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Abstract

Objective. To evaluate the relationship between spiritual well-being (SpWB) and quality of life
(QoL) in cancer (CA) survivors.
Methods. The current study was conducted in the oncology center at a university hospital in
Central Anatolia/Turkey. In this study, a descriptive cross-sectional survey design was used.
The data collected included: a questionnaire form, the current study was conducted in the
oncology center at a university hospital in Central Anatolia/Turkey. In this study, a descriptive
cross-sectional survey design was used. SpWB was assessed by the Functional Assessment
of Chronic Illness Therapy-Spiritual Well‐Being Scale, version 4 (FACIT‐Sp12, v. 4), including
Meaning, Peace, and Faith subscales. The QoL was evaluated using the Functional Assessment
of Cancer Therapy‐General scale (FACT-G, v. 4). The results were analyzed using descriptive
statistics, Pearson correlations, independent sample t-test, Kruskal-Wallis, and Mann-
Whitney U test.
Results. One hundred fifty patients participated in this study: 61.30% female, 78% 45 years of
age or older, 94.70% married, 46% had finished, and 69% had gastrointestinal tract CA. The
mean age was 53.48 (SD = 9.43). The majority of participants (96.7%) endorsed “a force push-
ing them a will to live” while 59.3% supported “the power of relationships with others.” There
was a positive, strong correlation between overall QoL and SpWB (r = 0.619, p < 0.01). The
Meaning dimensions of SpWB with Functional Well-Being (FWB) and overall QoL (r = 0.512;
0.595, p < 0.000 respectively), Peace with Emotional Well-Being (EWB) and FWB (r = 0.598;
0.540, p < 0.000 respectively) dimensions of FACT-G and overall QoL (r = 0.609, p < 0.001)
were strong correlated. Faith and QoL were not significantly correlated.
Significance of results. This study demonstrates that SpWB positively contributed to the QoL
of CA survivors. SpWB is not necessarily limited to any specific types of beliefs or practices.
For some people, faith in self, others and/or God constitutes, in large part, the meaning, pur-
pose, and fulfillment they find in life.

Introduction

It is acknowledged that (CA) mostly a life-threatening illness. Therefore, being diagnosed with
CA and living with a life-threatening illness can create a crisis that may profoundly devastate
multiple aspects of an individual’s life including physical, psychosocial, behavioural, and spir-
itual (Forouzi et al., 2017). Due to its fatality, patients living with CA struggle with a sense that
their lives are threatened in meaning and purpose (Canada et al., 2016; Weathers et al., 2016).
In other words, patients experience existential suffering, specific to individuals and depending
on the personal meaning of the disease (Wang et al., 2017), leading to the loss of self-esteem
and faith (Mohebbifar et al., 2015).

Consequently, CA has a substantial negative impact on a person’s spiritual well-being
(SpWB) and quality of life (QoL). SpWB is a fundamental approach for improving QoL in
patients through creating meaningfulness and purpose (Mohebbifar et al., 2015), by way of
improving physical and mental health outcomes as well as the maintenance of social roles
and relationships during the CA experience (Salsman et al., 2015). This is because spirituality
is the dynamic and intrinsic dimension of human life that relates to the way persons experi-
ence, express, and/or seek meaning, purpose, and transcendence, and the way they connect to
the moment, to self, to others, to nature, to the significant and/or the sacred (Puchalski et al.,
2014). However, its definition depends on the individual’s worldview. Recently, in a number of
studies, it has been reported that there is a relationship between the SpWB and QoL of patients
with CA, without distinction in the religious/spiritual identity (Forouzi et al., 2017; Canada
et al., 2016; Bai et al., 2015; Bai & Lazenby 2015; Puchalski et al., 2014). One’s religious/spir-
itual identity can significantly relate to QoL, and coping among individuals with life-
threatening illness (Walker et al., 2017) and cultural differences may influence the results.
Indeed, cultural background and heterogeneity play a critical role in the manner in which peo-
ple make meaning of suffering and illness, and spiritual beliefs may empower CA patients to
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endure the therapeutic process. However, spiritual belief systems
may vary among individuals, and are often embedded in their cul-
tural or religious background and according to society (Timmins
& Caldeira 2017).

