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Abstract
The present study evaluates the influence of spirituality/religiosity (S/R) on the 
coping strategies used by people with cancer (breast and prostate) compared with 
those without cancer, in a sample of 445 Spanish participants (160 with cancer and 
285 without). Significant interactions between the presence of cancer and S/R are 
observed in the use of coping strategies such as religion, humor and disconnection. 
Spirituality as a predictor variable through the use of religion as a strategy, increased 
the explanatory capacity of age by 58.9% (β = .794) while praying/talking to God 
predicts the use of this strategy with a β = .383. In people with cancer, active coping 
was predicted by spirituality (β = .327). However, spirituality was a negative pre‑
dictor of maladaptive coping, with a beta coefficient equal to .383. The data sug‑
gest that patients’ beliefs need to be considered by health care professionals when 
designing interventions.
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Introduction

Defining spirituality is a complex task due to the conceptual diversity that has 
existed when it comes to characterizing the construct (Kristeller et al., 2011; Palout‑
zian & Park, 2013). However, at present, there is consensus that “Spirituality is the 
aspect of humanity that refers to the way individuals seek and express meaning and 
purpose and the way they experience their connectedness to the moment, to self, to 
others, to nature, and to the significant or sacred.” (Puchalski et al., 2009, p.887). 
Spirituality relates to the way in which the moment is experienced, and the way in 
which people search for meaning and purpose or “transcendence” (Kristeller et al., 
2011; Nolan et  al., 2011). Spirituality can be understood as a way of perceiving, 
in an environment of a physical nature, the interaction with oneself and with “the 
other,” that is, a verbal regulation factor that could act as a belief. On the other hand, 
religiosity, or the way in which such a belief is disseminated, is of a normative, 
social or institutional nature (Testerman, 1997). Thus, religiosity can be understood 
to refer to the regulation of behavior on the basis of norms (religion) established by 
a social‑religious organization. Religiosity, like religion, can be seen not only as an 
isolated behavior of an individual but also as a relationship with the whole commu‑
nity. The decision will depend, fundamentally, on personal spiritual needs, such as 
the need to feel part of a group, the need for a collective good, social support, and 
emotional support (Shatenstein & Ghadirian, 1998).

Spirituality/religiosity (S/R), as factors of verbal regulation (Carrasco, 2015), 
influence the way a person behaves (Pargament, 1999). The role of S/R in health 
care has been studied in professionals, patients and families (Gijsberts et al., 2019; 
Peteet & Balboni, 2013). Its influence is analyzed either as a mediating variable or 
considered in itself as a coping strategy for health (Burker et  al., 2005; Darvishi 
et al., 2020), anxiety, depression and stress (Reutter & Bigatti, 2014), pain (Wiech 
et al., 2008) and cancer (Ahmadi et al., 2019; Kristeller et al., 2011; Peteet & Bal‑
boni, 2013; Trevino et al., 2016; Vespa et al., 2010).

S/R has been linked to secular coping strategies, understood as strategies that 
maintain a more naturalistic worldview and are therefore not based on religious 
practices, customs and/or rituals. (Krägeloh et al., 2012; Pasquale, 2007). Thus, 
these have been linked to active strategies such as positive reassessment, accept‑
ance and humor (Farley et al., 2005), and with both active and emotional coping 
strategies (Bean et  al., 2009; Ebert et  al., 2002), with emotional strategies only 
(Schottenbauer et al., 2006) or with maladaptive strategies such as behavioral dis‑
connection, denial and self‑incrimination (Hastings et al. 2005; Liu & Iwamoto, 
2007). Low factor loadings of religious coping (Kershaw et al., 2008; Lawrence 
& Fauerbach, 2003; Yang et  al., 2008), or indications that this is an independ‑
ent factor (Saroglou & Anciaux, 2004; Weininger et  al., 2006; Wood & Rutter‑
ford, 2006), have also frequently been reported. In religious adaptation to secular 
methods of coping, it has been observed that in religious individuals, religious 
orientation affects the way religion is used as a resource for coping. An intrinsic 
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religious orientation is more likely to be associated with problem‑solving, while 
an extrinsic orientation is more likely to be related to the use of cognition in 
avoidance strategies (Aguilar‑Vafaie & Abiari, 2007; Pargament et al., 1992).

