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Abstract This study examined whether spiritual beliefs
are associated with greater decision-making satisfaction,
lower decisional conflict and decision-making difficulty
with the decision-making process in newly diagnosed men
with prostate cancer. Participants were 1114 men diag-
nosed with localized prostate cancer who had recently
made their treatment decision, but had not yet been trea-
ted. We used multivariable linear regression to analyze
relationships between spirituality and decision-making
satisfaction, decisional conflict, and decision-making dif-
ficulty, controlling for optimism and resilience, and clinical
and sociodemographic factors. Results indicated that
greater spirituality was associated with greater decision-
making satisfaction (B = 0.02; p < 0.001), less decisional
conflict (B = —0.42; p < 0.001), and less decision-making
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difficulty (B = —0.08; p < 0.001). These results confirm
that spiritual beliefs may be a coping resource during the
treatment decision-making process. Providing opportuni-
ties for patients to integrate their spiritual beliefs and their
perceptions of their cancer diagnosis and trajectory could
help reduce patient uncertainty and stress during this
important phase of cancer care continuum.

Keywords Prostate cancer - Decision making -
Spirituality - Conflict - Localized

Introduction
Background

Making an informed decision about how to treat one’s
prostate cancer can be a time filled with anxiety, uncer-
tainty, and stress (Dale et al., 2005; Kaplan et al., 2014;
Zeliadt et al., 2006). Treatment options for clinically
localized prostate cancer typically include definitive treat-
ment with curative intent, including surgery or radiation
therapy; or active surveillance, initial observation followed
by definitive treatment if and when it is warranted by
disease progression (American Urological Association
Education and Research, 2007). Few randomized studies
have been conducted to compare efficacy of these treat-
ment modalities, and research outcomes do not provide
clear evidence for superiority of one option (Bill-Axelson
et al., 2011; Cooperberg et al., 2010; Wilt et al., 2009; Wilt
et al.,, 2012). Consequentially, recommendations are that
physicians and patients discuss benefits and risks of each
intervention, and collaboratively weigh clinical indicators
such as disease aggressiveness, patient’s life expectancy,
and patient preferences and values with respect to potential
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side-effect and outcomes (American Urological Associa-
tion Education and Research, 2007; Xu et al., 2011). Faith
and spiritual beliefs may help prostate cancer patients cope
with the fear and shock of a cancer diagnosis (Gall, 2004),
however less is known about whether spirituality helps
cancer patients cope with uncertainty and stress associated
with treatment decision making or improves treatment
decision-making experiences.

Spirituality has been conceptualized as a multidimen-
sional set of beliefs and behaviors, including, but not
limited to religious practices (Gall et al., 2005). It also
includes secular beliefs, values, behavior, and personal
experiences that bring peace and meaning into one’s life, as
well as positive mental attributes such as purpose, con-
nectedness, wellbeing, and hope (Gall et al., 2005; Hill &
Pargament, 2003; Mattis, 2000). Stronger spiritual beliefs
are associated with better physical and mental quality of
life in survivorship (Krupski et al., 2006) and less treatment
regret in prostate cancer patients (Hu et al., 2008). Patients
also report that faith in God influences treatment choices
(Silvestri et al., 2003), and more religious cancer patients
have been found to choose more aggressive life-extending
care (Balboni et al., 2007). However, theoretical perspec-
tives and research on spirituality and cancer patients’
treatment decision making experiences are limited (Gall
et al.,, 2005). Spirituality has been conceptualized as a
source of support (Maton, 1989), a cognitive-affective
frame for making meaning out of illness (Park, 2007), and
as a source of coping resources (Gall, 2004); however these
conceptual frameworks do not specifically address the role
of spirituality and cancer treatment decision making. Fur-
thermore, there is a dearth of empirical research exploring
the role spiritual beliefs might have in improving cancer
patients’ decision-making experiences (Zeliadt et al.,
2006).