The Republic of Turkey is a secular country; there are many
ethnic groups with a variety of rituals and practices as well as
many different beliefs. However, the majority of individuals in
this society are Muslim. In Turkey, the word spirituality and
faith are often used interchangeably with religion for the majority
of the population, and religion is considered as the set of values,
beliefs, and practices that people adopt to meet spiritual needs.
Although spirituality is a complex concept that has different
meanings for different people, it has historically been referred
to as religious beliefs and practices (Bai & Lazenby 2015).
However, in recent years, an increasing secularisation and priva-
tisation in the world regarding religious understanding and faith
specifically may have also influenced peoples’ SpWB.

QoL and SpWB provide a more in-depth understanding of the
patient as a unique human being with beliefs and values.
Furthermore, SpWB is the essential element of person-centered
care (Puchalski, 2012) and is often highlighted as a factor in the
essence of holistic nursing practice and the improvement of
QoL (WHO, 1998). However, this topic is still often neglected
as a necessary part of holistic care in nursing. In addition, recog-
nition of the relationship between SpWB and QoL in CA patients
is considered a vital element in providing spiritual and cultural
care. However, the spirituality concept and spiritual care are rel-
atively new concepts for Turkish healthcare professionals, includ-
ing nurses. Therefore, SpWB and its association with QoL have
not yet been well identified among the CA population in
Turkey. In this study, there was consistency between the time
data were collected and contemporary knowledge. Due to the
increase in CA cases across the world and given the extensive
effects of CA on QoL, identifying the factors that help improve
QoL, such as spiritual health, is necessary. The present study
was therefore conducted to evaluate the relationship between
SpWB and QoL in CA survivors.

Materials and Methods

Study design and setting

This is a cross-sectional and descriptive study, and the data collec-
tion was performed from January 1, 2011 to June 30, 2011 in the
Oncology Center at Cumhuriyet University in Central Anatolia,
Turkey.

Participants

This study included 150 participants who will receive curative
treatment (chemotherapy after surgery) for their CA. The study
sample consisted of patients diagnosed with breast, thyroid, or
gastrointestinal tract (stomach, liver, pancreas, colon, mesotheli-
oma, kolanjiocellular) CA. The inclusion criteria were CA patients
(1) who had not yet undergone their first chemotherapy session
after surgery; (2) aged 20 or older at the time they were diagnosed;
(3) diagnosed either 2-, 5-, or 12-months prior to sampling; (4)
diagnosed with CA at stage II; (5) conscientious and aware
about self-identity, space, time, and expressing well-being; and
(6) able to consent to participate in the study. Each patient was
in an armchair, in an individualized space with curtains. All the
nurses and physicians were informed about the presence of the

researcher, the research goals, inclusion criteria, and collaborated
in selecting and planning the interviews, e.g. helping the
researcher schedule the interview.

Instruments

Two instruments were used to collect data in this study:

Questionnaire
A questionnaire form was developed for this study by the
researchers. The questionnaire form included two sections. The
first section included demographic characteristics (e.g. age, educa-
tion level, current marital status, employment status, household,
place of residence, and income level) and disease-related charac-
teristics (e.g. CA diagnosis, knowledge of CA). The second section
included spirituality-related features, i.e. Do you a have a driving
force to live?; Have you experienced a negative life event?; What
adverse event did you experience?; Coping behaviors for adverse
life events; and What is your force to live?

Functional Assessment of Chronic Illness Therapy-Spiritual
Well-Being (SpWB) (FACIT-Sp-12 VERSION 4).
Peterman et al. (2002) SpWB scale was developed to complement
the widely used Functional Assessment of Cancer Therapy
General (FACT-G) scale previously developed by Cella et al.
(1993). In combination, the Functional Assessment of Chronic
Illness Therapy Spiritual Wellbeing (FACIT-Sp-version 4) scale
assesses physical, social/family, emotional, functional, and
SpWB in chronically ill patients, including an overall measure
of QoL. The scale consists of a core general questionnaire which
includes seven sub-scales for measuring QoL and additional spi-
rituality, four of general well being and three of SpWB.

