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ABSTRACT

Objective: In the last decade, some attention has been given to spirituality and faith and their
role in cancer patients’ coping. Few data are available about spirituality among cancer patients
in Southern European countries, which have a big tradition of spirituality, namely, the Catholic
religion. As part of a more general investigation (Southern European Psycho-Oncology Study –
SEPOS), the aim of this study was to examine the effect of spirituality in molding psychosocial
implications in Southern European cancer patients.

Method: A convenience sample of 323 outpatients with a diagnosis of cancer between 6 to 18
months, a good performance status (Karnofsky Performance Status . 80), and no cognitive
deficits or central nervous system (CNS) involvement by disease were approached in university
and affiliated cancer centers in Italy, Spain, Portugal, and Switzerland (Italian speaking area).
Each patient was evaluated for spirituality (Visual Analog Scale 0-10), psychological morbidity
(Hospital Anxiety and Depression Scale— HADS), coping strategies (Mini-Mental Adjustment
to Cancer — Mini-MAC) and concerns about illness (Cancer Worries Inventory — CWI).

Results. The majority of patients (79.3%) referred to being supported by their spirituality/
faith throughout their illness. Significant differences were found between the spirituality and
non-spirituality groups ( p � 0.01) in terms of education, coping styles, and psychological
morbidity. Spirituality was significantly correlated with fighting spirit (r ¼ 20.27), fatalism
(r ¼ 0.50), and avoidance (r ¼ 0.23) coping styles and negatively correlated with education
(r ¼ 20.25), depression (r ¼ 20.22) and HAD total (r ¼ 20.17).

Significance of results: Spirituality is frequent among Southern European cancer patients
with lower education and seems to play some protective role towards psychological morbidity,
specifically depression. Further studies should examine this trend in Southern European cancer
patients.
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INTRODUCTION

In the last decade, some attention has been given to
the importance of religion and spirituality and their
role in cancer patients’ coping and quality of life
(Mytko & Knight, 1999). Spirituality has been
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defined as “personal views and behaviors that ex-
press a sense of relatedness to a transcendent dimen-
sion or to something greater than the self” (Reed,
1987); religiosity has been defined as "participation
in the particular beliefs, rituals and activities of tra-
ditional religious systems" (Elkins et al., 1988).
Although many authors make a distinction between
spirituality, and religiosity, preferring the first, be-
cause it is more inclusive and universal (Moberg,
1979; Hiatt, 1986; Reed, 1987; Elkins et al., 1988;
Ley & Corless, 1988), several studies examined the
whole concept of spirituality/religiosity, including
the patients’ faith and the help they receive from
their faith, and several scales have been developed
to measure the concept of spirituality in a broader
sense (Mytko & Knight, 1999).

A positive influence of spirituality on various di-
mensions of health whether it be physical health,
mental health, or well-being, have been reported
(Matthews et al., 1993; Matthews & Larson, 1995;
Fitchett et al., 1996; Larson & Greenwold-Milano,
1995; Matthews, 1997; Bussing et al., 2005; Canada
et al., 2006). Spirituality has also been associated
with positive subjective perceptions of health status
(St. George & McNamara, 1984; Broyles & Dre-
novsky, 1992), lower levels of depression and psycho-
logical distress (Idler, 1987; Williams et al., 1991;
Smith et al., 2003), enhanced subjective states of
well-being (Ellison, 1991), better coping skills, and
better health-related quality of life (Bussing et al.,
2005). Also, religious involvement has been con-
sidered a predictor of all-cause mortality in which in-
dividuals with lower religious involvement were at
greater risk of death at follow-up than those more
religiously involved (McCullough et al., 2000).

In cancer, considering the potentially life threa-
tening nature of the illness, using religion and spiri-
tuality resources may be specifically relevant on how
cancer patients cope with their illness and suffering.
In this sense, numerous studies have found that reli-
gion and spirituality provide effective coping mech-
anisms for patients as well as for family caregivers
(Weaver & Flannelly, 2004).

Religious and spiritual coping have been also
referred to as serving multiple functions in long-
term adjustment to cancer such as maintaining self-
esteem, providing a sense of meaning and purpose,
giving emotional comfort, and providing a sense of
hope (Feher & Maly, 1999; Thune-Boyle et al., 2006).
A number of studies have also shown that religiosity
and spirituality significantly contribute to psychoso-
cial adjustment to cancer and its treatments (Musick
et al., 1998; Nelson et al., 2002; Weaver & Flannelly,
2004) and to quality of life in cancer patients, even
in the face of high levels of symptoms such as pain
and fatigue (Gioiella et al., 1998; Brady et al., 1999).