There has been discussion of the extent to which religious coping can overlap 
with other strategies or whether it can provide a single coping strategy. Zwing‑
mann et al. (2006) present data suggesting that the effects of religious coping on 
psychosocial adjustment in breast cancer patients were entirely mediated by non‑
religious coping strategies, and Perez et al. (2009) found that spiritual effort was 
mediated by acceptance. It has been observed that religious coping is just as often 
associated with problem‑centered strategies, such as active coping, as it is with 
emotion‑centered strategies, such as emotional support (Pargament et al., 2011). 
One suggested reason for these findings is that religious coping may be a unique 
strategy (Ai et al., 2009; Lewis et al., 2005), which is independent of other means 
of coping.

When faced with a cancer diagnosis, coping strategies are a determining factor 
in implementing adaptive processes (Hopman & Rijken, 2014). It is considered that 
strategies such as avoidance (Lan et  al., 2019), repression (Cardona et  al., 2013), 
passive coping (Vargas et al., 2011), self‑blame (Teo et al., 2016), acceptance (Bro‑
wall et al., 2016) and ruminant thinking (González et al., 2017) are generally less 
adaptive strategies. These strategies predict lower self‑esteem and more depressive 
symptoms (Cieslak & Golusinski, 2018) and are often associated with low quality of 
life and negative emotional states (Brunault et al., 2016).

Those strategies that are considered to be more adaptive such as positive re‑eval‑
uation (Ortiz et al., 2014), problem‑solving and religion‑based coping (Park et al., 
2018) are associated with a better quality of life (Finck et  al., 2018), fewer mood 
swings (Ringwald et  al., 2016), fewer depressive symptoms (Avis et  al., 2013), a 
higher level of self‑esteem (Ortiz et  al., 2014) and increased psychological well‑
being (Danhauer et al., 2013).

The most frequently observed coping strategies in cancer patients are active 
(Joaquín‑Mingorance et  al., 2019) and problem‑focused (Cao et  al., 2018). These 
include positive re‑evaluation and personal growth, active self‑improvement and 
planning, followed by the use of religious beliefs (Granero‑Molina et  al., 2014), 
acceptance and social support (Cardenal & Cruzado, 2014). Age is a relevant aspect 
when analyzing the implications of a cancer diagnosis; since at early ages, it is usu‑
ally consistently associated with a greater negative impact; while at an older age, it 
is usually associated with a more adaptive and positive coping style (Boyle et al., 
2017).

Based on the results of previous research, this study aims to improve our under‑
standing of the role of spirituality/religiosity in secular coping strategies used by 
people with a cancer diagnosis, in comparison with those who do not have cancer. 
It is expected that those who have received a cancer diagnosis will score higher on 
spirituality than people who have not been diagnosed with cancer. Further, people 
who recognize themselves as believers will show more active coping strategies than 
those who define themselves as non‑believers. Finally, it is expected that scores on 
spirituality could predict active coping strategies and the use of religion as a coping 
strategy in people with cancer.
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Method

Participants

The sample was composed of 445 participants (Mage = 46.87, SD = 10.68; Min = 31, 
Max = 79). Of the study participants, 36% (N = 160) had been diagnosed with cancer 
(34.4% men with prostate cancer and 65.6% women with breast cancer) and 64% 
(N = 285) had no diagnosis of cancer (31.58% men and 68.42% women).

Instruments

In order to collect the information, an ad hoc interview was designed, requesting 
socio‑demographic information (year of birth and gender) and information on issues 
related to the disease (which were not addressed in participants without cancer). The 
following information was requested in relation to the disease: “Type of cancer” 
(breast or prostate), “Approximately how long (months) since the diagnosis of the 
disease,” “Have you had surgery?” (Yes/No), “What treatments have you had (radia‑
tion, chemotherapy, hormone therapy, no treatment, or other)?” People who had not 
been diagnosed with cancer were asked if they are suffering from any other disease 
(e.g., cardiovascular, bone, immunological, neurological or infectious disease).

The participants classified themselves according to the extent or type of religious 
belief as: (1) Non‑believer (NB).–I have no doubt, I do not believe in the existence 
of divine, superior or beyond beings, outside the realm of nature, (2) Non‑practicing 
believer (NPB).–I believe in the existence of one or more divine beings, superior or 
from the beyond, but months can pass without attending mass‑cult and/or religious 
events and (3) Practicing believer (PB).–I believe in the existence of one or more 
divine beings, superior or from the beyond and I usually attend mass‑cult and/or 
religious events, attempting to fulfill the precepts of my religion. Finally, they were 
asked “Estimate the number of times you usually attend religious or spiritual events 
in a month” (attend religious events) and “how many days a week you talk/pray/con‑
verse with your God” (Praying/Talking with God).