The FACT-G (version 4) comprises 27 items and four sub-
scales: physical well-being (PWB = 7 items, score range 0–28),
social/family well-being (SWB = 7-items, score range 0–28), emo-
tional well-being (EWB = 6 items, score range 0–24), and func-
tional well-being (FWB = 7 items, score range 0–28). All
questions in the FACT-G use a 5-point rating scale (0 = Not at
all; 4 = Very much) and evaluate quality of life during the previ-
ous week. The FACT-G scores range from 0 to 108 points with
higher scores reflecting better overall QoL. The FACT-G
Cronbach’s alphas for the total score and the four subscales
were: 0.92 (Cella et al., 1993). In this study, FACT- G Cronbach’s
alpha was found to be 0.84.

The additional the FACIT-Sp for measuring spirituality con-
tains 12 items and three subdomains: peace, meaning, and faith
which are broadly consistent with conceptual models of SpWB.
The FACIT-Sp is self-administered and uses a 5-point
Likert-type scale (0 = not at all to 4 = very much) and the score
range is 0–48 (Bredle et al., 2011). The FACIT-Sp Cronbach’s
alpha total scale calculated was 0.87, 0.86/0.81 for Meaning/
Peace, and 0.86 for Faith. A higher score reflects a better SpWB
(Cella et al., 1993).

This is a valid and reliable instrument and briefly, a large mea-
sure of SpWB with content that is not confined to any religious or
spiritual tradition. The Turkish version used in this study was
provided by the teams of the FACIT website (http://www.facit.
org). This study indicated relatively acceptable internal consis-
tency for the faith (α = 0.57), peace (α = 0.79), and meaning
(α = 0.76) dimensions. Cronbach’s alpha for the global score
was also good (α = 0.87).
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Data collection

Before starting to implement the study forms, participants were
informed about the purpose of the study and then completed
the voluntarily signed consent. Then, the questionnaire and
FACIT-Sp-version 4 scale were carried out individually by
face-to-face interview method in order to respect the privacy of
the participants by the second researcher in the chemotherapy
unit after surgery. The forms from illiterate patients (n = 38)
were read and marked by the researchers.

Ethical considerations

Permission was obtained from the Noninvasive Research Ethics
Board at the relevant university (number: 2010-03/04), and writ-
ten permission was obtained from the institution where the study

was conducted. All participants gave written and verbal informed
consent. Throughout the study, attention was paid to participants’
rights to autonomy, dignity, informed consent, voluntariness, and
confidentiality.

Analysis

Statistical analysis of the collected data was performed using the
software Statistical Package for the Social Sciences (SPSS), version
22.0. Using the previous studies, the standard deviation of the
main mass was estimated as 0.6 and the effect size (effect size, dif-
ference) was estimated to be 0.2. If 150 samples are taken at 5%
significance level, the test power is 1-β = 0.983103 (98%). A
Kolmogorov-Smirnov test (K-S test) was conducted to ensure
that the data were normally distributed. Answers to open-ended
questions were categorized via consensus between two research-
ers. The quantitative data collected from the questionnaire was
summarized with descriptive statistics (i.e., means, medians, and
standard deviations for continuous data, and frequency counts)
and were reported as appropriate. The qualitative responses on
the questionnaire were then coded and later analyzed using
descriptive statistics, proportions. Pearson correlations analysis
was conducted to assess the degree of potential relationship of
participants’ between the FACT-G and FACIT-Sp scores. An
independent sample t-test, Kruskal-Wallis, Mann-Whitney U,
Tukey test analysis were used to assess some patient characteristics
with FACT-G and FACIT-Sp scores mean. Statistical significance
of the tests was reported at p < 0.05.

