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Abstract
Background Religious/spiritual factors are important for some individuals in the context of life stress. To the authors’ knowledge, the
present study is the first to explore the role of women’s attachment to God (anxious vs secure) in their adjustment to breast cancer.
Objective To explore the (1) pattern of change in women’s attachment to God across time and (2) relationship between attach-
ment to God and coping behaviors and depression.
Methods All English-speaking women who were scheduled to receive a core breast biopsy at a women’s breast health center
were eligible to participate in the study. Women were assessed on attachment to God, positive and negative coping, and
depression at pre-diagnosis and 3, 6, and 12 months post-diagnosis. Women who received a benign diagnosis and those with
a diagnosis of breast cancer participated in the study.
Results Attachment to God remained stable across time for both diagnostic groups (cancer, benign). Women from both groups who
had a more anxious attachment to God utilized more avoidance coping and reported more depression at different points across time.
Breast cancer patients with a more anxious attachment to God reported engaging in less acceptance coping post-diagnosis. Finally, the
association between attachment to God and depression was partially mediated by avoidance coping at pre-diagnosis.
Conclusions Findings indicate that a more anxious attachment to God may contribute to negative patterns of adjustment while a
secure attachment may help women remain more directly engaged in their coping with the threat of breast cancer and related
diagnostic procedures.
Implications for practice It is suggested that clinicians remain sensitive to and assess the role of spiritual beliefs in women’s
adjustment to the threat of breast cancer from pre-diagnosis up to 1 year post-diagnosis. In particular, women’s belief in and
experience of a secure or an anxious attachment with God or higher power may function as a potential resource or as an
exacerbating factor, respectively, in their adjustment to breast cancer.
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Literature review

While studies have shown that breast cancer and its treatments
can negatively impact women’s psychological well-being [1],

research has also highlighted the role of personal and social
resources in mitigating this impact. Evidence suggests that
women who have various resources are better able to adapt
to the demands of breast cancer [2]. Specifically, research
shows that some individuals rely on religious/spiritual factors
when confrontedwith stressors [3, 4] such as breast cancer [5].
For example, breast cancer patients who have a positive sense
of God (i.e., loving) report better adjustment to the demands of
diagnosis, treatment, and survivorship [6], a finding that is
consistent across cultures and nationalities [7–9].

There is also the possibility however that the threat of
breast cancer may erode a woman’s faith in a higher power,
potentially contributing to poorer coping, mental health, and
well-being [10, 11]. In a British study, breast cancer patients
who held a negative sense of God (i.e., angry) reported higher
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levels of anxious and depressed mood [12] while a Canadian
study revealed that women’s depressed mood increased across
time the more they believed that their cancer was due to God’s
anger/punishment [13]. Left unresolved, a negative sense of
God can have serious implications for psychological well-
being over the long-term [14]. Thus, an individual’s beliefs
about God can become a liability rather than a resource in the
context of coping with stress [4].

From a theoretical perspective, researchers [15, 16] have
argued for the adoption of Bowlby’s attachment theory as a
framework from which to understand the link between
religion/spirituality and psychological well-being. According
to this theory, attachment styles that develop in childhood are
believed to be remained stable into adulthood and to become
activated at times of stress [17] with a secure attachment style
contributing to an individual’s resiliency in coping and adjust-
ment [18]. Secure adult attachment has been linked to adjust-
ment to health events such as diabetes [19], pregnancy [20],
and abortion [21]. Conversely, researchers found that anxious
or insecure adult attachment was linked to negative event ap-
praisals [22] and maladaptive coping strategies (e.g., avoid-
ance) [23], respectively. Notably, studies have shown that re-
gardless of their adult attachment style (i.e., secure or inse-
cure), some individuals turn to religion and/or God when
faced with stress [24]; however, securely attached individuals
rely more on positive forms of religious coping while inse-
curely attached individuals use more negative religious coping
strategies [25, 26]. Such findings demonstrate a link between
adult attachment styles and religious/spiritual beliefs.