More recently, spiritual growth and transformation,
as a specific dimension associated with spiritual
well-being, positive spiritual coping, and intrinsic reli-
giousness, was shown to favor post-traumatic growth
in cancer patients (Cole et al., 2008).

In spite of much evidence about the positive role of
spirituality in cancer, there is still some controversy.
Some studies have found that religion was associated
with poor adjustment (Pettet, 1985; Jenkins & Par-
gament, 1995) and others do not find any relation-
ship between religiosity and cancer adjustment
(Holland et al., 1999; Ritkin et al., 1999).

No dataare available about these issues among can-
cer patients in Southern European countries, in spite
of the significant tradition of religion and the role of
Catholicism in those countries. The objectives of the
present study were to examine: (i) the rate of spiri-
tuality/faith and (ii) its effect in molding psychosocial
implications in Southern European cancer patients.

METHOD

Subjects and Procedure

The data presented here are part of a broader research
project involving countries in the Mediterranean area
(Southern European Psycho-Oncology Study-SEPOS)
and developed to examine the psychosocial problems
secondary to cancer, to rate the extent to which such
problems are recognized by oncologists, and to develop
and implement a training model designed to improve
physicians’ ability to recognize and detect psychologi-
cal disorders. The details of the project and its main
results are presented elsewhere (Grassi et al., 2004,
2005, 2010; Gil et al., 2005; Travado et al., 2005). In
summary, the study was conducted in three countries
of the European Union (EU), namely Italy (Hospital
S. Anna, Ferrara), Spain (Hospital Duran I Reynalds,
Barcelona) and Portugal (Hospital S. José, Lisbon),
and in a non-EU country (Switzerland, Lugano Hospi-
tal). A convenience sample of outpatients meeting the
following criteria was recruited: a diagnosis of cancer
between 6 to 18 months, a good performance status
(Karnofsky Performance Status . 80), no cognitive
deficits or Central Nervous System (CNS) involve-
ment by disease. The study was approved by the ethi-
cal committee or related boards of the hospitals and
each patient gave his/her written consent to partici-
pate. Each patient completed a series of question-
naires and instruments aimed at examining several
psychosocial variables.

Measures

Spirituality, as defined in this study, was measured
through a single question “Please rate how much
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your faith (including religiosity) and spiritual values
are helping you in coping with your illness.” The re-
sponse was rated on a 0–10 scale. According to data
on VAS instruments (e.g., distress thermometer),
scores �5 were used as a cut-off score identifying
patients supported by their faith and spiritual va-
lues. We decided to use such a short instrument for
several reasons: the diffusion of single questions/
items to measure psychological variables (e.g., cop-
ing, adjustment, depression, distress) with reported
good results in terms of sensitivity and specificity;
the complexity of multi-item instruments (Peterman
et al., 2002; Bussing & Koenig, 2008), which have not
been validated and are not available in the countries
where the study has been performed; and the poss-
ible role and influence of the cultural background in
molding the psychosocial dimension that should be
explored in spirituality when applying instruments
developed in different cultures.

Anxiety and depression were measured by using
the Hospital Anxiety and Depression Scale (HADS)
(Zigmond & Snaith, 1983). According to Carroll
et al. (1993), scores between 8 and 10 on anxiety
and depression scales indicate “borderline” cases,
whereas scores �11 identify “clinical” “cases.” The
cut-off scores of 14 and 19 on the HADS Total were
used to evaluate “psychiatric caseness” (Ibbotson
et al., 1994) and “severe caseness” (mostly patients
with a diagnosis of major depression) (Razavi et al.,
1990), respectively.

The National Comprehensive Cancer Network
(NCCN) Distress Thermometer (DT) was used to
measure the level of emotional distress according
to the NCCN guidelines on distress management
(NCCN Clinical Practice Guidelines in OncologyTM

Distress Management V.I. 2007). Each patient was
asked to answer the question “How distressed have
you been today and over the last week?” and to rate
on a 0–10 scale his/her level of distress (0 ¼ no dis-
tress; 10 ¼ extreme distress). The DT has been
shown to be a reliable instrument in several studies
(Jacobsen et al., 2005; Dolbeault et al., 2008; Shim
et al., 2008; Grassi et al., 2009, 2010). For the aim
of the SEPO study the List of Problems accompany-
ing the DT was not used.

