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Abstract

Breast cancer is the most common careqgverienced byvomen worldwide.
Whilst significant improvements in scraeg, diagnosis and treatmenaveresulted in
decreased mortality, breast cancer and its treatment can have a significant impact on the
well-being of these womeiThis mixed methods thesis includes three studiesxplore
the utility of anovelintegrated theoretical model comirig the commorsense model
(Leventhal et al., 1980), and the religious coping mediator model (Pargament, Tt897).
aim of this thesis was to examineviillness perceptions and religious coping imghet

psychosociabutcomeof Omani women newly diagnosedth breast cancer

To begin a systematic reviewvas conducted to evaligathe measurement of
religious copingn clinical cancer research, and to determine the most suitable tool for the
guantitative study. The Brief RCOPE was determined to be the most suitable tool for the
guantitative arm of this thesis. The second study was a quantitabgssectionalstudy
which examined th@roposed integrated model in a sample of ©®3ani women with
breast canceilhe study showed thakegative religious coping explained the relationship
bet ween these womenos beasbcancenmthel onerhengnde s ent a

symptoms of anxiety and depression the other hand

Finally, a qualitative study, using Interpretative Phenomenologic@lnalysis
(n=6), was conducted to expandtbrquantitative findingsThese interviews highlighted

the changing nature of illnegepresentations throughout the illness trajectory and the



importance of religious coping in that proceBlse indings from thighesishighlightthe
importance ofliscussingliness perceptiongith breast cancer suffereas well as their
families eary in the illness trajectory. Additionally, there might be a clinical utility in
assessing the coping resources for these wowmlaich include both religious and non

religious coping skillsto help patients tacope with their illness.
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Chapter 1. Introduction to Female BreastCancer as a Public

Health Problem and its Psychological Squeal

1.1 Introduction

This PhDthesis is set to examine theediating role of religious coping between
illness perceptions and psychosocial outcomes, narsgiyptoms of anxiety and
depression, and gliy of life among Omani women newly diagnosed with breast cancer.
This introductorychapter will provide a overview of female breast cancer (BC), and the
up-to-date treatment modalities for the disease. It will discuss, from an epidemiological
point of view, the magnitude ofemale BC as an international public healthopiem.
Given the population of interest of this thesis, which is Arab Omani women with breast
cancer, this chapter will particularly focus on the Omani contExé psychological
difficulties associated with BC will be discussed whilst highlighting the importance of
theory driven research. Within this theoretical context, this chapter will highlight illness
perceptions and religious coping as potential theoretical predictors of the psyahoso

outcomes for Omani women with breast cancer.

1.2 Definition of breastcancer

BC is a heterogonous cluster of diseaaad,could be a threat to life if diagnosed
at an advanced stage of disease (Argaivastav, & Prakasi2020; Montemagno &
Pagés, 2020). The disease develops when cells divida atcelerated rate typically

resulting in a malignant tumour (Ikhuoria & Bach, 2018). The cancer cells frequently



originate in the milk glands (lobular glands) or the channelseximg these glands
(ducts) (Ikhuoria &ach 2018). With the exception of the development of a small mass
for earlystage disease, there are typically no symptoms associated with BC (Ramadan,
2020). One of the most common signs is the growth of a painiass in the breast, or
axilla. Less frequent symptoms include the feeling of a bulky breast, alterations in the
nipple area, and/or surrounding skikhuoria & Bach 2018; Koo et al., 2037 The
diagnoss of BC occurs in three steps: clinical examinationaging, and a biopgKarim

et al., 202

1.2.1The staging system for breast cancer

For the purposes of this thesis, the updated American Joint Committe@ogr Ca
(AJCC) staging guidelinesyhich isthe most commdg and universally used staging
systemfor breast cancer, will be implemented given its clinical appropriateness and use
within the Omani clinical settind<oh & Kim, 2019. TheAJCC staging system identifies
the size and the magnitude of the awncer
It also helps clinicians in determinirige best treatment modality, and its outcomes for
each individual patient. The AJCC staging system describes the staging process using the
TNM classification, in which Tdenotego the dimensions of the tumaqu¥ involvesthe
spread of canceo the lymph nodes, while M refers to the spread of cancer to other body
organs (metastases). After the identification of these categories based on the TNM system,
this classification are then converted into five stageshwuainge from (0 to IV). A higher
stage is typically concomitant with worse prognosis. Stage 0 refersitol inreast cancer,

which means that cancer cells have yeit spread tahe adjacentbreast tissue. Stage |



indicates tht the cancer cells avathin the breast tissue, with a size of not more than 2

mm. Stage |l refers to a tumour of more th@m#n but not greater than 50 mm. Stage IlI

refers to locally advanced breast cancer, in which the tumour is greater than 50 mm. Stage

IV refers to metastatibreast cancer, of a tumour of any size, which is attached to the chest

wall and/or the ski (Amin et al., 2017Giulianoet al.,2017). The grae of iliness (from

1 to 3), on the other hand, reflettsvo aspects: the speed of th
similarity to the normal cell. The higher the number, the more aggressive the cancer is

(Amin et al., 2017Giulianoet al.,2017).

1.2.2Treatment modalities for breastcancer

Numerous biological and clicel aspects influence the treatment modalities
chosen for each patientittv BC (Seidler & Huber, 2020 Women with invasive BC can
be roughly divided into two groups: those with eatgige BC, and women with las¢ege
(or metastatic) BC (Amar et al., 202Btiyashita,Hattori, Takano, Toyama& Ilwata,
202Q Seidler & Huber, 2020 Early stage invasive BC is treated with surgery, along with
radiation therapy, chemotherapy, hormone therapy, targeted Yheeam/or a
combination of thesé€Seidler & Huber, 2020). Latistage (or metastatic) BC has four
treatment options: chemotherapy, targeted therapy, hormonal therapy, immunotherapy,

and/or a combinations of these treatments (Amar et al., Rig8shita et al.2020).

Surgical interventionincludebreastconserving surgery and mastectomy. Breast
conserving surgery selectivelgmoves the tumour, whereas mastectomy removes all of
the breast tissue (Akbari et,&020). Raiotherapy involves the utilisation of radiatitn

A

destroy the cancer cell sdé DNA. Radi ot her ap



such as after the surgical interventions, and after the use of systemic therapies (Haussmann
et al., 2020). Systemic therapies aim to eradicate the cancer celatleametastasised

to other body organs. These therapies inclcldemotherapy, hormonal therapies, and
targeted thapies Taghian &Merajver, 2@0). Chemotherapy destroys cancer cells, and

is usually @ministered once a week, or once gvidiree weeks. Hormonal therapies
involve Tamoxifen, Trustuzumab, and Pertuzumab, and their purpod#askar reduce
estrogen receptors, which stimulates the progression of cancer cells. Targeted therapies
typically attack certain biological structgref the cancer cell which fuels its progression

(Taghian &Merajver, 2@0).

1.3 The epidemiology ofbreast cancer

Globally speaking, female B{S a major publidhealth problem, as it ifhe most
frequently diagnosed malignancy in women which comprises almost 25 % of new female
cancer casesndis the second most commonly occurring cancer type (Bray et al., 2018;
Ji et al., 2020)A recent international epidemiological study highlighted featde BC
incidence rates la increasedy 123.14% over the past 27 ye@iset al., 202Q)Various
factors have contributed to this increastich reflect the demographic global changes
such as increasing life expectancy, and lifestyle changes assoadiktedogernisation of
societies such as physicakctivity, reduced breast feeding periodsdlow number of
children per woman (Bray et al., 2018). Geographic differences in the incidence of breast
cancetave been highlightedavith higher rates in devabed countries, and lower rates in
Africa and Asia Bray et al., 2018Ferlay et al., 2018; Ji et al., 2020 hese geographic

discrepancies have been attributed to two groups of factors; the first group is linked to



increased public awareness about toke of early screening and detection of breast
cancer, while the second group of factors is associated with unhealthy lifestyle such as
sedentary way of life, high Body Mass Index (BMI), and higher alcohol consumption

(Baade, 201Momenimovahed & Salehiya, 2019).

Two main comprehensive data sources have been utilised in the epatgoal
studies which analysthe global burden of breast cancer: the Global Burden of Disease
Study (last updated in 2017), and the GLOBOCAN (Global Cancer Incidencelitjort
and Prevalence), by the International Agency for Research on Cancer (last updated in
2018) (Bray et al., 2018; Ferlay et al., 20diBet al., 2020 Consequently, one limitation
of the data reported in this section is that they do not reflectutinent epidemiological
data on breast cancer, rather only estimates of the incidence rates as well as mortality rates.
This is because the process of data collection, analysis and distribution is labour and time
intensive. Therefore, these data can beaufotir years behind the current date (Siegel,

Miller, & Jemal, 2020).

Worldwide, mortality rates associated with breast cancer have dramatically
increased from 1990 to 2017 by 74.96% (Ji et al., 2020). Based on statistical estimations
of available epidenological data, keast cancan 2018,continues to be the leading cause
of cancer death among women (about 15% of deaths from all female malignancies) (Bray
et al., 2018; Ferlay et al., 2018Compared to the last reporting period by the
GLOBOCAN, the expeted number of BC related deaths on the international level
increased to 627,000 in 2018 compare82®,900in 2012 (Ferlay et al., 203,3Ferlay et

al., 2018)However, another study which compiled data from several resources found that



the expected mortality rates as related to breast cancer are expected to reduce in some high
income countries in North America by 10% by 2020 (Carioli et al., 2017). This decreas

in mortality rates has be@ssociated wittheavailability ofadvanced treatments of breast
cancer in these countries. Consequently, secamomically disadvantaged nations have

the highest toll of deaths from female BC as it is ranked as the fust cd deatljFerlay

et al., 2013Ferlay et al., 2018)

1.3.1Breastcancer in Arabic countries

In order to geographically contesalise this tlksis, a brief description of some
demographic characteristics of the Anabrld, and the Sultanate of Omarill foll ow.
The Arab world is divled into 22 statesyhich belong to theArab League Kares,
Khachfe, Fares, Salhab, & Fares, 202Zthe projected population of the Arab world in
the year 2020 is expected to be 436.3 million (Arab Development Portal, PEkpjite
the perceived cultural resemblances within the population in this region, significant
differences exist in terms of the political climates, social mgkesconomic expesions,
and healthcare infrastructusenongthe states making up the Arab ragi@-ares et al.
2020). The Sultanate @man the country of interest in the current theg@dpcated in
thesoutheastern part of th&rabian Peninsul@®man has undergomeajor developments
in its infrastructure upon the discovery of oil fields in #1870s (Al Hinai et al., 202®&l -
Mezeini, Oukil, & Al-lsmaili, 2020).The total populationof Omanis estmated to be
6,551,917 million,with 4,631,760 millionof these beingOmani localsand 1,920,157
being expatriates (National Centre for Statistics dnfbrmation, 2020) The official

religion in Oman is Islam, and the official spoken languages are Arabic and Embksh.



healthcare system is free of cpa for all local nationaland expatriates who work for the

government section (Al Hinai et al., 2020).

It has been acknowledged that there is scarcity in the recent statistical evidence on
breast cancer in Arab countries (Hashim et al., 2018). Consequently, the most recent up
to date analysis of epidemiological data on Arab women with breast cancer was conducted
by Hashim et al. (2018), who utilised the data from the Global Burden of Disease (2016)
(the most recent updated Global Burden of Disease data was in 2017). This tedhligh
that the incidence rate of female BC in the Arab world has gradually increased over the
last three decades (Hashim et al., 200i@\ertheless, compared to international incidence
rates of BC (46/100,000), the incidence rates in Arab countries are nowier
(28/100,000)In 2016, thenumber of newly diagnosedateast cancetasesvas 45,980,
while 20,063 deaths were reported (11/100,000). As showabhie 1.1, Arab countries
have reported various incidence rates of femalgBes Salhab, Khachfe, &hachfe
2019).For example, Lebanon had the highest incidence rates in the Arab region with an
average incidence rate of 91.7 per 100,000, and the mmagdrom 71 to 115.6 per
100,000 in the time period 203015 Fareset al, 2019. Several factorsave been linked
to the increase in incidence rates of female BC in the Arab wohd. aboption of
unhedthy lifestyles, late pregnancy agend lower breastfeeding duratiare some of the
factorswhich arediscussed in the literatu(Bares et al., 201®%ashmi et al., 2018; Jemal
et al., 2011)In addition, more public awareness about breast cancetharidcrease in

screening campaigns coub@vealso contributd to the detection of breast cancer cases



(Al Junaibi & Khan, 2011Al-Lawati, Al-Bahrani, AlRaisi, & Al-Lawati,2019; Faes et

al., 2019).

Table 01.1. Arab World Country Specific Data on Breast Cancer, 2016

Country Incidence rate Death rate Total deaths
Per 100,000 Per 100,000 Per 100,000
Global 46 15 535,341
Algeria 27 12 2392
Bahrain 44 13 71
Egypt 19 7 3231
Iraq 19 14 2623
Jordan 32 13 474
Kuwait 36 8 145
Lebanon 84 21 622
Libya 37 10 320
Mauritania 12 10 205
Morocco 44 18 3094
Oman 17 6 89
Palestine 14 10 250
Qatar 39 10 64
Saudi Arabia 25 6 878
Somalia 12 11 586
Sudan 18 10 1916
Syria 12 5 465
Tunisia 44 18 1014



UAE 36 10 257

Note. The ableadaptedrom Hashim et al(2018

1.3.2Breastcancer in the Sultanate of Oman

The most recent statistical evidence on breast cancer in Oman comethdérom
Cancer Incidence Report 015, which was published by the Ministry of Health in 2018
(Cancer Incidence Report in Oman 202818). The Cancer Incidence Report of 2015
covered tle time period up to 201&ancer incidence i@man2015 2018). According
to the recent available published data by the Omani Ministry of Health, there is no new
updated Omani statistical data on breast cafBased orthe Omani Cancer Incidence
Report (2015), female BC is a serious health problem, as it accounted for more than half
of the total registered cancer cases in the country for both sexes in 2015 (53.62%, N=866).
The number of new female BC cases wasi@12015. It comprised 248%of all female
malignancies in OmafThe incidence rates hagebstantiallyncreasedn the last twenty
years(Cancer Incidence Report in Oman 202818; Mehdi et al, 2019. Remarkably,
the number of new cases hgsgadrupledfrom 1996 (53 cases) to 2015 (217 casés) (

Bahran, Khalifa, Faris, & Khan, 2004Al-Lawati et al., 2019Al-Moundhri et al., 2004)

Historically speaking, thagestandardised incidence rates of female BC from
1998 to 200%lsowitnessed a significarand continuousincrease from 2004 onwards
(Al-Lawati, Al-Zakwani, Fadhil, & AtBahrani, 2019Cancer Incidence Report in Oman
2015 2018). For instancethe agestandardisedhciderce ratefor theyears (1998004
was 21.8 per 100,000 per yedhe most up to date aggandardised incidence rdte

26.9/100,000Cancer Incidence Report in Oman 202618).



1.4 Main findings from clinical oncologicalresearch in Oman
1.4.1The advancedstage of thedisease apresentation

It is imperative to highlight thatery limited recent research hlasen conducted
on breast cancer in Oman, which is the reason that older Omani research studies will be
reviewed in thischapter.Early Omani oncology research highlighted that for the years
between 1996 and 2002, the median age of breast cancer presentation was 48.5 years.
Approximately half of all diagnosetlomenpresented with advanced stagéthe disease
(Al-Moundhri et al., 204). As a consequence, these women loakr survival ates
compared to their counterparts in developed natiéddsM(oundhri et al., 2004Al-
Moundhri 2013).In contrast to women with advanced disease, improved survival rates
have been clinically established for women with early breast céiledtoundhri, 2013;

Joshi, 2019Kumar, Burney, AFAjmi, & Al -Moundhri 2011).

To further illustrate some of the clinicahplications of the late diagnosis of breast
cancer, a recent Omani study conducted by Zahid and colleagues (2019) found that about
6.9% of Omani women with breast cancer during the study period 2UE) suffered
from brain metastasis (BM). BM reflecisnoncurable disease, and hence an impending
death (Zahid et al., 2019). The median reported time from diagnosis with BC to BM was
less than 2 years, while the median survival time from the diagnosis with BM was only 7
months (Zahid et al., 2019). Thefgedings demonstrate the serious ramifications of the

delayed diagnosis of breast cancer.



1.4.2The relatively young age atpresentation

It has been estimated that about one third of Omani women who are diagnosed
with BC are below the age of 40 (Kumar et @011). However, survival rates have
improved (in the period from 2003 to 2008) as a resuh@htroductionof Trastuzumap
which is one of the hormonal therapies for breast caf®sstion 1.2.2)Kumar et al.,
2011, Tremont, Lu, &Cole, 2017). Despite this improvement, increasingly more women
werepresening with advanced stages the disese compared to theeriod1996 2002
(Al-Moundhri 2013; AFMoundhri et al., 2004). The young age at diagnosis in Oman can
be illustrated more clearly thrgh comparisons with data from the United Kingdom.
Mehdi and collaborators (2014) highlighted that 81% of newly diagnosed British women
with breast cancer were 50 years old and above. This is in contrast to 53.5% of new cases
in Oman of the same age grouphese statistics further shothe younger age at

presentation of the illneger almosthalf of Omani women.

1.4.3Awarenesslevels aboutsigns andsymptoms of breastcancer as apotential
contributing factor to the advancedstage ofdisease

Severalstudieshave expl ored Omani womenébés awar
symptoms of breast canc@l-Azri, Al-Rasbi, A-Hinai, Davidson, & AltManiri, 2014
Al Junaibi & Khan, 201 1Alkhasawneh et al., 2018]-Moundhri 2013; Renganathan et
al ., 2014) . s |lawnawarenessnavelseohtbe signs and symptoms of breast
cancer could potentially make them less likely to seek medical help earlier. Consequently,
they seek medical care when the disease has already progressed to an advanced stage. The

majority of theseOmani studies utilised convenience sampling either through inviting



female college students from the Capital city (Muscat)Jixlaibi & Khan, 201)lor a

more representative convenience sampfesamen within Oman (AlAzri et al, 2014
Alkhasawneh et al2016;Renganathan et al., 2014). The main aim of these studies was
to examine Omani adul t s-Azrn e wla20gn @ Omaniab o u't
womends awareness about bdReast SelEgaanmatienr si gr
(BSE) (Al Junaibi& Khan, 2011 Alkhasawneh et al., 201&enganathan et al., 2014).
The study conducted by Azri and collaborators (2014) demonstrated that among 384
Omani adults whom they surveyed, low levels of awareness were exhibited on the
modifiable lifestyle factos, which increase cancer risk such as low consumption bf hig
fibre food, ahigh BMI, and a sedentary life (Adzri et al, 2014. Two other studies
showedthat Omani womemlemonstrateghoor knowledge of the signs of breast cancer
such as the presenceaniass in the breast, or alterations in the nipple area (Alkhasawneh
et al.,, 2016Renganathan et al., 2014). Interestingly, although the awareness level of the
risk factors, signs of breast cancer, and BSS adequate among female university
students, te majority of them lacked knowledge on how to conduct BSE, and when to do
it (Al Junaibi & Khan, 201)1 This is a critical factor given that early detection of breast
cancer occurs during BS&I Junaibi & Khan, 201}l Factors that could explain the lack

of procedural knowledgef BSE are the societal and cultural patterning associated with
shame and stigma in touching the breast which is needed when doing BEBU®Adhri

et al.,, 2004;Banning, Hassan, Faisal, & Hafeg2010;Elobaid, Aw, Lim, Hamid, &
Grivna, 2016; Hashim et al., 2018ghdi et al., 2014). Acadingly, these reasons could,

in part, explain the factors behind the late presentation of breast cancer in Oman.



1.5 Anxiety and mood dysfunctionsamongwomen with breast cancer

Women with BC have been found to exhibit significanttpre symptoms of
clinical anxiety and depressiamhencompared to their healthy counterpaisz( c i et al
2018, and women with other types of cancéadob, Kalder, & Kostev,(17). Rates of
anxiety among women with breast cancer ranged from 8.8% to AK%Abd ElLateef,
& Mohamed 2017 Jacob et al.,, 2017; Park et al., 20M&hdaninia, Omidvari, &
Montazeri, 2010)while 7% to one third suffered from depressidiy(et al., 2017 Beatty
& Kissane, 2017Jacobet al, 2017; Park et al., 201&ilevarzadeh et al., 2019
Vahdaninia et al.2010. The influence othestage of iliness on th@revalencef anxiety
and depressiohas yielded mixed findings Jacobet al, 2017 Kissane et al.2004;
Montazeri et al., 2000Reich, Lesuy, & PerdrizetChevallier, 2008 For instance the
literature reviewconducted by Reich and colleagues @0ighlighted thathe stage of
diseasedid not significantlyimpact the risk ofdepressionSimilar findngs were also
reported by Kissane et al. (2004). On the other hand, other studies have sugussted
womenwith metasatic breast cancer tend saffer from significantly moreanxiety and
depressiosymptomsomparedo women with early stage diseagdy( et al., 2017Jacob
et al., 2017Montazeri et al., 2000PDther authors have proposed that the-significant
relationship between the stage of disease and symptoms of anxiety and depression could
be attributed tgersonality factors which vatyetweenindividuals (Reich et al., 2008).
Ot hers have suggested that the mere diagn
and depression more than the stage of the disBasdty & Kissane, 20107

The sysematic review and meianalysis byPilevarzadeland colleagues (2019)

which examinedthe prevalence of depression among women with breasteccan



highlighted that almost a third of this population suffers from depression. These results
reflect international prevalence rates of depression from 30 cesinlhe highest
prevalence of depression was found in theddcEast region, and it was approximately

double the prevalence of depression among socioeconomically advantaged countries
(Pilevarzadenh et al., 20L9nly three studies from the previous matalysis were from

the Arab region (Ahmed et al., ZD1Akel et al., 2017Bener,Alsulaiman Doodson, &
Agathangelou, 2017 Therefore, the region is underrepresented not only in recent
epidemiological evidence on breast cancer, but also in psychologgzdrch on the

i mpact of breast cancer on womeno6s | evels
imperative to examine the factors that could influence symptoms of anxiety and

depression in this region, and in Oman in specific.

1.6 The Importance of shedding light on the Omanibreast cancer context

The diagnosis of breast cancer at a relatively young agenleéoage of 50 years
old) in Oman warrants special clinical and psychological atten8oientific evidence
from variouscountries highlighted aumber of adjustment difficulties women with breast
cancer faceHashemi et al., 2019; Pilevarzadeh et al., 20TBese difficulties could be
linked to the patientds percei,amdhe sider es s
effects from cancerg@atments (Yang et al., 2017). These difficulties could lead to the
development of anxiety artepressioiiBeatty& Kissane, 2017Hassaret al, 2015;Lim,
Devi, & Ang, 2011 Park et al., 208; Parker, Baile, Moor, & Cohen, 2008ijlevarzadeh

et al., 2019Srivastava et al., 201&ang et al.2017).



Several studies explorethe relationship between young age at the time of
diagnosis and symptoms of anxiety and depression (Burgess 20GH. Hassan et al.,
2015 Lim et al, 2012, Linden, Vodermaier, MacKenzie, & Greig, 20I2ang et al.,
2017). Yang and colleagues (ZDlexplored the risk of developing anxiety, depression
and stresselated disorders among Swedish women with breast cancer. The authors found
that for women wh an advanced disease, young aged2@ears) at the time of diagnosis,
was one of the factors that significantly increased the risk for both anxiety and depression.
More importantly, being young at the time of diagnosis was the only variable that
increagd the risk of streselated disorders among women with an advanced disease
(Yang et al., 207). Among Malaysian women with breast cancer, young age significantly
predicted anxiety, but natepression(Hassan et al., 2015More than half of women
youngertthan 50 years suffered from soarietysymptoms (lindenet al.,2012). In their
systematic review of the magnitude of anxiety among women with breasérca
treatmentLim and colleagues (2011) reportbat younger women diagnosed with breast
cancertend to experience a higher level of anxiety wherergoing chemotherapy
compared to older womefLim et al, 2011).Moreover long-term aixiety and depression
were more prevalenh youngerwomen (Burgess et al.2005 Lim et al, 201]). The
authorsattributed the elevated anxiety and depression symptoms among younger women
to personalfactors such as lack of social support, rather than disgesefic factors

(Burgess et al2005 Lim et al, 2011).