In turn, for some individuals, God may function as another
attachment figure or caregiver in providing security and com-
fort [15] contributing to greater well-being (e.g., positive af-
fect) in general [27] and at times of significant stress [16]. For
example, bereaved individuals with a secure attachment to
God reported less depressive and grief symptoms and greater
stress-related growth [28]. In contrast, insecure attachment to
God has been related to greater feelings of emotional distress
and decreased life satisfaction in general [29]. Other studies
[30–32] similarly reported an association between insecure
attachment to God and greater emotional distress and that,
specifically, a more anxious attachment to God predicted
levels of perceived stress beyond the contribution of adult
attachment style [33].

Although attachment to God has been investigated in rela-
tion to general psychosocial well-being and religious/spiritual
coping, few studies have explored the link between attach-
ment to God and general (i.e., non-religious/spiritual) coping
behavior within the context of significant life stress. To fully
understand the role of spirituality in coping with illness, it is
important to study how it functions within the context of other
adjustment factors including general cognitive appraisal and
coping behavior [34]. One recent study [35] explored the im-
portance of an attachment to God for cancer and dialysis

patients. Findings illustrated that individuals who had a secure
attachment to God adopted a fighting spirit in coping with
their illness whereas those with an insecure attachment to
God adopted more an attitude of hopelessness. Thus, attach-
ment to God may serve as a resource for individuals coping
with severe illness.

To the authors’ knowledge, the present study is the first to
explore the role of attachment to God in women’s adjustment
to breast cancer. This longitudinal study assesses women’s
attachment to God, general coping behavior, and depressive
symptomatology at four times: 2–4 days post-biopsy (pre-di-
agnosis), and 3, 6, and 12 months post-diagnosis.

First, given that life stress may either activate or undermine
spirituality as a resource [4], this study explored the pattern of
change in attachment to God across time. A comparison of
this pattern of change in attachment to God was conducted
between women with breast cancer and women with a benign
diagnosis to determine whether attachment to God remained a
stable force or was destabilized by the impact of the cancer.
Bowlby’s attachment theory suggests that attachment styles
would remain stable across the lifespan; however, attachment
styles may change when the individual is under significant
stress [36]. Second, this study explored the relationship be-
tween attachment to God and depression and general coping
behavior at each point in time. It was hypothesized that a more
anxious attachment to Godwould be related to higher levels of
depression and avoidance coping as well as related to lower
levels of positive forms of general coping (e.g., acceptance).

Method

Ethical considerations

This study received approval separately from the university
and hospital Research Ethics Boards.

Participants

The Women’s Breast Health Centre is a specialized clinic
attached to a large general hospital in a Canadian City where
women in the region are referred by general practitioners for
the evaluation of potential breast abnormalities. All English-
speaking women who were referred over a period of 2–3 years
were eligible for the study. Women were excluded from the
study if they additionally had one or more severe medical
conditions (e.g., heart disease, other cancer) that had been
diagnosed in the past year. This exclusion criteria was includ-
ed so that the focus would remain clearly on women’s reac-
tions and adjustment to the illness event of breast cancer
which may be qualitatively different (e.g., have different im-
pacts or demands) than other significant illnesses.
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Participant recruitment followed a two-step process. First, a
research assistant provided information on the study to wom-
en as they awaited their core biopsy procedure at the center. In
order to be sensitive to the stressfulness of this time, only
minimal information about the purpose of the study was pro-
vided. When women indicated an interest in hearing more
about the study, they were asked to sign a release form so that
their name and contact information could be forwarded to a
second research assistant working for the study.

Second, within 24–48 h, the second research assistant
contacted interested women by phone to discuss the nature
of the study, its purpose, and procedures, in greater detail.
For those women who agreed to participate, a second phone
contact was scheduled to occur within 2–3 days so as to con-
duct the initial assessment prior to the women receiving their
biopsy results. Informed consent was reviewed at the begin-
ning of the second phone call and full consent was verbally
given by the women and recorded by the research assistant
prior to the commencement of the pre-diagnosis assessment.
Two consent forms were mailed to participants: one for the
participants’ records and one to be signed and returned in a
self-addressed, stamped envelope for the study records.