We assessed spirituality with the Functional Assessment
of Chronic Illness Therapy-Spirituality (FACIT-Sp)
(Peterman et al., 2002), which measures two kinds of
generalized beliefs, beliefs about living a life with meaning
and purpose, and feeling at peace (e.g., ‘I have a reason for
living’) and beliefs about the role of faith in the context of
one’s illness (e.g., ‘I find strength in my faith or spiritual
beliefs’). A number of studies associate scores on the
FACIT-Sp with QOL outcomes, including health-related
QOL (Cotton et al., 1999; Krupski et al., 2006; Salsman
et al., 2010; Tate & Forcheimer, 2002). The authors con-
ceptualized the FACIT-Sp as dimensions of “spiritual well-
being” (Peterman et al., 2002); however, they are neither
coping appraisals nor coping behaviors. The FACIT-Sp
assesses beliefs about the self and the self’s relationship
with the world, and are thus, enduring mental representa-
tions. An important distinction can be made between
mental representations which are structures, and dynamic
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appraisal processes or real-time relational evaluations of
the significance of ongoing events for well-being (Cervone,
2004; Lazarus, 1991). Similarly, a distinction can be drawn
between enduring mental representations and dynamic
coping behaviors. Knowledge structures are distal deter-
minants that may influence behavior through the way they
inform appraisals (Cervone, 2004). We speculate that the
spiritual beliefs assessed by the FACIT-Sp influence
appraisals about the challenge of deciding how to treat
one’s prostate cancer and are therefore likely determinants
of coping in this situation. Enduring beliefs about spiritu-
ality may help men engage more actively in treatment
decision-making, as part of facilitating active coping.
Active coping, where individuals behaviorally or psycho-
logically try to change the stressor itself, is considered a
better method for adapting to illness compared to avoid-
ance coping, which includes denial, or disengagement,
behaviors that distract the person from the stressor, but do
not change it (Roesch et al., 2005). After diagnosis, active
coping may include engaging in treatment decision-making
processes, including information seeking, deliberating over
benefits and drawbacks of options, clarifying personal
values, and ultimately enacting the decision. Some spiritual
beliefs may facilitate active coping as patients with rela-
tively stronger spiritual beliefs may feel supported or
empowered by a higher power (Gall et al., 2005). Men with
strong spiritual beliefs may also appraise the treatment
decision as less threatening, which could increase their
confidence in their coping abilities (Gall et al., 2005).
Certain spiritual beliefs may also increase the likelihood of
reappraising the treatment decision as an opportunity to
gain insights about life (Pargament et al., 1998). These
meaning-making functions of spiritual beliefs could facil-
itate engagement in decision-making behaviors. Finally,
religions promote goals, values, priorities, and core sche-
mas through which to interpret the world (Park, 2007); for
those who are not religious, idiosyncratic spiritual belief
systems may offer similar classes of beliefs. When made
salient, values and priorities based in spirituality may be
helpful for making a high-stakes decision such as deciding
between cancer treatments (e.g. valuing sanctity of life
could prioritize aggressive treatment).

Some spiritual beliefs, however, are not adaptive in the
treatment decision-making context. These beliefs might be
associated with avoidance coping, which is associated with
worse adjustment among prostate cancer patients (Roesch
et al., 2005). For example, putting all of one’s faith in God
may limit active coping such as decision-making behavior
(Gall et al., 2005). Given the adaptive nature of the beliefs
(peace/meaning, faith during illness) assessed with the
FACIT-Sp in the current study, we anticipate they are more
likely to contribute to adaptive than maladaptive coping
with treatment decision making.
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The goal of our study was to explore whether spirituality
is associated with patients’ experiences of the treatment
decision-making process. We captured perceptions of this
process with three outcomes measuring different aspects of
the experience: decision-making satisfaction, which
assesses satisfaction with components of the process
(Holmes-Rovner et al., 1996), decisional conflict, which
assesses uncertainty about treatment options (O’Connor,
1995), and decision-making difficulty, which assesses how
difficult or stressful it is to make a treatment decision
(Orom et al., 2009). These measures capture perceptions of
a bounded event or series of events—making the treatment
decision. The present study was premised on the idea that
enduring spiritual beliefs are activated in the context of a
prostate cancer diagnosis, and that these beliefs have pos-
itive effects on threat appraisals and coping behavior,
including decision-making behaviors.