Spirituality was evaluated by means of the Beliefs and Values Scale (BVS) (King 
et al., 2006) in its Spanish translation (Carrasco, 2015) which consists of 20 items 
(e.g., “I believe that I possess a soul or spirit and that it can survive my death”) 
with a 5‑point Likert type scale consisting of ‑strongly agree (4); agree (3); neither 
agree nor disagree (2); disagree (1); strongly disagree (0). In this study, the scale had 
shown very acceptable reliability, with a Cronbach’s Alpha value of α = 0.965.

To evaluate the coping strategies, The Brief COPE Scale (Carver, 1997) was used 
in its Spanish adaptation COPE‑28 (Moran et al., 2010). This scale presents a total 
of 28 items, which are answered on a Likert‑type scale with four response alterna‑
tives (Nothing, A little, Quite and A lot). The instrument assesses 14 main response 
strategies: active coping (taking direct action to eliminate or reduce the stressor), 
planning (thinking about how to cope with the stressor and planning strategies), 
use of emotional support (getting emotional support, understanding), use of social 
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support (getting help and advice from others), religion (tendency to turn to religion 
in times of stress), positive reassessment (looking for positive aspects of the prob‑
lem and trying to improve or grow from the situation), acceptance (accepting the 
facts of what is happening, and that they are real), denial (denying the reality of the 
stressful event), humor (laughing at the situation), self‑distraction (trying to distract 
oneself with other activities to avoid focusing on the stressor), self‑blame (blaming 
oneself for the situation), behavioral disconnection (reducing efforts to deal with the 
stressor), venting (tendency to express feelings of emotional distress) and substance 
use (using alcohol or other substances to feel good or help deal with the stressor). In 
this study, the reliability coefficient of the scale, evaluated using Cronbach’s Alpha, 
was acceptable (α = 0.730).

Procedure

We decided to only consider people with prostate and breast cancer since these are 
two of the most common types of cancer; thus, other types of cancer or other chronic 
diseases were considered as exclusion criteria. A mixed procedure was employed to 
recruit the sample. Both prostate and breast cancer associations were contacted, and 
data were collected in person, while an online questionnaire was designed and dis‑
tributed via e‑mail to various cancer associations in the country (Spain). For people 
without cancer, we approached various associations and asked for volunteers within 
the same age range, with the only requirement being to not have an illness. Approval 
for this study was obtained from the Andalusian Ethics Committee of Biomedical 
Research (Evaluation Committee of Huelva; Internal Code: 1113 N‑16. The proce‑
dures used in this work adhere to the tenets of the Declaration of Helsinki of 1975, 
revised in 2013. Written informed consent was obtained from all the participants.

Data Analyses

The statistical analyses were conducted using IBM SPSS Statistics 20 software 
(SPSS Inc., Chicago, IL, 2017). First, the reliability of the scales was analyzed 
from the internal consistency analysis, using Cronbach’s Alpha statistic. The basic 
descriptive statistics were considered to characterize the sample (means, standard 
deviation, percentages, etc.). The Student t test was used to compare two independ‑
ent samples; Cohen’s d was used to calculate the effect size (“small” effect: between 
0.2 and 0.3, “medium” effect: around 0.5 and “large” effect: > 0.8). The Chi2 test 
(χ2) was used to compare categorical variables. ANOVA was used to compare mean 
scores in the categorical variables; the effect size (η2) is considered to be large if 
η2 > 0.14. A univariate ANOVA test was conducted to analyze the interactions 
between the type of belief and the presence or absence of disease.

Finally, according to the conclusions of the factor analysis conducted by Krä‑
geloh et al. (2012) on the relationships between S/R and coping strategies in health 
care settings, composite modes of coping were created from the 14 subscales of 
the COPE Brief. Three general subscales were formed for use in part of the statis‑
tical analyses: active coping (acceptance, active coping, humor, planning, positive 
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re‑evaluation, religion), emotional coping (use of emotional support, use of social 
support) and maladaptive coping (denial, disconnection from behavior, self‑blame, 
self‑distraction, substance use, venting). The ANOVA test and corresponding effect 
sizes were used (η2) to compare the mean scores for the three factors among the 
belief groups. Finally, a linear regression analysis was conducted to individually pre‑
dict the various coping strategies and the three factors.