Results

Sample characteristics

The basic characteristics of the patients in the study sample are
shown in Table 1. A total of 150 patients were enrolled in this
study. The mean age was 53.5 (SD = 9.4) years (range 20–65),
61.3% were female, 38.7% were male, and 94.7% were married.
The majority had basic education (46%) and 94% were not work-
ing due to the health condition. The majority of participants
(74.7%) had a small family. All patients identified themselves as

Table 1. Characteristics of CA survivors

Characteristics n %

Age 20–45 33 22.00

46–65 117 78.00

Average age 53.48 (SD = 9.43)

Gender Female 92 61.30

Male 58 38.70

Education Illiterate 38 25.30

Literate 14 9.30

Primary education 69 46.00

Senior high school 14 9.30

University 15 10.00

Marital status Married 142 94.70

Single 8 5.30

Employment
status

Employed 9 6.00

Unemployed 141 94.00

Household Single 7 4.70

Small family 112 74.70

Large family 31 20.70

Income level Lower 34 22.70

Middle 107 71.30

Upper 9 6.00

Knowledge of
disease

Yes 138 92.00

No 12 8.00

Diagnosis time 6 months ago 70 46.7

6–12 months 80 53.3

CA diagnosis

Gastrointestinal
tract ca*

100 69.3

Breast, papillary
thyroid ca

46 30.7

* Colon ca, stomach ca, mesothelioma, pancreatic ca, cholangiocellular ca, liver ca (primary
or metastatic)

Table 2. Total and subdomain scores of the FACIT-Sp-version 4 of CA survivors

FACIT-Sp-version 4
Scala
Range

Patients
Mean (SD) r/p-value

FACT-G

PWB 0–28 16.31 (6.42)

FWB 0–28 13.24 (6.44)

EWB 0–24 14.53 (5.32)

SWB 0–28 20.86 (6.09)

FACIT-Sp

Meaning 0–16 10.50 (3.73)

Peace 0–16 8.83 (3.83)

Faith 0–16 12.59 (3.28)

FACT-G total 0–108 64.94 (1.84) r = 0.619

FACIT-Sp total 0–48 31.88 (8.44) p-value = 0.000

FACT-G = Functional Assessment of Cancer Therapy General
FACIT–Sp = Functional Assessment of Chronic Illness Therapy–Spiritual Well-Being Scale.
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Muslim. The majority of participants knew about the illness.
Gastrointestinal tract CA comprised 69.3%.

Total and subdomain scores of the FACIT-Sp-version 4 in CA
survivors

The results showed that our sample of Turkish CA survivors had
an overall FACT-G score of 64.94 (SD = 1.84) and an overall
FACIT-Sp score of 31.88 (SD = 8.44). The Pearson correlation
coefficient indicated a significant, positive correlation between
the FACT-G and FACIT-Sp total score (r = 0.619, p = 0.001)
(Table 2).

Pearson correlations among FACIT-Sp-version 4 scores

The Pearson correlation coefficient indicated a significant, posi-
tive correlation between each of the sub-dimension and total
scores of FACT-G and FACIT-Sp (Table 3).

Adverse events, coping behaviors, and force will to live among
CA patients

As shown in Table 4, 50% of patients stated that the death of
someone near to them was an adverse (negative) life event (expe-
rience) and was associated with higher FACT-G and FACIT-Sp
total scores. In this study, patients equally used their relationships
with others and religious practices as coping behaviors with
regard to negative life events (52%). The patients stated that
59.3% of them drew strength from their relationship with others.
While 20.7% stated that God/a higher power/Allah was what
helped them.

There was no statistically significant difference between the age
of patients and all dimensions of the FACT-G and FACIT-Sp ( p
> 0.05). Male patients had higher scores than female patients
except for the FWB and Faith in all areas of the FACT-G and
FACIT-Sp scores; these differences were statistically significant
( p < 0.05). A statistically significant difference was found among
PWB, FWB, SWB, Meaning, and FACT-G total scores when the
education levels of patients were compared ( p < 0.05). Being sin-
gle had a higher PWB score than being married and this differ-
ence was statistically significant. There was a statistically
significant difference in the EWB score between the patients