In previous studies, effects of spiritual beliefs on
adjustment are shown to be mediated by optimism and
resilience, perhaps because belief in a higher power and
divine plan encourage a positive outlook and strength
through stressful situations (Salsman et al., 2005; Scheier
et al., 1994; Stewart & Yuen, 2011). As positive effects of
spirituality on psychological adjustment in illness may be
through optimism and resilience, we included these vari-
ables in our models of the treatment decision-making
experience.

The research question guiding this study is, do men
diagnosed with clinically localized PCa who have stronger
spiritual beliefs including peace, meaning, and faith during
illness, experience greater decision-making satisfaction,
less decisional conflict, and less decision-making difficulty
when deciding how to treat their prostate cancer? Results
will help us better understand whether spirituality can
function as coping resources during the treatment decision-
making process in men newly diagnosed with clinically
localized prostate cancer.

Methods
Procedure

Data for the current study are from a larger multi-site
longitudinal study of PCa treatment decision making.
Participants in the parent study were newly diagnosed PCa
patients, recruited from five clinical facilities, including
two academic cancer centers and three community prac-
tices. Participants in the present analyses were among those
recruited between 2010 and 2013 who completed ques-
tionnaires in the clinic or returned them by mail prior to
treatment. Demographic, clinical data, optimism, and
resilience were assessed with a questionnaire completed at,

or near, time of consent, and treatment decision-making
outcomes and spirituality were assessed in a second ques-
tionnaire completed after making the treatment decision,
but prior to treatment. Study procedures were Institutional
Review Board approved, and informed consent was
obtained from all individual participants included in the
study.

Participants

The subset of participants eligible to be included in the
present study were 1135 participants who completed a
baseline questionnaire as of October 2013 (n = 1599) and
completed a questionnaire about treatment decision-mak-
ing experiences by July 2014 (n = 1311). Cases (n = 145)
with missing data on any variable included in the multi-
variable models were dropped (percentage missing per
variable = 0.09-0.45 %). After excluding participants who
reported “other” than the previously stated three categories
for race/ethnicity (n = 19), the final sample contained
1114 individuals.

It is not possible to calculate response rates for the
subset included in present analyses because at the time they
were conducted, recruitment was ongoing. Recruiting,
however, has since been completed. Among those patients
eligible (n = 5203), 3338 were approached, 2477 were
consented, and 2011 or 81.19 % of those consented com-
pleted the first questionnaire. Recruiters were unable to
approach all patients because patients were seen at multiple
facilities at the same time or at times during which the
recruiters were not available.

Measures
Predictor variable

Spirituality was assessed with the FACIT-Sp (Peterman
et al, 2002), a 12-item, S-point Likert-type instrument
made up of 2 subscales assessing strength and comfort
from faith, and sense of meaning and purpose that spiri-
tuality provides (connection to a being larger than self)
while coping with illness (o0 = 0.86). Response options
range from not at all to very much. Scores are summative
(range 0—48), with higher scores indicating higher levels of
spiritual well-being.

Outcome variables

Patient satisfaction with the PCa decision-making process
was assessed with a modified version of the Holmes-Rov-
ner Satisfaction with Decision Scale (4 rather than 6 items;
o = 0.87) (Holmes-Rovner et al., 1996). Items excluded
from the scale assessed extent to which respondents
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expected to successfully carry out the decision made.
Response options on the 5-point Likert-type items range
from strongly disagree to strongly agree, and the 4 items
were averaged (range 1-5), with higher levels indicating
higher levels of decision-making satisfaction.

Decisional conflict was assessed using the 16-item
Decisional Conflict Scale (O’Connor, 1995), assessing the
degree to which participants are uncertain about their
decision, believe that they are uninformed, unclear about
personal values, unsupported in decision making, and
feeling their choice was made appropriately (o = 0.89).
Responses on the 5-point Likert items were yes, probably
yes, unsure, probably no, and no. Scores were summed,
divided by 16, and multiplied by 25 (range 0-100), with
higher scores indicating increased decisional conflict.

Treatment decision-making difficulty was assessed using
a 3-item instrument (o« = 0.72) (Orom et al., 2009) that
assesses the extent to which making the treatment decision
was stressful and difficult, and whether knowing opinions
of family members made the treatment decision more
difficult. Response options on the 5-point Likert-type items
range from strongly disagree to strongly agree. Scores are
summative (range 3-15), with higher scores indicating
greater decision-making difficulty.