It should be noted that both women with a benign diagnosis
and those with a diagnosis of breast cancer participated in this
study.

Data collection

Women completed self-report inventories on various aspects
of their well-being at pre-diagnosis, and 3, 6, and 12 months
post-diagnosis. As mentioned above, given the short period of
time for the process of diagnosis, the first interview (pre-
diagnosis) was conducted over the phone. The post-
diagnosis assessments were completed by women at their
homes and returned in a self-addressed, stamped envelope to
the second research assistant.

Measures/instruments

Demographic variablesWomen completed a questionnaire on
age, marital status, education, cultural background, religious
affiliation, and frequency of religious service attendance.
Women rated how important religion and spirituality was in
their lives on separate, 5-point Likert scales ranging from “not
important at all” (1) to “very important” (5).

Cancer variables Breast cancer patients self-reported on as-
pects of their illness at 3, 6, and 12 months post-diagnosis
including cancer stage, number of positive lymph nodes, and
type of surgery and/or treatment.

Attachment to God inventory The attachment to God inven-
tory (AGI) was used as it demonstrates convergent and

discriminant validity, high internal consistency, and a stable
two-factor structure (anxious and avoidant attachment to God)
[37]. Women completed only the anxious attachment subscale
as it taps into relational elements (e.g., fear of abandonment by
God, anger at God) which may be affected by a stressor such
as breast cancer. In order to reduce the burden on participants,
this 14-item subscale was reduced to those 8 items with the
highest factor loadings reported in previous analyses [37].
Women rated their attachment to God or a higher power using
a 7-point Likert scale ranging from “strongly disagree” (1) to
“strongly agree” (7). The total scale score represents the aver-
age of the items, with lower to higher scores indicating a
movement from a more secure (1) to a more anxious attach-
ment to God (7) respectively (α = .85). Since the scale used in
this study is an abbreviated version of the original scale, no
scale cutoffs are available.

Brief COPE The Brief COPE is a 28-item scale which assesses
positive and negative general coping behavior and has been
used in studies on breast cancer [38, 39]. To reduce the burden
on participants in the present study, only six subscales (12
items) of the Brief COPE were included: Active Coping,
Denial, Behavioral Disengagement, Instrumental Support,
Acceptance, and Positive Reframing. The subscales of
Denial and Behavioral Disengagement are considered mea-
sures of negative forms of coping (i.e., avoid the stressor)
while the other subscales are measures of positive forms of
coping (i.e., engagement and problem-solving in relation to
the stressor). Women rated the frequency of use of each cop-
ing item on a 4-point Likert scale ranging from not at all (1) to
very often (4). Instructions were varied slightly depending on
the diagnostic group and the time of assessment so as to orient
women toward their current situation. Subscales represent the
average of the 2 items. Following the procedure described in a
study on breast cancer [40], the Denial and Behavioral
Disengagement subscales were averaged to form a general
measure of Avoidance Coping. The alpha coefficients of in-
ternal consistency for all participants at pre-diagnosis were
acceptable: Acceptance (α = .79), Active Coping (α = .78),
Instrumental Support (α = .85), Positive Reframing (α = .69),
and Avoidance Coping (α = .60). Scores on each subscale
range between 1 and 4. There are no cutoff scores for these
scales.

Center for epidemiological studies–depression scaleA 9-item
short form of the center for epidemiological studies–depres-
sion scale (CES-D) [41], shown to be valid for non-
depressed primary care patients [42], was used.
Participants rated each item on a 4-point Likert scale
ranging from “rarely/none of the time” (0) to “most or
all of the time” (3). A total depression score is the sum
of the items, with a high score representing greater de-
pressive symptomatology (α = .87). The total scale
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score ranges between 0 and 27. There is no cutoff score
used in this study.