Results

The sample was composed of 445 participants, of which 32.6% were men and 67.4% 
were women. The basic characteristics of the sample according to gender and the 
categorization of participants based on religious beliefs can be seen in Table 1.

Participants with cancer indicated a time from diagnosis of M = 48.43  months 
(SD = 41.59) (Mmale = 54.96, SD = 33.775 y Mfemale = 45.01, SD = 44.921); with no 
significant differences between men and women (t = 1.443, p = 0.151, d = 0.24). Of 
the 160 participants who reported having cancer, 78.8% have undergone surgery 
for the disease, 67.5% have received radiotherapy treatment, 70.6% have undergone 
chemotherapy and 53.1% have been treated with hormone therapy.

Participants were defined as NB 33.93% (N = 151), NPB 36.85% (N = 164) and 
PB 29.21% (N = 130). It was observed that in the spirituality test (BVS), the three 
groups of beliefs are statistically different (F(2,444) = 585.704, p < 0.001) where 
the PBs obtain (M = 84.02, SD = 8.70) values higher than the NPBs (M = 69.82, 
SD = 11.61) and the NBs (M = 39.17, SD = 12.95). With respect to the variable 
attendance at religious events, the PB (M = 6.34, SD = 13.81) differs significantly 

Table 1  Religious beliefs and basic characteristics of the sample according to gender

NB non‑believer, NPB non‑practicing believer, PB practicing believer

Total Men Women
M (SD) M (SD) M (SD)

Age 46.87 (10.68) 49.26 (11.84) 45.71 (9.89)
Weight 72.12 (17.95) 78.44 (18.54) 69.06 (16.85)
Height 164.65 (7.92) 169.19 (8.96) 162.46 (6.28)

N (%) N (%) N (%)

Total 445 145 (32.6) 300 (67.4)
Education level
Primary 52 (11.7) 26 (17.9) 26 (8.7)
Secondary 81 (18.2) 26 (17.9) 55 (18.3)
University 312 (70.1) 9 (64.1) 219 (73.0)
Belief group
NB 151 (33.9) 54 (37.2) 97 (32.3)
NPB 164 (36.9) 57 (39.3) 107 (35.7)
PB 130 (29.2) 34 (23.4) 96 (32.0)
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from the NPBs (M = 0.47, SD = 0.83) and the NBs (M = 0.17, SD = 0.96), but the lat‑
ter two groups do not differ (F(2,444) = 30.453, p < 0.001). Finally, there were differ‑
ences between the three groups with regard to the number of times they report pray‑
ing or talking to God, with the PBs doing this with the highest frequency (M = 6.08, 
SD = 1.74), followed by the NPBs (M = 3.34, SD = 2.68) and the NBs (M = 0.17, 
SD = 0.96), a difference that reached statistical significance (F(2,444) = 320.536, 
p < 0.001).

The mean score on the Beliefs and Values Scale (BVS‑Spirituality) for the whole 
sample was 63.57 points (SD = 21.62), with M = 60.97 (SD = 22.66) for males and 
64.82 (SD = 21.03) for females. Table 2 shows how the participants with a cancer 
diagnosis—in comparison with those who have not—are significantly more likely to 
identify themselves as believers, either PB or NPB, (p < 0.001, Cramer’s V = 0.271). 
Likewise, the participants diagnosed with cancer, as opposed to those without can‑
cer, obtained higher scores on spirituality; but they do not differ in terms of the 
number of times they attend religious events or in the number of days they report 
praying/talking to God.

Further, an ANOVA conducted on the scores obtained on the different coping 
strategies of people with a cancer diagnosis according to the religious group with 
which they identify revealed differences in active coping and religion. For those 
without a cancer diagnosis, there are differences in all the strategies except for those 
of positive reevaluation, denial, self‑distraction, disconnection and substance use 
(Table 3).