Covariates

Optimism was assessed with the Life Orientation Test-
Revised (Scheier et al., 1994). This 6-item scale assesses
the extent to which respondents agree with statements
including, ‘I’'m always optimistic about my future’
(oo = 0.82). Response options range from I agree a lot = 1,
to I disagree a lot = 5, and scores are summative (range
6-30).

Resilience was assessed with the Brief Resilience Scale
(Smith et al., 2008), a 6-item instrument assessing ability to
recover from stressful situations. Items assess agreement
with ideas such as, ‘I tend to bounce back quickly after
hard times’(o = 0.86). Response options on the S-point
Likert-type items range from strongly disagree to strongly
agree, and scores are averaged (range 1-5).

Demographic data and clinical variables

Participants self-reported level of education completed
(high school, some college, college graduate or greater),
race/ethnicity (non-Hispanic Black, Hispanic, non-His-
panic White; hereafter referred to as Black, Hispanic, and
White), date of birth from which investigators calculated
age at diagnosis, employment status (employed/not
employed), and perceived social status (MacArthur scale
of subjective social status) (Adler et al., 2000), and marital
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status  (single/never married/divorced/widowed versus
married/cohabitating). Participants also self-reported
Gleason score from the biopsy that led to their diagnosis
(<5, 6,7, 8-10, “don’t know”), and PSA level (<4, 5-9,
10-14, 15-20, >20, “don’t know”) at time of diagnosis.

Statistical analyses

We conducted unadjusted linear regressions to examine
bivariate relationships between spirituality and each deci-
sion-making outcome variable. Next, we conducted mul-
tivariable linear regressions with robust standard errors to
examine associations of spirituality with each of the out-
come variables as well as the two spirituality subscales,
while controlling for optimism, resilience, Gleason score,
PSA, education, perceived social status, employment sta-
tus, marital status, site, and age at diagnosis. Optimism and
resilience were included in the multivariable model to
control for the potential association between spirituality
and these variables. Income was not included in models
due to the large number of missing values on the variable
(13.90 %) and significant associations between income and
education (r = 0.42, p < 0.001), and income and social
status (r = 0.36, p < 0.001).

Results
Descriptive statistics

Participants were 84 % White, 9 % Black, and 7 % His-
panic, and 59 % had a college education or greater. Mean
age at diagnosis was 63, 77 % reported having a biopsy
Gleason score of 6 or 7; and 87 % reported that their PSA
at diagnosis was 9 or lower (see Table 1 for participant
characteristics). Table 1 also contains mean scores on
decision-making outcomes, which were associated but not
redundant. The correlation between decision-making sat-
isfaction and decisional conflict was r = —0.56, p < .001;
between decision-making satisfaction and decision-making
difficulty was r = —0.26, p < .001; and between deci-
sional conflict and decision-making difficulty was r =
0.30, p < .001.

Unadjusted linear regressions

In unadjusted analysis, greater spirituality was associated
with greater decision-making satisfaction [B = 0.02; 95 %
Confidence Interval (CI) 0.01, 0.02; p < .001], less deci-
sional conflict (B = —-042; 95 % CI —-0.50, —0.35;
p < .001), and less decision-making difficulty (B = —0.10;
95 % CI —0.12, —0.08; p < .001).
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Table 1 Participant characteristics (Total N = 1114)

Characteristic N % or mean (SD)

Self-reported PSA at diagnosis

4 or less 403 36.18 %
5-9 567 50.90 %
10-14 86 7.72 %
15-20 30 2.69 %
Over 20 28 251 %
Self-reported Gleason score

5 or less 78 7.00 %

6 459 41.20 %

7 395 35.46 %
8-10 102 9.16 %
Don’t know 80 7.18 %
Age at diagnosis 1114 62.81 (7.81)
Race/Ethnicity

White 934 83.84 %
Black 97 8.71 %
Hispanic 83 745 %
Marital status

Not married/cohabitating 161 14.45 %
Married/cohabitating 953 85.55 %
Education

High school or less 307 27.56 %
Some college 149 13.38 %
College 311 27.92 %
Graduate school 347 31.15 %
Perceived social status 1114 6.84 (1.64)
Employment status

