3 2 1 
part in your 
health. 

5. Only God can 6 5 4 3 2 1 
keep you 
healthy. 

6. Only God can 6 5 4 3 2 1 
keep you safe. 

7. God will protect 6 5 4 3 2 1 
your health. 

8. Whether or not 6 5 4 3 2 1 
you get hurt is 
largely up to 
God. 
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Social Adjustment Subscale 

1. Since your illness , are you still as interested in your hobbies and other 
things you usually do to relax? 

4- Same amount of interest or more than before 
3- A little less interest than before 
2- A lot less interest than before 
1- Little or no interest now, since my illness 

2. Are you still doing these things to relax? 
4- No change 
3- Sometimes 
2- Not often 
1- Hardly ever 

3. Are you interested in sharing fun with your family ( such as playing 
cards and games, taking trips , swimming) as you were before your 
illness? 

4- Same amount of interest or more 
3- A little less interest 
2- Much less interest 
1- Little or not interest 

4. Do you still do those things as much as you did? 
4- As much as I did before I got sick 
3- A little less than I did before I got sick 
2- Much less than I did before I got sick 
1- Only a little or not at all now 

5. Since your illness, are you as interested in doing fun things with 
others 
(such as clubs, church groups, going to movies)? 

4- Same 
3- Not quite as interested 
2- A lot less interest 
1- Have little or no interest 

6. Do you still go out with your friends to do these things? 
4- No change 
3- Somewhat less 
2- Much less 
1- Hardly ever 
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Psychological Adjustment Subscale 

1. Recently, have you felt afraid, nervous, or worried? 
4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 
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2. Recently, have you lost interest in things? Have you felt sad, depressed, or hopeless? 
4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 

3. Recently, have you gotten upset easily, felt angry, or had a bad temper? 
4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 

4. Recently, have you blamed yourself for things? Have you felt guilty, or like you have 
let people down? 

4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 

5. Recently, have you worried much about your illness or anything else? 
4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 

6. Recently, have you been feeling down on yourself, like you are not worth as much as 
a person? 

4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 
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7. Recently, have you been worried that your illness changed the way you look, so that 
you don't look as good as before? 

4- Not at all 
3- A little bit 
2- Quite a bit 
1- Very much 
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