The Mini-Mental Adjustment to Cancer (Mini-
MAC) scale (Watson et al., 1988, 1994) was used to as-
sess coping to cancer, rating hopelessness, fighting
spirit, anxious preoccupation, fatalism, and avoid-
ance. This is a 29-item four-point Likert scale (1 ¼
it definitely does nor apply to me; 4 ¼ it applies to
me) yielding five coping strategies, namely, fighting
spirit, assessing the tendency to confront and ac-
tively face the illness; hopeless-helpless, measuring
the tendency to adopt a pessimistic attitude about
the illness; anxious preoccupation, which examines

the tendency to feel over-worried about the illness;
fatalism, which indicates a fatalistic attitude towards
the illness; and avoidance, evaluating the active ten-
dency to distract oneself about thought of illness and
to avoid confrontation with it. Provisional cut-off
scores on anxious preoccupation and hopelessness
(mean score+1 SD) were used to assess maladaptive
coping (Watson et al., 1989).

A further Visual Analogue Quality of Life Scale
(VAS-QoL) (Grassi et al., 2004) was used to evaluate,
on a 0–10 scale, six further dimensions of quality-
of-life, namely, mood, general well-being, physical
symptoms (e.g., pain, nausea), leisure activity, ad-
justment/coping with illness, and perceived social
support. Higher scores for the majority of items cor-
responded to a better condition, except for “physical
symptoms” and “coping with illness,” where higher
scores correspond to worse condition.

A modified version of the Cancer Worries Inven-
tory (CWI) (D’Errico et al., 1999) was used to rate
the main preoccupations caused by cancer (e.g.,
physical and emotional problems, relational wor-
ries), which also included three questions on open-
ness, used to rate how open the patient was about
his/her illness with the family. Statistical analysis
was performed using the SPPS-10 package. Descrip-
tive statistics, ANOVA one-way and Pearson’s corre-
lation were used when appropriate.

RESULTS

Socio-Demographic and Clinical
Characteristics

Three hundred and twenty three patients (Italy, n ¼
119; Portugal, n ¼ 100; Spain, n ¼ 68; Switzerland,
n ¼ 36) were recruited. The patients’ socio-demo-
graphic and clinical characteristics are presented in
Table 1. More details about the sample are reported
elsewhere (Grassi et al., 2004). In summary, there
were 212 women (69%) and 95 men (31%) (mean
age 56.73 +13.3), 41% were retired, and 72% of the
patients were married. From the clinical point of
view, most patients were affected by local or loco-
regional disease (83%) and almost half had breast
cancer (48%).

Spirituality

The majority of cancer patients (79.3%) referred to
being supported by their faith/spirituality throughout
their illness, which gave meaning to their existence
(VAS-QoL/spirituality� 5). The highest percentage
of patients were observed in the Portuguese group
(90%), followed by the Spanish (80.9%), and the Italian
(71.4%). The lowest percentage was observed in Swiss
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patients (66.7%). These differences were statistically
significant between Portuguese and Italian cancer
patients (8.07+2.45 versus 6.35+3.75, p ¼ 0.001)
and between Portuguese and Swiss patients (8.07+
2.45 versus 5.72+3.03, p ¼ 0.002).

The spirituality group of patients had a lower edu-
cational level than the non-spirituality group (8.43+
5.35 versus 11.0+7.34, p ¼ 0.001). There were no
statistically significant differences in the age of
patients in the two groups (57.45+13.12 versus
54.38+13.86, p ¼ 0.093), but the spirituality group
tended to be older.

Psychological Morbidity and Coping with
Cancer

Spiritual patients reported significantly lower scores
than non-spiritual ones on the HADS Total (10.72+
6.91 versus 13.35+8.93; F ¼ 6.33, p ¼ 0.012) and on
HADS Depression (4.36+3.83 versus 5.90+4.70;
F ¼ 7.26, p ¼ 0.007). No significant differences were
found for the HADS Anxiety. Likewise, patients
who had psychological morbidity on the HADS total
score (“severe cases” — group 1 - according to the
more conservative cut-off �19, or “cases” — group
2 - according to the less conservative cut-off �14)
(Razavi et al., 1990; Ibbotson et al., 1994) showed
lower scores on the spirituality item than non-cases
(group 1: 5.94+3.57 versus 7.27+3.16; t ¼ 2.65,
p ¼ 0.008; group 2: 6.19+3.46 versus 7.40+3.12;
t ¼ 2.98, p ¼ 0.003).