Blank and Bellizzi (2008) analysed the psycholmgl and developmental

processeassociated witlthe attenuated effects of cancer on older people. @lspyed



that as a result of accumulated life experienttest approach to health problems change.
For older people, maintainingmotional welbeing via the use of passive coping
strategies becomes of paramount importgBtenk & Bellizzi, 200§. This is in contrast

to the active coping style most likely implementedyloying people(Blank & Bellizzi,
2008; Linden et al., 2012Hence, healthcare providensay have toapproachyounger
patients commencing breast cancer treatrdéfegrently given their different needand
consequentlynitiate psychiatric/or professional psychological help earlier if necessary
(PaluchShimon et al 2020). These findingare more pertinent to Omanbmenas most

of them are younger compared to other patient populstbection 1.4.2)

1.7 Quality of life amongwomen with breast cancer
The literature emphasises the importance of examining certdienpeeported
outcomes such as symptoms of anxiety and depression, and quality of life among women
with breast canceie{ Haidari, Abbas, Nerich & Anota, 2020Parasveki, 2012). This is
because of thestablished link between quality of life and symptoms of anxiety and
depressioEl Haidari et al., 2020K z ¢ i et al ., 2BelcBetalM008t az er |
Tang et al., 2017 Additionally, quality of life among people with cancer hraseived a
lot of clinical as well as research attentmrer the last few decades as it has been shown
to positively impact the medical management and prognosis of the diBgalseK et al.,
2019;El Haidari et al., 2020; Hashemi et al., 2019; Paras\aiKi2;Stagl et al., 2015;

Wirtzen et al., 2005

Hashemi and colleagu€2019) conducted systematic review and metanaysis

of the studiesvhich included samples of Middle Eastern women diagnosed with breast



cancer, in order to evaluate theeported quality of lifeThe search covered all available
research papers up to August 2018. The total number of studies included was 36 articles.
Although most of these research articles did not waig from Arabic speaking countries,
thereviewstill covered all of the availablEmpirical evidencérom the Arab world. Only

five studiesoriginated from the Aralsulf region, which is culturally comparable to the
Omani culture. Three studies were from Saudi AraBianied et al., 2017; Albabtain,
Alwhaibi, Alburaikan, & Asiri, 2018; Amutaii, Mansour,& Vinluan 2016, one from

Kuwait (AlAwadi & Ohaeri, 2009), and one from Qatar (Bedsulaiman, Doodson, &

El Ayoubi, 2017). Thereforenone of the included studies in the systematic rewaed
metaanalysis examinethe quality of lifeamongOmani womerwho havebreast cancer.

The review highlighted that 18.9% and 59% had poor and moderate quality of life,
respectively, while only 21.2% had good quality of life. Although, no specific
comparisonswere made between Arabic Gulf countries and other Middle Eastern
countries, based on the average quality of life score, three (Albabtain et al., 2018;
Almutairi et al., 2016Bener et al., 201) out of the four Arab Gulf countries demonstrated

that thesevomen had above average mean scores, compared to other included studies in
the systematic review andnetaanalysis.However, he study sample from Kuwait
(AlAwadi & Ohaeri 2009) demonstrated that these women had below average quality of
life mean score. hese findings reflecthe need for more involvement by healthcare

providers to address patientsd quality of

El Haidari et al. (2020) conducted a systematic review to examine demographic,

clinical, and psychosocial variables which are linkedyuality of life among Middle



Eastern women with breast cancer. Their review included 33 studies, and their search was
comprehensive to cover the earliest study conducted in the region up until April, 2018.
Only two studies examined the relationship bemveuality of life and symptoms of
anxiety and depression (Akel et al., 2017; Shakeri et al., 2016). Quality of life was
significantly and negatively associated with symptoms of anxiety (Akel et al., 2017), and
depression (Akel et al., 2017; Shakeri et a016) among women with breast cancer.
Other studies from Turkey and China also supported the same conclusion in terms of the
inverse relationships between quality of life and symptoms of anxiety and depré&ssgian (

et al.,, 2018Tang et al., 2017). Thefore, it is important to evaluate symptoms of anxiety

and depression and quality of life as they are interconnected outcomes among women with
breast cancer. This clinical evaluation is relevant to intervention development which
would target women with glical levels of anxiety and depression. The use of theory can
help researchers understand the mechanisms that influence the psychosocial outcomes
such as symptoms of anxiety and depression, and quality of life. Therefore, the next
section will discuss thenportance of the implementation of theory within the context of

this thesis.

1.8 Theory-Basedapproach to study psychologicalpredictors of symptoms of
anxiety, depression and quality of life

The critical role of theory could be understood within the context of the Medical
Research Council (MRC) (2000) guidelines of designing and appraising complex
interventions (Craig et al., 200&omplex interventionare characterised by the presence

of interconnected variableghich influencethe outcome of the inteewmtion. These



interventions also target behaviours that are amenable for change. Another characteristic
of these complex interventions is the flexibility in their delivery (Craig et al., 200&)

aim of the MRC guidelines is to equip researchers, funding agencies, and decision makers
with specific strategies tdhelp them in the development aedaluation of complex
interventions. These interventions are implemented in vasettings whichinclude

clinical health care settingvhich is relevant for this thesif€ampbell et al., 2000).

The MRC guidelines have emphasised three essential core proghsseshould
be implementedefore the development of a complex intervention. These procasses
recognising current empirical evidence of the phenomenon under study, identifying and
devising theory, and demonstrating the processes of the intervention and outcomes before
the full intervention is implemented (Craig et al., 2008). Making use efathailable
knowledge base is the first step that helps researchers to determine the efficacy of similar
interventions and evaluation technigqu€be second core process in the development of
complex interventions ige role of theory in providingjustification forthe intervention.
In order to be cost effective and time efficient, an intervention cannot be established unless
there is an expected theoretical rationale which justifies its implementation and evaluation.
The theory can also help resdg@ers in understanding the relationships among the
variables, and thexpected underlyingnechanism leading to behavioural change. In
addition, theory driven research is pivotal because it allows the accumulation of
knowledge about a specific phenomendrhis will allow researchers to make
comparisons among studies which utilise the same theoretical framework. The last process

in the development of complex interventions emphasises its implementation in several



small steps before the full implementatiokes place (Craig et al., 2008). Therefore, there
is a potential value in utilising theory driven research given its role in devising and

evaluating complex interventions.

1.91liness perceptionsand religious coping astheoretical constructs andpredictors
of psychosocialbutcomes among Omanivomen with breast cancer

As discussed previously, the role of theory is essemalit could lead to
behavioural change via the implementation of complex interventiomasg et al., 2008
Moore et al., 2010 In order b design complex interventions to improve the vieling
of these patients in the future within the Omani health care setting, it is essential that the
current thesis begins with an initial exploration of relevant theoretical constrattsave
been foud to be associated widymptons of anxiety and depression, and quality of life
among women with breast cancer. Despite the large numpsydifological and disease
specific predictors that have been identified in the literatorémpactthe psychosocial
outcomes of women with breast can(€rHaidari et al., 2020), thithesis will focus on
two of these theoretical constructs which are illness perceptions and religious coping.
These two variables were selected given the empirical evadehich supports their role
in influencing the psychosocial outcomes among women with breast cancer. Additionally,
these two theoretical variables are modifiable, and could therefore be addressed and
changed using clinical interventions (Hosseini et @162 Koenig, PearceNelson,&

Erkanli, 2016;Pearceet al., 2015).

lliness perceptions (or representations), one of the psychological predictors of

anxiety, depression, and quality of life among women with breast cancer have been



extensively examined itne literature [Eischer et al., 2013us, Aktas, Ekici, EIboga, &
Djamgoz, 2017 McCorry et al., 2013Millar, Purushotham, McLatchie, George, &
Murray, 200% Silva, Moreira, & Canavarro, 201Rozema, Vollink,& Lechner, 2009

Tang atal., 2017. llnessper cepti ons are a personds men
illness (Leventhal, Meyer, & Nerenz, 1980). Some of these illness perceptions include
patientsd perceptions about the seieerity
course) of the illnesgnd the perceived consequences of the illnagheir lives lliness
perceptions have beassociated with various psychosocial outcomes among women with
breast cance~{scher et al., 2@ McCorry et al., 203; Millar et al.,2005 Rozemaet

al., 2009 Silva et al., 2012; Tang at al., 2013ymptoms of anxiety and depression, and

poor quality of life have been linked with high scores on illness perceptions
guestionnaires. High scores reflects that patients think that the illness will have severe
negatve consequences on their lifeigcher et al., 2@, McCorry et al., 2013Millar et

al., 2005 Rozema et al., 2009; Silva et al., 2012; Tang at al., 20b7ilustrate, it has

been shown that when pattewith breast cancer thifferceivethat their illness will have

severe consequencen their life, they will be more likely to experience high levels of
anxiety and depressioiR¢zema et al.2009. As a result, their quality of life will be

negatively affectedHanakidowet al.,2018 Tang at al., 2017).

I n addition to the predictive role of
outcomes, coping strategies halso beernheoretically hypothesised to predict patient
reported outcomes (Leventhal et al., 1980). Coping strategieseaskills that patients

utilise to manage their iliness. lliness perceptions and coping strategies are the main

21



theoretical constructs within the commsanse model of setegulation (Leventhal et al.,
1980). However, a more specific mechanism of copiefigious coping, has been
increasingly recognised in the literature as one of the most commonly used coping
methods used by women with breast canGnizalez, Tanenbaum, & Commissariat,
2016 Johnson, & Spilka, 199Park et al., 201 AVatkins, KanuHamilton, Kozachik, &
GastonJohansson, 20).7Additionally, within the Omani context, religious coping has
been reported as the most frequently utilised coping skill among Omani women with
breast cancer (AAzri et al., 2014 Religious coping is also hdoretical construend it
involves the use of specific thoughts and behavitbhelp the person give meaning and
manage the perceived burdens within the context of what the individual perceives as
sacred(Pargament, 1997Pargament devised the most comprehensive theory of religious
coping, and he defined tlsacredasa comprehensive concept, which not only refers to
the religious or spiritual aspects within the context of religion, but it also includes other

divine-like obeds and what the person perceiasssignificant (Pargament, 1997).

For the purposes of this thesis, Pangant 6 s def i nition of rel
utilised, but within the religious context. The spiritual dimension will also be considered
within the context of religion, rather than being a broad con&sir(an, Harding, Gysels,

Speck,& Higginson, 2011) This choice has been made given the religious context of the
population of interest in this thesis. Thispapach to the conceptualisation refigious
coping is more appropriate to theustim population (Utz, 2012). Islam the religious

basis for the spirituality for Muslims (AbRaiya & Pargament, 2010; Utz, 2012).



Therefore, it would not be appropriate for the Muslim Omani context to eansid

spirituality outside of the context of religion (Utz, 2012).

1.10Summary

This chapter discussed the magnitude of female BC as a public health problem,
and more so within the Omani contegiven thatOmaniwomen continue to present to
the medical establishment with an advanced incurable disease. From the literature
reviewed, it becomes apparent that thersaarcity of psychological researctvhich
focusses on identifying predictors of psychosocial outconitgn the Omaniclinical
context.Giventhat theyoung age of Omani women when diagnosed with breast cancer
could pose specific challenges in terms of the psychological difficulties they could face
it becomes of paramount importance to examine relevant theories. Theory driven research
is crucal as it demonstrates psychological variables that are amenable for change, which
could consequently positively impact psychosocial outcomes for these women. Therefore,
the next chapter will provide an overview of the comrmense model of setegulation
and Pargament ds theory of religious copi

theoretical framework which will inform the basis for the empirical studies which follow.



Chapter 2. Narrative Review of the Theoretical Significance of
Exploring Psychological Predictors of Psychosocial Outcomes

among Omani Women with Breast Cancer

2.1 Summary

The previous chapter described breast cancer, the epidemiological data, and the
psychological difficulties women with this disease encounter. Additionally,irwitre
context of the Medical Research Council (MRC) guidelines, the role of theory driven
research in the development of complex interventions was also illuminated. This chapter
will deliberate the role of psychological theories, and more specificaliypgdpeories,
in identifying and changing maladaptive illness perceptions and coping strategies within
the context of chronic iliness, and more specifically breast cancer. A brief overview about
the historical developments of the two main camps of copiegry which are trait versus
stateoriented, and micro versus macro approaches will be discussed. This chapter then
goes on to propose an integrated model which combines the cesamsa model of self
regulation (Leventhal et al., 1980) and the religiongitng mediator model (Pargament,

1997). The rationale for the proposal of the integrated model will be discussed.

2.2  Introduction
Despite the progress made in the early detection and medical treafrbesast
cancer(Section 12.2), relatively few studis have been conductadbout the analogous

psychological implications of having to live with a breast cancer diagnosis within an



Arabic setting, and morso within anOmani settingSections 1.3.1 and 1.4AVomen

with breast cancer have been foundave Igh levels of anxiety and depression, which

is consequently linked to low quality of life (Sections 1.5 and 1.7). Given that quality of
life has been shown to influence canoelated treatmer(Section 17), more knowledge

is neededabout how women copeith the disease and itseatment. Psychological
theoriescan add to this knowledge base by highlighting the psychological mechanisms
involved when reacting to ahiness (Rejesky & Fanning, 20190his iscritical asthese
theories mighhelp researchers and clinicians to hight those psychological constructs
which are amenable to changedconsequentlgan be targeted iclinical psychological

interventiongCraig et al., 2008)

An abundanhumber of coping theories have been depet to study theoping
processamong people going througtressfullife evens (Haan; 1969; Krohne, 903,
1996 Lazarus & Folksman, 1984;eventhalet al, 1980; Pargament, 1997; Vaillant,
1977. Therefore, tis chapter aims to provide an overviewtud historical developments
of copingtheories and highlight whihe commorsense model (Leventhel al, 1980) is
valuable forthe populationof interest in this thesign addition, because coping theories
often highlight the cultural context of copinig,is only reasonable to evaluate coping
within specific cultural contexts such as the Omani context (Lazarus & Folkman, 1984;
Pargament, 1997). However, few studies that have tested theories of coping have done so
with a view to also taking into consid#ion some of the cultural cqgranents such as
religion (Wong,Wong, & Scott,2006). Indeed, rajious coping is not a core construct of

any existing coping theoriefLazarus & Folksman, 1984 eventhal et al, 1980;



Pargament, 1997 hereforethis chapte proposes an integrated modélcoping which
combines a key theory ollness perceptions ancoping which isthe commorsense
model (Leventhakt al, 1980),with the religious coping mediator model (Pargament,
1997) to suggest a potentially more sen&tmodel which also take into account the

religious context of the illness experience.

2.2.1The historical developmentsof coping theories

Given that a key construct of this thesis is coping, it is crucial to emphasise that
coping is complex, and has been constantly evolving as more coping theories have come
to light and have undergone major developments (Kroh@83, P96). Theories of
coping have been divided into two main categories: sidtnted versus trairiented
theories Duvenage, Uink,ZimmerGembeck, Barber, & Donovan, 281 Coping
theories and research initially began witittorientedtheories which have stemmed from
the pychodynamic tradition. These theoriesnceptualise coping aspersonality trait,
which is relatively stable and predictable across situations (Chronister & Chan, 2007).
These traHoriented coping thetes have beenfollowed by situation specifi state
oriented coping theories (Billings & Moos, 1981; Cang&cheier, & Weintraub1989;
Endler & Parker, 1990; Lazarus & Folkman, 1984, Leventhal et al., 1997; Md®&&
Pearlin, Menaghan, Lieberman, & Mullan, 19&%karlin & Schooler, 193%8Copingis
conceptualised as a dynamic process in these sitesgiexific theories, and contingent

upon thecognitive evaluation of the situation by the perfoazarus & Folksman, 1984

In addition to the trait versus state distinction, coping theories h&so been

divided into macrcanalytic versus miro-analytic approache@rohne, 1993, 1996).



Macro-analyticapproach includes coping theories which are rooted in the psychodynamic
theory, where coping is conceptualised as higher order dimenamalations with two
dimensions. Therefore, these theories are not situagieaific, and do not involve a vast
array of coping strategies. Thelam-analytic approachon the other handsomprises
coping theories whichssess specific cogjrskills whid are activated and implemented

in variousstressful situation@Krohng 1996. The main theories included within both of
these coping approaches will be briefly reviewed, and the rationale behind selecting the

commonsense model will be described nexttgat

2.2.2 Macro versusmicro approaches tocoping

Themacrelevel approach to coping resembles the initial efforts of researchers to
understand coping, and it involves a large number of coping theories and models which
are predominantly traibriented (Bruner & Postman, 194Byrne, 1961 Cohen &
Lazarus, 193; Freud, 1957 Horowitz, 1976;Janis, 1977Krohne, 1993 McGlashan,
Levy, & Carpenter, 1975Mullen & Suls, 1982 Roth & Cohen, 1986Shontz, 197h
These theories conceptualise coping on a continuum with two dimensions at each end of
the continuum (Chunister & Chan, 2007). The umbrella dimensional model of the macro
approach is the approach versus avoidance formuldioth & Cohen, 1986 According
to this coping formulation, when a person is in an anxpetyoking situation, he/she will
either copewith the situation through getting exposidthe situatiorto manage it, or

could cope through leaving/escaping it altogether (Roth & Cohen, 1986).

Other conceptualisations of coping within the macro approach follows this

umbrella formulation (e.g. appach versus avoidance), despite the varied undgiyms



of these other conceptualisations of coping (Chronister & Chan, 2007). Examples of these
dimensional conceptualisations of coping include repressan#tisation (Byrne, 1961),

denial intruson (Horowitz, 1976),and avoidancévigilance (Cohen & Lazarud,973;

Janis, 1977)n order to explain one such formulation, the repressensitisation (Bryne,

1961) formulation will be highlighted. The repressemmsitisation (Bryne, 1961) reflects

the approactavoidance conceptualisation, in which people, without their conscious
awareness, would avoid painful memories and thoughts. On the other hand, people falling
on the sensitisation end of the continuum, cope by paying attention to the detds of t

situation, and overthinking.

The theories and models within the macro approach to coping represent the
building blocks of coping research and theory (Chronister & Chan, 2007). Nevertheless,
three main limitations of this approach exist which ratioeattse exclusion of these
theories as potential theoretical frameworks for this théstkihan & Lazarus, 1985;
Krohne, 1996; Roth & Cohen, 1986-irst, the macro approach to coping does not allow
for a complex contextual understanding of the coping paehich involve factors such
as cognitive appraisal of the situation and the characteristics of the stressor such as its
chronicity and intensity Lazarus & Folkman, 1984 Second, the conceptual overlap
which exists among the theoretical constructs iwithese models (e.g. repression versus
trait anxiety), will not allow for a precise measurement of these constfamlisr{an &
Lazarus, 1985; Krohne, 1996; Roth & Cohen, 1984illant, 2011). Third, given that
these theories view coping as stable perggn#raits which are located along a

continuum, empirical evidence suggests that these theories could only explain the



psychological mechanisms employed by people who fall at the extreme end of the coping
continuum. Consequently, these theories couldpnovtide theoretical explanations for
well-adjusted people falling in the middleolkman & Lazarus, 1985; Krohne, 1996; Roth

& Cohen, 1986 Vaillant, 201). Keeping in mind that this thesis aims to achieve a
contextual and complex understanding of thediacinfluencing psychosocial outcomes
among Omani women with breast cancer, and given the limitations outlined earlier, the
theories within this approach will be excluded as potential theoretical frameworks for this

thesis.

The emergence of the micro appch to coping was associated with several
factors. These reasons were the limitations described earlier within the macro approach,
researchersdé emphasis on cognitive factor:
Lazarus and Fol kiolritheay of srées8ahd coging €Chrenestert&
Chan, 2007). Consequently some researchers shifted their focusnomtodetailed
situationspecific coping strategies used by people going through varioussitistions
such as the diagnosi$ alife threatening diseasandrole strain, among others (Endler &
Parker, 1990; Folkman & Moskowitz, 2004; Lazarus & Folkman, 1984; Leventhal et al.,
1997).The mcro-level approacho copingencompasses several prominent theories which
view coping as a dynamic process that changes depending on the interactions between the
person and environment. These theonéer a comprehensive evaluation cbping
methodghat are utilised by people imisis situationgBillings & Moos, 1981 Carver et
al., 1989 Endler & Parker199Q Lazarus & Folkman, 1984 eventhal et al., 1997;

McCrae,1984 Pearlin et al.1981;Pearlin & Schooler, 1998As such,thesetheories



incorporde contextual factors whicare related to the stressful situatiom question,
includingenvironmental factors. They also incorporattividual cognitivefactors which
includet he persondés evalwuation of the meaning

placemore emphasis aifie contextual factors whicbouldinfluence he coping process.

Four broad coping strategies have been suggested within the-apjmroach.
These involve problerocused coping (Lazarus & Folksman, 1984), emetaused
coping (Lazarust Folksman, 1984), avoidance coping (Endler & Parker, 1990), and
meaningmaking coping (Park & Folkmar,997). Problemfocused coping is typically
utilised when the person perceives the stressor as within her/his ¢anicbit involvesa
p e r s o n $tesohethesituation in order to manage the stregtarzarus & Folkman,
1984). Emotionfocused copingon the other handncludest h e p eattemmt mod s
achieve emotional regulation through five types of coping strategies: venting of emotions,
distraction, cognitive reappraisal, wishful thinking, and-b&ime(Lazarus & Folksman,
1984)Avoi dance coping r efdeawith theperceiped streseon 6 s a't
via escaping the painful situation through several means, be it emotionaeking
support from others, or behavioural by distracting the self and engaging in other
behaviours (Endler & Parker, 1990). Lastly, in meanmaking coping, people mobilise
their values and belief systems to reconstruct the meaning of the stressfiibrsitua

(Folkman & Moskowitz, 2004).

The above mentioned theories take into consideration the complexity of the coping
process, and some of them are sophisticated in addressing contextual factors, which

involves social situationsPgarlin & Schooler, 19%8and chronic illnessHillings &



Moos, 1981). However, these theories do have several limitations which would render
them not suitable to be utilised as the theoretical foundation for this thesis. First, the
generic cognitive focus of some theor{&hndler & Parker,199Q Lazarus & Folkman,

1986; Pearlin & Schooler, 19j98makes them too broad to address illness related
cognitions for women with breast cancer, who are the population of interest for this thesis.

For example, the primary and secondary cognéyaraisal processes which are evaluated
within Lazarus and Fol kmandés (1986) theor
address illness related perceptions which are activated within the context of iliness. These
illness specific cognitions suchagspaent s® t houghts about ¢t he

i mpact of the illness on the personds | if

the commorsense modeLgventhal et al., 1980).

The second limitation is linked to the broad dimension®ping associated with
the micro approach, which makes them too general to be utilised within an iliness context.
Leventhal et al. (1997) suggested that coping skills have to be contextualised in order to
reflect the ways patients manage their illness. dfoee, coping skills utilised by patients
are distinct from coping skills that are used in other contexts. To illustrate, the use of
specific medical procedures to manage the illness could be a prbddased coping
strategy, but it is iliness specifich&refore, Leventhal et al. (1997) advocated the use of
Aprocedureso instead of coping in order t
to the illness context. As awrsequencethey implemented the term procedures to add
specificity to the mechaniss usedy patientdo manage the health threat (Leventhal et

al., 1997).