who were employed and those that were not. A statistically signif-
icant difference was found for PWB, FWB, SWB, Meaning, and
FACT-G total scores when patients living in urban areas were
compared to those living in rural areas. There was a statistically
significant difference in the FWB, Meaning, and FACT-G total
scores among patient income levels (p < 0.05). When variables
were compared using the Tukey test, higher levels on the
FACIT-Sp and FACT-G total scores were found for higher educa-
tion level, urban location, and upper income. Those who experi-
enced a negative event in their lives had lower FACT-G and
FACIT-Sp total scores than those who did not, and the
FACT-G and FACIT-Sp scores were higher in those with life-
driving power (Table 5).

Discussion

To the best of our knowledge, the present study is the first to eval-
uate the relationship between QoL and SpWB in Turkish adult
patients with CA. The results revealed that there is a strong, pos-
itive correlation between the overall scores of FACIT-Sp and
FACT-G (r = 0.619). This result is similar to the results of other
studies in this field (Xing et al., 2018; Martoni et al., 2017; Bai
& Lazenby, 2015; Bai et al., 2015; Rabow & Knish, 2015; Agli
et al., 2014; Jafari et al., 2013). In other studies, it was determined
that SpWB had a 7.1% contribution to total QoL (Lazenby et al.,
2013), while for 78% (Peteet & Balboni, 2013) and 84%
(Vallurupalli et al., 2012) of patients, it was important for coping
with their CA.

In the present study, participants’ QoL scores were low, except
SWB. However, they high Meaning and Faith scores, while the
Peace score decreased by 50%. Additionally, in this study, it was
found that there was a stronger relationship between Peace,
Meaning, overall QoL, and all sub-dimensions of QoL, and also,
total SpWB with Meaning/Peace and Faith. As is known, the
Meaning dimension of spirituality suggests reflecting on a cogni-
tive aspect of SpWB and physical health, and Peace as reflecting
an affective dimension of spirituality which has a stronger rela-
tionship with mental health. In line with this knowledge, it can
be argued that in this study, participants are emotionally chal-
lenged to cope with CA. The need for Meaning is a universal
trait that is essential to life itself. In three studies by Breitbart
et al. (2010, 2012, 2015), it was found that SpWB and QoL in

Table 3. Pearson correlation among FACT-G and FACIT-Sp scores of CA survivors

Subscales
FACT-G (0-108) FACIT-Sp (0-48)

PWB SWB EWB FWB Total QoL Meaning Peace Faith Total SpWB

PWB 1.000

SWB 0.387** 1.000

EWB 0.356** 0.416** 1.000

FWB 0.589** 0.448** 0.364** 1.000

QoL total 0.786** 0.744** 0.679** 0.809** 1.000

Meaning 0.369** 0.488** 0.439** 0.512** 0.595**

Peace 0.380** 0.345** 0.598** 0.540** 0.609** 0.582** 1.000

Faith 0.100 0.128 0.198* 0.210* 0.210* 0.274** 0.283** 1.000

Total SpWB 0.365** 0.423** 0.547** 0.552** 0.619** 0.807** 0.830** 0.643** 1.000

PWB: physical well-being; SWB: social/family well-being; EWB: emotional well-being; FWB: functional well-being: SpWB: Spiritual well-being; QoL: Quality of Life
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CA patients receiving Meaning-centered group psychotherapy
was significantly improved. In another study using life review
interventions (Wang et al., 2017), a positive effect on the
Meaning dimension of SpWB and total QoL was determined. A
meta-analytical study (Salsman et al., 2015), suggests that religion
and spirituality are patient-centered factors and often resources
for managing the emotional sequelae of the CA experience.
Furthermore, the high SBW score in this study may be interpreted
as indicating that patients are not feeling alone, as the importance
of patient visits in Turkish society may have increased the sense of
meaning in life.

In light of the above, it can be said that Peace and Meaning
contribute uniquely to QoL. Conversely, in some studies, it was
found that for patients with advanced CA, Meaning/Peace scores
were low (Pearce et al., 2012), with an inverse association between
overall SpWB and the emotional (Lazenby et al., 2013) and phys-
ical (Lazenby & Khatib, 2012) dimensions of QoL.