On the Mini-MAC the spirituality group reported
higher scores on “fighting spirit” (12.77+2.09 versus
11.82+2.29; F ¼ 9,68, p ¼0.002), “fatalism” (15.7+
2.80 versus 13.01+2.49; F ¼ 45.42; p ¼ 0.000), and
“avoidance” (12.08+3.36 versus 10.92+3.25; F ¼
5.80 p ¼ 0.017). Results are presented in Table 2.

Quality of Life

Spiritual patients obtained better scores in terms of
mood (6.80+2.40 versus 5.89+2.37; F ¼ 7.74, p ¼
0.006) and leisure activity (6.72+2.87 versus
6.72+2.74; F ¼ 4.11, p ¼ 0.44). No significant

Table 1. Socio-demographic and clinical data
for the patients

Sex
Male 99 (30.7%)
Female 224 (69.3%)

Age (years) 56,73+13,2654
Education

No education 8 (2.5%)
≤8 years 175 (54, 2%)
13 years 53 (16.4%)
.18 years 70 (21.7%)
No information 17 (5.3%)

Marital status
Never married 35 (10.8%)
Separated/divorced 26 (8%)
Married 233 (72.1%)
Windowed 25 (7.7%)
Unknown 1 (0.3%)

Occupation
Employed 103 (31.9%)
Unemployed 9 (2.8%)
Housewives 50 (15.5%)
Retired 133 (41.2%)
Students 4 (1.2%)
Other 19 (5.9%)
Unknown 5 (1.5%)

Cancer stage
Local disease 134 (41.5%)
Loco-regional 87 (26.9%)
Metastatic 55 (17.0%)
No information 47 (14.6%)

Psychological morbidity
Yes 90 (27.9%)
No 222 (68.7%)
No information 11 (3.4%)

Table 2. Psychological morbidity and coping with cancer

Spirituality group Non-spirituality group
ANOVA

Mean (SD) Mean (SD) F p

HADS

HADS total 10.72 (6.91) 13.35 (8.93) 6.33 0.012
HADS depression 4.36 (3.83) 5.90 (4.70) 7.26 0.007
HADS anxiety 6.36 (3.96) 7.45 (5.25) 3.26 0.072

MINI-MAC

Fighting spirit 12.77 (2.09) 11.82 (2.29) 9.68 0.002
Hopelessness 14.08 (5.92) 12.63 (4.93) 3.76 0.053
Fatalism 15.73 (2.84) 13.02 (2.49) 45.42 0.000
Anxious preoccupation 18.73 (5.68) 18.73 (6.10) 0.03 0.859
Avoidance 12.08 (3.36) 10.92 (3.25) 5.80 0.017
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differences were found for the others dimensions of
the VAS-QoL. Results are showed in Table 3.

Concerns about Illness and Openness
toward Family

No differences were found between the two groups in
terms of patients’ concerns about illness (17.0+
11.56+ versus 14.58+10.93; F ¼ .004, p ¼ 0.125).

In the same way, there were no relevant differ-
ences found between spirituality versus non-spiri-
tuality in terms of openness toward the family
(8.44+2.63 versus 8.41+2.27; F ¼ .004, p ¼ 0.125).

Correlations between the Measures and
Predictive Factors

Significant negative correlations ( p , .01) were found
between spirituality and education (r ¼ 2.25),
spirituality and psychological morbidity (HADS
total, r ¼ 20.17), and spirituality and depression
(r ¼ 20.22).

Positive significant correlations ( p , 0.01) were
found between spirituality and age, fighting spirit
(r ¼ 0.27), fatalism (r ¼ 0.50), and avoidance (r ¼
0.23) coping styles.

Spirituality was positively correlated with four
dimensions of the VAS-QoL, namely mood (r ¼ 0.23;
p , 0.01), and well being (r ¼ 0.18; p ,0 .05), leisure
activity (r ¼0.17; p , 0.05), and perceived social sup-
port (r ¼ 0.23; p , 0.05).

No significant correlations were found between
spirituality and disease stage with the others asses-
sed dimensions.