The third reason which rationalises the implementation of the corsemse
model for this thesis is related to the robust recent empirical evidence that utilised this
model for multple health conditions, including breast cancer (Hagger et al., 2017). The
commonsense model has increasingly been utilised to study illness perceptions, coping
procedures andther components within the model among women with breast cancer
(Fanakidou etla 2018;Fernandes & Mcintyre, 202@ibbons, Groarke, & Sweeney,
2016 Kaptein et al., 20L,Xaptien et al., 2015 us et al., 2017; Lan, Zhang, Zhang, Yan,
2019;Lee, Baek, Jeon, & Im, 201®a, Yan, Wu, & Huang, 2018; Tang at al., 2p17
The study ofiliness perceptions has allowed for a more complex understanding of the
mechanisms that underlie and impact pgsychosocial outcomes of this population.
Consequently, the main aim of the model is to understand these mechanisms, and
consequently design @facious clinical interventiong={scheret al, 2013; Hagger &
Orbell, 2020 Stagl et al., 2015 More details on the development of the comssense
model as a process model, its various components, as well as empirical evidence

supporting its utility wil be discussed in the following sections.

2.3 The common-sensemodel of self-regulation
2.3.1 Its origins and historical developments

Analogous to the theories within the micro approach to coping, the coisense
model (Leventhal et al., 198® a process model, and is situated within the context of
iliness. Initially, the model was termed as the -sefjulation model, and it aimed to
understand how people manage and detl health threats. The model has undergone

several developments singg inception in the 1960s (Leventhal, Phillips, & Burns, 2016;



Hagger & Orbell, 2020). It originated when
were investigated by researchers (Leventhal et al., 198@)inftial researcHindings
highlightedth at peopl eds experience with the il]
(e.g. taking a flu shot). To illustratpeople whadhad seen an ill relatiyéended to have

stronger beliefs ajut the severity of the illnessand were more likely t@wommit
themelves to a healthehaviour to prevent the illness (Leventhal et al., 19&@)ally,

the model focusean the interaction between the level of fear induced through the
messages conveyed to participaatsl itsconsequennfluence on their health behaurs

(Leventhal et al., 1980Burprisingly, all levels of fear messages (low and high) had the

same effect orthe health behaviar if they were followed by a specific action plan
(Leventhal et al., 1980Action plans are the directions given to a persadmeip him/her

implement the health behaviour (e.g. to be provided with the name of a health center to
take the flu shot).Therefore, the feafactor alonewas not sufficient to motivate
participants to cmmit to a health behaviouAdditionally, action plans by themselves,

were notadequate for behawcal changeRather, loth fear and action plans had to be

combined to result in behavioural change (Leventhal et al., 1980).

After laying thefoundations othe self-regulation model, the next phase of the
modeb sdevelopment explored the contento f p e dllpeksep@&rseptions (or
representationg)Leventhal et al., 1980 ualitative studies explored the dimensions of
illness perceptions, whichave rise to theommonrsensemodel (Baumann, Cameron,
Zimmerman, & Leventhal, 1989; Baumann & Leventhal, 1985; Croyle & Jemmott, 1991;

Croyle & Sande, 1988; Kleinman, Eisenberg, & Good, 1978; Lau & Hartman, 1983;



Meyer, Leventhal, & Gutmann]l1985. The malel is an iliness threat modelyhich

suggest that when individuals experience a hidttreat, theimental representations of

the illnesswill be activated to manage the perceived illness thiégarefore, people are
consideredhctive agents irmanagirgy their illness lliness perceptionguidethe use of
Aprocedur es 0, heavily exanhineda s i 6 copeggesdr 8o mana
illness (Hagger et al., 2017; Haggei&bell, 2020). Although, Leventhal and colleagues
(1997) used thetermpr ocedur e o, rather than fAcopingc
avoid the strict coping literature and to include oteehniques to manage the iliness (e.g.

a doct omdassof theiegpirical Jiterature utilises theterfic o pi ngo r at her
i p o c e dHagger & Oxbell, 2003Kaptein et al., 2013, 20)15These procedures are
hypothesised to impact varisuillness, social,as well as psychological outcomes
(Leventhal et al., 199 Hagger & orbell, 2020 The commorsense model is dynamic in
thatiliness perceptionare expected tohange across time as new knowledge about the

illness is acquire@Broadbent, Ellis, Thomas, Gamble, & Pet2@09;Iskandarsyah et

al., 2013 Knoop, van Kessel, & Mosilorris, 2012; MossMorris, Humphrey, Johnson,

& Petrie 2007).Procedures and coping strategies could alsogehancordingly, and the

whole selfregulation process to manage the illness is constewdliyatedy the person.

By and large, iliness perceptioase basedon threedifferent resources: soal network
(including the media), the individteal 6s p

p e r ssomaficssymptoms and sensations (Leventhal et al., 1980).

As shown in Figure 2.1hecommonsense model is a paralgtocessing model

in that thepresence of an iliness stimukads to theactivation of two types of illness



representationgmotionaland cognitivgLeventhal et al.1997; Meyetret al.,1985). The
emotional representations are tharfeesponse or any other emotional reaction
response to the illnes3he cognitive representations of an illness are the thoughts and
perceptions about the illnessthe emotional and cognitiveepresentationsare
conceptualised as relatively indepgent processes within the modééspiteempirical
evidence highlighting the interdepedence among the cognitive and emotional
representation®Rozemeet al.,2009. Leventhal, Brissette and Leventhal (2003) initially
conceptualised the cognitive representations into five dimensions namely: causes,

identity, timeline, consequences and control.

Feedback loop

— Appraisal
Cognitive of coping
illness Coping
representations strategies
lliness lliness
stimuli outcomes
Er_rlwlotlonal Coping Emotional
Hiness ) strategies outcomes
representations
Appraisal
of coping
Figure 2.1 The CommorSense Model (from Leventhal et al., 198@japted

from Hagger and Orbe{P003



The causedimensioninvo | v e s t h thoughtsabautdhe dasisks of the
illness. The literature identified numerous perceived causkeshe illnesssuch as
psychologicafactorsand chanceto name a feyMossMorris et al., 2002)Theidentity
dimensiorrefers to the symptoms, names and Ialtie¢ patienascribego herhisillness.
Thetimelinedimensioni nvol ves the patientds expectat:i
him/her to recuperate from the illned$e consequencedimensioni nvol ves pat.
opiniors about the impactf the illness on variouaspectsof their life. The control
dimensionencompasseboth personal and treatment control. Personal congdhe
p e r shbelref@dfsher own ability to manage the iliness. Treatment control, on the other
hand, s t h e pepceporsobtimetiestmend s e f(lfeventraloetyal., 2003). These
five illness dimensionsare assessedn the lliness Perceptions Questionna{iBQ;
Weinman, Petrie, MosBlorris, & Horng 1996), the RevisedPQ (MossMorris et al.,
2002, andtheBrief-IPQ BroadbentPetrie, Main, & Weinman, 2006). The latter measure
included a new item, i1l ness coherence, wl|

illness.

2.3.2Empirical evidence on thecommon-sensemodel with various illnesses
Thecommonsensenodelhasbeen extensively utilised by researchers in the field

of health psychologyver the last five decadeand is considered one of the most

influential models for understanding health behaviours (Broadbent et al., 2009; Hagger et

al., 2017; Hagge®& Orbell, 2020; Hagger & Orbell, 2003;an Puffelen Heijmans,

Schellevis, Nijpels, & Rijken, 2019). Two systematic reviews (Hagger 04l7, Hagger

& Orbell, 2003) have highlighted an increase in ¢juantity of studies that utilise the



commonsense model. The first meamalytic review published in 2003 included all of
the quantitative studies that utilised the comrmense model from October 1977 until
October 2002 (Hagger & Orbell, 2003). Studies includetthé review covered 23 iliness
(e.g. chronic fatigue syndrome, diabetes mellitus, multiple sclersid)ypertension),
which reflect an extensive range of chroamd acute illnesses (Hagger & Orbell, 2003).
However,none of the included studiesthemetaanalysisvas conducted on women with
breast canceexcept for one study which waenductedvith womenwith anincreased
risk of breast cancefRees, Fry, & ull, 2001) Therefore, the conclusions of the meta

analysis may not be applicable to women with breast cancer.

However, the metanalysis conducted by Hagger and Orbell (2003) supported the

theoretical associations among the dimensions of illness perceptions, pkmesptions

and coping, and illness perceptions and illness outcomes. More specifically, &m mix
samples of medical patients, cognitive illness perceptions were repotbedcorrelated
with each otherPatients \wo perceived the illness as having se&vgymptoms were more
likely to think thatit will have severe consequences on their kied that the illness will
have a longourse Additionally, patients who did not believia their ability to control

the illnesswere more likely to perceivié as haing severe symptomand to have a long

course.

Other theoretical assumptiookthe commorsense model such as the correlations
between illness perceptions and coping methods were also supported (Hagger & Orbell,
2003). Patients who believed in their lapiand that of the medications to control the

illness, were more likely to utilise problefocused coping. On the other hand, patients



with severe perceived consequences, severe perceived symptoms, and longer perceived
timeline were more likely to impleemtemotiorrfocused coping such as the expression

of emotions and denial.

Additionally, the metaanalysis by Hagger and Orbell (2003) demonstrated that
illness perceptions were correlated with illness outcomes which indiodditease state,
physical role and social functioning domains of quality of life, psychological distress and
psychological welbeing Patients who believed that they can control tiilmiess had
goodquality of life, and exhibited less psychological distress. On the other hand, patients
with severe perceived consequences, longer perceived illness timeline and severe
perceived symptoms were more likely to have poor psychosocial outcomes and poor
quality of life. Hagger and Orbell (2003) did not examine the mediating role of coping
between illness peeptions and outconmaeasures as a result of the limited studies in the
literature which examined these relationships. In general, authors in the field have
continuously highlighted that studies which examine the mediating role of coping within
the commorsense model are scarce (Hagger & Orbell, 2020)\ever, findings reflected

that illness perceptions predicted more psychosocial outcomes compared to coping.

The most recent me@nalytic review which was conducted by Hagger et al.
(2017), and covered the period from 1980 to December 2013, highlighteartfen the
studieswhich utilisedthe commorsense model in recent years. Compared to the 45
studies intuded in the first review by Hagger and Orbell (2003), this review included 254
research articles. Hagger et al. (2017) aimed to assess the correlations among the main

three elements of the model, namely illness perceptions, coping, and illness outcomes.



Their findings indicated the lack of full mediation of coping between illness perceptions
andillness outcomes, which is in contrast to the theoretical assumption of the model.
However,some of the illness perceptiodemonstratedlirect effects on the outme
measures. Additionallyandvia the mediating role of copinghdirect effectswere also
notedof some illness perceptiom the measured outcom@sagger et al., 2017Y0f
interest is thabut of the 254 studies included in theetaanalysis only five of the
included articles were conducted witlomen with breastancer Corter, Findlay, Broom,
Porter, & Petrie, 2013; Costanzo, Lutgendorf, & Roeder, 2011; Fisehal, 2013;
Rozemaet al, 2009; Silva, Moreira, & Canavarro, 2012 he studies onvomen with

breast cancer which examined psychosocial outcomes relevant to this thesis (e.qg.
symptoms of anxiety and depression, and quality of life) will be discussed in the next
section. Consequently, the two meiaalyses covered in this section showeat hone of

these studies were conducted on Arab women with breast cancer fuvtheh reinforces

the need to exploré¢he role of illness perceptions on the psychosocial outcomes among
this population. The next section will highlight the research coedutt explore the
relationships among illness perceptions, coping, and psychosocial outcomes with women

with breast cancer.

2.3.3 Thecommon-sensemodel as applied tcsamples ofwomen with breast
cancer

The previous section shed light on the empirical evidence of the utilisation of the
commonsense model among people with medical illnesses. This section will réeew

most recent andelevant researctvhich implementedhe commorsense model among



women with breast cancer. It will also discuss relevant studies fromtwioe main
comprehensive literature reviewtKapteinet al. 013 2019, which covered all of the
studies utilising the commesense model among this population. The first review by
Kapten et al. (2013) covered research evidence on the utilisation of the cosamsa
model from the first study found in the field in 1996 to December 2011, while the second
review by Kaptein and colleagues (2015) covered the period from January 2012 to March
2015. An updated literature search was also condumtetiA. for the purposes of this
thesis to ensure the literature review wagatgae. This additional search fosed on
locating additional relevararticles that utilised the comma@@nsemnodel from2015 to

June, 2020. This search led to the inclusion of another seven stadresifou et al.,
2018;Fernandes & Mclintyre, 2020; Gibboeisal.,2016;Lanet al, 2019; Lee et al.2019;

Ma et al, 2018; Tang at al., 2017

Thestudies in this section have been organised in such a way as to makeécteoret
sense withinthe commorsense modelTo illustrate, the studies that examined the
relationships among the cognitive and emotional iliness perceptions will be discussed first
(Fischer et al., 2@ Ma et al, 2018 Rozemaet al, 2009, followed by the studies that
examined the relationships between illness perceptions and copergafdes &
Mcintyre, 2020;Lanet al., 209; Rozema et al., 2009%then the studies that examined the
relationship between iliness perceptions psgchosocial outcomé€hatier et al., 2012;
Fanakidou et al., 2018; Fischer et al., 20Gibbons et al.2016 Kus et al., 2017;
McCorry et al., 203; Millar et al.,2005; Rozema et al., 2009; Silekal., 2012; Tang at

al., 2017, the studies describing the relationships between coping and psychosocial
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outcomesMiillar al., 2005; Rozema et al., 2009), and finally the studies that examined the
mediating role of copingbetween illness perceptions and psychosocial outcomes

(Gibbons et al., 2016yicCorry et al., 203; Rozema at al.,d@9).

The theoretical basis of theommonsensemodel and empirical evidencen
women with breast cancer haveghlighted the correlationsamong the cognitive
dimensions of illness perceptiorisigcheret al., 20B; Leventhal et al., 2003Ja et al.,

2018 Rozema et al.2009. Women with breast cancer who perceive their illness as
having severe symptomsvere more likely to report experiencing emotional
representations of illness such as fear and sadness (Rozema et al., 2009), and perceived
their illness as more threatening (Fischer et al. 328bzema et al2009, and having

less control over itfischer et al., 201 Rozema edl., 2009. Also, patients who perceived
themselves to have less control over the iliness, and with less benefit from the treatment,
tend to have more threatening illness percept{dteset al.,2018).In addition, patients

with negative emotional repregations, were more likelio have a low level of personal
control (Fischer et al., 23; Rozema et al., 2009), and treatment control (Ma et al., 2018;
Rozema et al., 2009), to believe that their illness will be cyclical in nature (Fischer et al.,
2013; Maet al., 2018; Rozema et al., 2009), with severe consequences (Fischer et al.,
2013; Ma et al., 2018) and more perceived symptoms (Fischer et al., 2013). This empirical
evidence adds further support to the comysense model in terms of the interdependence
among the cognitivand emotionaillness perceptiongdowever, i also showed thainly
alimited number of studies were conducted to explore this aspect withinaithel,rand

two of these studies originated from the Netherlands. With this mind, itpisriemt to
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explore iliness perceptions from other parts of the world, including the Arab world, as
illness perceptions are influenced by cultural factors that amguenio each cultural

context (Cein, 2004; Kleinmaret al, 1978;Leventhal et al., 1997

Few studies examirgethe relationships between illness perceptions amihgo
among women with breast cancer, to find out thate areveakassociationbetween
illness perceptions and coping strategkearfandes & Mcintyre, 202Qan et al., 209;
Rozema et al., 2009). A chrortimeline was associated with cognitive and behawabur
avoidancdlLan et al., 209; Rozema et al., 2009), while lower levels of timeline and high
levels of treatment control were associated with high levels of fightimg @peérnandes
& Mcintyre, 2020Q. Severe consequences were associated with lower use of problem
focused coping (Rozema et al., 2009), and high levels of helplessness and anxious
preoccupationRernandes & Mcintyre, 2020Lan et al. (209) found thatseveral illness
perceptions were associated with many coping strategies, but all of these correlations were
modest. Treatment control and emotiongiresentations were weakly and negatively
associated with confrontation coping. Additionally, both timetind consequences were
negatively associated with resignation (i.e. avoidance coping) (Lan et &), 20k
findings in Lan et ab $2019) study of the inverse relationship between timeline and
consequence®n the one hand, andsignationcoping on tle other handmight not be
expected, but it may reflect the cultural differences in the @lagesepatients think and

react about the diagnosis of cancer (Dein, 2004).

These weakcorrelations between illness perceptions and coping could be

attributed to how coping was measured in these studies, and thus may natwefettal
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relationship betweelliness perceptions and copiriRather these weak relationships were
attributed to the use aoping tools which assess coping in a broad regmather than
copingtools which assess illnespecific coping strategig€oyne & Ricioppo, 2000).
Generic selreport measures may not reflect how eacividual cope within the context

of iliness, rather, it only evaluates general coping sti&syne & Ricioppo, 2000).
Therefore, one of the knowledge gaps in these studies is the lack of use of theoretically
and contexspecific coping measures which conceptualises coping as a dynamic process.
The literature also clearly lacks knowledge on the usel@fious coping as one of the
coping methods used by women with breast cancer. Compared to all other coping
strategies, religious coping is one of the most frequently utilised coping mechanisms
among women with breast cancer{ri, Al-Awisi, Al-Rasbi,& Al-Moundhri, 2014;
Mehrabi,Hajian, SimbarHoshyarj Zayeri 2015).Therefore, this thesisill address this
knowledge gap bgxaminingthe relationship between iliness percepsi@and religious
coping using a theoreticallyased measuref religious copingas will be discussed in

Section2.4.2.

When compared to coping, illness perceptions have been showth®dieonger
predictor of psychosocial outcom@dscher et al., 2@ Gibbons et al., 2016VicCorry
et al., 203B; Millar et al, 2005; Rozema et al., 2009; Silgaal, 2012). McCorryet al.
(2013) found that illness perceptions were the strongest predictors of anxiety and
depressionand they explained up to 24.6% and 36% of the variance, respectively
(McCorry et al., 203). Gibbons et al. (2016), found that identity and emotional causes

predicted 40% of the variance in depression, while identity by itself predicted 32% of each
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of the anxietyand cancerelated distress. AdditionalliRozema et al. (2009¢portedhat

57%d variance in patientsodo physical qgual il
illness identity and perceivedconsequenceswvhereas47% of variance inpat i ent s 6
perceivedmental health wagredictedoy boththe emotional representation of illness and
treatment control (Rozema et al., 2D0%Iness perceptions werassociated with
symptoms of anxietydepression and quality of life (Charlier et al., 2012; Fanakidou et

al., 2018; Fischer et al., 2013; Kus et al., 2Qiltar et al., 2005; Rozema et al., 2009;

Silva etal.2012; Tang at al., 2017). lliness identityi{{lar et al., 2005) as well as timeline

(Fischer et al., 2013Vlllar et al., 2005)were positively associated withstress. Severe
perceived consequencaitheillnesswere positively correlated wigymptoms of anxiety

and depression (Kus et al., 2017; Silva et all2Z2@nd negatively correlated with quality

of life (Silva et al., 202).

Other iliness perceptionghich wereexaminedy Kus et al. (2017) were found to
be associated with symptoms of anxiety and depressioithese were: timeline, personal
control, identity, concern and emotional representations of illness (Kus et al., 2017). Lee
et al (2019)further reinforced thgteople with threateninginess perceptions weraore
likely to suffer fromlowerslevels of quality of life.Therefore, although these studies
highlighted various illness perdsms as predictors of anxiety, depression and quality of
life, the identity ad perceivedconsequencesf the illnessappear to be the strongest
predictorscompared to other illness perceptions. Generally speaking, the more severe and
threatening the iliness perception is, the more likely that it will be associated with worse

psyclosocial outcomes.
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It is possible that these findings which underscores the role of illness perceptions
compared to copingare the result ofecruiting patients at various stages in the illness
trajectory (Gibbons et al., 201@lillar et al. (2005)recruitedtheir sample after surgery
while Rozema st al. (2009)articipants were withitwo yeardsrom ther diagnosisOn
the other handGibbons et al. (2016) recruited women beford tintiation ofthe cancer
treatment. Cosequently, theseariaions in the study desigmmay reflect that patients

could be in differenttages of the commesense model.

Charlier et al.(2012) highlighted that illness perceptions along with other
psychosocial variables foed illness clusters that were associateithveymptoms of
anxiety, depression and quality of lif€éhe cluster which was associated widss
threatening illness perceptigrendthe highest perceivedontrol and illness coherence
waslinked with low levels of anxiety andepression. On the other hand, the clustgch
was associated witimore threatening illness perceptiorlswer levels of illness
coherenceand lower perceivegersonal and treatmecntrol was associated witigher
levels of anxiety and depressionh@lier et al., 2012)These results further illustrated
that threatening illness representations are linked with high levels of anxiety and

depressive symptomatology.

Moreover, tudies from other cultural contexts such as China and Greece also
examinedthe associations between illness perceptions and psychosocial outcomes
(Fanakidou et al., 2018; Tang at al., 20T8ng et al(2017) found an inverse relationship
between the perceived threat of the illness and quality of life among Chinese women with

breast cancer Similar findingswere corroboratedn a Greek samplén which lower
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quality of life was associated with threatening iliness pirors (Fanakidou et al., 20118
This body of empirical evidenceearly demonstratethe associations beeen iliness
perceptions andympoms of anxietydepression anduality of life. These results also
add more empirical evidencettte hypothesised relationship between illness perceptions

and psychosocial outcomes withire conmonsense model.

Anothertheoretical assumptioof thecommonsense mdel suggestthat coping
leads to and influences psychosocial outcomes. However, only three studies (Gibbons et
al., 2016; Miler et al., 2005; Rozema et al., 2009) have examined this relationship. Both
Mill ar et al. (2005) and Rozema et &009) found that coping was not associated with
perceived mental and physical health. Even longitudinally, coping was not asswiated
distress level among women with breast cancer (Millar et al., 2005). However, contrary
to these findings, Gibbons et al. (2016) found that anxious preoccupation coping predicted
10% and 7% of anxiety, and cancetated distress, respectively. Therefore, these studies
displayed mixed outcomes on the relationship between coping and psychosocial
outcomes. It is possible that the use of general outcome measures in these studies (Millar
et al., 2005; Rozema et al., 200#)ich includethe General Health Questionnaire (GHQ
28), and RND-36 (a genal quality of life instrument respectivelyand not cancer

specific outcome measuceuld have led to these mixed findings (Gibbons et al., 2016).

The role of coping as a mediattvetweeniliness perceptions angsychosoal
outcomes habveen exploredn only threestudiesin womenwho havebreast cancer
(Gibbons et al., 2016¥1cCorry et al., 203; Rozema at al., 2009Both McCorry et al.

(2013) and Rozema et al. (2009) did not fisdpportfor the mediating role of coping
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However, Gibbons et al. (2016) found that only anxious preoccupation mediated the
relationship between illness coherence (i.e. an illness perception) and cancer stress.
Womenwith sound knowledge about breast cancer were less likdlgptaycancestress

(Gi bbons et al ., 2016). The mediating rol e
could be attributed to the study sample, and the capmsrific outcome measure used.

The sample was composed of womeith a newdiagnosis ofbreast cancer, antthe

researchers also utilisatcancerspecific measure to assess distress.