After conducting Bonferroni’s post hoc test on the group with a cancer diagnosis, 
it was observed that for the active coping strategy, there were differences between 
the NB > PB, with a small effect size and between the three religious belief groups 
(PB > NPB > NB), presenting a large effect size. In addition, in disconnection, there 
is a residual difference between NB > PB. Further, in the group without a cancer 

Table 2  Spirituality/religiosity according to whether participants are with/without a cancer diagnosis

NB non‑believer, NPB non‑practicing believer, PB practicing believer, BVS beliefs and values scale (spir‑
ituality)

Total N With cancer N (%) Without cancer N (%) χ2(2,445) p
445 160 (36) 285 (64)

Belief group 32.778  < .001
 NB 151 29 (18.1) 122 (42.8)
 NPB 164 64 (40) 100 (35.1)
 PB 130 67 (41.9) 63 (22.1)

M (SD) M (SD) M (SD) t p

BVS 63.57 (21.62) 71.47 (19.05) 59.13 (21.74) 6.231  < .001
Attend religious 

events
2.04 (7.96) 2.28 (4.14) 1.91 (9.46) 0.478 .693

Praying/speaking 
to your God

3.06 (3.06) 4.30 (2.93) 2.37 (2.91) 6.697 .747
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diagnosis, the variables of planning and mood differed significantly between the 
groups NB > NPB and NB > PB with a medium effect size, while for the emotional 
support strategy (NB > NPB, NB > PB), these differences had a small effect size. 
The social support and active coping strategies both present a small effect size, and 
only between NB > PB. In acceptance as a strategy the differences, with a small 
effect size, are between NB > NPB; while for venting and self‑incrimination, also 
with a small effect size, differences were observed between the groups NB > PB and 
NPB > PB. Finally, for religion as a coping strategy, there were differences between 
the three groups, with a large effect size (PB > NPB > NPB).

Table 4 displays the results of the univariate ANOVA conducted on the coping 
strategies, controlling for the presence of cancer and the belief group with which the 
participants identify.

A significant interaction was found between the presence of cancer and the belief 
group, with religion, humor and disconnection as coping strategies. The belief group 
scored significantly higher on active coping, planning, social support and self‑blame.

Linear regression analysis was conducted with the aim of predicting the use of the 
different coping strategies, considering age, spirituality, praying/talking to God and 
attending religious events as predictive variables (Table 5). It can be observed that in 
the use of religion as a coping strategy, spirituality increases the explanatory capacity 
of the model by 58.9% with respect to the age variable (β = 0.794, p ˂ 0.001).

It should be noted that the explanatory contribution of spirituality is positive in the  
use of strategies such as religion, positive re‑evaluation and acceptance; while in the  
other strategies, its contribution has negative values. In this sense, planning (β = −0.190, 
p ˂  0.001), self‑incrimination (β = −0.156, p = 0.001) and humor (β = −0.107, p ˂  0.001)  

Table 4  Univariate ANOVA of coping strategies (COPE‑28) controlling for the presence/absence of can‑
cer variable and the belief group

COPE‑28, the brief COPE scale

COPE‑28 Cancer Belief group Interaction

F (5,445) p F (5,445) p F (5,445) p

Active coping 0.246 .620 6.435 .002 0.348 .707
Planning 7.129 .008 8.435  < .001 0.108 .898
Emotional support 6.056 .014 1.836 .161 2.241 .108
Social support 10.810 .001 3.409 .034 0.044 .957
Religion 0.410 .587 47.801 .200 5.149 .006
Positive re‑evaluation 8.182 .004 1.812 .165 0.493 .611
Acceptance 12.496  < .001 1.323 .267 1.470 .231
Denial 1.332 .249 0.622 .537 2.097 .124
Humor 14.527  < .001 1.301 .273 3.209 .041
Self‑distraction 60.366 .013 6.168 .140 0.747 .474
Self‑blame 40.767  < .001 4.510 .012 0.372 .689
Disconnection 1.475 .225 1.043 .353 3.579 .029
Venting 16.934  < .001 1.701 .184 1.740 .177
Substance use 10.952 .001 0.282 .754 0.138 .871
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Table 5  Regression model taking age, spirituality (BVS beliefs and values scale), frequency of prayer and 
attendance at religious events scores as predictor variables for coping strategies (COPE‑28)

r p β ΔR2 p

Active coping Age −.138 .002 −.138 .019 .004
BVS −.123 .005 −.094 .008 .054
PG −.134 .002 −.069 .002 .369
AR −.145 .001 −.109 .011 .026

Planning Age −.199  < .001 −.199 .039  < .001
BVS −.228  < .001 −.190 .034  < .001
PG −.204  < .001 −.023 .000 .758
AR −.120 .006 −.048 .002 .320