Data analysis

All data analyses were conducted with SPSS v24.0. Missing
data was treated with listwise deletion. Repeated measures
ANOVAs with between subjects-factors were run to deter-
mine whether there was a significant change in mean level
of attachment to God across time for breast cancer patients
and women with a benign diagnosis. Attachment to God at
each time point were included as repeated factors and the
group variable (cancer or benign diagnosis) was included as
a between subject factor. The assumptions of repeated mea-
sures ANOVA were evaluated and the data revealed that the
assumption of sphericity was violated in ANOVAs. As epsilon
was greater than .75, the recommended Huynh-Feldt correc-
tion was applied [43]. The data also revealed that scores for
attachment to God were positively skewed at all time points
and analysis was performed on both untransformed and loga-
rithmically transformed data. As the analysis revealed compa-
rable findings, untransformed results are reported herein. It
should be noted that all data analyses at pre-diagnosis were
conducted using the full sample (n = 277) while longitudinal
analyses were conducted on the subsample of 137 due to
attrition across time.

Pearson correlations were conducted to investigate the re-
lationships between attachment to God and general coping
and depression at each time. These cross-sectional cor-
relations were calculated separately for breast cancer
patients and women with a benign diagnosis with the
exception of pre-diagnosis when all participants were
included in the same analysis.

Finally, based on the correlation results between variables,
a model was proposed wherein the association between at-
tachment to God and depression is mediated by avoidance
coping behavior. This model was tested cross-sectionally
(i.e., at each of the 4 times) using a bootstrapping method with
SPSS macro PROCESS [44]. The model was tested for breast
cancer patients and women with a benign diagnosis together at
pre-diagnosis (time 1) and separately at all three time points
following diagnosis. In this way, a determination could be
made on the stability of this mediation model at different
phases of the adjustment process. The variables attachment
to God, avoidance coping, and depression were entered simul-
taneously into the model. In this model, depression (Y) was
regressed on attachment to God (X) and avoidance coping (M;
mediator), and M itself is regressed on X. Total, direct, and
indirect effects with bias-corrected confidence intervals (based
on 5000 bootstraps) were calculated. A confidence interval
that does not include zero indicates a positive effect with
95% certainty [45]. Mediation is indicated by the indirect
effect of X on Y (which is the product of the coefficients

representing the effect of X on M and M on Y). The X on Y
total effect is the sum of both the direct and indirect effects.

Results

Sample description

Of the 277 women who were recruited, a subsample of 137
(49.5%) completed at least three of the four phases of the
study. About 44.6% of the 140 women who dropped out re-
ceived a diagnosis of breast cancer while 53.6% received a
benign diagnosis. Despite significant attrition at the end of the
12 month period, independent t test analyses at pre-diagnosis
demonstrated that participants did not differ fromwomen who
dropped out of the study in terms of age, religious or spiritual
importance, attachment to God, general coping strategies, or
depression.

Of the subsample of 137 women, 40.1% (n = 55) received a
diagnosis of breast cancer while 59.9% (n = 82) received a
benign diagnosis. See Table 1 for the demographic composi-
tion of the cancer and benign groups as assessed at pre-diag-
nosis. The mean age of the cancer sample was 60.2 years. All
breast cancer patients were married or living common-law.
Ninety-six percent were of European-Canadian background,
with the majority (78.2%) having a Christian background,
e i ther Catho l ic (32 .7%) or Pro tes tan t (45 .5%) .
Approximately 46% reported that religion was important or
very important while 75.5% reported that spirituality was im-
portant or very important in their daily lives. Of the 32 breast
cancer patients who reported their stage of cancer, 93.7% re-
ported early stage cancer (0, 1, 2) while 6.3% had stage 3
cancer. Approximately 80% percent of the women had no
lymph node involvement and 56.3% had a lumpectomy.