The empirical evidence reviewed earlier suggested that illness perceptions are
promising variables in the prediction of psychosocial outcomes such as anxiety,
depression and quality of lifamong women with breast cancefowever, therole of
coping within thecommonsense moddias been limitedwvhich couldin part be due to
the scarcity of studieis the area in the first placAnother reason is the use géneric
measure$o assess coping, and not cortspécific coping tools. Therefore, these weak
relationships could not have represented a true picture of the relationship between illness
percepions and coping Consequently the lack of mediation of coping could not
necessarilyindicate that there is nwalue of further exploring this model withhis
population Rather it could reflecthe need to utilise contegpecific copingools, which
coud be then used to assess the relationship between coping, on the one hand, and both
illness perceptions and psychosocial outcomes, on the other hand. Indeed, as discussed in
Section (2.2.2)l.,eventhal et al. (1997pitially rejected the use of the cond¢ey coping,
and preferred the use of procedundthin the illness context of thmodel. Theempirical

evidenceon women with breast canadearly demonstrated the limited number of studies



which have explored all elements within the comrmense model.g.iliness perceptions

and oping). Consequentlyhis reflecs the necessity to conduct more studresn within
various cultural contegtin order to obtain ghoroughunderstanding athe role of all of

the theoretical constructgithin the commorsense model. With this in mind, integrating
religious coping within the commesense model makes sense as it has been found to be

a valuable resource among women with breast cancer as mentioned earlier.

Despite theapparenknowledge gap othe utilisationof religious coping within
the commonsensemodel Hoseiniet al. (2016) explored thm®le of spiritual welbeing
in predictingillness perceptions and quality of life among Iraniaslim women with
breast cancefHoseini, Lotfi, Akbari, Akbari, & Sarafraz2016. Among several other
psychological predictors in the study, spiritual weging had the strongest direct effects
on the quality of life for women with breast cancer. In addition, there were direct effects
of spiritual weltb e i n g on womenos il 1l ness percept.i
highlighted the important role of spiritual wddeing in predicting illness perceptions and
guality of life among Muslim Iranian womeml§seiniet al., 2016). Although thstudy
did not examine religious coping per se, it provided some empirical support for the
potential relationships between the outcomes of positive spiritual coping (i.e. spiritual
well-being) and itassociationgvith womerd perceptions otheir illnesslt also provided
evidence that among this Muslim population, spiritual aspsesassociated with the

iliness perceptions of these women.
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2.4 Religiouscoping in theliterature of the common-sensemodel

To our knowledge, the reviewed recent empirigarature, which utilised the
commonsense model to understand the role of illness perceptions on coping and
psychosocial outcomes women with breast cancer, has not included religious coping as
one of the coping strategies (Fernandes & Mcintyre, 2D20;et al., 209; McCorry et
al., 203B; Millar et al., 2005Rozema et al., 2009This is despite the fact that several
authors have highlighted that illness perceptions are shaped and influenced by the cultural
backgrounds of patients, which also inclugdigious factors (Kleinmaret al., 1978;
Leventhal et al., 1997Religious coping has been reported to help womih breast
cancer cope with their illness (Feardthighes, & Brearley, 2ZZD; Gall, Kristjansson,
Charbonneau, & Florack009; RohaniAbedi, Omranipour, & Langiugklof, 2015;
Park et al., 204, ThunéBoyle et al., 2013; Zaanian et al., 2015)According to
Pargament 0s t heor gwhiclt prbvides the enost comnpredensivel 9 9 7 )
conceptualisatioof religious coping, life events such as the diagnosis of a life threatening
il Il ness may pelcavedense of gatrosanchndeaning of lifddClain,
Rosenfled, & Breitbart, 200Bargament, 199@iegel & Schrimshaw2002). Given that
religion fulfills several functions such as providing meaning to life, sense of control, and
closeness with people who hold similar religious/spiritual beliefs, it is most often used by
people tohelp themcope withillness (Pargament & Hahn, 1986; Spilka, Spang&
Nelson, 1983)Religious copings distinct from other generic types of copjrigerefore,
it shodd not be confounded with otheopingstrategie{Pargament1997). Moreover,
religious coping should also be distinguished figameraimeasures ofligiousness such

asattending religious functions, as the latter does not necessarily imply that these religious



activities are used by people to help them cope with the stressful event. Religious coping
has been found tbavea strongerinfluence onpsydosocialoutcomes compared to
measures of general religiousn¢Bargament, 1997A clear theoretical understanding

of the construct of religious coping is significant within the context of this thesis, as it will
pave the way for theoretically and empally established clinical interventions in the
future Craig et al., 2008(Section 2.2). Therefore, the next section will shed light on

Pargament 6s theory of religious coping (Pa

2.4.1 Pargamen® $heory of religious coping

Par game n ofegaigiotsicapiond1997) is a processrientedtheorybased
onLazarusand Fol kmanoés (19 8 49gtress and cogirgyloich wasn a | t !
briefly mentionedin Section 2.2 Similar to the commos e ns e model and |
theory of stress and cogn Pargament s theory emphasi se
process, and he viewed it ag@nsactionbetween the person and the social environment
(Cummings & Pargament 2010). Religion has been defined ashe At he searc
significance in ways relatedt t he s acr ed o, pB82P Asrsuclratigionts, 1997
attached to what is important to people, and these importp@ttashaved be linked to
what they perceive amacredPargament, 1997The definition of religious coping, which

is implemented in this thesis, and the rationale for its selection is described in Section 1.9.

Pargament (199 @escribed his theoiip terms of a number of assumptioRgst,
several goalare attained via these of religious coping and these areaningfeeling
in control, comfort, intimacy, andlife transformation (Pargament, 199R®)eaningand

control can be botlachieved through the use of religiously/spiritually based cognitive



reappraisabnd restructuringf the crisis situation. Emotional comfort can, in part, be
achieved via obtaining closeness to what is perceivad@sdby the personintimacy

with the religious communitgould be accomplished through attending religious social
functions. Life transformation couldccur as a consequence dévelopng and
maintainingmeaningful relationships with new objects and people (Pargamém). ¥4l

of these functions of religious coping are comprehensively evaluated in the RCOPE,
which is te full version of the Religious Coping Scale (Pargami€oenig, & Perez

2000).

The second assumption of Par gfacnsis,nt 6 s
religion acts as a shield to proteathat the person perceives asluable including
relationshps or feeling in controHowever,in somecircumstancessuch as the diagnosis
of a terminal iliness, theg@eviously protected objects could losevitdue to the person
andas a consequengaeligion could no longde abldo protect whathe persomperceives
as valuableConsequently, new objects of value coulddaénedvia the use of new

religiouscopingmethodssuch aconverting to a new religiofPargament, 1997).

Third, religious copingnvolvesseveral dimensiongnd it encompasses spiatu
behavioural, emotional, cognitive, and relational/social aspects (Pargament, 1997). The
spiritual domai n i nvol ves a personbs rel
behavioural domaimcludes religious activitiesuch as praying. The emotional doma
involves the range of emotions which are the result of engaging in various domains of
religious coping such as praying, utilising religioubpsed thoughts, or getting spiritually

closer to God. Therefore, the type of these emotions is contingenttiuparligious



copingmethodthat a person has engaged in. Consequently, it could include positive as

well as negative emotions (e.g. comfort, sadness). The cognitive domain includes
religiously-based thoughts that a person utgiseresponse to crisisitally, the relational

or soci al domain includes the supportive

people from the same religion/spiritual belief system (Pargament, 1997).

Fourth, similar to the concept of general coping (Lazarus & Folkrh@86),
Pargament conceptualised religious coping as a process contingent on ugrasus
personalfactors(i.e. religiosity levet) as well as situational factors (ithe perceived
significance of the everb the person)Pargament, Feuill& Burdzy, 2011). Fifth
religious oping could be associated with both negative and positive outcomes, and
therefore, it is not only linked to positive outcomes (Pargament, 1997). The psychological
consequence®f religious copingare contingentupon whether the individual has
implemented positive or negative religious coping. Negative religious copiofieis
associated with negative mental health outcomes such as anxiety syr{gptonggnann,
Muller, Kérber, & Murken, 2008 depressed mod¢all & Bilodeau, 2020T hun ® Boyl e
et al., 2013depressive symptombi€bert et al, 2009, and emotional distres&éll et al.,

2009)

Sixthreligpus coping has a uni quenoftlesacred, on t h
and thisaspect makes differentfrom othergeneralcopingmethods Pargamenet al.,
2011).As shown in Figure 2.2Zhe literaturehas acknowledged the mediating role of
religious copingoetween religiousness and mentalltireautcomegFabricatore, Handal,

Rubi, & Gilner, 2004 Pargament, 1997;Pérez & Smith, 2015 However, general



religious orientatiorsuch as religiousnedss been found to be a weaker predictor of
psychosocial adjustment outcomesmpared to methods of religious coping (Pargament
1997. Religious orientation isonceptualised s a per sonal ity trait
relatively stable implementation of religious resources to achieve certain outcomes such
as being closer to God or being socially acceptable to the religious community h/she
belongs to. As a comguence, religious orientation is not a dynamic construct, and does
not particularly address how peopiiise these religious activities/thoughts to cope with
various life stressrs (Pargament, 1997). Hencaeligious copings a stronger concept

compare to global measures of religiousness.

Religious Religiouscoping Outcomes of
orientation methods negativelife
Figure 2.2 TheMediatorModel of ReligiousCoping(copied from
Pargament]997)

2.4.2 The Measurement ofreligious coping

According to Pargament (2003), religious coping has beealuated in the
literaturewith five methods: the indicators method, the overall method, theigeoging
method, thaletailedreligious coping methods, and tlfoeems of religious coping method.
Each will be described in turn. The indicators method assesses religious coping by
evaluating general religiousness which includagaging irnreligious activities such as
reading a HolyBook. As mentioned earlier, measuring religious coping using religious
behaviours is problematic because it is uncleefeligious activity is used to cope with
the stressor, or if it is only performed as a habitual behaviour (Pargament, 2003). The

second approach in measuring religious coping is the overall methoidh broadly



evaluates the role of religion @oping.The 3item Religious Coping IndexXeniget al.,

1992)is an example of this methas itevaluats religious coping witlithreequesions

aboutt he per s asedfcopiggenethodsh he eval uatords subj e
oft he p eusenreligicus coping, and the effectiveness of religious coping
(Pargament, 2003). Consequently, this approach does not demonstrate the content of these
religious beliefs and behaviours (Pargament, 2003). The third method in assessing
religious coping involveghe utilisation ofgeneric measures of coping such as the Ways

of Helping Scale (Lazarus & Folksman, 198@nly a few items, which broadly assess
religious coping, are encompassed @mericcoping tools Therefore this method is also
problematic becaesthe religiougopingitems arenotincluded within aspecific religious

coping scale (Pargament, 2003).

The fourth method involves assessinggiels coping via several speciads
religious coping tools such &se Styles of Religious Problem Solvifigargameneét al,
1988), Religious Coping Activities (Pargament et al., 1990), turning to religion subscale
of the COPE (CarveScheier,& Weintraub, 1989), and the Religious COPE (RCOPE)
(Koenig, Pargament, & Nielson,998; Pargament & Koenig, 1997). gStyles of
Religious Problem Solving measure examines tlagsential ways to cope with the
problem using the personbds per (alaboraiee) r el at
i nvol ves t he per withi®Godsto cape with thargblerh Bhg sgetohde r
style (deferring)involves the persoonomplete reliance oGod tosolvethe problem. The
third style is when the person is sedfiant and does not hold God accountable in solving

the problemOn the other handhé Religious Coping Auvities Scale (Pargament et al.



1990) evaluates severa¢havioural, cognitive as well as sodinensions of religious

coping such akelping othergreligious cognitive restructuringndseekingsocialsupport

from people within the same religion. TKREOPE (Carver et al., 1989) also assesses
religious copingbut with only four generalquestions The RCOPE (Religious Coping

Scale, Pargament, Koenig,RRerez, 200Q)measures 17 religious/spiritual coping styles

which comprehensivgl evaluates thd unct i ons of religion dis

(1997) theory of religious copingection2.4.2).

The last method irassessg religious coping involves examinindporms of
religious copingn a broad manner (Pargament, 2003). Two measures have been used i
the literature to assess religious copiigays of Religious Coping Scale (WORCYS)
(Boudreaux Catz, Ryan, AraratMelendez, & Brantley]1995) and the Brief RCOPE
(PargamentSmith, Koenig, & Perez, 1998)he WORCS ixomposed ofl0 questions,
and the mesure was found to haweo factors: a cognitive religious coping factor, and a
social/behavioural factor. The Brief RCORBargamenet al, 1998) is heavily utilised
in the literature, and it was initially composed of 21 items, but was later minimised to 14
items. All of the items in the Brief RCOPE were selected from the full version of the
RCOPE. The Brief RCOPE has two factors: positive andativag religious coping.
Positive religious coping assesses the adaptive use of religion such as the utilisation of
positive religious appraisal. Negative religious coping involves several techniques such as
the negativeaeligious attributions of eventscluding thoughts such as this illness is a

punishment from God (Pargament et al., 2011).



These various methods of assessing religious coping reflect the heterogeneity in
the measurement of religious coping, and the cumulative developments in the dilslal. It
reflects that some of these methods which were utilised to assess religious coping, did
actually meaure religious coping, rathet measuredreligious activities (i.e. the
i ndi cat orBven whea thbse thgthodsd measure religious coping@.e. the
overall and general coping metlghdit did so without paying attention to thdact that
religious coping is aultifacetedprocessAccording to the systematic review byuné
Boyleet al. (2006)which is the most relevant in this section as it reviethedassessment
of religious coping within the psychancology field the COPE (Carver et al., 1980pl
was the most frequently utilised measure to assess religious coping, while the least utilise
measure was the RCOPE. However, Pargament et al. (2011) noted a shift in the utilisation
of religious coping measures that the Brief RCOPE measure has become the most
commonly utilised religious coping tool itne literature.This could be attributedo
several advantages of the BFRECOPE which includes its conciseness, theoretically
based, and its ability to detect changes in religious coping when addressed in clinical
interventions (Pargament et al., 2011). Given its relevance to this thesiextlsaction
will discuss the relationships between religious coping and psychosocial outcomes in

women with breast cancer.

2.4.3 Religiouscoping and psychosocialbutcomes amongvomen with breast
cancer
People with chronic illnesses most ofigse theireligion as a method of coping

(Roger & Hatala, 2018), and womeliagnosedwith breast cancer frequently report



religious coping as the most commonly used coping metBodzalez, Tanenbaung,
Commi ssari at, 2e0 dl,62013; Rohanet®al, B0, Watkins, Kanu,
Hamilton, Kozachik, & Gastedohansson, 201Zwingmann et al.2008. Several meta
analyses (Ano &Vasconcelles 2005; Kvillemo & Branstrom 2014) and systematic
reviews Gchreiber & Broskopp, 2@ ThunéBoyle et al, 200§ have beeronducted to
explore the role of various religion/spirituality related variables, including religious
coping, on the psychosocial outcomes amorapfgewith cancerandwomen with breast
cancer Given theheterogeneity of the religion/spirituality variableeasured, and the
diverseclinical sampleautilised in these studies, no clear conclusions could be drawn
between religious coping and psychological outcomes in these reviews, as will be
discussed next.

Ano andVasconcelle$2005) conducted a metmalysis to explore the utilisation
of religious coping amongeople undergoing stressful lifegtions, and its potential
impact on their psychological outcomeslthough the metanalysis by Ano &
Vasconcelleswas not specific to women with breast cancer, it provided antiahi
impression of theelationships among these variables. The raetlysis which covered
the years frm 1967 to 2005, highlighted the negative relationships betwesitive
religious copingandnegative psychological outcomeghile positive relationships were
observed between positive religious coping addptivepsychological outcomefn the
other handnonsignificant relationships were found betwesggative religious coapg
andadaptivepsychological outcomes, bpbsitive relationshipsvere observetbetween
negative religious coping and negative psychological outcdétural bias was evident

in the included studies as most of the participants in those studies wereEnm



American background#lso, only one study bylferi et al. (1999)was conducteavith
womendiagnosedwith breast cancefAlferi, Culver, CarverArena, & Antoni, 1999)
Consequently, thgeneralisation®f this metaanalysis ® breast cancepopulationis
limited.

ThunéBoyle et al. (2006) examined te impact ofreligious/spiritual copingn
various measures dhess adjustment (i.e. psychological wie#ing)among people with
any type of canceil.he search criteria included studies that covered the time period from
1977 t0 2003, andwhighade an explicit use of the phra
the study Mixed empirical evidenceras foundon the role of religious coping illness
adjugment, with some studies finding a beneficial effevhile others findindnarmful or
no effecs of religious coping on iliness adjustment measures. The authors mainly focused
on two aspects to explain these conclusionsptbblematiadesign of the studs andthe
heterogeneous manner in whigtligious/spiritual terms wereonceptualisedn these
studies ThunéBoyleet al, 2006).The problematic design of these studies include having
mixed cancer types with viad stages rad grades ofthe disease The authors
recommended that study samples should be homogenous in terms of their disease
characteristics, as these factors could impact on the coping processes and illness outcomes
for these womenThunéBoyle et al, 200§. The second issue wabke imprecis
measurement of situatiespecific religious coping. Religious activities were frequently
measured in these studies, and not religious coping. Henempaetof religious coping
in illness adjustment is inconclusive in this systematic review.

Schreibe andBrockopp(2012), on the other handpnducted a more population

specific systematic review in wamn with breast cancer to stutle relationships between

58



religion and/ospirituality variablesand various psychological wedeing measure3he
review covered the time period betwekamuary 198and July 2011, and foud thatweak
associationsexist between religiouspiritual variablesand psychological outtne
measures.This could be, in part, due tdiverse religion/spirituality variables ah
psychologicameasures used in these studies (Schreild@ro&kopp 2012). Some of the
variables measured in these studies were religious coping, religious activities, religious
struggle, and spiritual webeing. Because these studies measured varghigson and
spirituality variables, these variables could have differential impact on the psychological
outcomes measured. Additionally, these studies measured various indices of
psychological wetbeing such as absence of depressive symptoms or quadiigy wfhich
could have also influenced the strength of the relationships between religion/spirituality
variables and psychological outcomes. Despite these findings, the authors recommended
t hat religion had a positive (Schieibec& on
Brockopp 2012).

The metaanalysisconducted bvillemo and Branstron2014) whichexamined
the relationships between coping meds and psychological outcomes women
diagnoseavith breast cancer, reportéthatreligious copingvasunrelated tdothpositive
andnegativepsychological stateslowever, the metanalysis only included five research
studies that evaluated religious coping, and these were all conducted in Western countries
(Kvillemo & Branstrom, 2014). Thus again, thengralisability of these results could only
be applicable to women with breast cancer who belong to similar cultures. Except for the
metaanalysis conducted by Ano anhsconcelleg2005, all of the metaanalyses and

systematic reviews discussed earlisvyided mxed evidence on the impaat religious



coping on various mental health outcomes among people with cancer, or women with
breast cancerThis could be attributed to the fact thaho andVasconcelleq2005)
utilisedPar gament 6s def i ni t i ooncetodisedretgiousgdpiogus c op
as situatiorspecific, rather thaa dispositional trait, in theistudy selectionprocess
Thereforewhenlooking at the measuresed in these studies, it beconagparenthat

Ano and Vasconcelles (2005) selected studies that utdigedialisedeligious coping
measuresThunéBoyle et al. (2006, on the other handselected articlesvhich had

fireligious coping in the study even if thetool/questions did not geifically measure

religious coping, whilst Schreiber androckopp (2012) examined various

religion/spirituality variables, and not only religious coping.

The studies which examidethe relationship between religious coping and
psychosocial outcomes among wondtagnosedwith breast cancer will be discussed
next, given its relevance to this thesis. Samgirical evidence reportetiat negative
religious copingvasstrongly and posiely associated with anxietf(hun® Boyl e et
2013; Zwngmann et al.2008 Zwingmann, Wirtz, Muller, Kérber, & Murken, 2006
More specifically, feeling punished by God was associatgtl anxiety symptoms
(Thun® eBal,)2018. Negative religious copingvas also positively correlatedto
symptoms of deression Gall & Bilodeay 2020;Hebertet al., 2009 T h u n ® eBab,y | e
2013 Zwingman et al., 2006 and it predicted 4% bsymptoms of depression among
women with breast cancel h u n §le & al.,, 2013). Similafindings were also
highlighted by Gall eal. (2009) and Gall and Rileau2017) whergositive associations

were reported betweearegative religious copingndbothdistress and reduced emotional



well-being. Therefore this empirical evidencendicate that negative religious coping is
associated with negative mental health outcomes among this population.

Contradictory evidencerasfoundin the relationship betweearegative religious
copingandquality of life (Rohaniet al, 2015 Zamanian et al., 20)5Negative religious
coping was not associated witthealthrelated quality of life among Iranian Muslim
women newly diagnosed with breast canéah{ani et al.2015) Instead, other variables
such as sense of coherenpeedicted healtinelated quality of life. On the other hand,
Zamanian et al. (2015) found thatgative religious coping was negatively associated
with several domains of quality of life among Iranian women with breast cartoese
domains werghe emotional functioning and functional wdlkeing scales (Zamanian et
al., 2015). These results reflect the inconsistent relationships between negative religious
coping and measures of positive outcomes such as quality of life. These findings are in
agreemetnwith the meteanalysis byAno andVasconcelle$2009, which pointed out that
negative religious coping was only associated with negative mental outcomes, but not with
positive mental health outcomes.

As opposed to the consistent relationship betwegatine religious coping and
negative mental health outcomes, the literature has reported mixed findings on the
relationships between positive rebgs copingand negative mental health outcomes
(Hebertet al., 2009 T hun ® Boyl e Zwngmarmanl 208, and2200Y. Positive
religious copingwas negativey associated with distreg&all et al, 2009)and anxiety
(Thun® Boyl ¢ buewas reot predictive 6f arXiety in another study (Hebert et
al., 2009). Also, positive religious coping was pradictive of mood (Hebert et al., 2009

Thun® Boyl e). Thkid hasabeen jn patCedpkined as a result oftype of
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outcome usedgiven thatpositive religious coping could have been more likely to be
associated witladaptiveoutcome measures ofiental healthincluding positive mood
(Thun® Bo 2013 Gall and eolleague009) provided some evidence fiwe
aboveclaim as thg found that positive religious coping was positively associated with
emotional welbeing.

The relationship et ween rel i gious faith and pat.i
among women with breast cancan Denmark (Pedersen, Christensen, Jensen, &
Zachariae, 2013Pespite the low percentage of womeith unambiguous faith, women
with higher levels of religias faith reported more positive influence of their religion on
their disease andealthr e | at ed qual ity of | ife, compare
faitho dtda,Qale.msoatrasttothe research findingsfrom Denmark, which is
by and largea secular society, similar results were foumdran, where religious as well
as spiritual life is fundamental for many peop@arhanian et al., 20)}5Zamanian and
collaborators (2015) explored the role of religious coping on quality of life, and tbanhd
positive religious coping was associated vgtlality of life in women with breast cancer
(Zamanian et al., 2015). Additionally, Gall and Bilodeau (2017) highlighted that positive
religious coping was linked with positive emotional outcomes. Alth&agigament et al.

(2000) highlightedthat negative religius coping is a strongeredictor of psychosocial
outcomes compared to positive religious copjRgrgamentet al.,2000), most of the
recent reviewed evidence highlighted the positive relationship between positive religious

coping andadaptivemental health outcomes such as quality of life.
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2.5 Therationale for implementing theintegrated model for this thesis

The literature deliberated earlier on the role of illness perceptions and religious
coping on psychosocial outcomes for women with breast cancer highlighted several gaps
in our understanding that this thesis will fill. First, there is a limited numbeudies that
have exploredhe mediating role afoping between illness perceptions and psychosocial
outcomes (Hagger & Orbell, 2020). Second, the literature lacks cultural diversity as none
of the studies measuring the theoretical constructs within thenooreense model and
religiouscopingwere carried out in the Arakorld. As discussed in Section 1iBis well
known that illness perceptions are influenced by the cultural contexteofdbiety
(Kaptien et al., 2013Kaptein et al., 2015)Several authors have emphasised the
i mportance of expl or i ngotibnalwneactond ir respoase 'of f e c t

the diagnosis of cancer and its treatm@&wi, 2004; Kleinmaret al, 1978).