Employed 662 59.43 %
Not employed 452 40.57 %
Site

1 405 36.36 %

2 296 26.57 %

3 133 11.94 %

4 186 16.70 %

5 94 8.44 %
Spirituality 1114 3591 (7.91)
Decision-making satisfaction 1114 4.56 (0.52)
Decisional conflict 1110 8.04 (10.27)
Decision-making difficulty 1109 8.67 (2.72)
Optimism 1114 22.87 (4.05)
Resilience 1114 3.86 (0.65)

Multivariable regression analyses

In multivariable models (Table 2), greater spirituality was
associated with greater decision-making satisfaction
B =002 95% CI 001, 0.02; p<.001; partial
n? = 0.05). Greater spirituality was also associated with less

decisional conflict (B = —0.42; 95 % CI —0.51, —0.33;
p < .001; partial N> = 0.07) and less decision-making dif-
ficulty (B = —0.08; 95 % CI —0.10, —0.05; p < .001; par-
tial n% = 0.04)." Among covariates (see Table 2), greater
resilience was associated with less decisional conflict and
decision-making difficulty. Being Black compared to White
was associated with lower decision-making satisfaction and
greater decisional conflict. Being Hispanic compared to
White was also associated with lower decision-making sat-
isfaction. Older age at diagnosis was associated with less
decision-making satisfaction, greater decisional conflict, and
less decision-making difficulty. Finally, being married or
cohabitating was associated with less decisional conflict and
less decision-making difficulty.

Discussion

Results contribute to a growing body of literature that
addresses the potential role of spirituality and coping post
cancer diagnosis (Gall et al., 2005). We found associations
between the extent to which men reported spiritual well-
being and a better decision-making process, including
greater decision-making satisfaction and less decisional
conflict and decision-making difficulty. Results are con-
sistent with existing frameworks that conceptualize spiri-
tuality as a resource in adjustment to illness (Gall et al.,
2005; Jenkins & Pargament, 1995; Maton, 1989; Park,
2007). Our findings indicate that application of spiritual
coping frameworks might be relevant to the cancer treat-
ment decision-making phase.

Prostate cancer treatment decision making can be a
significant stressor (Gwede et al., 2005; Orom et al., 2009).
Key pathways described within theoretical frameworks that
delineate relationships between spirituality and coping with
illness may provide insight into how spirituality influences
coping with prostate cancer treatment decision-making.
Maton’s work on spiritual support (Maton, 1989), Park’s
conceptualization of spirituality as meaning making (Ma-
ton, 1989; Park, 2007), and Gall et al. (2005) integration of

! As the FACIT-Sp subscales assess quite distinct constructs, it is
possible that one or the other was largely responsible for the reported
associations with the decision-making outcomes. We wanted to verify
that both subscales were associated with the decision-making scales.
They were; scores on the meaning/peace subscale were significantly
associated with greater decision-making satisfaction (B = 0.03; 95 %
CI10.03, 0.04; p < .001), lower decisional conflict (B = —0.77; 95 %
CI —0.92, —0.62; p < .001), and lower decision-making difficulty
(B = —0.15;95 % CI —0.19, —0.11; p < .001). Scores on the faith in
illness subscale were also associated with greater decision-making
satisfaction (B = 0.02; 95 % CI 0.01, 0.02; p < .001), less decisional
conflict (B = —0.39; 95 % CI —0.53, —0.24; p < .001), and less
decision-making difficulty (B = —0.06; 95 % CI —0.10, —0.02;
p = 0.003).
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Table 2 Spirituality is associated with greater decision-making satisfaction and less decisional conflict and decision-making difficulty

Predictor variable Decision making outcome

Satisfaction (N = 1114)

Conflict (N = 1112)

Difficulty (N = 1111)