The mean age of the benign sample was 51.2 years. All
women with a benign diagnosis were married or living com-
mon-law. Approximately 92% were of European-Canadian
background, with the majority having a Christian background
(71.6%), either Catholic (42%) or Protestant (29.6%). Forty-
one percent of the benign group reported that religion was
important (25%) or very important (16.3%) while 62.5% re-
ported that spirituality was important or very important in their
daily lives.

Findings

The repeated measures ANOVAs revealed no significant ef-
fect of time for attachment F(2.44, 205.21) = 1.85, p = 0.15
suggesting a stable pattern of attachment to God across time.
The analysis also revealed no significant time X group inter-
action for attachment to God F(2.44, 252) = .13, p = 0.92
indicating similar patterns of attachment for both breast cancer
patients and women with a benign diagnosis. Attachment to
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God means were low (slightly over 2 at the most) at all points
in time and for both diagnostic groups indicating that
women’s attachment to God remained relatively secure across
time (see Table 2).

Pearson correlations revealed that all women with a more
anxious attachment to God reported higher levels of depres-
sion and avoidance coping and lower levels of acceptance
coping at pre-diagnosis. Breast cancer patients with an anx-
ious attachment to God reported more avoidance and less
acceptance coping at 3 months post-diagnosis and higher
levels of depression at 6 months post-diagnosis. Anxious at-
tachment to God was not related to coping or depression at 12
months post-diagnosis for breast cancer patients. Women with

a benign diagnosis who had a more anxious attachment to
God reported greater use of avoidance coping and higher
levels of depression at 3, 6, and 12 months post-diagnosis
(see Table 3 for correlations).

Results for the mediation models can be found in Table 4
(regression coefficients) and in Table 5 (effect sizes). Of the
seven models explored, avoidance coping was found to medi-
ate the relationship between anxious attachment to God and
depression at time 1 (pre-diagnosis) only. In this model, the
total effect and the direct effect were both significant indicat-
ing the mediation was partial.

Discussion

The present study investigated the role of attachment to God
in women’s response to the threat of breast cancer. First, in
relation to the first hypothesis, findings revealed that women’s
attachment to God regardless of diagnostic group was relative-
ly secure and that there was no change in this attachment
across time. As well, there was no significant difference in
attachment to God between the diagnostic groups. These re-
sults suggest that attachment to God remains relatively stable
and secure within the context of a significant life stressor such
as enduring a biopsy procedure alone (benign) or receiving a
diagnosis of breast cancer. That is, the threat of a serious
illness did not shake women’s faith in God as a reliable source
of comfort. These findings support the tenets of adult attach-
ment as put forth by Bowlby [17] and those of attachment to
God as suggested byKirkpatrick [16]; specifically, that attach-
ment style tends to remain fairly stable across time and that
secure attachment can serve as a resource for individuals un-
der times of significant life stress.

In relation to the second hypothesis, findings revealed that
the more anxiously attached women were to God, the more
they engaged in avoidance coping while the more securely
they were attached, the less likely they were to rely on avoid-
ance coping prior to receiving a diagnosis. A secure attach-
ment to God may help women remain more directly involved
with the stressful demands of the process of diagnosis.
Further, the association between attachment to God and avoid-
ance coping strategies was stronger and more consistent
across time for those womenwho received a benign diagnosis.
Perhaps women with a benign diagnosis remain uncertain and
anxious about their breast health and so they continue to en-
gage their relationship with God in an effort to put the biopsy
event and its potential implications behind them. In contrast,
women with breast cancer have received a clear answer on
their breast health and related demands of the illness and its
treatment. As their uncertainty about their breast health has
been mitigated and the need for direct action increases (e.g.,
treatment decision making), breast cancer patients may turn
more toward active, problem-focused forms of coping in their

Table 1 Demographic composition of the breast cancer and benign
groups as assessed at pre-diagnosis

Demographics Breast cancer
(n = 55)

Benign
(n = 82)

Mean age in years 60.2 (9.89) 51.2 (10.81)