Third, the thecetical and empirical evidenam religious cping highlighted the
importance of examining religious coping as a unique construct to each society. Meaning,
findings from ongparticularculture cannot be generalised to another culture, even if they
share the same religious backgrou@adrheron &ossMorris, 2010 Pargament, 1997
ThunéBoyle, Stygall, Keshtgar Davidson & Newman, 201). Fourth, the literature
demonstrated a scarcity in the studies which have examined the mediation of general
coping between illness perceptions and psychosociebmes (Hagger & Orbell, 2020),
despite that the nagation of coping is fundamental feature of the commsense model
(Hagger & Orbell, 2020; Leventhal et al., 1980; McCorry et al., 2013; Millar et al., 2005;

Rozema et al.,, 2009However, no previous iy have been conducted to explore the



mediating role of religious coping between illness perceptions and psychosocial outcomes
among women with breast cancer. Religious coping was selected for this study given its
prominent role in hiping women with brest cancer cope with their illness across the
world (Al-Azri et al., 2014; Mehrabi et al., 2015; Park et al., 2017). This thesis, therefore,
aims to understand the psychological mechanisms influencing the psychosocial outcomes
among Omani women with breastncer. This understanding is vital to the development

of more effective, and culturally appropriate interventions for this population.

The integrated model was designed as a result of the following theoretical and

empirical assumptions:

1. llinessperceptions hae beenshownto be a strong predictor of psychosocial
outcomesamong women with breast cancer, but they have not been examined
within an Arab contextKaptein et al., 2015)

2. Religious copings a robust predictor of both positive and negapgychosocial
outcomes@Gall et al., 2009Hebert et al., 20Q%Pedersenetal,20lBhun® Boyl e
et al., 2013; Zamanian et al., 201Bvingmann et al., 2006; Zwingmann et al.,
2008.

3. Religious coping has beerglectedn the literature on the commesense model,
but has been found to mediate the relationship betvedigiousness and outcomes
of coping (Fabricatoret al, 2004; Pargament, 1997érez & Smith, 2015

4. There is dack ofempirical evidence othe role of liness perceptions and religious
coping as robugtredictors of psychosocial outcomes among women with breast

cancer(Hagger et al.2017 Kaptein, et al., 2015),



With that in mindthe integrated model aims to enhance our understandimaof
these theaetical predictors could influence psychosocial outcomeBhe suggested
integrated theoreticainodel shown in Figure 2.@ill fill a gap in the literature by
addressing how two clinicalland theoreticallyrelevant concepts could predict the

psychosociabutcomeof Omaniwomenwith breast cancer.

2.6  The Integrated Modelfor this thesis

The utilisation of the commesense modellLeventhal et al., 1990 and the
mediator model of religious coping (Pargament, 1997) will allow for a culturally sensitive
undersanding of two potentially influential variables, which are amenable to change in
clinical interventions. But before embarking on designing clinical interventions, it is
important to understand how these two variables interact with each other, and
subsequetly influence psychosocial outcomes among women with breast cancer.
Therefore, the integrated model displayed in Figure 2.3 combines iliness perceptions and
positive and negative religious coping in one model. Positive and negative religious
coping are sggested to mediate the relationship between illness perceptions and
psychosocial outcomes. The model hypothesises that illness perceptions and religious
coping would predict the psychosocial outcomes of Omani women with breast cancer,
which are symptoms @nxiety and depression, and quality of life. Consequently, the aim
of the integrated model is to gain an initial understanding of the role of religious coping

and illness perceptions on the psychosocial outcomes.
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Figure 23  The Integrated Theoretical Model Combining the ComiBense Model
and the Meditor Model of Religious Coping

2.7  Structure, purposeand research questions for this thesis

This thesis is set within the Omani context, and it aims to examine the impact of
illness perceptions and religious coping on the psychosocial outcomes among Omani
women newly diagnosed with breast cancer. Thisshvedianswer the following research
guestion: How do iliness perceptions and religious coping impact symptoms of anxiety,

depression, and quality of life among Omani women newly diagnosed with breast cancer?

To answer this question, three studies wilcbeducted as a part of this thesis as shown
in Table 2.1. Chapter 3 will be a systematic review of the religious coping tools used in

clinical cancer research. The impetus for conducting this systematic review is that
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religious coping is one of the mainraepts in this thesis, and the way it was measured in
the literature has been inconsistent. The lackasftglis evidentn the inconclusive restd

of the reviews and studieliscussed in Section 2.4Given that researchers in the field
have pointed out that these findings could be as a consequertbe ofconsistent
measurerant andconceptualisationf religious coping, it is crucial to assess hibWwas
beenmeasuredn clinical cancer researdiCarer et al.,1989 Boudreauxet al, 1995
Koenig et al., 1992Pargament, 2003; Pargament et #088; Pargament et al., 1990
The research questions for the systematic reviewlasghat are the validated religious
coping tools and their psychometpooperties?2) What is the theoretical basis of these
religious coping measures within the context of cancer rese&@thdw are the items
making up the religious coping measures divided into the cognitive, behavioural,
emotional, relational, and spu@l domains? and 4) What is the most appropriate

religious coping measure to be utilised for the empirical stiidyis thesis?

Chapter 4 is the mievdology chapterand it aims to discuss the nature of mixed

methods study design and the @atile forits implementation irthis thesis. This mixed

methods design thesis will include omgantitativearm whichwill be followed by the
gualitativearm, which corresponds t€hapters 5 and, Gespectively Chaptes 5 and 6

aim to examine the integrated mo(®éction 26). The implementationf mixed methods

design will allow for a comprehensive understanding of the integrated model by providing

both qualitative and quantitative data for illness perceptions and religious coping. The
research questions for Chapb arel)Wh at ha&r e ur r ent Ideweales safv es

sympt omatol ogy and qualibhgwly dwiehadinoadags:t
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cancadwRat i's the current use of religious
Omani wmemwdry dwagmodbedkas b nGaanf tehre? i nt egr at
predict symp,tddems esksi anxiaedy t he quality of
newly dwaghobedast cancer?

Chapter Gs the qualitative arm of this mixed methods design fhesid itaims
to understand the lived illness experience of Omani women newly diagnosed with breast
cancer using Interpretative Phenomenological Analysis approach. The qualitative study
aims to make seesand expand on tHimdings from the quantitative study. Chapter 6 will
answer the following three research questi@pstow do Omani women newly diagsed
with breast cancer understand and give meaning to their iliness experience and how did
their experience change ovené? 2)Wh at wer e participantsd co
religious coping play any role at all in their illness experi@nead3) What were the
factors that hel ped -bgirgintralaton o éhe itinesdnadlynot i o n :
the last chaptgiChapter ¥ will provide a general discussion of thiadings of thisthesis
in relation to the theoreticabnstructsas well as clinical and research implications, and

a final conclusion.
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Table 2.1. Overview of theSeries ofStudiesConducted for thighesis
Aims of each Research Research Questions Instrument/Tool Data Collection
chapter/study method

To identifyinstruments Systematic
measuring religious Review (Study
coping by examining  One)

the development

process, psychometric Chapter 3
properties as well as

the component

subscalesf these

measures

1. What are the validated religious
coping tools and thepsychometric
properties?

2. What is the theoretical basif
religious coping measures in cancer
research?

3. How are the items making up the
religious coping measures divided into
the cognitive, behavioural, emotional,
relational, and spiritual domains?

4. What is the most appropriate religiou
coping measure to be usiéd for the
empirical study othis thesis?

Electronic databases
wereutilisedto identify
relevant papers that

meet the review criteria

PubMed, EMBASE
(Excerpta Medica
Ovid), MEDLINE
(Ovid), PsychINFO
(ESCO host, Web of
Science (Core
Collection), Academic
Search Ultra, and
CINAHL

A systematic
review of the
literature on
religious coping
toolsin cancer
from 1951 to
February, 2020

To identify current
levels of anxiety,
depression, anquality
of life, and the
predictors of the
psychosocial outcomes Chapter 5
of Omani women

newly diagnoseavith

breast cancer

Quantitative
crosssectional
research desigl
( Study Two)

1What ercurtrhent | e
depressive sympt ol
f 1ife amonmge Wma!
iagmadgehd breast ¢
at 1s the currc«
ng and il lnes:
ni weméry dwagh
cancer?

tmeegr at pedi
ptoms of anxi e
gualfietywmohgl O
l'y di abnesaesetd wi

Demographic
guestionnaire, Brief
IPQ, Brief A-BRCS,
EORTGQLQ-C30,and
HADS

Pen and paper
survey
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Aims of each study Research Research Questions Instrument/tool Data Collection
method

To understand and Qualitative 1. How do Omani women newly Interview schedule Semistructured

explorethe lived illness study (Study  diagrosed with breast cancer understar based on thantegrated interviews

experience oOmani Three)
womennewly
diagnosedvith breast  Chapter 6

cancer and how they
understand and give
meaning to their illness
experienceand to
understand thdynamic
role of coping in their
illness adjustment

and give meaning to their illness model and the findings
experience and how did their experienc from Chapter 5
change over time?

2What were partici
processes and did religious coping play
any role at all in their illness experience
3. What were the factors that helped
parti ci pant sheingenmo t
relation to the illness?
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Chapter 3: The Development and Psychometric Properties of
Instruments and (Subscales) Measuring Religious Coping in

Clinical Cancer Research: A Systematic Raew

3.1 Summary

Chapter 2 introduced the importance of psychological theories in general, and
more specifically coping theories within the context of the current thesis. The chapter
focused on the commeme nse model , Pargament 6s theory
empirical evidence supporting these theories within the breast cancer literature. An
integrated model was suggested to be utilised as the psychological framework for this
thesis. Given the heterogeneity in the measurement of religious coping in the-psycho
oncolog literature, it is crucial to examine how religious coping has been measured. As
a consequence, this chapter is a systematic review (SR) of the measurement tools of
religious coping in clinical c dimengonal r e s e a
conceptualisation of religious coping in the analysis of items within these religious coping
measures.
3.2  Theclinical relevance ofexamining religiouscoping in thefield of Psycho
Oncology

The multidimensional nature afeligious coping has been identified the

literature as an important factor that helps people with cancer cope with their illness at
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various stages throughout their illness traject@gctions 1.9 and 2.4.3Cummings &
Pargament2010; Gall & Bilodeua, 202®alsman et al., 261 Schreibe, & Brockopp
2012; Sharif et al., 2018; ThwiBoyle, Stygall, Keshtgar, &lewman, 20056 People
diagnosed with cancer need to make sense of their illwbgsh can bachieved through
the utilisationof religion (Gall & Bilodeua, 2020; Park, 200%Balsman et al., 2015;
Schreiber & Brockopp, 2012ThunéBoyle et al., 2006)

Several clinical guidelines in cancer care have emphasised the importance of
addressing religus andspiritual factors as essential elements in the holistic care provided
to pemle with cancer (Ferrell, Twaddle, Melnick, & Meier, 2018National
Comprehensive Cancer Network, 20Hiba et al., 2019). For instancthe National
Comprehensive Cancer Netwd2019) highlightedhatspiritual arl religious variables
could increas a t i emottorsalulnerability, which reinforce the facthat religios
coping does not only includgositive dimensions, but alsd@ could includenegative
dimensions (Setion 2.4.1)Pargament,Smith, Koenig & Perez,1998. Therefore,
chaplancycounselinghas been advodad to support people with cancer who exhibit
negativereligiouscoping (Riba et al., 2019Religious counselorareprofessionals who
belong to a religious instituion within a specific religion (i.e. religious belief systamh)
who utilise the religious context to help support a person going through a crisis
(Worthington, 198% Moreover, other clinical guidelines such as the National Consensus
Clinical Practice guidelines for Qualityaliative Care Ferrell et al. 2018, and the
Nati onal Cancer I nstitutebs Comprehensi ve
religious variables should be clinicaly evaluatec asre clinical domainamong people

with cancer.
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In addition to the emphasis of clinical guidelingsevaluatingreligious/spiritual
variablesamong people with cangeesearclexploring the association between religious
coping and mental health outcomess/éaignificantly increasedver the past three
decades@all & Bilodeau, 2020Gonzalez, Tanenbaur&, Commissariat, 201;6Hebert,
Zdaniuk, Schulz, & Scheier, 2009phnson, & Spilka, 199ThunéBoyle et al., 2006;
Thun® Boyl e, St gvggdsoh, | & Newheas, h2013 Rahani, Abedi,
Omranipour, & LangiusEklof, 2015; Schreiber & Brockopp, 2012Watkins, Kanu,
Hamilton, Kozachik, & Gastedohansson, 2017Zwingmann, Miuller, Korber, &
Murken, 2008 Zwingmann, Wirtz, Muller, Koérber, & Murken, 20D6The measurement
of religiouscoping, as an aspect of religios,imperativein researchldentifying people
with cancemwho utilise negative religious coping is crucial as those people tend to have
negative mental health outcomégSection 2.4.3)(Gall & Bilodeau, 2020;Gall,
Kristjansson Charbonneauf-lorack 2009;Hebert et al. 2009 PargamentFeuille, &
Burdzy, 2011 Thun® Boyl e et a kt.al, 208 @widgmamztval.,n g ma n n
2006. The screening and assessment of paspteexhibit negative religious copingl|
enable clinicians and researchers to deslgncal interventions and make referrals to
appropriate professional personfichan, 2019 Schreiber & Brockopp, 201R2
3.3  Existing systematicreviews andmeta-analysis in thePsychaOncology
literature

Despite the crucial role of religious coping the adaptation to cangeits
measurement has been fraught with problésestion 2.4.1). These difficulties are linked
with how spirituality and religion concepts have been defined, conceptualised, and

reflected in the measurement tooKil( & Pargamen, 2003; Hill et al., 2000Park
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Sherman, Jim, & Salsman, 20%%glsman et al., 2015; Selman et al., 2011; THamde
et al, 2006).Two relevantmetaanalyses$alsman etla 2015;Sherman et al., 201and
two systematic reviewsThunéBoyle et al.,2006 Schreiber& Brockopp, 2012)have
been conducted to examine tledationships between religiapirituality constructs and
mental as well as social health outcona@song people with cancefwo systematic
reviews and one metnalysis will be reviewed in this section given their vatece for
the current systematic revieB4glsman etla 2015;Schreibe& Brockopp, 2012Thuné

Boyle et al.2006.

Although the systematic literature reviews conducted by TRaye et al. (2006)
and Scheiber and Brockopp (2012) were briefliscussed in Section 2.4.1 to describe the
relationships between religious coping, illness adjustment, and mentabeirg, the
reason for the detailed focus on them in this section is to highlight how religious coping
has been measured in the includedles in these two systematic reviews (Th@ugle
et al.,2008 Schreiber & Brockopp, 2012). Thuidoyle et al. 200§ indicated that the
influence of religious/spiritual coping on the measured outcomes was either absent or
harmful in 10 out of the 17 aluded studies. The authors discussed several factors which
they believed may have resulted in these mixed results, but for the purpose of this chapter,
the focus will be orthe tools used to measure religious copmthese studies. Several
studies (Ackih et al., 1983; Alferi et al1999; Musick et al., 199&:ates, Chalmer, James,
Follansbee, & McKegneyl981) measured religious coping by agkgeneral questions
about how often participants attended religious functions, or watched relygaiented

televisionprogrammes. The authors suggested that the use of religious activities may not
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accurately represent the religious coping process, given that people could attend religious

functions for various other reasof®ection 2.4.1

Another problematicarea that Thun8oyle et al. (2006) highlighted is the
conceptual confusion between measures of spiritual or religious outcomes, and measures
that assess the actual religious coping process. To further illugtrate¢ Boyle et al.

(2006) initially excluled two studies from the systematic review because these studies
utilised the System of Beliefs Inventory (Baider et al., 1999; Holland et al., 1998). The
authors suggested that the System of Beliefs Inve(&Bi/54; Kash etal., 1995; Holland

et al., 198) does not measure the religious coping process, rather it measures the
outcomes of religious coping. Two versions exist for the SBI, the longer versio®4$BI

and the short version (SBbE). Seven studies (Betur, Gilbar, & Lev, 2001; Carver et

al., 1993; Culver, Arena, Antoni, & Carver, 2002; HarcodA99; Sherliker & Sptoe,

2000; Shanan, Simonton, Camp Adams, Vural, & Hanna, 2000; Stanton, D&oogh,

& Huggines, 2002) usdtiereligious coping questions included withie COPECarver,
Scheer, & Weintraub, 1989), which is a standard measure of copg, it does not
evaluate the complexity and muttimensionality of religious coping. Only three studies
(Gall, Miguez de Renart, & Boonstra000; Nairn &Merluzzi, 2003ShermanSimonton

Plante, Reed Moody, & Well2001) measured religious coping using tools that tap into
the multidimensional ature of religious coping. These measures were: Religious Coping
Activities Scale (Pargament et al., 1990), the Religious Problem §@aale (Pargament

et al., 1988), and the adapted version of the Brief RCOPE (Pargament et al., 1998). The

authors recommended that there is a great need to assess religious coping via specialised
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tools. These tools should assess the content of religapisgsuch as religiouslyased

thoughts, behaviours, and feelings that a person would utilise to cope with cancer.

The systematic literature review conducted by Schreiber and Brockopp (2012)
(Section 2.4.1) did not only focus on religious coping among&owith breast cancer,
but it also examined heterogeneous spiritual and religion variahbiesfact, the
conceptualisation ofeligion and spiritualityvariablesprovidedin the review did not
differentiate between studies that measured the process of religious ¢Qatlg
GuirguisYounger, Charbonneau, Florack, 2009; Hele¢ral, 2009; Zwingmann et al.,
2006 versus studies that measured the outcomes of religious d@uwttgn et al., 199;
Purnell, Andersen, & Wilmot, 2009)To illustrate, variables linked toreligion
encompassedarious processes such esigious behaviours, religious copingnda
perceptions of God. Spiritual concepts, on the other hand, included spiritual distress
(reflecting negative religious coping), spiritual wbking (an outcome of religious
coping), and spiritual reframing (a process). Consequently, the authors indicated that no
clear conclusions between spirituality/religion variables and psychologicabeiey for
women with breast cancer could be drawn. jTihipart could be illustrated as a result of
the heterogeneity of variables measured in these studies, and the varied tools used to
measure these concepts. These conclusions are comparable to whaBaylengt al.
(2006) deliberated about the need to clarify how religious coping is conceptualised and

measured in the literature.

Salsman and colleagues (2015) conducted an inclusiveanalgsis covering the

psychaeoncology literature from the firgtudy published in each of the four electronic

76



databases they utilised till December 2013. The total number of studies was 148. The
objective of the metaanalysis was to synthesise the relationsbgtsveen spiritual and

religion variables and mental h#a outcomes among people with cancer. They
specifically categorised spiritual and religious measures into four main categories:
affective, cognitive, behavioural, and other. The measures that cover the affective domain
generally assess the emotional irogtions of the spirituality/religion constructs, and

mostly encompassed outcome measures such as spiritubleivell The measures which
belonged to the cognitive category assess the religiogsitive dimensions such as

spiritual growth. Measures in tHheehavioural category evaluated religious behaviours

such as prayer, but it also included religious coping process measures. The measures in
the Aothero domain tapped into religious :
one category of spirituakoeligious concepts (i.e. cognitive and affective categories). The

main findings of the metanalysis highlighted that despite the associations between
several spirituality and religion domains and mental health outcamesg people with

cancer these associ ati ons were fAmodest 0. Of i nter
category had the strongest association with mental health, compared to measures in other
categories. The measures that exhibited no relationships with mental health were those
which beloged to the behavioural domain of spirituality/religion. This finding is
important for this chapter given that religious coping measures were categorised into this
domain, raising questions about the reasons behind the lack of relationships between

measuresvithin this category and mental health outcomes (Salsman et al., 2015).
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Salsman et al. (2015) argued that this could reflect the differential outcomes of
religious behaviours on peoplehich could becontingentonpeopl eds fanot i v a't
engaging in thesbehaviours in the first place. However, this lack of relatiortstiyween
measures within the behavioural domain and mental health outcomes could also reflect
problems in the dimensions measured by these tools. For instance, these tools may not be
measuring religious coping, artley have also been found to be lacking theoadtic
foundation. In fact, the authors highlighted that several studies designed their own
spirituality/religion measuresvhich werelacking a theoretical foundatiofbalsman et

al., 2015).

Researcherm the fieldhave also argued that in addition to théehegeneity of
the measures used in the religion and spirituality research within the psycblogy
context, some of these tools have grave psychometric prolfeasisman et al., 2015;
Selman et al., 20)1 Most of the tools that asss spirituality lack psychometric
information on criterion and construct validity, agreement,-rsist reliability, and
responsiveness (Selman et al., 2011). Furthermore, many of the tools that measure
spirituality have also demonstrated construct validity problems. Madiskty issues are
the result of the overlap in items included in these measures and items within emotional
well-being scales. More specificallghe Functional Assessent of Chronic lliness
Therapyspiritual weltbeing scale (FACI¥sp: Cella et al., 1993)the Spiritual WeH
Being Scale (SWBS: Ellison, 1983), and the Spiritual Involvement and 8&iedle
(SIBS: Hatch, Burg, Naberhau&, Hellmich, 1998) have items which are similar to items

in scales that measure emotional wading (Msser, Garssen, & Vingerhoets, 2010). An
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example comes frothhe FACIT-Sp, whichhas several items thegfer toemotionahvell-
being:fil have a reason for living, my life has been productive, | feel a sense of purpose

in my life, andl feel peacaf | 0 .

Salsman and colleagues (2015) haategorised a priori religious coping as
belongingto the behavioural domain along witkligious behaviour¢Salsman et al.,
2015). However, this conceptualisation is problematic, as discussed dad@use these
two variablescould measure two different dimensions of religi&s. a consequence,
assuming that religious coping to belong to the behavioural dasiaimppositiorto the
theoretical assumption that, religious coping, is rdilmensiona (Pargament, 1997,
Pargamentet al, 2000) Gection 2.4.1L Meaning, it is notprecise to think of
religious/spiritual coping irpurely behavioural terms, ratheeligious copingincludes
other dimensions such as the affective, cognitive, relationallsan spiritual domains

(Pargament, 199 Rargament et al2000).

3.4  Rationale for This SystematicReview

The systematic reviews and metaalysis described earliescho the serious
probdems associated with theeasurement of spiritual/religious concepts, and more
specifically religious coping measuregathin the psycheoncology literatureThey also
reflect theoverlapamongsome of the spiritual/religiousols andmental health outcome
measuregSalsman etlg 2015; Visser et al., 2010n other vords, the literature does not
clearly distinguish betweefipr oc es s 0 me a s u specffic iltndssdntext a p
religious coping mechanisms, and outcome measures of spirituality/rel@adsman et

al., 2AL5; ThunéBoyle et al., 2006; Visser et al., 201Gome of the measurement
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problems could be as a result of the lackck#far conceptualisationf religion and

spirituality variablesn thefield (Victor & Treschuck, 200).

Given these weaknessélis g/stematic review will address this knowledge gap
by examiningthe theoretical basis for religious coping measures, their psychometric
properties, anchow religious/spiritual copigp has been measured within the psycho
oncology literature.This examination w | | help to raise resear
knowledge about the various dimensions encompassed in these tools, and the complexity
of the process of religious coping (Cummings & Pargament, 2010). Having such a
sophisticated understanding will enable ezsbers to design appropriate interventions
which would address maladaptive spiritual/religious dimensions (Cummings &
Pargament, 2010; Hosseini et al., @01Designing spiritually sensitive psychological
interventions have been shown to improve the ematioutcomes of people with medical
comorbidities (Hosseini et al., 261Koenig, PearceNelson, Erkan|i2016;Pearceet al.,

2015).