B 95 % CI B 95 % CI B 95 % CI
Spirituality 0.02%* 0.01 0.02 —0.42%%* —0.51 —0.33 —0.08%** —0.1 —0.05
Optimism 0.002 —0.01 0.01 0.11 —0.08 0.31 0.02 —0.03 0.07
Resilience 0.04 —0.02 0.1 —1.60%* —2.82 —0.38 —0.74** —1.06 —0.43
Gleason’s score
6 —0.01 —-0.14 0.11 —0.10 —2.75 2.56 —0.03 —0.67 0.61
7 0.04 —0.09 0.17 —2.06 —4.70 0.58 —0.02 —0.66 0.63
8-10 0.03 —0.11 0.18 —-0.71 —3.86 2.44 —0.10 —0.86 0.67
Don’t know —0.06 —-0.22 0.10 1.19 —2.39 4.77 —0.55 —1.35 0.25
PSA —0.03 —0.06 0.01 0.3 —0.46 1.06 —0.04 —-0.22 0.14
Age at diagnosis —0.01* —0.01 —0.002 0.14%* 0.05 0.24 —0.07** —0.09 —0.04
Race
Black —0.14* —-0.25 —0.03 2.17* 0.84 4.25 0.41 —0.13 0.95
Hispanic —0.12% —0.24 —0.001 1.79 —0.63 4.21 0.51 —0.18 1.20
Marital status 0.09 —0.002 0.18 —2.37* —4.23 —0.51 —0.47* —0.88 —0.06
Education
Some college 0.02 —0.07 0.12 0.87 —1.1 2.84 0.13 —0.36 0.63
College 0.02 —0.06 0.10 0.63 —1.03 2.29 0.35 —0.07 0.76
Graduate school 0.07 —0.01 0.16 -0.3 —1.91 1.31 0.14 —-0.29 0.56
Perceived social status 0.01 —0.01 0.03 —0.19 — 0.58 0.20 0.01 —0.10 0.11
Employed —0.04 —0.11 0.03 0.81 —0.51 2.12 —0.29 —0.64 0.06
Site
2 0.08* 0.01 0.16 —1.57* —2.94 —-0.19 0.01 —0.41 0.42
3 0.06 —0.04 0.16 —0.96 —2.95 1.03 —0.37 —0.91 0.16
4 0.05 —0.04 0.13 —0.46 2.3 1.38 —0.51* —0.95 —0.06
5 0.06 —0.05 0.17 —0.68 -3.02 1.66 0.12 —0.51 0.75

Referent groups: White for race/ethnicity, High School and less for education; arbitrary site was chosen as the referent group; * p < 0.05;

#* p < 0.001

spirituality into transactional coping theory incorporate the
notion that spirituality contributes to positive appraisals of
illness stressors. Spiritual beliefs and supportive compo-
nents of an individual’s relationship with a higher power,
including perceptions of God’s love, presence, guidance,
and constancy, are hypothesized to increase adoption of
positive reappraisal of illness threats (Gall et al., 2005). In
the context of treatment decision making, these positive
appraisals may increase perceived control over, and self-
efficacy for, or confidence in decision-making behaviors.
Both should increase the likelihood of engaging in deci-
sion-making behaviors such as information-seeking,
deliberating over benefits and drawbacks of options, clar-
ifying personal values, and ultimately enacting the decision
(Gall, 2004; Jenkins & Pargament, 1995). Positive
appraisals may also reduce anxiety, an additional barrier to
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engaging in decision-making behaviors (Swainston et al.,
2011; Sweeny et al., 2010).

Spirituality as a meaning-making resource has been
described as a system of motivational, affective, and cog-
nitive components for making meaning in life (Park, 2007)
and may be the ultimate outcome of spiritual coping (Gall
et al., 2005). Many positive appraisals may contribute to
making meaning in the face of cancer stressors that can
otherwise lead to considerable sense of loss of sense of
coherence and uncertainty. To the extent that this reduces
psychological distress, patients may be more able to engage
in decision-making behaviors.

In sum, although untested, existing theoretical frame-
works contain psychological processes through which spir-
itual beliefs and schemas plausibly influence adaptive coping
with decision-making stressors. Mediating pathways may
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include positive appraisals, increased decision-making self-
efficacy, perceived control, reduced anxiety, and meaning
making. Additional research should test whether relation-
ships between spirituality and treatment decision-making
experiences reflect one or more of these particular processes.