Marital status

Married
Common-law

87% (48)
13% (8)

89% (73)
11% (10)

Cultural background

European-Canadian
African
Asian
Middle Eastern
Multi-racial

96% (53)
0% (0)
2% (1)
0% (0)
2% (1)

91.7% (75)
0.0% (0)
4.2% (5)
2.8% (2)
1.4% (1)

Religious affiliation

Catholic
Protestant
Jewish
Muslim
Other
No affiliation

32.7% (19)
45.5% (26)
7.3% (5)
0.0% (0)
3.6% (2)
10.9% (7)

42.0% (36)
29.6% (26)
2.5% (2)
1.2% (1)
4.9% (5)
19.8% (17)

Religious service attendance

Not attending
Infrequently attending
Once or twice per month
Once a week
More than once a week

41.8% (24)
27.3% (16)
7.3% (5)
20.0% (12)
3.6% (2)

48.8% (42)
31.3% (27)
3.8% (4)
12.5% (11)
3.8% (4)

Religious importance

Not important at all
Slightly important
Fairly important
Important
Very important

20.4% (13)
16.7% (10)
16.7% (10)
14.8% (9)
31.5% (18)

21.3% (19)
13.8% (12)
23.8% (21)
25.0% (21)
16.0% (14)

Mean religious importance 3.2 (1.55) 3.0 (1.38)

Spiritual importance

Not important at all
Slightly important
Fairly important
Important
Very important

5.7% (4)
11.3% (7)
7.5% (5)
17.0% (11)
58.5% (34)

3.8% (4)
16.3% (14)
17.5% (15)
31.3% (27)
31.3% (27)

Mean spiritual importance 4.11 (1.28) 3.7 (1.18)
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adjustment. Finally, breast cancer patients who had a more
anxious attachment to God reported using less accep-
tance coping around the time of surgery and treatment
(i.e., 3 months post-diagnosis). It has long been thought
that religious/spiritual factors play a significant role in
meaning-making and the ability to better accept and
integrate stressful life events into one’s life [4] while
more negative forms of spirituality, representing the
presence of doubt and spiritual struggle, may undermine
adjustment to life events such as cancer [10].

Additionally, in relation to hypothesis 2, a more anxious
attachment to Godwas related to higher levels of depression at

each point in the adjustment process. The link found between
attachment to God and depression supports previous research
[28, 30, 31]. While attachment to God remains a significant
factor in adjustment for women with a benign diagnosis up to
12 months post-diagnosis, for breast cancer patients it is more
strongly related to distress at the time of surgery and treatment
(i.e., 3 and 6 months post). These findings support previous
research that revealed religious/spiritual factors as being acti-
vated more in the early phases of breast cancer adjustment
specifically around surgery [12].

Finally, the present study found that the association be-
tween attachment to God and depression was partially

Table 3 Pearson correlations of anxious attachment to God, general coping, and depression at each time

Time 1 (N)
Pre-diagnosis
anxious attachment

Time 2 (N)
3 months
anxious attachment

Time 3 (N)
6 months anxious attachment

Time 4 (N)
12 months
anxious attachment

Groups combined

Active
Instrumental
Acceptance
Positive Reframing
Avoidance
Depression

− .08 (263)
− .01 (263)
− .19 (264)
− .02 (262)
.38a (265)
.29a (261)

Breast cancer

Active
Instrumental
Acceptance
Positive Reframing
Avoidance

− .07 (53)
− .07 (53)
− .35b (53)
− .18 (53)
.30c (53)

− .16 (46)
− .05 (46)
− .19 (44)
− .22 (46)
.22 (45)

− .27 (39)
− .12 (40)
.09 (41)
− .03 (41)
.14 (41)

Depression .57a (51) .31c (48) − .03 (40)

Benign

Active
Instrumental
Acceptance
Positive Reframing
Avoidance

− .01 (81)
.05 (80)
− .14 (80)
− .03 (79)
.44a (80)

.06 (72)

.15 (72)