Emotional support Age −.103 .015 −.103 .011 .030
BVS −.097 .021 −.076 .005 .122
PG −.119 .006 −.093 .003 .232
AR −.031 .254 .006 .000 .898

Social support Age −.101 .016 −.101 .010 .033
BVS −.082 .042 −.060 .003 .218
PG −.097 .021 −.062 .001 .424
AR −.075 .058 −.047 .002 .345

Religion Age .247  < .001 .247 .061  < .001
BVS .805  < .001 .794 .589  < .001
PG .780  < .001 .383 .054  < .001
AR .315  < .001 .075 .005 .006

Positive re‑evaluation Age .023 .312 .023 .001 .624
BVS .094 .024 .094 .008 .055
PG .077 .053 .008 .000 .922
AR .059 .106 .036 .001 .474

Acceptance Age .012 .399 .012 .000 .799
BVS .059 .107 .060 .003 .225
PG .032 .252 −.039 .001 .620
AR .053 .130 .430 .002 .394

Denial Age .020 .339 .200 .000 .679
BVS .000 .498 −.005 .000 .919
PG −.041 .195 −.117 .005 .134
AR −.035 .229 −.035 .001 .484

Humor Age −.193  < .001 −.193 .037  < .001
BVS −.149 .001 −.107 .011 .027
PG −.181  < .001 −.128 .006 .094
AR −.133 .002 −.082 .006 .094

Self‑distraction Age −.048 .156 −.048 .002 .312
BVS −.024 .309 −.012 .000 .801
PG .006 .447 .080 .002 .305
AR −.092 .027 −.094 .008 .060
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can be highlighted. Further, the variable praying/talking with God made a marked 
and positive contribution to the explanatory value of the models in religious strategies 
(β = 0.383, p ˂ 0.001) and negative in the strategies of self‑incrimination (β = −0.196, 
p = 0.008) and venting (β = −0.245, p = 0.001).

If we consider the results of the factor analysis carried out by Krägeloh et  al. 
(2012) and the coping strategies are grouped into three factors (active coping mode, 
emotional coping mode and maladaptive coping mode) the ANOVA revealed that 
Group PB differs from the other two groups in two of the three factors (Table 6).

Thus, PBs obtained higher scores, when compared with NPBs and NBs, in the 
active coping mode (Factor 1) and lower scores in the maladaptive coping mode 
(Factor 3).

Finally, a linear regression analysis was carried out with the aim of predicting 
the three factors in the participants that present a cancer diagnosis, with the pre‑
dictive variables of both age and spirituality. This analysis revealed that spiritual‑
ity increases the explanatory value of the model for Factor 1 by 10.5% (β = 0.327, 
p < 0.001) and by 3.8%, but with a negative explanatory value, for Factor 3 
(β = −0.196, p = 0.013). Moreover, in participants without the disease, spirituality 
explains Factor 1 with a β = 0.153, p = 0.011 and negatively explains Factor 2, with a 
β = −0.149, p = 0.012) (see Table 7).

Table 5  (continued)

r p β ΔR2 p

Self‑blame Age −.261  < .001 −.261 .068  < .001

BVS −.212  < .001 −.156 .023 .001

PG −.263  < .001 −.196 .014 .008

AR −.102 .016 −.020 .000 .674
Disconnection Age .750 .590 .075 .006 .112

BVS −.022 .324 −.044 .002 .374
PG −.053 .134 −.121 .005 .122
AR −.035 .232 −.032 .001 .515

Venting Age −.217  < .001 −.217 .047  < .001
BVS −.091 .028 −.038 .001 .426
PG −.183  < .001 −.245 .022 .001
AR −.094 .023 −.048 .002 .320

Substance use Age −.092 .026 −.092 .008 .053
BVS −.088 .168 −.024 .001 .624
PG −.088 .032 −.117 .005 .135
AR −.055 .123 −.034 .001 .490

PG, praying/speaking to your god
BVS beliefs and values scale (spirituality), AR attend religious events
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Discussion

The main objective of this study was to improve our understanding of the role of 
spirituality/religiosity in the secular coping strategies used by people diagnosed with 
cancer, compared with those who have not been diagnosed with cancer.