Additionally, this systematic reviewaims to find the most suitable measure of
religious coping for the empiricajuantitativestudy for this thesis. Consequently, the
spiritual di mension wil | relatenshipaom Goa,pancdt al | s €
thereforeis considered a part of religiomhis choice has been made given the religious
context of the populatioaf interestin this thesigSection 1.9)The second rationaker
this choice isto ensure théocus and homogeneityf the concepts used to define and
conceptualise religious coping. Having a broad definition of spirituality could lead to

instruments thaare too broadMoreover and based on the literature discussed eatrlier,
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this approach to thdefinition of spirituality couldreduce the possibility of including

measures that assess the outcomes of spirituality, rather than the process of religious
coping.

The subcomponestof religious coping measures in this review will be analysed
based on the fivenain categoriea s descri bed i n Pargamgent 6s
(Abu-Raiya & Pargament, 201%argament, 1997 cognitive, affective, behavioural,
relational/social, and spiritudExamining the dimensions that thems making up these
scalesbelong to, would enableesearchers to be aware of the complexity of the religious
coping processand to help in designg culturally sensitive interventions, which address
all components of religious copinés discussed in Section 1.8, the MRC guidelines
suggests that the use of theanwen research igentralin designing complex and
individually tailored clinical inteventions (Craig et al., 2008)hese guidelines stress the
importance of theory in order to understand the likely mechanisms of change, and thus
help researchers in the establishment of complex interventions (Craig et al., R008).
instance, Religious @ynitive-Behavioural Therapy has been shown to be more effective
for some medical patientsl¢sseini et al., 2017; Koengj al, 2016;Pearceet al., 2015
Part of the reason is associated with addressing the unique religiously held beliefs and
behaviours of those patients, therefore, further increasing their compliance to Religiously

based Cognitive Behavioural Therapy (Koenig, 2012).

The following definitons which will be utilised for this systematic reviehave
been mainly borrowed from Lazarasn d F o Ithkearyaohséress and coping (1984),

as this theory formed the basis of Par game
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closely associad with it. It also provides a clear conceptualisation of the nature of
cognitions and emotions. The aim of having these specificitiefia is to guide the
researchersf this review in categorising the items within the religious coping measures
into the specific domains of religious copingognition, isdef i ned as t he
appraisal of his/her perceptions of a situatenmg can includ&nowledge, attention, and
problem solving llazarus & Folkman, 1984Emotions involve the interactions between
psychological and biological domainand ardghe end result of multiple processes which

i ncl ude toyneiveappraisalpction instinctsandphysicalchangewithin the

body (Folksman & Lazarus, 18P Behaviouiis definedashei ndi vi du ahighs act i
encompas®oth verbal (i.e. talking) anghysical actions (Bergner, 2011). The social
domain is defined as the relationship between study participants and others in their place

of worship(Abeles, Ellison, George, Idler, & Krag 1999).

3.5 Objective

This review will answer four questions:

1. What are the validated religious coping tools and their psychometric properties?

2. What is the theoretical basi$ these religious coping measures within the context of

cancer research?

3. How are the items making up the religious coping measures divided irtoghgive,

behavioural, emotional, relational, and spiritdaimain®

4. What is the most appropriate religious coping measure to be utilised for the empirical

study for this thsis?
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3.6  Methods
3.6.1 Design

This review follows the recent best practice guidance by PRISNMoher et al.,
2010). A reviewprotocolwas registered on the PRISMA webgjtegistrationnumber
CRD42015020360)The reviewhas undergone three stag8tage 1 included combining
all search terms in the four domains to identifg religious coping tools utilised the
research paper$n stage 2, the studiesere narrowed down to validation studies that
exploredreligious copingnstrumentationThereafer, the psychometric characteristids
the tools and the descriptive data from the validation studiesre extracted. Stage 3
involved the content analysis of the tools, based oretlggouscoping definition outlined
earlierin Section 1.9Inclusion and exclusion criteria were developaetording to the
systematic reviewbs objectives. The objec
selection of relevant publications according to the PICOS guidéPasicipants of
interest, Intervention delivered, Control grouput@mes measures, Study design)
(Liberati et al., 2009). Given the population of interest for this thesis, aidithe e r at ur e ¢
focuson adult population, studies were included in theawvbnly if participants were
adults older than 18 years of age, and have been diagnosed with cancer. The setting
included patients recruited from outpatients units and inpatient wards. Given the focus of

thereview, the outcome measure is any tool whicremeed religious coping.

Inclusion/Exclusion Criteria

Research studiesere included if they werenvolved with the development or

further validation of a measure of religious coping in cancer reseaf€hglish language;
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longitudinal, cohort or crosssectional study, and investigated the psychometric
characteristicof religious copingtools in the specified clinical populatiorexclusion

criteria includel: qualitative and case studies papstadieswith no religious coping
measurgthe investigatedroup was a nocwlinical population only general questions
about religiosity were asked; or single iteaisout religiosityor spirituality were used.
Papers meeting the inclusion criteria were subjectddrtber examination to retrieve

religious copingools. Instruments were excluded if:

1. Spiritual coping was conceptualised as separate from religious coping.

2. No data were available on the psychometric properties in a refereed journal.

3.6.2 Datasources andsearches

Comprehensivesearch criteria were dewgled and implemented to locate all
relevant articles for this review. More specifically, the objective was to cover all research
articles involving the development or validation of religious coping measures in clinical

cancer research.

Stage 1: Identifickon of measures

Data SourcesSevenelectronic databases were searcttettientify relevant articles for
this review PubMed EMBASE (Experta MedicaOvid), MEDLIN E (Ovid), PsychINFO
(EBSCOhos), Web of SciencéCore Collection), Academic Search Ultra, and CINAHL.
The dates of coveragerfeach database and the nunddeitations found in each database

are displayed in Table 3.1.
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Table 3.1. ElectronicSearch andNumber ofCitations from eaclDatabase

Database Years Number of Updated New Number of
searched documents search documents documents
(from 2016
to 2020
PubMed 1947 to 443 February 144 587
January 2016to
2016 February
2020
EMBASE 1947 to 3315 February 450 3765
(Excerpta  January 2016to
Medica 2016 February
Ovid) 2020
Medline 1947 to 319 February 1977 2296
(Ovid) January 2016to
2016 February
2020
PsychINFO 1982 to 1536 February 1001 2537
(EMBSCO January 2016to
host) 2016 February
2020
Web of 1900 to 58 February 150 208
Science January 2016to
(Core 2016 February
Collection) 2020
Academic 1888 to 400 February 1123 1523
Search January 2016to
Ultra 2016 February
2020
CINAHL 1944 to 180 February 364 544
January 2016to
2016 February
2020
Total 6251 5209 11,460

Searching other sources

In addition,hand searchingn=24) was done foall reference lists oéll of the

included studiedisplayedn Tables 3.3and 3.4 Moreover the reference lists ténmajor

85



relevant narrative reviews and meataalyses(Lucchetti, Bassi, & Lucchetti, 2013;
Lucchetti, Lucchetti, & Vallada, 2013; Monod et al., 20R&yket al, 2015;Salsman et
al., 2015;Schreiber & Brockopp, 2012; Selman, Harding, Gysels, Speck, &gy,
2011; Sherman et al., 2015; TheBéyle et al., 2006; Viftrup, Hvidt, & Buus, 201®&ere

also checkedbr additional validation studies.

Search strateqy:

The search strategy procedure comprised keywords and Medical Subject Headings
(MeSH)identified to capture the development and/or further validation of religious coping
tools among people with cancer. The results of individual searches were then combined
with AND as shown in Table 3.Zheleadauthor (Z.A.) designeche search strategy

which wasapprovedoy two co-authorg(P.A. and S.R.)

Table 3.2. Search Strategy

Search terms

1 Cancer OR CancerOR Malignan* OR Oncology OR Tumor O
Tumo?r*OR Carcinoma OR Neoplasm* OR Breast cancer

2 Religion OR religious OR religiousness OR religions OR religiosity OR spir
OR spirituality OR faith OR religi* OR religio* OR chaplain* OR religious belie
OR spiritual belief* OR prayer OR church OR mosque OR meditation OR fait
religious involv* OR God OR Spiritual support OR Spirit*

3 cope OR coping OR cop®R coping behavio?r OR skil®R style OR attitude’
OR role*

4 outcome OR asses®®R scale*OR psychometric*OR questionnaire’™OR test
measurementOR instrument* OR develop* OR construatélid* OR standardi*
OR reliabili* OR rating*OR Test Validity OR rating Scalé®R psychometric* Ok
test construction OR test Reliability

5 Combine #1 AND #2 AND #3 AND #4
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All citations were exported to the reference system Endnote, and duplicates were
removedbased on the rigorous criteria identified Bygmer, Giustini, Jonge, Hollan&,
Bekhuis 2016) Thefull search strategy for each of the databases is presemtpgemdix

1

3.6.3 Data collection and analysis

The Selection dResearch Studies

The pocess of article selection was performed according to the (PRISMA)
statement (Liberati et al., 200%Figure 3.1. displayshe study selection proceds.the
database search, twesearcher¢Z.A. and S.A.)independently screened studies for
eligibility by reviewing the titles and abstracts based on thalgfieed criteria. If the
inclusion criteria could not be decided, full articles were retrieved and the deadiioh
the inclusion or exclusion of the papesis made accordinglffwo peopleeviewedeach
of the full text articleso decideon whichpapersto be included in the revieiRandom
assignment of papersas done andeviewed independently b¥.A. and one of the
following members (P.A., S.R., S.A., and |.BAny discrepancies were resolved by
consensudDiscrepancies emerged in 8.84 % of the studies. These disagreements were all

resolved by discussion.
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Records identified through| Records identified from other sourcs
database searching N= N=24
Ideptificgtion 11,460
A\ 4 A
Recordsafter duplicates removed N=
6444
Streenjng Records screened N=6444 R Records excluded
N=6254
Full text articles
Full text articles assessed excluded: 28
for eligibility N=190 ’ Revievs N=18
Eligibility
Not religious coping
N=45
v Nonvalidation studies
Number of validation N=66
studies n=9 .
Not cancer population
Number of papers with N=14
partial psychometric . :
. nEnglish
Included propertiedN=33 Et:uldy notinEnglis
Abstract only/book
N=4
Total number of tools
included for analysis
N=11
Figure 3.1. Flow Diagram of the Selection Process of Studies
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3.6.4 Data extraction

3.6.4.1 Stage 1:Data extraction from the validation studies

Table3.3. included the information which wesemmarisedrom the validation
studies which mainly aimed to develop or further validate a religious coping measure.
Therefore, Table 3.3. included the following informationh e aut hor sdé names
languageof the tool, aims of the tool, number of items, and the sample size and site of
cancer.The data extraction form for the validation studies is displayed in Appendix 2.
Table 3.4 included a different set of studwsich aimed toexaminereligious coping
among a cancer populatiomherefore, these studies did not have as its aim the validation
of the religious coping measure. Rather, the studies in Table 3.4 only partially validated
the religious coping measure by typically calculating the internal consyste#nthe
measure The purposeof including these studies in Table 3.4 was to provide a
comprehensive picture about the psychometric properties of religious coping measures
used in the |iterature. Tabl e 3. duntiyofcl uded
the research, the name of the tool, the psychometric property assessed, sample size, and

its clinical characteristics.

3.6.4.2 Stage 2: Evaluation ot h e t syahdmetficprpperties

Psychometric data were extractédm the validation studies (in Table 3.3)
according tahe quality criterialeveloped by erwee et al. (2007), arsdiapted by Selman
et al. (2011)which is outlined in Table 3.5Table 3.6 included the psychometric
assessmerdf the religious copingneasuesin the validation studie®oth Z.A. and S.R.

independently utilised Table 3.5 as a guide in the psychometric assessment of each
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religious coping toolThe following criteria were utilised in the assessment: (+) refers to
adequate, (?) doubtful;)(poor quality, or (0) unknownvhenthe studydid not include

the requiregpsychometridataon the tool(Selman et al., 2011Any discrepancies in the
ratings between Z.A. and S.Rvere resolved through discussionhe discrepancy

emerged in 8.64 % of the sx=s.

3.6.4.3 Stage 3:Assessmenbf the theoretical background of the religious coping
measures

Thisstageaimed to asseske theoretical background of religious coping measures
which areidentified in the validation studied Table 3.3. Table 3.7 included information
about how these validation studies defined religious coping, and the theoretical
foundations of these measures. The information covered in Table 3.7 includes: the
aut horsd names, me a s u tioastostheroal haad, the ddiirgtions e t 1 C @

of religious coping.

3.6.4.4Stage4: The analysis of the items within the religious coping tools

Each item of the included tools in Table 3.3 were further analysed based on th
multi-dimensional nature of religious copidggcussed earlier in Section IParganent,
1997). The aim of stagkwas to explore the integration of the mulimensional concept
of religious coping from the cognitive, behavioural, emotional, relational/social, and
spiritual perspectives into thedlinded toolsThe results of this stage is outlined in Table

3.8.
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Step by step process of toolsd6 anal ysi s

Z.A. and S.R. individually analysed the items making up the religious coping tools
First, the items from altoolscollected in stage 2 wenecluded in the analysis except for
tools whose authors could not be tead after several attempts of contacting tiférays
of Helping Questionnairgiamilton Stewart, Crandell, & Lyn/2009). Second, each item
was categorised based on thamension of eligious coping it measures. Any
discrepanciesvhich were found in 23.44 % of the itermgere discussed and a consensus
was reached. Tabl&8 included the resultsof theanalysis of the items making up each
religious coping tool.
3.7 Results
3.7.1Stage 1: Identfication of measures

A total of11,460records were identified through an electronic search of databases.
After duplicates were removefi444citations remained. Of thos@254were discarded
because they did not meet the inclusion critefidhe review The gplication of the
inclusion/exclusion criteria teach full text article were independently screened by two
reviewers, and the team was composed of five reviewers (Z.A, P.A., I.B., S.A., and S.R.).
In total, 190qualifying citationswere identified From thesgl48citations were excluded
based orexclusion criteriae.g. studies were either narrative or systematic literature
reviews,the measure was not a religious coping tool, the study was not a validation study,
or the language of the article wast in English (all excluded articles and the reason for

exclusion are displayed iAppendix 3). A total of 9 articles are included in Table 3.3
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(validation studies), while 30 articles with partial psychometriperies are shown in

Table 3.4.

Q 1. Whatare the validated religious coping tools and their psychometric properties?

Table 3.3 displays the validation studies that aimed to primarily develop or further
validate religious copingneasures. Most studies have validated the religious coping
measuresn English(Bowman Beitman, Palesh, Pérez, & Koopma&®09; Hamilon et
al., 2009; HamiltonCrandell, Carter, & Lynn2010; Holt et al., 2009; Johns®rYoon,
Franklin, Sclopp, & Hinkebein 2009; Rinaldis Pakenham, Lynch, & Aitken2009),
while Fillion, Kovacs, Gagnon, & Endlef2002), Sharif et al. (2018), and Vespa et al.
(2017) validated thescales into no#iEnglish language, French, Persian and Italian,
respectively. Patients with various cancer sites welisad in all of the included studies
(Bowman et al., 2009; Hamilton et al., 2009; Hamilton et al., 2010; Holt et al., 2009;
Johnstone et al., 200Sharif et al., 2018Vespa et al. 2017), except for Fillion et al.
(2002 and Rinaldis et ali2009) as theyncluded onlypeople with breast caag and

bowel cancer respectively.
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Table 3.3.

Overview of Validation Studies of Religious Coping Measures

Author/Year Tool Language of Aim of the measure Number Sample size and characteristics
the tool of RC
items/total
Bowman et Cancer and English Assesssbenevolent 12/12 61 olderpatientsnewly diagnosed
al., 2009 Deity (U.S.A) andabandoning God with cancer
Questionnaire representations
(Bowman et al., within the context of
2009) cancer
Fillion et al., Shortened Translated  Assessscoping 2/28 132 patientsundergoing radiation
2002 COPE (Carver into French styles therapy for breast cancer
et al., 1989) (Canada)
Hamilton et Ways of English Assesescoping 4 from Phase 1: 28 African Aarican
al., 2009 Helping (U.S.A) styles for older Help from cancer survivor$hase 2: 32 of
Questionnaire African American God, 5 African American ancer survivors
(Hamilton et cancer survivors from with breast cancer. Phase 3: 385
al., 2009) Church/ African American cancer survivors
family
support/38
Hamilton, Perspectives of English Assesses the 15/15 317 African American cancer
Crandell, Support from  (U.S.A) communicative survivors
Carter, & God Scale exchange between
Lynn, 2010 (Hamilton,et individuals and God
al.,2010) during struggles with

cancer
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Author/Year Tool Language of Aim of the measure Number Sample size and characteristics

the tool of RC
items/total

Holt et al., God as a English God as dlelper: 11/11, 8/8, 100 African Americarpatients with
2009 Helper, God as (U.S.A) assesssthe 717 mixed cancersitesexcept for skin

aHealer, Faith perceived help from cancer

in Healing God in coping with

(Holt et al., cancer. God as a

2009) Healer: reflects the

perception of God as
a healer. Faith in
healing: reflects the
idea thaenough faith
can heal cancer

Johnstone et Religious English Assesses the 7125 164 patientswith various health
al., 2009 coping (U.S.A) multidimensional disorders ¢nly 25 people with

scale/BMMRS natue of cancer)

(Abeles, religious/spiritual

Ellison, coping

George, Idler,

& Krause,

1999
Rinaldis et  Coping with English Assesses coping 3/32 1800 patients with bowel cancer
al., 2009 Colorectal (Australia) strategies used by

Cancer patients with

Measure colorectal cancer

(Rinaldis et al.,

2009)
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Author/Year Tool Language of Aim of the measure Number Sample size and characteristics
the tool of RC
items/total

Sharif et al., PersiarBrief Persian (Iran) Assessgpositive and 14/14 482 mixed cancer patients
2018 RCOPE negative religious

(Pargament et coping

al., 2000

(Sharif, Sharif,

Goudarzian,

Allen, Jamal;

HeydartGoriji,

2017

Vespa et al.,, Rdigious Italian (Italy) Assesses positive an 16/38 338 mixed population of various
2017 coping negative religious medical diseases (cancer,
scale/BMMRS coping cardiovascular diseases and
(Abeles, diabetes), and a control group of
Ellison, healthy individuals
George, Idler,
& Krause,
1999

95



3.7.1.1Studies that partially validated religious copingmeasuresnot as a main aim
of the study
In order toprovide afully comprehensive review of all religious coping measures

with partial psychometric properties, the objective of Ta@xewasto provide details on
thestudies that validated religious copimgasuresbut not as a main aim of these studies.
Thus these studies provided limited psychometric properties such as internal consistency,
which was often mesured in those studids 15 out of the B studies, the Brief RCOPE,

or a variation of itwas utilisedto measure religiousoping (Bizq Opre, & Rusy2014;
Fitchett et al., 2004; Holt et al., 2011; MannM{alsh, 2005; Mesquita et al., 2013;,Ng
Mohamed, Sulaiman, & Zaing017; Pedersen et al., 2013; Phelps et al., 2009; Rand et
al., 2012; Shermai®lante, Simonton, Latif, & Anaissi2009; Shermarsimonton, Latif,
Spohn, & Tricot 2005; Tarakeshwar et al., 2006; TreyiBalboni, Zollfrank, Balboni, &

Prigerson 2014; Zvingmann et al., 2008; Zwingmann et 2006).

Table 3.4. Studies which Partially Validated Religious Coping Measures not as a
Main Aim

Author/year Country Measure of RC Psychometric  Samplesize

Property and site of
cancer
Fitchettetal., U.S.A. Brief RCOPE Internal A mixed group
2004 (Pargament et al., consistency of patients with
2000) (0.90 0.77,} medical

diseases (71
patients with
diabetes, 70
patients with
congestive
heart failure,
and97
outpatients
with cancer)
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Author/year Country Measure of RC Psychometric ~ Sample size
Property and site of
cancer
Trevinoetal.,, U.S.A. Brief RCOPE Internal 603 advanced
2014 (Pargament et al., consistency cancer patients
2000) (0.90 0.79)
Tarakeshwaet U.S.A. Brief RCOPE, Predictive 170advanced
al., 2006 MMRS (7 items validity and cancer patients
from each) internal
(Pargament et al., consistency
2000) (0.73, 0.97)
Phelpsetal., U.S.A. Brief RCOPE Internal 345 advanced
2009 (Pargament et al., consisteng cancer patients
2000) (0.90-0.81)
Sherman et al., U.S.A. Brief RCOPE Internal 94 myeloma
2009 (Pargament et al., consistency patients
2000) (0.93 0.68)
Sherman et al., U.S.A. Brief RCOPE Internal 213 multiple
2005 (Pargament et al., consistency myeloma
2000) (0.920.90) patients
Holt et al., U.S.A. Brief RCOPE Factorial 100 African
2011 (Pargament et al., validity, internal American
1998) consistency patients with
(0.880.81) mixed cancer
sites
Manning U.S.A. Brief RCOPE Internal 100 women
Walsh, 2005 (negative RC consistency with breast
scale)(Pargamen (0.79) cancer
et al., 200)
Rand et al., U.S.A. Brief RCOPE Internal 86 men with
2012 (Pargament et al., consistency advanced
2000) (0.92, 0.62) cancer
Bizo et al., Romania Brief RCOPE Internal 38 patients with
2014 (Pargament et al., consistency breast cancer
2000) (0.83, 0.85)

Zwingmann et Germany
al., 2006

Brief RCOPE

Adapted todGerman
(Pargament et al.,

2000

Exploratory
factor analysis,
internal
consistency
(0.97-0.89)

156breast
cancer patients
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Author/year Country Measure of RC Psychometric ~ Sample size
Property and site of
cancer
Zwingmann et Germany Brief RCOPE Exploratory 167 German

al., 20@

Adapted to Germai factor analysis,

patients with

German internal breast cancer
(Pargament et al., consistency
1998, 2000) (0.980.89)
Pedersen et al. Denmark Brief RCOPE Internal Mixed group of
2013 Revised consistency patients with
(Pargament et al., (0.940.60) lung diseases
1998 (lung cancer
n=37)
Ng et al., 2017 Malaysia Brief RCOPE Internal A mixed group
(Pargament et al., consistency of 200 patients
2000) (0.97, 0.88) with cancer
Mesquita et al., Brazil Brief-SRCOPE Internal 101 mixed
2013 (adapted from consistency cancer patients
RCOPE) (0.90
(Pargament et al.,
2000)(Panzini &
Bandeira, 2005)
Gall et al., Canada RCOPE Internal 87 women with
2011 (representative consistency >  breast cancer
subset) (Pargamer 0.65 for 9 out of
et al., 2000) 10 scales used
Gall & Canada RCOPE (short Internal 56 women with
Bilodeau, 2020 version)(Pargaent consistency breast cancer,
et al., 2000) (0.580.83) and 82 with
benign
diagnosis
Hebertetal., U.S.A. RCOPE (two items Factor analysis 198 women
2009 from each with stage | anc
scale)(Pargament I, 86 stage IV
et al., 2000) breast cancer
ThunéBoyle et U.K. RCOPE Factor analysis, 160 newly
al., 2011 (Pargament et al., internal diagnosed
2000) consistency breast cancer
(0.72, 0.96) patients
Gall et al., Canada RCOPE (2/scale) Internal 87 patients with
2009 (Pargament et al., consisteng breast cancer,
2000) (0.51-0.89) 151 with

benigntumours
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Author/year Country Measure of RC Psychometric ~ Sample size
Property and site of
cancer
Sabanciogullari Turkey  Religious Coping Internal 133 mixed
& Yilmaz, Scale (Abu Raiya, consistency cancer patients
2019 Pargament, (0.74)
Mahoney, &Stein,
2008
Filipp et al., Germany Search for Exploratory and 332 patients
1990 Meaning in confirmatory with cancer
Religion (4 items) analysis, internal
consistency
(0.840.83)
Nairn & U.S.A. Religious Problem Factor analysis 292 patients
Merluzzi, 208 Solving Scale and internal with cancer
(Pargament et al., consistency
1988) (0.840.96)
Polite et al., U.S.A.  Religious Problem Internal 407 patients
2018 Solving Scale consistency with primary
(Pargament et al., (0.96, 0.97) invasive colon
1988) cancer
Elumelu et al., Iran Brief COPE Internal 110 patients
2015 (Carver, 1997) consistency undergoing
(0.69) radiotherapy
for breast
cancer
Park U.S.A. Brief COPE Internal 172 mixed
Edmondson& (Carver,1997) consistency cancer patients
Blank, 2009 (0.92-0.74)
Carveretal, U.S.A. COPE, 3/4items Internal 59 patients with
1993 (Carver et al., consistency breast cancer
1989) (0.650.90)
Vespa et a). U.S.A. BMMRS (Abeles, Factor analysis, 88 patients with
2011 Ellison, George, Internal lung cancer,
Idler, & Krause, consistency and 65 patients
1999) (0.99) with large
bowel cancer
Hamrick & U.S.A. MRR (religious Factor analysis, 254 prostate
Diefenback, coping and internal cancer patients
2006 spiritual coping)(  consistency and 238
Abeles, Ellison, (0.87, 0.92) normative
George, Idler, & sample

Krause, 1999
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Author/year Country Measure of RC Psychometric ~ Sample size

Property and site of
cancer
Park U.S.A.  Spiritual Strain Internal 167 mixed
Edmondson Scale(Struggle consistency cancer patients
Hale-Smith, subscale)Exline,  (0.83)
Thomas & Yali, & Sanderson
Blank, 2009 2000)

aRefers to internal consistency for positive and negative religious coping scales,
respectively

Although studies came fromariouscultural contexts, thmajority of these studies
were conducted in the United Stat€afver et al., 199Fitchett et al., 2004; Hamrick &
Diefenback, 2006; Hebert et al., 2009; Holt et al., 2011; Tarakeshwar et ét. T28Gino
et al., 20%; Nairn & Merluzzi, 2003; Phelps et al., 2009; Sherman et al., 2009; Sherman
et al., 2005; Park et al., 2009; Park et al., 2009; Phelps et al., 2009; M&vaisig, 2005;
Vespa efal., 2011; Polite et al., 201&and et al., 2012). IAof the studiesncludedin
Table 34 examined at least internal consistency as a psychometric property for the
religious coping togland all found this to be acceptabfedditionally, for the Brief
RCOPE, all of the studies utilising this measure mtedithe internal consistency for both
the positive and negative scales of the measurieh ranged from 05to 0.98. Altrough
Gall and colleagues (2009) foumd Cr onbachdés al pha of 0.51
subscales, this was the full version of the soea and not the Brief RCOPE. The full
RCOPE isnot commonlyutilised in the literature given its lengthvhich makes it

demanding to usi clinical settings.