The study findings have important implications for sup-
portive care in cancer. Given the possibility that spiritual
beliefs influence coping with treatment decision making,
supportive care might include discussion of spiritual beliefs
early in diagnosis, while patients are making their treatment
decisions. While such discussions may be routine with
patients, with terminal disease (Richardson, 2012), having
them with patients with better prognosis who are early in
their cancer trajectory, including clinically localized prostate
cancer patients deciding how to treat their cancer, may be
innovative. Nurses, psychologists, and social workers have a
unique opportunity to speak with patients about their spiri-
tual beliefs and their potential role in the decision-making
process (Richardson, 2012). Because the meaning of spiri-
tuality and religiosity differs among individuals, such
interventions may include a comprehensive assessment of
spiritual and existential beliefs, and follow-up discussion
could help newly diagnosed patients make salient and clarify
their spiritual beliefs, enabling them to interpret illness
experiences in the context of these beliefs (Pearce et al.,
2012). Most spiritual interventions have been focused on
improving psychological well-being post-treatment and
results show a moderate-sized ameliorative effect on out-
comes such as depression and anxiety (Oh & Kim, 2012).
Addressing spiritual beliefs early in the cancer trajectory, as
a way of helping patients clarify their priorities and values
and reappraising the illness threat during decision-making,
would be anovel application in the domain of spirituality and
cancer care.

Limitations and strengths

There are several important limitations in the current study.
Firstly, the cross-sectional nature of the present study limits
conclusions regarding causation or changes in spiritual
well-being over time. Nevertheless, further research in this
area with a measure of spirituality rather than spiritual
well-being would help clarify these important issues. An
additional limitation of the instrument is that it excludes
the measurement of other constructs and beliefs, including
feelings of abandonment by God, expressions of dissatis-
faction with clergy or religious community members,
reinterpretations of illness as acts of the devil, and a sense
of anger or confusion over one’s relationship with God,
may be maladaptive (Gall et al., 2005; Pargament et al.,
1998). These beliefs may be one reason that reviews of
spiritual coping strategies note mixed to little evidence for

the beneficial effect of religious and spiritual coping in
illness (Park, 2007; Thune-Boyle et al., 2006). In contrast,
our findings suggest a more adaptive role for spiritual
beliefs, perhaps in part due to the nature of the beliefs we
assessed, but also perhaps because of the outcomes mea-
sured. None of the previous studies explored associations
between spirituality and treatment decision-making expe-
riences. In addition, Gleason score was self-reported, and
some men cannot accurately report their Gleason score;
however, using a self-reported score can be advantageous
because it captures an element of men’s perceived cancer
aggressiveness, which may influence the treatment deci-
sion-making experience, the focus of the present study.
That said, in a subset of participants in the parent study
who had valid responses for both self-reported and medical
record-abstracted Gleason scores (n = 1550), percent
agreement between the two was 79 %. Finally, associations
between spirituality and decision-making outcomes were
modest, although reliable. Future studies might examine
whether relationship between spirituality and decision-
making experiences are stronger for some individuals than
others and identify moderating factors of this relationship.

Strengths of our study include large sample size and
inclusion of optimism and resilience within the models,
accounting for potential confounding of spiritual beliefs
and these enduring belief tendencies. In addition, analysis
of three decision-making outcome variables allows for
evaluation of the association of spirituality with multiple
components of the decision-making experience. Research
on the association between spirituality and well-being has
been critiqued for using scales, including the FACIT-Sp,
that include items that capture constructs related to well-
being (Visser et al., 2010). The present work demonstrates
that the FACIT-Sp is meaningfully related to treatment
decision-making experiences that are conceptually very
distinct from well-being. The present findings help build
confidence that spiritual beliefs play a causal role in coping
with a cancer diagnosis, and are not simply a facet of
psychological adjustment to the disease.

To our knowledge, this is the first study to report an
association between spirituality and decision making for
men with clinically localized prostate cancer who are post-
diagnosis, but pre-treatment. Spiritual beliefs may be a
coping resource that has yet to be systematically incorpo-
rated into processes and structures sometimes used to help
men with prostate cancer make treatment decisions,
including interactions with health care and psychosocial
support providers, as well as decision-aids. Providing
opportunities for patients to discuss their spiritual beliefs in
context of their diagnosis and treatment decision making
could make salient beliefs that help reduce patient uncer-
tainty and anxiety during this stressful phase of the cancer
care continuum.
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