By conducting regression analysis with spiritual-
ity as the dependent variable and the psychosocial

variables examined as the independent variables
(Mini-MAC subscales, HADS, CWI, Openness,
QOL-VAS) the four most potent predictors were fatal-
ism which explained 22% of the variance, followed by
HAD-S depression, which explained a further 3%,
emotional distress (2%) and social support (1%), for
a total of 28.4% of the variance on faith. Results for
correlations and multiple regression are presented
in Tables 4 and 5.

DISCUSSION

The purpose of the present study was to examine the
relationship between spirituality and psychosocial
dimensions among cancer patients of Southern Euro-
pean countries, namely Italy, Portugal, Spain, and
Switzerland (Italian speaking area).

A first general result of the study was that the level
of spirituality and faith was higher than a cut-off
score of 5 in the majority of the sample, confirming
the role of these variables in Southern Europe. This
was especially true in older patients with a lower
level of education. This is in line with similar trends
that have been observed in other studies in the same
area (Aukst-Margetic et al., 2005; Meraviglia, 2006).

When examining the possible differences among
the countries, Portuguese patients seem to be the
most religious group, with 90% referring to being
supported by their faith/spirituality in giving mean-
ing to their existence, whereas Swiss patients were
the least (66,7%). However, this difference may be ex-
plained by the socio-demographic characteristics in
our samples in which Portuguese patients were
significantly older and less educated than Swiss
patients (variables that are correlated with spiritual-
ity), rather than by cultural differences between
countries.

A second, more specific result is related to the over-
all role of spirituality/faith in the relationship with
cancer patients’ psychosocial dimensions. Spiritual-
ity, particularly, seems to play a protective role
towards psychological morbidity, specifically de-
pression, as observed with HADS results. Spiritual
patients presented significantly lower levels of
psychological morbidity, and reported to be signifi-
cantly less depressed than non-spiritual patients.
These results were also observed in other studies,
for instance, mastectomized patients who belonged
to the high-religiosity group were significantly less
depressed (Aukst-Margetic et al., 2005), and a nega-
tive correlation between spirituality (in particular,
the existential aspect) and depression was observed
in patients with advanced cancer (McCoubrie &
Davies, 2006).

Spirituality seems also to have an important im-
pact on the way a person copes with his/her illness.

Table 3. Quality of life

Spirituality
group

Non-
spirituality

group
ANOVA

VAS Mean (DP) Mean (DP) F p

Mood 6.80 (2.40) 5.897 (2.37) 7.74 0.006
General

well-
being

6.61 (2.26) 6.08 (2.31) 2.79 0.095

Physical
symptoms

4.23 (3.03) 4.44 (2.89) .269 0.604

Leisure
activity

6.72 (2.87) 5.96 (2.74) 4.105 0.044

Difficulty in
coping

2.98 (3.01) 3.24 (3.27) 0.359 0.550

Support 8.68 (2.16) 8.09 (2.51) 3.675 0.056
Level of

emotional
distress

4.52 (3.00) 4.32 (2.90) 0.242 0.623
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We observed that spiritual patients obtained signifi-
cantly higher scores for “fighting spirit.” This active
coping style refers to patients having a more positive
attitude toward outcome, and taking a more active
role in their recovery, than non-spiritual patients.
This result appears to be similar to those reported
by Weaver & Flannelly (2004), who found that cancer
patients who rely on spiritual and religious beliefs to
cope with their illness are more likely to use an active
coping style in which they accept and try to deal with
their illness in a positive and purposeful way. How-
ever spiritual patients were also more fatalistic,
which apparently means that they believe that no
control can be exerted over the situation. Although
these results seem to be contradictory, preliminary
studies had already observed this relation between
fatalism and spirituality, considering that fatalism
might be better construed as a type of acceptance ra-
ther than stoic resignation (Cotton et al., 1999). This
positive trend and prevalence of fatalism was ob-
served in our previous study in which fatalism was

positively related with fighting spirit and negatively
associated with psychosocial morbidity (Grassi et al.,
2004). Similarly, in a longitudinal study with Portu-
guese- treated breast cancer women (Travado &
Matos, 2001) patients who had less psychosocial
morbidity had also a more fatalistic coping style.

On the other hand, a positive relation between
spirituality and avoidance or denial, was observed,
a result that does not converge with literature (Wea-
ver & Flannelly, 2004; Canada et al., 2006). This may
indicate that spiritual patients try to get on with
their life without thinking too much about their dis-
ease and are more likely to use spiritual or religious
rituals (e.g., prayers) as a cognitive distraction (Wea-
ver & Flannelly, 2004). However, more studies are
necessary to test this hypothesis.