.13 (72)

.18 (72)

.39a (72)

.14 (56)

.07 (57)

.08 (58)
− .02 (57)
.34b (57)

Depression .23c (81) .34b (72) .33b (61)

N sample size
a p < .001
b p < .01
c p < .05

Table 2 Mean (± SD) scores for
attachment to God across time n Time 1

(pre-
diagnosis)

Time 2
(3 months)

Time 3
(6 months)

Time 4
(12 months)

Attachment1

Cancer diagnosis 33 1.63(0.87) 1.72(1.02) 1.72(0.99) 1.86(1.37)

Benign diagnosis 53 1.84(1.00) 2.04(1.05) 1.96(1.05) 2.07(1.10)

n sample size, SD standard deviation
1 The attachment scale ranged from 1 (more secure) to 7 (more anxious)
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mediated by avoidance coping but only at pre-diagnosis.
Women who were more anxiously attached to God re-
lied more on avoidance coping which in turn led to a
greater experience of depression. This finding is impor-
tant as it suggests that attachment to God may have an
impact on women’s ability to stay more directly

engaged in coping with the uncertainty of the diagnostic
process which in turn has implications for their emo-
tional well-being. If attachment to God is more secure
then it may exist as an additional source of support at
times of stress [16] which may in fact compensate for
any disruption in other sources of support [25].

Table 4 Regression coefficients of avoidance coping and attachment to God predicting depression in breast cancer patients and women with a benign
diagnosis

Predicted variable

M (avoidance coping) Y (depression)

Sample Predictor Coeff. SE p Coeff. SE p

All

T1 X (attachment to God) .20 .06 < .001 1.20 .40 .003

M (avoidance coping) – – – 3.05 0.74 < .001

Constant 1.00 .03 < .001 3.64 1.04 .001

R2 = 0.15
F (257) = 43.77, p < 0.001

R2 = 0.14
F (256) = 20.94, p = < .001

Cancer

T2 X (attachment to God) .12 .07 .08 − .50 .60 .41

M (avoidance coping) – – – 5.36 2.12 < .001

Constant 1.11 .13 < .001 3.08 1.75 .08

R2 = 0.06
F (48) = 3.16, p = 0.08

R2 = 0.29
F (47) = 9.73, p < 0.001

T3 X (attachment to God) .11 .08 .15 1.21 .80 .14

M (avoidance coping) – – – 5.40 1.55 .001

Constant 1.03 .15 < .001 .60 2.20 .79

R2 = 0.05
F (45) = 2.18, p = 0.15

R2 = 0.30
F (44) = 8.85, p = 0.001

T4 X (attachment to God) .03 .06 .63 − .35 .67 .60

M (avoidance coping) – – – 7.24 1.86 < .001

Constant 1.16 .12 < .001 .40 2.58 .88

R2 = 0.01
F (40) = .24, p = 0.63

R2 = 0.29
F (37) = 7.57, p = 0.002

Benign

T2 X (attachment to God) .12 .05 < .001 .82 .71 .25

M (avoidance coping) – – – 3.56 1.49 .02

Constant .85 .12 < .001 2.31 1.98 .25

R2 = 0.18
F (75) = 16.02, p < .001

R2 = 0.13
F (74) = 5.72, p = .005

T3 X (attachment to God) .18 .06 .004 1.55 .60 .01

M (avoidance coping) – – – 1.99 1.14 .09

Constant .96 .13 < .001 1.43 1.62 .38

R2 = 0.12
F (65) = 8.81, p = .004

R2 = 0.18
F (64) = 7.30, p = .001

T4 X (attachment to God) .14 .05 .01 .91 .63 .15

M (avoidance coping) – – – 5.52 1.47 < .001

Constant .99 .12 < .001 − .95 1.97 .63

R2 = 0.11
F (54) = 6.99, p = .01

R2 = 0.30
F (53) = 11.25, p < .001

Coeff regression coefficients, F Fisher’s F ratio,M mediator, p probability, R2 multiple correlation squared, SE standard error, T1 time 1, T2 time 2, T3
time 3, T4 time 4, X independent variable, Y dependent variable
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Limitations and strengths