The data appear to support the first of our hypotheses, since participants with a 
cancer diagnosis show higher scores on spirituality than those without such a diag‑
nosis. In addition, participants with a cancer diagnosis are more likely to consider 
themselves as believers—either practicing or non‑practicing—than participants who 
do not have the disease, who mostly acknowledge being non‑believers. These find‑
ings are consistent with the evidence reported in previous research where the use of 
religion or religious beliefs has repeatedly been shown to be a coping strategy used 
by people with cancer (Elumelu et al., 2015; Granero‑Molina et al., 2014; Krägeloh 
et al., 2012; Rutskij et al., 2010), with spirituality being very common among can‑
cer patients in southern Europe (Travado et al., 2010). Practicing believers—through 
regular participation in religious rituals in the community—are likely to encounter 
groups that act as support groups, where religious coping strategies and consistent 
social support are strengthened in comparison with non‑practicing believers and 
non‑believers (Ahmadi, et al., 2019; Ju et al., 2016; Peres et al., 2017; Shatenstein & 
Ghadirian, 1998).

With regard to the second of our hypotheses, where it was expected that peo‑
ple who acknowledge being believers will show more active coping strategies 
than those who identify themselves as non‑believers, the results have shown that 
this is not fully confirmed in all the active strategies that have individually been 

Table 6  One‑factor ANOVA among the belief groups for the factor scores according to Krägeloh et al. 
(2012)

Factor 1—active coping mode (acceptance, active coping, humor, planning, positive re‑evaluating, reli‑
gion)
Factor 2—emotional coping (use of emotional support, use of social support)
Factor 3—maladaptive coping mode (denial, disconnection from behavior, self‑blame, self‑distraction, 
substance use, venting)
NB non‑believer, NPB non‑practicing believer, PB practicing believer

NB (a) NPB (b) PB (c) F(2,444) p η2 Dif
M(SD) M(SD) M(SD)

Factor 1 19.16 (4.35) 18.99 (5.44) 20.71 (5.44) 4.781 .009 0.023 c > b (p = .013)
c > a (p = .034)
a = b

Factor 2 6.15 (2.52) 5.59 (2.77) 5.42 (2.56) 3.115 .045 0.014 c < a (p = .058)
a = b
c = b

Factor 3 9.47 (3.72) 9.55 (4.33) 7.93 (4.42) 6.642 .001 0.029 c < b (p = .003)
c < a (p = .006)
a = b
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considered in the COPE scale. People who identify themselves as believers only 
show higher scores than non‑believers in using religion as an active coping strat‑
egy; and these differences emerged for both practicing and non‑practicing believ‑
ers. These data support the findings of other studies where spirituality/religiosity 
has been linked to the use of religion as an active coping strategy with adaptive 
outcomes (Elumelu et al., 2015; Granero‑Molina et al., 2014; Park et al., 2018; 
Rutskij et al., 2010). However, our findings can be contrasted with the results of 
research studies suggesting that S/R is linked to active strategies such as posi‑
tive re‑evaluation, acceptance and humor (Farley et  al., 2005), active emotional 
coping strategies (Bean et al., 2009; Ebert et al., 2002), emotional strategies only 
(Schottenbauer et al., 2006) and even with maladaptive strategies such as behav‑
ioral disconnection, denial and self‑incrimination (Hastings et  al., 2005; Liu & 
Iwamoto, 2007).

Further, when considering the trifactorial model proposed by Krägeloh et  al. 
(2012), these data support the notion that practicing believers obtain higher 
scores on active strategies. It is possible to observe how practicing believers—as 
opposed to non‑practicing believers and non‑believers—score higher on Factor 

Table 7  Regression model taking age and spirituality (BVS beliefs and values scale) scores as predictor 
variables for coping strategies (COPE‑28) with the three factors according to the proposal of Krägeloh 
et al. (2012)

Factor 1—active coping mode (acceptance, active coping, humor, planning, positive rethinking, religion)
Factor 2—emotional coping (use of emotional support, use of social support)
Factor 3—maladaptive coping mode (denial, disconnection from behavior, self‑blame, self‑distraction, 
substance use, venting)
BVS beliefs and values scale (spirituality)