Regarding quality of life, there are significant
differences between the two groups on some of the
dimensions assessed. Spiritual patients have sig-
nificantly better mood and are more likely to be
involved in leisure activities when compared with
non-spiritual ones. A positive association was also
found between spirituality, general well- being, and
support from others. Likewise, in other studies spiri-
tuality has been related to quality of life (Brady et al.,
1999; Bussing et al., 2005), greater emotional well-
being, and strengthened emotional support (Math-
ews et al., 1993).

Results obtained on CWI seem to indicate that
there are no differences between spiritual and non-
spiritual patients in terms of main preoccupations
caused by cancer. This result may suggest that

Table 4. Correlations between measures

Faith and spirituality Emotional distress HAD depression HAD total Fatalism

Age 0.155** 20.088 0.160(**) 0.011 0.201(**)
Education (years) 20.213** 20.023 20.079 20.076 20.302(**)
Stage of cancer 2.103 0.032 0.099 0.016 20.020
Faith and spirituality 1 0.029 20.196(**) 20.168(**) 0.475(**)
QoL/mood 0.185** 20.401(**) 20.601(**) 20.655(**) 0.159(**)
General well-being 0.134* 20.441(**) 20.596(**) 20.646(**) 0.128(*)
Physical symptoms 20.031 0.355(**) 0.277(**) 0.319(**) 0.081
Leisure activity .0121* 20.395(**) 20.518(**) 20.542(**) 0.064
Difficulty in coping 20.058 0.408(**) 0.465(**) 0.539(**) 0.076
Support 0.132* 20.197(**) 20.248(**) 20.297(**) 0.063
Level of emotional distress 0.029 1 0.405(**) 0.512(**) 20.068
HADS anxiety 20.106 0.505(**) 0.589(**) 0.897(**) 20.034
HADS depression 20.196** 0.405(**) 1 0.886(**) 20.077
HADS total 20.168** 0.512(**) 0.886(**) 1 20.062
Fighting spirit 0.239** 20.061 20.351(**) 20.242(**) 0.376(**)
Hopelessness 20.076 0.381(**) 0.557(**) 0.603(**) 20.008
Fatalism 0.475** 20.068 20.077 20.062 1
Anxious preoccupation 0.015 0.465(**) 0.465(**) 0.611(**) 0.149(*)
Avoidance 0.196** 0.054 20.051 0.028 0.377(**)
Worries total score 20.068 0.489(**) 0.499(**) 0.625(**) 20.037

*p, 0.05. **p , 0.01.

Table 5. Multiple regression

Spirituality

p r2

Fatalism 0.000 0.222
HADS-D 0.000 0.254
Emotional distress 0.005 0.272
Support 0.031 0.284
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spirituality does not influence patients’ concerns, de-
spite its relation to how they cope. However, as the
patients in our study had an average low score or
few concerns and a good performance status, under
these circumstances concerns were neither expres-
sive nor discriminative.

Limitations of the study should be mentioned. As
it is a quantitative study, and patients’ spirituality
was assessed by only one VAS item, further studies
need to better understand this important dimension
among cancer patients living in Southern Europe
and belonging to a tradition where the Catholic reli-
gion has been for centuries the core of spiritual va-
lues and faith. Because in these countries no data
have been collected by using any of the several in-
struments available in the literature, future studies
can provide more information about this area. A
second limitation has to do with the good perform-
ance status criteria and the lower percentage of
patients with a metastatic disease in our study.
This does not allow us to generalize the results of
this study to patients with poorer performance status
and in the advanced phase of illness, where the role
of spirituality has traditionally been considered ex-
tremely important in the relationship with dignity
and quality of life (Thompson & Chochinov, 2008).
Third, even if the patients were representative of
the four centers and regions where the research
was performed, they do not represent the whole can-
cer population of the four countries. More data are
thus needed regarding this aspect.

In summary, our study supports the view that
spirituality is an important component of the healing
process that should be assessed and valued in inte-
grated cancer care (Fitchett & Handzo, 1998; Musick
et al., 1998; Breitbart, 2002; Torosian & Biddle, 2005).
The role of support related to the patients’ faith in giv-
ing meaning to their existence and their spirituality
is an important protective factor for facilitating their
adaptation to cancer. Further research is needed in
the specific cultural area of Southern Europe.
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Hospital, Switzerland.
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