The current study has some methodological limitations. First,
the sample size for breast cancer patients was small
especially at the later times of assessment. Second, this
sample of Canadian women tended to be less religious
as compared to American samples. Thus, results may
not be generalizable to more traditionally religious indi-
viduals. That said, the study has significant strengths
including its longitudinal design, integration of religious/
spiritual factors with general measures of coping behavior,
and the testing of attachment to God within a mediation model
of adjustment to the threat of breast cancer.

Conclusions

The findings of this study supported the theoretical proposal
that attachment to God can act as a resource for some individ-
uals at times of stress. Rather than be shaken by doubt and

distress, attachment to God remained a stable source of secu-
rity and comfort for women confronted with the threat of
breast cancer. In particular, attachment to God appears to help
women cope with the uncertainty they may have about their
breast health, whether they were diagnosed with cancer or not.
In contrast, a more anxious attachment to God may trigger the
use of avoidance coping in response to the demands of breast
cancer potentially leading to greater emotional distress. These
results suggest that clinicians remain sensitive to and assess
the role of religious/spiritual beliefs in women’s adjustment to
the threat of breast cancer from pre-diagnosis up to 1 year
post-diagnosis. In particular, women’s belief in and experi-
ence of a secure or an anxious attachment with God or higher
power may function as a potential resource or as an exacer-
bating factor, respectively, in their adjustment to the threat of
breast cancer. Finally, clinicians need to listen for spiritual
doubt and whether a woman’s faith in God is shaken by their
breast health concerns as an anxious attachment to God may
undermine women’s process of adjustment and emotional
well-being across time.

Table 5 Total, direct, and indirect
effects sizes for indirect effects of
anxious attachment to God on
depression mediated by
avoidance coping

Sample Effect SE CIlow CIup CS effect CS

SE

All

T1 Indirect effect of X on Y mediated byM .62 .23 .23 1.12 .10 .04

Direct effect of X on Y 1.20 .40 .42 1.98 – –

Total effect of X on Y 1.83 .38 1.08 2.57 – –

Cancer

T2 Indirect effect of X on Y mediated byM .66 .38 − .04 1.48 .14 .08

Direct effect of X on Y − .50 .60 − 1.71 .71 – –

Total effect of X on Y .16 .69 − 1.22 1.54 – –

T3 Indirect effect of X on Y mediated byM .61 .57 − .24 2.00 .10 .09

Direct effect of X on Y 1.21 .80 − .40 2.82 – –

Total effect of X on Y 1.82 .87 .06 3.58 – –

T4 Indirect effect of X on Y mediated byM .20 .53 − .57 1.56 .04 .09

Direct effect of X on Y − .35 .66 − 1.69 .99 – –

Total effect of X on Y − .03 .77 − 1.71 1.42 – –

Benign

T2 Indirect effect of X on Y mediated byM .71 .47 − .100 1.68 .12 .08

Direct effect of X on Y .82 .71 − .60 2.22 – –

Total effect of X on Y 1.53 .66 .21 2.84 – –

T3 Indirect effect of X on Y mediated byM .36 .27 − .15 .94 .07 .05

Direct effect of X on Y 1.55 .60 .35 2.74 – –

Total effect of X on Y 1.91 .57 .77 3.05 – –

T4 Indirect effect of X on Y mediated byM .80 .41 .17 1.77 .16 .07

Direct effect of X on Y .91 .63 − .35 2.17 – –

Total effect of X on Y 1.71 .66 .39 3.03 – –

CIlow confidence interval lower limit, CIup confidence interval upper limit, CS effect completely standardized
effect size,CS SE completely standardized standard error,Mmediator, SE standard error, T1 time 1, T2 time 2, T3
time 3, T4 time 4, X independent variable; Y dependent variable
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