The Faith dimension of spirituality is connected with most
religious beliefs. Therefore, the word faith is also often used inter-
changeably with religion, referring to the whole of a tradition’s

belief system. For Muslims, the “faith” component of spirituality
is closely associated with their religious beliefs, although it differs
as a function of ethnic identity, age, and gender. This study also
revealed that Faith had a weak correlation with sub-dimensions
of QoL and Meaning/Peace. The faith factor was not consistently
associated with QoL among patients with CA (Bai & Lazenby,
2015). In another study (Lazenby et al., 2013), it was found that
faith did not significantly contribute to the unique prediction of
QoL in Jordanian Muslim CA patients. However, two studies in
contrast (Bovero et al., 2016; Canada et al., 2016) found that
Faith was more associated with QoL than Meaning/Peace. These
results may have originated from cultural factors, as faith is influ-
enced by cultural factors and cultural factors also affect faith.

In the present study, it was determined that peace positively
contributed to the subscales of the FACT-G (physical, emotional,
and functional well-being). Conversely, in another study (Lazenby
et al., 2013), peace was found to be inversely related to PWB in
Muslim CA patients. It can be said that peace can provide a per-
spective that allows individuals to reinterpret their perceptions of
the environment and the meaning and purpose of life when cop-
ing with CA.

In the present study, participants’ overall FACIT-Sp and
FACT-G scores were higher in patients who had no negative
life events and had a driving force. Furthermore, it was found
that religious practices and relationships with others were used
as coping behaviors by patients who have experienced negative
life events, and relationships with others were used as driving
forces. In a person’s life, others, nature, and important or tran-
scendent connections are essential. The strength of the connec-
tion dimensions of spirituality is important in coping with CA
and may help people look beyond their current state of health
and ultimately, achieve purpose in life. According to
Narayanasamy (2002), connections with others appear to be a
key source of support in the chronic illness coping process.

The present study shows that a higher overall FACT-G score
was increased by a higher level of education; younger age; those
living in urban areas; and upper-income level. Both the
FACIT-Sp and FACT-G scores, except faith, were higher in
males than females. One study (Rabow & Knish, 2015) found
that among patients with CA, SpWB was not associated with
patient age, gender, race, or CA stage. In some studies, those
with low levels of education (Prince-Paul, 2008) and women
(Munoz et al., 2015), were found to have significantly higher
FACIT-Sp scores. In contrast, another study (Peterman et al.,
2002) found a negative relationship between the level of educa-
tion, Faith and Meaning/Peace scores, being higher in females
than males. In a further study (Samuelson et al., 2012), it was
determined that Meaning/Peace were not significant in females,
unchanged in males, but showed significant increases in the
Faith dimension and overall FACIT-Sp scores. In this study,
Faith scores were higher for those of middle income, those living
in urban areas, in literacy education, females, and in those of
advanced age. These differences may be due to cultural character-
istics and lifestyle.

The current study found that Meaning contributes to an
increase of SWB and FWB dimensions of the QoL, but not
EWB. As is known, maintaining satisfying relationships, despite
illness, is a critical concern for CA survivors. SWB and FWB,
which reflect patients’ capacity to remain actively engaged in
social roles and to feel meaningfully connected with others, is a
critical aspect of QoL, the meaning and purpose of life and finally,
adjustment to CA.

Table 4. Adverse events, coping behaviors, and force will to live among CA
survivors.

n %
FACT-G total
Mean (SD)

FACIT-Sp
total Mean

(SD)

What adverse event did
you experience?