Several studies have conducted factor analysis for the religious coping measures.

ThunéBoyle et al. (2011) conducted factor analysis for the scales they utilised from the
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RCOPE to find out that eight factors emerged: positivigioels coping, religious coping

to achievelife transformation, feelingsf beingpunished by Godpoking for spiritual

purity, looking forsocial support from religiousommunity passiveeligious deferral, re
evaluationo f Godo6s Immanng with &odHebert et al. (2009) have also
conducted factor analysis for only the four items they have selected from the RCOPE, and
this yielded two factors: negative and positive religious cophugditionally, factor
analyses for the Brief RCOPE was conducted Wngmann et al. (2006, 2008) for the
German version of the Brief RCOPE, and Holt e{2011) for the English version of the

Brief RCOPE to find out that two factors emerged: positive and negative religious coping.

Three other measures were also subgedie factor analysis (Hamrick &
Diefenbach, 2006Nairn & Merluzzi, 2003, or Principle Component Analysis (PCA)
(Vespa et al., 2011). Hamrick and Diefenbach (2006) conducted a factor analysis on the
selected 14 items from the spiritual coping scale freenMeasure of Religiousness and
Spirituality (MRR) to find out that two factors emerged: religious coping practices and
spiritual coping. Additionally, Vespa et al. (2011) did factor analysis for the Brief
Multidimensional Measure of Religiousness and i&mltity (BMMRS) to find out that
three factors emerged from the (PCA) which were: inner spirituality, spiritual coping, and
spiritual wellbeing. Nairn and Merluzzi(2003 also conducted factor analysis for the
Religious Problem Solving Scale find outthat two factors emerged: one factor for the
deferring and collaborative problem solving, while the second factor was turseting

scale.
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3.7.2Stage 2: Evaluation ot h e t syahdmetdcprpperties

Descriptive synthesisvas implemented to descridbet ool sd& psychom
propertiesthat have beerextractedfrom the validation studiegTable 3.3.) More
specifically, the religious coping tools were assessed according to the psychometric
criteria displayed in Table 8. The psychometric properties of thmeligious coping

measuref the validation studiearedisplayedn Table3.6.

Table 3.5. Quality Criteria for assessing the Psychometric Properties of Religious
CopingToolsad apt ed fr odal (®EL) manbds et
Property Definition Quality criteria P
1.Content validity The extent to whichthe + A clear description is provided of tt
domain of interest is measurement aim, the target population,

comprehensively concepts that are being measured, and
sampled by items in the item selection AND target population ai
guestionnaire (investigators OR experts) were involved

item selection (e.g., through focus grou
surveys, etc.) AND (if translated) rigorol
methods of translation and adaptation w
used and described.

? A clear description of the aboweentioned
aspects is lacking OR only target populat
involved OR doubtful design or method (e.
no adaptatio if translated).

-No target population involvement.

0 No information found on target populatic

involvement.
2.Internal The extent to which + Factor structuréested through factor
consistency items in a (sub) scale ar analyses performed on adequate sample ¢
intercorrelated, thus (7 1T #items and O 1
measuring the same alpha(s) calculated per dimension AND
construct. Cronbachodés alpha (s
for the total scor e

dimensions reported.

? No factor aalysis OR doubtful design or
method.

-Cronbachdés al pha (s
despite adequate design and method.

0 no information found on internal
consistency.
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Property Definition Quality criteria
3.Criterion The extent to which + Convincing argument that gold standard
validity scoresonaparticular exi sted for compar.i

guestionnaire relate to &
gold standard.

for the outcome measured) AND correlatio
with gold standard
? No convincingargument that gold standar
is Agol do OR doubtf
-Correlation with gold standard is <0.70
despite adequate design and method.

0 No information found on criterion validity

The extent to which
scores on a particad
guestionnaire relate to
other measures in a
manner that is consister
with theoretically
derived hypotheses
concerning the concepts
that are being measurec

4. Construct
validity

+ Specific hypotheses were formulated AN
at least 75% of the results are in accordan
with these hypotheses.

? Doubtful design or method (e.g., no
hypotheses).

-Less than 75% of hypotheses were
confirmed, despite adequate design and
methods.

0 No information found on construct
validity.

5.1Reproducibility Theextent to which the

Agreement scores on repeated
(interrater measures are close to
reliability) each other (absolute

measurement error).

+MIC < SDC OR MIC outside the LOA OR
convincing arguments that agreement is
acceptable.

? Doubtful design or method OR (MIC not
defined AND no convincig arguments that
agreement is acceptable).

MIC O SDC OR MIC ec
despite adequate design and method.
0 No information found on agreement.

5.2 Testretest The extent to which + I CC or weighted K

reliability patients can be
distinguished from each
other, despite
measurement errors
(relative measurement

error).

of ICCs/weighted Kappa values reported.
? Doubtful design or method (e.qg., time
intervalnot mentioned).

-1 CC or weighted Kag
ICCs/weighted Kappa values reported,
despite adequate design and method.

0 No information found on reliability.

6.Responsivenes The ability of a
guestionnaire to detect
clinically important

changes over time.

+ In the context of an appropriate study
design, SDC or SDC<MIC OR MIC outside
the LOA OR responsiveness ratio of Guya
(RR)>1.96 OR AUC OO0
? Doubtful design or method.

-SDC or SDC O MIC Ol
inside LOA ORAUBRL7Q
despite adequate design and methods.

0 No information found on responsiveness
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Property Definition Quality criteria
7. Floor and The number of + O 1 5 Yesporidents hchieved the
ceiling effects respondents who highest or lowest possible scores.
achieved the lowest or  ? Doubtful design or method.
highest possible score. ->15% of the respondents achieved the
highest or lowest possible scores, despite
adequate design and methods.
0O No information foc
effects.
8.Interpretability The degree to which oni + Mean and SD scores presented of at lea
can assign qualitative  four relevant subgroups of patients.
meaning to quantitative ? Doubtful design or method OR less than
scores. four subgroups.
0 No informationfound on interpretation.
Table adapted frorSelman et al(2011) SDC= smallest detectable change; LOA= limits of agreement;
ICC = intraclass correlation; SD= standard deviation; AUC= area under the receiver operating
characteristics curvé:+ = positiverating ? = indeterminate rating;= negative rating; 0= no information
available.
b Doubtful design or method = lacking a clear description of the design or methods of the study, sample
size smaller than 50 subjects (should be at Bagt every(subgroup) analysior important
methodological weakness in the design or execution of the)study

Content, Criterion, and Construdtalidity of the religious coping tool

Content validity Severtoolswere rated positivelfor content validity the Caner
and Deity Measure (Bowman et al., 2008), the Ways of Helping Questionnaire (Hamilton
et al., 2009), the Perspectives of Support from Smde(Hamilton et al., 2010), the three
measures of the religious involvement in cancer (Holt et al., 2009), and the BMMRS
(Johnstone=t al., 2009)All of the measures which were rated positivelgt the content
validity criteria identified in Table 3.5. Th&hortened COPE was rated as indeterminate
(?) because there was no clear description of the adaptations made after the translation of
the tool (for theshortened COPE, the translation was carried out from English to French)
(Fillion et al., 2002) The quaty criteria for content validity requires that rigorous
methods of tranation and adaptation to be carried out if a measure is translated into

another language. HE Coping with Colorectal Canceneasurealso received an
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indeterminaterating (?) on contdnvalidity becausdead authorsn the field were not
consultedwhenselectingthe itemsfor the measure (Rinaldis et al., 2009h meet the
criteria forcontent validity,it is essential thaboth the target population of the measure,
and the experts ithe fieldto beincludedwhenselecting the itemsmaking upgthemeasure
The Persian RCOPE received an indeterminate rating (?) betteuseithors did not
provideinformation about the trangian procedure¢Sharif et al., 2018). Similarly, the
Italian version of the BMMR®as ratecn indeterminate (?) because no infolioratvere

provided in the studgbout methods of translation and adaptation (Vespa et al., 2017).

In terms of the internal consistencyll @f the measuresexcept for the
religious/spiritual coping scale (Vespa et al., 20frd)n the validation studies displayed
in Table 3.3met theidentified psychometric criteriaThis is because the factor structure
was tested through factor analysiedahis process was done on an appropriate sample
size as determined by the qualiteportedfori t er i a
al |l of the toahdstdememasigens or Cronbachos
between 0.7 and 0.95, aB@% or more of the dimensions of the measures were reported.
The religious/spiritual coping scale (Vespa et al., 2017) received an indeterminate rating

(?) becauseo factor analysis was conducted for the measure.

Criterion validity assesses whether gwores within the measure are correlated
with scores of a gold standard measure. According to Mokkink et al. (2010), a gold
standard should be the long version of a specific measure. Within the context of this
review, this means that the study should have correldtedshort version of a measure

with its long version The correlation should be equal to or more than 0.70. None of the
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tools correlated the religious coping measure with the long version standard measure. A

a result, none of the 11 tools met this criteria for criterion validity.
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Table3.6.  The Psychometric Properties of Religious Coping Measures Repottieel Validation Studies

Measure Co.V IC Cr.V Con.V I-R T-R R FIC I
effects

Brief Persian RCOPE (Sharif et al., 2018) ? + 0 + + + + 0 ?
Cancer and Deity Questionna(@owman et + + 0 ? 0 _ 0 ? ?
al., 2009
Coping with Colorectal Cancer Measure ? + 0 0 + + + 0 +
(Rinaldis et al., 2009
God as a Helper, God as a Healer, and Fai  + + 0 - 0 0 0 - ?

in Healing (measures of religious
involvement and the cancer experiengéglt

et al., 2009

Perspectiveof Support from Godcale + + 0 + 0 0 0 - ?
(Hamilton,Crandell, Carter, & Lynn, 2030

Religious/spiritual coping scaiMMRS) + + 0 0 0 0 0 0 ?
(Johnstone et al., 2009)

Religious/spiritual coping scale in Italian ? ? 0 0 0 + 0 0 ?
(BMMRS) (Vespa et al., 2017)

Shortened COPEillion etal., 2002 ? + 0 + + + 0 0 ?
Ways of Helping Questionnaif(elamilton et + + 0 + 0 + 0 0 ?
al., 2009

Note. Content Validity: Co.V, Internal Consistency: I.C, Criterion Validity: Cr.V, Construct Validity: Con.V, Agreement
(inter-rater reliability): IR, TestRetest reliability:T-R, Responsiveness: R, Floor/Ceiling effe&&C, Interpretabilityi.

+ = positive rating? = indeterminate rating;= negative rating; 0= no information available.

Doubtful design or method = lacking aal description of the design or methods of the study, sample size smaller than 50
subjects (should be at least 50 in every (subgroup) analysis), or important methodological weakness in the designnor executio
of the study.
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Construct validity was evaluated based on the theoretical association found
betweerthe scores in the religious coping measure and other measures. In others words,
specific hypotheses about the relationships between the religious coping tool and other
measires should be hypothesised, and the agreement wisie theoretically based
hypotheses should be 75 % or mobmly the Brief Persian RCOPERerspective of
Support from God ScalshortenedCOPE,and Ways of Helping Questionnaimget the
criteria for construct validity. The Gaer and Deity Questionnaidid not meet the
criterion as no hypotheses were provided on the concepts medhw&bd as a Helper
God as a Healegnd Faith in Healing measwrdid not meet the criterion for construct
validity as less than 75% of tfi@dings metthe hypothesesf the study The remaining

tools were rated as (0) because of the lack of@atonsruct validityin these studies.

Reproducibility.Information on agreemenwhich included interater reliability
refers to the similarity in scores over repeated measures:raggrreliabilitywasonly
providedfor the Brief Persian RCOPEhe Coping with Colorectal Cancer meastaed
the shortenedCOPE The remaining tools did not providamformation on interrater

reliability. Therefore, these measures received a rating of (0).

In terms of the testetest reliability, whichsthet o o | s Go detdrtidiffarences
between individualsegardless opotential errors ithe assessmerftve tools were rated
positively for meeting the criterioBrief Persian RCOPE;oping with Colorectal Cancer
measureltalian version of the BMMRShe shortene€OPE,andthe Ways of Helping

QuestionnaireTheCancer and DeitQuestionnairevas rateds negative-| for testretest
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reliability. Given the lack ofnformation forthe remaining measures, they were given a

rating of (0).

Responsivenes®nly two studies (Rinaldis et al., 2009; Sharif et al., 2018)
provided informationon the responsivenge®f the measure; namely the Brief Persian
RCOPE (Sharif et al., 2018), atite Copingwith Colorectal Cancer measure (Rinaldis et
al., 2009). Hence, these two measures were rated positively for responsiveness. The rest
of the studiesvere given a ratingfo(0) because thegid not provideinformation on

responsiveness.

Interpretability. The criteria for interpretabilityrequirethe descriptive statistics
(means and S.D. of scojder a minimum of four subgroups of the target population in
the study Only Coping with Colorectal Cancer measumeet the criterion for
interpretability because of the inclusion of four groups tiepés.The rest of the measures
received an indeterminate rating because of the absence of four subgroups of patients in

the studies.

Q 2. What is the theoretical basis of religious coping measures in cancer research?

3.7.3Stage 3:Assessmenbf the theoretical background of the religious coping
measures

Table 3.7 describes the theoretical basis of the included religious coping measures.
Only four measures were based on a specific psychological theory: the Cancer and Deity
Measure (Bowman et al, 2008), the Perspectwwé&upport from Godcale (Hamilton et

al., 2010), the BMMRSJphnstone et al., 2009espa et al., 20)7and the Brief Psian
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RCOPE (Sharif et al., 2018). As cited by Bowman et al. (2009), the Cancer and Deity
Measure was baseaxh theobjectrelationstheory(Fairbairn, 1943, 1952; Guntrip, 1956,
1969; Winnicott, 1953, 1966which suggests that people cope with a cancer diagnosis
through the activation of the specific mental representations they have about God.
Although Bowman et al. (200@)escribedhe aim of the measureTable 3.3), they did

not specificallydefine reigious coping in thestudy. Additionally, Bowman et al. (2009)
mentionel that they employed Pargamenial §1990) 24item measure ahe Styles of
Religious Coping Scale in the selection of items for their measure, but they did not

specifically indicag¢ to what extent they Witii s e d P ar g(d980p melasure.t al . 0s

The Perspective of Support from Gszhle (Hamilton et al., 2010) was based on
Reedbs (1992) t heor evichaefined wasrakneaoimgakiagp i r i t u
mechanismthatcouldbedni eved via the personés rel ati ¢
Therefore, a specific definition of religious coping was provided within the context of
personbds r el aThe BMVERRE fobnstane ¢t al., 260¥aspa et al., 2097
and the Brief Brsian RCOPE (Sharif et al., 2018) shared the same definiti@ligious
copingand t heoretical foundation of Par gamen

1997) (Section 2.4.2).

As cited by Carveet al.(1989), the COPE measure was basethestress and
copingmodel (Folkman & Lazarus, 1980), andahaviouraimodel of selfregulation
(Carver & Scheier, 1981, 1983, 1985; Scheier & Carver, 1988hough several
subscales of the shortened COPE (Fillion et al., 2002) were theorebesahyl, th

turning to religion scale (Carver et al., 1993) was based on the study conducted by McCrae
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and Costa (1986). Meaning, Carver et al. (1989) relied on the findings from the study by

McCrae and Costa (1986) who found that copimbich stemmed from religignwas

helpful for some of their participants. Ascansequencef these findings, Carver et al.

(1989) included a scale whichmes ur e d

peopl eds

use of

r el

Table 3.7. TheoretichFoundation and Definition of Religious Coping in the
RC Tools identified in the Validation Studies
Authors Measure Theoretical foundation of Definitions of

the tool

religious coping

Bowman et al.,
2008

Cancer and Deity

measure

The objectrelationstheory

(Fairbairn, 1943, 1952;
Guntrip, 1956, 1969;

Winnicott, 1953, 1966

Not provided

Fillion et al., Shortened COPE Thecopingtheory (Carver Not provided
2002 & Scheier, 1981, 1983,
1985; Scheier & Carver,
1989
Sharif et al., Brief Persian Pargament 6 s The specific
2018 RCOPE religious coping embedded
(Pargament, 1997) methodgelated
to the sacred
Rinaldis et al., Coping with Not provided Not provided
2009 ColorectalCancer
measure

Hamilton et al.,
2009

Ways of Helping
Questionnaire

Not provided

Not provided

Hamilton et al.,
2010

Pespective of

Support from God

scale

Reedos
spirituality (Reed, 1992)

(1992

Spirituality was
defined aghe
rapport between
a person and
God

Holt et al., 2009

God as a healer
God as a helper
Faith in healing

Not Provided

Not provided

Johnstone et al.
2009 andvespa
etal., 2017

BMMRS

Pargament 6s
religious coping
(Pargament 1997)

The specific
methods related
to the sacred
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The measures whickerenot based oa specific theory of religious copingere
the Coping with Colorectal Canceneasure (Rinaldis et al., 2008he Ways of Helping
Questionnae (Hamilton et al., 2009)God as a Helper, God as a Healer, and Faith in
Healing measureqHolt et al., 2009).Items from the Coping with Colorectal Cancer
Measure (Rinaldis et al., 2009) were generated through interviews@rglgroups, and
authors indicated that 90% of the particicr
in the field. Additionally, Rinaldi et al. (2009) specifically cited three main resources
(Billings & Moos, 1981; Carver et al., 198@italiano, Ruse, Carr, Maiuro, & Becker,
1985) in which they adapted some items from to include in their measure. Therefore, some
of the items included ithis measure could be based on psychological theory. However,
because the cited sources (Billings & Moos, 1981; Carver et al., Y&88ano et aj
1985) do not include a religious coping theory, it is possible that the religion items in the
Coping withColorectal Cancer measure were not based on a specific theory of religious
coping. The Ways of elping Questionnaire, and Helt ab .42009) three measures: God

as a Healer, God as a Helper and Faith in Healing were not based on a specific theory.

Q 3. How are the items making up the religious coping measures divided into the

cognitive, behavioural, emotional, relational, and spiritual domains?

3.7.4Stage4: The analysis of the items within the religious coping tools

Cognitive religious coping

The evaluatio of the components of religious coping measures is displayed in
Table 3.8.Seveninstruments fogsed on the cogtive domain of religious coping: Brief

Persian RCOPEK;ancer and Deity Questionnaire, Faith in Healfagd as a Helper, God
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as a Heler, Perspectives of Support from God sc¢aed the religious coping scale from
the BMMRS Both Coping with Colorectal Cancer measure dredshortened COPE did
notincludeany item measuring the cognitive domain of religious copeasuresvhich
relied more heavily on positive cognitive coping were the God adealer measure,
Perspectives of Support from Gadale, Faith in Healing measur&od as a Helper

measure, followed bthe Cancer and Deit@Questionnaire

Four measures included items measuring the negative cognitive domain of
religious copingthe Brief Persian RCOPIHe Cancer and Deity Questionnaif&ith in

Healing measureand Pesspectives ofSupport from Godscde. An example of positive

cognitive copingcomes fromfaith in Healing measuré: Wi t hout Godtigve | wou
made it through <cancer o. An example of n
Pespectives oBupport fromGodc al e: A God all ows me to suff

Emotional Religious coping

The second most common domain was éh@tional domainSeventools had
items coded within this domain, nametlye Brief Persian RCOPHe Cancer and Deity
Questionnairethe Coping with Colorectal Cancer measuteFaith in Healing measure,
God as a ldiper measure, the Perspecsioé Support from Godcale andthe $ortened
COPE. An example of positive emotional coping frahe shortenedCOPEi s : il hav
been trying to find comfort in my religion or spirituale | i Nedgasveemotional coping

wascoded in two measures: the Brief Persian RCOPE, and the GantcBreity

113



Table 3.8 The Distribution of the Religious Coping items in thve @omains proposed by Pargaméfio?)
(Cognitive, Emotional, Behavioural, Relational, and Spiritual)

Cognitive Emotional Behavioural Relational Spiritual Double coded
Tool

P N P N P N P N P N P N
Brief Persian 28.57 7.14 7.14 50 7.14
RCOPE
Cancer and Deity 25 16.67 8.33 8.33 16. 8.33 16.67
Questionnaire 67
Coping with 66.67 33.3
Colorectal 3

Cancer Measure
Faith in Healing 57.14 14.29 28.57

God as a Helper 45.45 18.18 36.36

God as a Healer 100

Pespectives of 60 6.67 6.67 20 6.67
Support from

Godscale

Religious coping 16.67 50 33.33
scaleBMMRS

Shortened COPE 50 50

Note. Thenumbers arg@ercentagewhich reflect the distribution of all items in the selected measures. For the shortened COPE
and Coping with Colorectal Cancer measure, the percentedyeseferto the religious coping items within the measu?: Refers to
positiveitems N: Refers to negatwitems
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and Deity Questionnaire. An example on negative emotional coping from the Cancer and
Deity Questionnnaire sBefdre | had cancer, God felt more powerful than God does

nowo .