With cancer

r p β ΔR2 p

Factor 1 Age −.112 .079 −.112 .013 .159
BVS .304  < .001 .327 .105  < .001

Factor 2 Age −.142 .036 −.142 .020 .073
BVS −.070 .191 −.050 .002 .529

Factor 3 Age −.154 .026 −.154 .024 .052
BVS −.214 .003 −.196 .038 .013

Without cancer

r p β ΔR2 p

Factor 1 Age −.048 .212 −.048 .002 .424
BVS .138 .010 .153 .023 .011

Factor 2 Age −.180 .001 −.180 .032 .002
BVS −.179 .001 −.149 .031 .012

Factor 3 Age −.156 .004 −.156 .024 .009
BVS −.058 .163 −.028 .001 .639
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1 or the active coping mode (acceptance, active coping, humor, planning, posi‑
tive re‑evaluation, religion); while non‑believers and non‑practicing believers do 
not differ with regard to this factor. However, practicing believers score lower 
than non‑believers and non‑practicing believers in the maladaptive (or Factor 3) 
coping mode (denial, disconnection from behavior, self‑blame, self‑distraction, 
substance use, venting). The latter result runs counter to the findings reported 
by Hastings et al. (2005) and Liu and Iwamoto (2007) who observed that S/R is 
associated with maladaptive strategies such as behavioral disconnection, denial 
and self‑incrimination. This could be explained if we consider the fact that in 
religious people, S/R affects the way religion is used to cope with stressful situa‑
tions (Aguilar‑Vafaie & Abiari, 2007; Pargament et al., 1992).

Finally, the third of the hypotheses, where it was anticipated that spiritual‑
ity scores would predict active coping strategies and the use of religion as a cop‑
ing strategy in people with cancer, was only partially confirmed since spirituality 
has only been shown to improve the predictive model of the use of religion as an 
active coping strategy. However, the contribution of this factor to the model was 
found to be negative with respect to the rest of the individual active strategies. As 
observed in the trifactorial model developed by Krägeloh et al. (2012), spirituality 
presents, alongside age, an explanatory capacity of 32.7% in for Factor 1 or active 
coping mode in individuals with cancer and 15.3% in the population without a can‑
cer diagnosis. With respect to maladaptive coping strategies or Factor 3, spiritual‑
ity makes a negative contribution to age (β = −0.196). As explained in relation to 
the second hypothesis, these results can be understood if we consider the fact that 
religious coping overlaps with other strategies, or results in a single strategy (Ai 
et al., 2009; Lewis et al., 2005; Zwingmann et al., 2006), since R/S would act dif‑
ferently in believers and non‑believers (Aguilar‑Vafaie & Abiari, 2007). This debate 
still requires the support of further research to elucidate the relationships between 
S/R and secular coping strategies. Secular methods of coping and the lack of clarity 
with regard to whether religious coping can be assigned a higher‑order factor struc‑
ture could certainly reflect differences in the role that S/R plays in different groups 
of people (Aguilar‑Vafaie & Abiari, 2007; Pargament et al., 1992). Coping strategies 
result from the way in which we construct the sense or meaning that is attributed to 
life events, both positive and negative. Further, it is important to identify how the 
individual resolves the discrepancy or differentiation between the global and situ‑
ational meaning of events (Park, 2010). Thus, significant differences and similari‑
ties in existential, spiritual and religious coping have been observed across different 
countries and cultures. For example, Swedish people mainly use meaningful coping 
strategies based on meditation or relaxation, whereas Korean people resort to prayer 
and the use of a healthy diet as a means of survival (Ahmadi et al., 2017). This high‑
lights the importance of considering the cultural context when we explore the use of 
meaningful coping strategies among people who have experienced cancer.

As limitations of the study, it is important to highlight the cross‑sectional nature 
of the research design, since this does not allow for establishing how the use of cop‑
ing strategies evolves and its relationships with the two variables considered (S/R) in 
these patients throughout the development of the disease or with advancing age. The 
selection of the participants makes it difficult to generalize the findings, and in this 
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sense, it would be of interest to control and consider the different degrees or stages 
of the disease as well as the diversity of treatments that the patients have received, 
analyzing if specific changes occur in the strategies used and the characteristics of 
their relationships with S/R in the patients. In future studies, it will be important to 
consider religiosity, and religious diversity, from the perspective of intrinsic/extrin‑
sic orientation, which has been shown to produce different results in the way people 
with diseases approach difficult or stressful situations.

In conclusion, the data supports  the need to consider the S/R variable in both 
the social and health interventions implemented with people diagnosed with cancer, 
since, as regulatory factors, these are of relevance in the behavior shown when fac‑
ing the disease.
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