The death of close
relative

75 50.0 62.78 (20.84) 31.88 (8.36)

A serious health
problem

35 23.3 62.77 (16.49) 30.20 (8.70)

An accident 12 8.0 52.41 (22.86) 27.75 (9.94)

An economic
drought

16 10.7 60.31 (20.24) 31.12 (8.06)

Unanswered 29 19.3 60.96 (17.04) 29.62 (6.98)

Coping behaviors for
adverse life events

Religious practice 79 52 62.10 (19.09) 31.25 (7.81)

Relationships with
others

79 52 65.00 (19.09) 32.68 (7.23)

Professional
support

6 4 74.33 (16.80) 32.00 (8.64)

Ineffective coping
behaviors (Crying,
isolation, feeling
helpless)

20 13 55.00 (17.28) 28.30 (10.33)

What is your force
will to live?

Self 12 8.0 56.16 (20.78) 30.41(9.60)

Relationships with
others

89 59.3 67.51 (17.16) 32.89 (8.29)

Relationship with
God/Allah

31 20.7 64.09 (18.43) 32.54 (6.75)

Interests/
Connectedness
(love of life,
happiness, work)

45 30.0 67.83 (16.76) 32.02 (6.96)
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Table 5. Comparison of total and subscale scores on the FACT-G and FACIT-Sp according to patient characteristics

Characteristics

FACT-G (0-108) FACIT-Sp (0-48)

PWB FWB EWB SWB Total Meaning Peace Faith Total

Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD)

Age

20–45 (n = 33) 16.90(7.14) 14.63(6.13) 13.15(6.11) 20.84(6.87) 65.42(22.5) 11.09(3.52) 8.42(4.37) 12.33(3.35) 31.93(9.33)

46–65 (n = 117) 16.14(6.23) 12.85(6.50) 14.92(5.03) 20.87(5.88) 64.78(17.2) 10.34(3.78) 8.94(3.68) 12.66(3.27) 31.87(8.22)

t/P 0.55/0.58 1.45/0.15 −1.52/0.13 −0.01/0.98 0.17/0.86 1.05/0.29 −0.62/0.53 −0.50/0.61 0.03/0.97

Gender

Female (n = 92) 15.42(6.27) 13.11(6.35) 13.45(5.30) 19.17(6.28) 61.11(18.8) 9.84(3.93) 8.07(3.64) 12.86(3.25) 30.76 (8.48)

Male (n = 58) 17.72(6.46) 13.44(6.63) 16.24(4.92) 23.55(4.70) 70.96 (16.2) 11.55(3.12) 10.03(3.86) 12.22(3.40) 33.67 ((8.13)

t/P −2.14/0.03 −0.30/0.76 −3.27/0.00 −4.56/0.00 −3.39/0.00 −2.93/0.00 −3.09/0.00 1.14/0.25 −2.09/0.03

Marital Status

Married (n = 142) 16.00(6.39) 13.01(6.30) 14.47(5.35) 21.05(6.10) 64.56(18.39) 10.53(3.77) 8.83(3.83) 12.68(3.26) 32.04(8.39)

Single (n = 8) 20.87(5.43) 17.37(8.05) 15.62(4.95) 17.50(5.15) 71.37(19.38) 10.00(3.07) 8.87(4.08) 11.00(3.38) 29.00 (9.51)

Z/P −2.08/0.03 −1.64/0.10 −0.45/0.18 −1.82/0.06 −1.11/0.26 −0.67/0.49 −0.00/0.99 −1.61/0.10 −0.88/0.37

Education

Illiterate (n = 38) 14.05(5.92) 10.05(5.64) 13.15(5.14) 15.84(6.40) 53.00(18.7) 8.57(4.04) 7.89(3.28) 12.63(3.38) 29.21(8.20)

Literate (n = 14) 15.21(7.78) 12.71(5.32) 15.42(4.76) 21.28(4.04) 64.64(16.2) 10.50(4.14) 8.50(4.18) 13.85(2.21) 32.85(8.95)

Primary education (n = 69) 15.97(6.21) 13.89(6.58) 14.31(5.76) 22.30(5.32) 66.47(18.1) 10.94(3.50) 8.85(4.07) 12.73(3.39) 32.47(9.04)

Senior high school (n = 14) 20.42(5.43) 14.07(3.89) 16.35(4.78) 24.42(4.03) 75.28(10.4) 12.28 (2.01) 10.07(3.17) 12.21(2.29) 34.57(4.14)

University (n = 15) 20.80(4.58) 18.06(7.18) 16.46(3.77) 23.26(4.60) 78.60(7.9) 11.73(3.12) 10.26(3.95) 11.00(3.81) 32.53(8.03)

KW/P 18.88/0.00 17.10/0.00 6.21/0.18 35.11/0.00 27.81/0.00 15.46/0.00 6.60/0.15 7.16/0.12 6.52/.16

Employment Status

Employed (n = 9) 19.00(4.66) 15.77 (5.93) 17.88(4.31) 20.44(6.59) 73.11(4.92) 12.55(2.18) 10.88(2.36) 13.11(3.10) 36.55(4.21)

Unemployed (n = 141) 16.14(6.49) 13.08 (6.46) 14.31(5.32) 20.89(6.08) 64.40(8.56) 10.37(3.77) 8.70(3.88) 12.56(3.30) 31.58(8.56)

Z/P −1.25/0.20 −1.17/0.23 −2.03/0.04 −0.11/0.90 −1.42/0.15 −1.59/0.11 −1.60/0.10 −0.38/0.69 −1.70/0.08

Place of Residence

Rural (n = 51) 14.68(6.78) 10.62(5.95) 14.68(5.29) 19.33(7.05) 59.2 (20.63) 9.45(4.16) 8.58(4.05) 13.09(3.25) 30.76(8.48)

Urban (n = 99) 17.15(6.09) 14.59(6.30) 14.45(5.36) 21.65(5.40) 67.83(16.57) 11.05(3.38) 8.95(3.73) 12.37(3.34) 33.67(8.13)

t/P −2.18/0.03 −3.78/0.00 0.25/0.80 −2.06/0.04 −2.56/0.01 −2.53/0.01 −0.54/0.58 1.27/0.20 −0.86/0.39

Income Level

Lower (n = 34) 14.97(6.39) 10.02(6.32) 13.32(5.94) 13.32(5.94) 56.58(21.59) 8.97(3.92) 7.79(4.22) 12.17(3.79) 28.82(10.06)

Middle (n = 107) 16.64(6.53) 13.85(6.05) 14.72(5.22) 21.58(5.42) 66.77(17.05) 10.90(3.52) 9.00(3.69) 12.78(2.96) 32.66(7.70)
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In conclusion, in light of the findings of this study and studies
in other countries, it can be said that SpWB is universally neces-
sary to improve the QoL of patients with CA.

Due to the sharp increase in CA incidence in the world, we
believe that QoL improvement should be a priority for these
patients. Therefore, we recommend that patients with CA should
experience SpWB, and that perhaps suitable guidelines should be
prepared.

Limitations

This study has some limitations. First, it is cross-sectional and
also, we have only evaluated the relationship between SpWB
and QoL, not considering other relationships such as those deal-
ing with anxiety/depression. Second, non-random sampling and
the small overall sample size limits the generalizability of our find-
ings. The limited sample volume is due to the fact that the city
where the study was conducted is a small town in the Central
Anatolia region of Turkey and people with diseases such as CA
go to bigger cities like Ankara or Kayseri near Sivas. Therefore,
the number of samples remained small between the dates speci-
fied (six months). Despite these limitations, our study makes a
contribution to increasing the SpWB and QoL of CA survivors
and to future research.

Conclusion

This study demonstrates that SpWB positively contributes to the
QoL of CA survivors. Spirituality is not necessarily limited to any
specific types of beliefs or practices. For some, faith in self, others,
and/or God constitutes in large part the meaning, purpose, and
fulfilment they find in life. Thus, it can be said that SpWB is a
stress-buffering mechanism available for improving QoL, espe-
cially when faced with life-threatening illnesses such as CA. We
believe that SpWB and QoL measurements can be useful in
health-related research. For this, the FACIT-G and FACIT-Sp
(Version 4) is one measurement tool worthy of consideration.
Future studies are needed to elucidate the factors associated
with SpWB and spiritual care of patients with the goal of improv-
ing patient QoL in Turkey.
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