Behavioural Religious coping

The tkehavioural domain wasitilised in only three measures: Coping with
Colorectal Cancer measure, Perspectives of Support from God scateeahdrtened
COPE.The $ortened COPENd theCopingwith Colorectal Cancer measure utilised
similar items(i.e. the use ofmeditation omprayeras a oping methol§l The Pespectives
of Support from Godcaleincorporated less itenwithin the behaviouratiomain. None
of thethree tools that included the behavioural iterastained itemsvhich belonged to
the negative behaviodrdomain.Six measureslid not includeitems on the behavioural
domain: Brief Persian RCOPHEhe Cancer and Deity Questionnaifeaith in Healing
measure, God as a Helper measure, God as a Healer maaslureljgious coping scale

from the BMMRS.

Relational religious coping

Only one measutdghe Brief Persian RCOPHtilised negative relational coping
Anexampl e from this domain from the | atter

had abandoned meo.

Spiritual aspect of religious coping

Only one measure, the Cancer and Deitg$ionnairehad itemghat were coded

within the spiritual domain. The Cancer and Deity Questionrdefened the spiritual
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dimension as the relationship between the person and Gedn&asuralsoassesssthe
positive as well as the negative. Maspect s
emphasis have been given to the positive side of the spiritual doAmaiexample of
negaive spritual copingfrom theCancer and Deity measurefiat times | feel Godchas
desertedm2An exampl e on t he p bfeeicibseto&oddraridayi t u al

to day .

Double coded items in selected measures

Five tools had items that belonged to more than one dorierPersian Brief
RCOPE, the Cancer and Deity Qtiesnaire, God as a Helper measurerspectives of
Support from Godkcale,and the religious coping scale from the BMMRS. The measure
which had the highest number of items that were double coded is the religious coping
scale from the BMMRS (i.e. 5/6 items). An example framouble codedem from the
religious copingscalefromnh e BMMRS is @Al | ook to ®ad for
This item was coded in both tpesitivespiritualandemotional domaindn yet another
example from God as a help¢he itemfi God gave me guidance th
e X per i e ooded mthepositvecognitiveand the emotional domain. Tfalowing
measures did not include items which were double cddeping with Colorectal cancer

measure, Faith in Healing measure, God as a Healdrthe shortened COPE.
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Q4. What is the most appropiate religious coping measure to be usedof the

empirical study of this thesis?

The validation studies have identified feligious copingools which have been
developed or validated as a main aim of ttuelyg (Table 3.3), whild0 tools have been
identified from studies that have partially validated the religious coping measure, but not
as a main aim of the study (Table 3.4). However, validation studies provided limited
psychometric properties for theseligious copingtools asidentified in Table 3.6.
Additiondly, all of the tools displayedn Table 3.3might not suitable for use for the
population of interest of this thesis because these tools have been specifically developed
for certin populations such as Africakmerican cacer survivors (Holt et al., 2009;
Hamilton et al., 2009; Hamilton et al., 2010), people with colorectal cancer digiretl
al., 2009), Iranian peophith cancer (Sharif et al., 2018), American and Italian people
with cancer (Johnstone et al., 2009; Vs al., 2017), French Canadian women with

breast cancer (Fillion et al., 2002), or Americangdeavith cancer (Bowman et al., 2009).

As a consequence, Table 3.4 was further examined for the selection of suitable
religious coping tooldor the empiricalstudy of this thesjsin which the Brief RCOPE
seemedsa suitablegool as itwas the most frequently utilised and examined tool in these
studies. The reported internal consistency ranged from-(6®Dj for the studies that
utilised the Brief RCOPE. Meover, three studies (Holt et al., 2011; Zwingmann et al.,
2006, 2008) conducted factor analyses for the English and German versions of the Brief

RCOPE to identify two factors: positive and negative religious coping. These were the
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same factorsvhich havebeen originally identified irthe initial studies conducted by

Pargament et al. (2011) on noancer populations.

I n terms of the measurebdés theoretical
reviewed and covered in this review, the Brief RCOPE was tlyg@oll which was based
on a comprehensive religious coping theory (Pargament, 1997). According to the above
mentioned reasons which are linked to the psychometric evidence of the measure, and the
theoretical basis of the measure, it standsmtegdson tat the brief RCOPE could ke

most suitable measure to be utilised for the empirical study of the current thesis.

3.8 Discussion

This systematic review evaluatetthe psychometric characteristicheoretical
basis, anccontent of the religious coping tools and subscales that have been used in
clinical cancer literature. This section summarises and discusses the main findings, relates
it to the relevant psychoncology literature, and highlights the clinical and research
implications for cancer care. This systematic review diffemnfprevious reviews in its
focus on religious coping measuredich conceptualised spirituality as an aspect of
religion. | t al so wutil i sedinRmaalysingthedems 6 s t
making up these measures from a cognitive, behavioural, emotional, relational, and
spiritual perspectivesfurther adding a deeper understanding of the domains that these

scales covered.
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3.8.1Summary and discussion of main findings
3.8.1.1The validated religious coping tools and their psychometric properties

This review provided a comprehensive updasdgessmenif the psychometric
characteristicef 21 religious coping measures used in cancer research. Thelfisbl$
have been specifically developadvalidated within the cancer context (Table 3.3), while
the rest of tools were partially validated, not as a main aim of the studies (Table 3.4).
Although the studies in Table 3.3 aimed to develop or further validate religious coping
measures, these stadidid not, in fact, provide a comprehensive assessment on most of
the psychometric domains such as criterion and construct validityrategrreliability,
testretest reliability, responsiveness, floor and ceiling effects, and interpretability. This
observation was previously made by Selman et al. (2011) but in regards to measures of
spirituality within palliative populations, which further reflect the psychometric problems

within these measures.

The measurewith the strongest psychometric properti@srethe Brief Persian
RCOPE and theCoping with Colorectal Cancer measuioth of these measures
demonstratedood internalconsistencyinterraterreliability, testretest reliability,and
responsivenesd-urther examination of the construct validityr the Brief Persian
RCOPE,and floor and ceiling effect®r both of these measurasay be beneficial. The
Ways of Helping Questionnaire also displayed good psychometric properties in content
validity, internal consistency, construct validity, and-tesest reliability. It may benefit
from further validation in some areas such as: criterion validity,-nater reliability,

responsiveness, and floor and ceiling effects. The religious items from the shortened
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COPE demonstrated good internal consistenoystruct validity, interater reliability,

and testretest reliability. It may need further validation for content and criterion validity,
responsiveness, floor and ceiling effects, and interpretability. The Bersian RCOPE
and the measures that &@&sed on the RCOPE (BMMRS and MMRS) (Johnstone et al.,
2009; Vespa et al., 2017) demonstrated good content validity (Johnstone et ala2609),

good internal consistency (Johnstohalg 2009Vespa et al., 2017)

This systematic review also shed ligin the studies thatxploredthe utilisation
of religious coping among people with cancer, and mainly evaluated the internal
consistency of the religious coping measures included isetbtidies. The most
commonly utilised and tested tool was Brief RE)Rnd the internal consistency was
adequate and ranged between (0033 for the positive religiousopingscale (Bizo et
al., 2014; Fitchett et al., 2004; Holt et al., 2011; ManAMalsh, 2005; Mesquita et al.,
2013; Ng et al., 2016; Pedersen et2013; Phelps et al., 2009; Rand et al., 2012; Sherman
et al., 2009; Sherman et al., 2005; Tarakeshwar et al., 2006; Trevino et al., 2014;
Zwingmann et al., 2008; Zwingmann et al., 2006). The range for internal consistency for
negative religious coping sealvas between (0.70.89) for 11 out of the 15 studies which
assessed the negative religious coping scale (Bizo et al., 2014, Fitchett et al., 2004; Holt
et al., 2011; ManningValsh, 2005; Mesquita et al., 2013; Ng et al., 2016; Phelps et al.,
2009; Shermaet al., 2005; Trevino et al., 2014; Zwingmann et al., 2008; Zwingmann et
al., 2006). Additionally, the Brief RCOPE was the most commonly examined measure for
the factor structure (Holt et al., 2Q1Zwingmann et al., 2006, 2008yhesestudies

confirmedthe two factors originally suggted by Pargament et al. (201These findings
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suggesthat theBrief RCOPE seems to be a robust measure of religious coping, which

might makeit suitable for usén clinical settingamong people with cancer

Moreover,the review also highlighted thdte second most camonly examined
measure was thRCOPE (Gall et al., 2011; Gall et al., 2009; Hebert et al., 2009; Fhuné
Boyle et al., 2011). However, none of these four studies utilised the full verfsiba o
RCOPE, rathr authorsselectedrepresentative items (Gall et al., 2011), only 4 items
(Hebert et al., 2009),-Bem per scale (Gall et al., 2009), cgrtain scales whictvere
appropriatefor the study sample (Thurigoyle et al., 2011). As a consequence, the two
studes that have conducted factor analyses of the RCOPE (Hebert et al., 2009; Thuné
Boyle et al., 2011) did so for the scales/items taate beerselected fothe studiesand
not for the whole measure. However, the internal consistency for the selectsdaswil
items from the RCOPE ranged from 0.65 to 0Wbich is adequatéor the majority of
the scalesf the RCOPEThe full RCOPEHs theoreticallybasedandis a comprehensive
measure in thesseswent ofreligious coping(Pargament et al., 2000jience, if the
research and clingt setting permits theseof such a long measuréhenutilising the full
RCOPEcould allow for a comprehensive assasst of religious copingmong people

with cancer.

The rest of the wasures (Religious Coping Scalea&h for Meaning in Religion,
Religious Problem Solving Scale, Brief COREQPE, BMMRS, MRR, and Spiritual
Strain scaleflemonstratetimited psychometric evidence as less studies have evaluated
religious coping using these measures (Carver et al., BB®3elu et al., 2015; Fillip et

al., 1990; Hamrick & Diefenback, 2006; Nairn & Merluzzi, 2003; Park et al., 2009; Park
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et al., 2009; Polite et al., 2018; Sabanciogullari & Yilmaz, 2019; Vespa et al., 2011).
However, the majority of these studies (Fillipaét 1990; Hamrick & Diefenback, 2006;
Nairn & Merluzzi, 2003; Park et al., 2009; Park et al.,, 2009; Polite et al., 2018;
Sabanciogullari & Yilmaz, 2019; Vespa et al., 2011) reported adequate internal
consistencies ranging from 0.7 to 0.97 for the majafthese religious coping measures.
This reflecs the need for futurstudies to assesgherpsychometric properties for these

measures.

The limited psychometric properties in the identified psychometric domains may
point that researchers may needdous on validatingheoreticallybased tools, rather
than developing new religious coping measures. Utilising validated and theorgtically
based tools is important in devising culturally sensitive psychological interve(@icaig
etal., 2008)Also,iti s cruci al to examine t lkxinotherasur e
cultural contexts given thamost validéion studies whictprovided partial psychometric
data have been conducted in Western count@asver et al., 1993; Fitchett et al., 2004;
Gall & Bilodeau, 2020; Gall et al., 200%all et al., 2011; Gall, 20044amrick &
Diefenback, 2006; Hebert et &2009; Holt et al., 201IManningWalsh, 2005; Nairn &
Merluzzi, 2003Park et al., 2009; Park et al., 2009; Phelps et al., Z04lfie et al., 208,;
Rand et al., 2012; Sherman et al., 2005; Sherman et al., 2009; Tarakeshwar et al., 2006;
ThunéBoyle et al., 2011; Trevino et al., 20Mespa et al., 201 Zwingmann et al. 2006;

Zwingmann et al., 2008
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3.8.1.2The theoretical basis of religious coping meases

Six out of the 1 measures identified in the validation studies (i.e snedCOPE,
Coping with Colorectal Cancer measure, Ways of Helping Questionnaire, God as a
Helper, God as a Healer, Faith in Healing) were not based on a specific theoryaiselig
coping. Only four religious coping measures were based on theory (i.e., Cancer and Deity
Questionnairg Perspectives of Support from Gadale the Brief RCOPE, andhe
religious coping scale from tBMMRS). Three key theories formed the basis of these
measures: object relations theory (Fairbairn, 1943, 1952; Guntrip, 1956, 1969; Winnicott,
1953, 1966) , Reedd6s theory of spiritualit
religious coping (Pargament919 7 ) . Additional l vy, Par gamen
prominent asit guided the development of both the Brief RCOPE, and the
spiritual/religious coping scale from the BMMRS. Moreovdéth@igh Cancer and Deity
Questionnairava s based on Raetaldydtheitamb makingyup thd tooks p i
were derived from P aiteg aneasunet od Styleg of Readidious( 1 9 9 C

Coping Scale.

Researchers interested in achieving a theoretical and comprehensive
understanding of religiousoping might need to ta& into consideratiothe theoretical
basis of the measures they employ in their studies, and to clearly define how they
conceptualise religious copindt.is also valuable to mention that Pargament et al. (2000)
suggested thahree sources should be igdd wherdesigning a religious coping measure.
These sources are: previous measures in the field, empirical findings thedry.

Therefore, the findings of this review does not indicate that the measures should not be
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based on empirical findings or preus items from similar measures titerature. Rather,
these findingsemphasisedhat the theoreticaloundationis a missingsourcein the
developmat of religious coping measures. Henttes underlying theoretical basis of the
measuremight need to be&onsidered by researcheshen designing religious coping
measures.Consequently, theoreticallyased measures would allow for a proper
integration of régious and spiritual factorsito clinical interventions forhis population

(Pargament et al., 2000).

3.8.1.3The subcomponents of the religious coping tools based on the cognitive,
behavioural, emotional, relational, and spiritual dimensions

Six measure$ad items whiclassessethe cognitive domain afeligious coping
(Cancer and Deity Questinaire, Faith in HealingGod as a Helper, God as a Healer,
Pespectives oSupport from God scalendthe religious coping scale froBMMRS),
with less emphasis on the emotional and behavioural domidiesemotional doma of
religious copingwas utilised in all of the reviewed tools except for the God as a Healer
measurend the religious coping scale from the BMMR®is reflects the importance of
this domain as one of the main dimensions of religious coping. As sugges§tatjhynent
(1997), one of the main functions of religious copingr®vidingcomfortto people during
the coping procesdlore emphasiwas placean the positive emotionaldeof religious
coping in these measures. The weight given for the positive @mabtilimensiomrmay
require further consideratiorby researchergiven thatreligious coping is not always
linkedwith adaptivemental health outcom¢abu-Raiya & Jamal, 2019; Gall & Bilodeau,

2020). This observation was also previously made by-Railya ¢ al. (2010) in that
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religious copi rgdgean shweRaighoParGagnbnt [&/mmgyar
Russel] 2010). Meaning, it can result in both positive and negative emotional

consequences.

The measures which assess religious coping in a generic mauteras the
shortenedCOPE and Coping with Colorectal Cancer measure concentrated more on the
behavioural domairompared to other measures whassessed the multidimensional
nature of religious coping such as the BRefrsianRCOPE.The shortened COP#@oes
not specificallyaddresseligiously-basedcognitions For example, the it
trying to find comfort in my religion or
what beliefs andhow they help to achieve comfort (Pargament et @d003. Hence,
measuresvhich address religious coping in a generic manner might be limited in its utility

to help usunderstand and measure the complexity of religious coping

The relational/social aspect was only briefly addressed in the Beefian
RCOFE (Sharif et al., 2018) (Pargament et al., 20Although the spiritual domain was
only assesseth the Cancer and Deity Questionnaitds important tomentionthat the
double coded itemalsoincludedthe spiritual domaimlong with other domains such as
emotional or cognitive domains. Therefore, the spiritual domain is not neglected in these
measuresand were assessed in the Cancer and Deity Questionnaire, Perspectives of
Support from God scale, God as a Helper measeligjous coping subscale from the
BMMRS, and the Brief Persian RCOR#oreover,boththe positive and negative aspects

of a personods weréasdegseailm ndyatiye itemis within tieongasures
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reflect the understanding that the use ofyreh in coping is not only positive, bifittould

alsoinvolve anegativeside(Pargament, 1997; Cummings & Pargament, 2010).

As discussed earlierteims that measure more than one dimension of religious
coping (double coded) wervidentin five measuregi.e. Brief PersianrRCOPE,Cancer
and Deity Questionnairé&od as a HelpeRerspectives of Support from God scale, and
the religious coping scale from the BMMR &iven the multidimensionality of religious
coping,having an item which belong to more thane domaiis expected imeasurs of
religious coping, because any religious coping dimension can serve many functions of
religion (i.e. feeling close t&od is a spirituadimension,and it could also resulin
feelings of comfortvhich is an emotional dimensip(Pargament, 1997) (Section 2.4.2).
Researchers interested in developing new religious coping measight need to
consider the multidimensionality of religious coping to understand the contribution of the

concept to he#h outcomes (Pargameett al, 2000).

The main findings of this review can be further discussed in light of the meta
analysis conducted by Salsman and collaborators (28b&h categorisedreligious
coping measures into the behavioural domain. Our sesullicated that categorising
religious coping measures into the behavioural domain may hinder the measurement of
the multidimensionality of religious coping. This is because religious coping does not
only include the behavioural dimension. In fact, thalgsis of the items based on the
multidimensional aspect of religious coping reflected tb#ter domains are also

importantto examine such as the cognitive, emotional, social, and spiritual dimensions.
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3.8.1.4The most appropriate religious coping tool for theempirical study of this
thesis

Several reasons have led to the selection of the Brief RCOPE as the measure to be
utilised for the empiricatjuantitativestudy for this thesis. Firsthe Brief RCOPEhas
been the most commonly tested measure of religious coping in studies which evaluated
religious coping among people with cancer. Hence, the measure hapsyobhdmetric
evidencein terms of the internal consistency and factor analysis as describdexul. ear
Moreover, itis the only measure that has been based aoraprehensivaheory of
religiouscoping.Additionally, it is appropriateor the populationof this thesis who may
spedfic physical and time constraintwhich may not allow thento fill out the longer
versionof the RCOPE. Longer measures are not deemed appropriateniclinical
settings such as the clinical setting of this the@soadbent, Petrie, Main, Weinman,
2006; Pargament et al., 2011). Finally, the measure has demonstraitdtgenshange

when utilising clinical interventions (Pargament et al., 2011).

3.9 Research implications

This systematic review identified a total df @easures of religious coping, each
with its unique psychometripropertiesas well as theoretical backgrounddaxck of. For
researchers who plan to utilise these measures, it is important to identify the research aim
of the studyat first. If the research aim is examinethe multidimensional concept of
religious coping, themenericmeasures that only provide a broad idea about religious
coping such as Coping with Colorectal Cancer measure, or the religious items from the

COPE may not be helpful. Consequendgddespite its good psychometric properties,
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measures such as Gog with Colorectal Cancer measure may not allow for a detailed

understanding of the content of religious coping.

Additionally, researchenmsight need to considéhne cultural context in which the
religious coping measure has been developed and/or ealiddeasures such as Ways of
Helping Questionnaire, Perspectives opfart from Godscale and Holtet al s§2011)
three measures are more suitable to Afrigamerican cancer survivorsompared to
groups from other cultureénother factor for considetian isthe length of the measure.

It is not a coincidence that the Brief RCOPE has been heavigedtinstudieghat assess
religious copingFirst, it is a theoreticallpased measure, relatively short, and has been
found to be sensitive to clinicahange following intervention®argament et al., 2011)
Therefore,the Brief RCOPE might ban appropriateneasureto use in most clinical
settingswhere time or space might be scatdewever,if time is not an issue within the
research setting, then liging a more comprehensiand theoreticallybased measure
such as the full version of RCOPE might be the most appropriate option given the
comprehensive coverage df af the functions of religious copingonsequently, and
given the population of interest for this thesis, the Brief RCOPE was considered as the

most appropriate measure to assess religious coping among women with breast cancer.

Another major point when selecting a measure of religious cosngp
differentiate between measuresreligiouscoping versus measures of religious/spiritual
outcomes. Given that measures of spiritual outcomes such as spiritutakemelicould
be confounded with mental health outconiis,important for researchgto avoid using

these measures when assessing simé&ntal health outcomes in the study.
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3.10Clinical implications

Several clinical implication®r cancer carevill be discussed in light of thesults
of this chapterDespite the surge of researchrehgious/spiritual copingthe fieldcould
still be consideredh its infancy in terms of the conceptwsalion and measurement of
religiouscoping Therefore, for oncology health care provgjet is not only important to
inquire abouthe religiosity levels of patientbutit is alsoimperativeto understand how
patiens utilisestheir religion tohelp themcope withtheir iliness.Hence, this distinction

should be made clear to cliniciansalssing spiritual/religious factors with patients.

Additionally, dinicianswho are planning to use religious copmgasures in their
practice need to be aware of the multidimensional nature of religious coping, and to ask
specific questions about patnt s & use of religiously bas:e
feelingswhich help them in the coping proce&his is a crucial point because many
excluded measures such as the Adapted Prayer Scalef @RazaeiAdib-Hajbaghery,
Seyedfatemi, & Hoseini2008), the Adapted Prayer Scale (English) (Meraviglia, 2002),
and the Adapted Prayer Scale (Turkish) (Erci, Katabulutic&izal, 2014) which assess
religious behaviours (i.e. praying), did not explicitly mention that those religious
behaviours areondud¢edby patients for the sake of coping with the ilinessditionally,
given the limited psychometric properties for the majority of the reviewed measures in
this chapter, it becomes important for clinicians who plan to use these measures, to balance
between the dimensions that the tool assesses, and the psych@raigdies of the tool.

For example, although the Coping with Colorectal Cancer mefRunaldis et al., 2009)

has good psychometric properties, it does not assesswihiglimensional naturef
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religious copingHowever, if the aim of utilising the religious coping measure in clinical
practice is to assess clinical change afteritglementationof an irtervention, then
selecting the Brief RCOPE might be the most appropriate selection.sTihesause the
measure has demonstrated sensitit@ydetect clinical change after an intervention

(Pargament et al., 2011).

Moreover,given that this review defined religious coping witlthe context of
religion, ands pi r i t ual i trglatioaship with @aosl,rneasureés svhich defined
spirituality as a broader concept were not included in this review. Therefore, measures
identified in this chapter may only be applide to populations with aeligious
background. This is an important cliniégaplication in the selection of religious coping

tools from this review.

3.11 Strengths and limitations of the review

This review has several strengths. Firbts tis the first review that focusedn
religious coping in cancer research, rather than on bspaduality/religion concepts.
Second, the search was rigorous in that it covered seven databases, in addition to the
reference lists of major reviews the field Moreover, it did not only include studies that
aimed to develop or further validate a m@a@ of religious coping, but alsocluded
studies that examined religious coping in cancer research and provided partial
psychometric properties for these measures. Thus, this review attempted to provide a
comprehensive story about the state of art bgio&is coping measures in cancer research.
Third, it providad a list of instruments that measueggious coping, their theoretical basis

and psychometric properties. Thus, this review Vel helpful for clinicians and
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researchers when they seleetigious copingmeasures for their clinical practice or

research.

Despite the above mentioned strengths, this systematic review has some
limitations. Firsfthe search strategy is restricted to seven databases, which may not have
covered all of the articlesncthis topic. However, thbibliographylists of all included
papers and several metaalyses and systematic reviews were checked to idéntifyer
references.From these reference lists, only a small number of papers (n=24) was
identified, which furthereflects that rigorous search was implemented in this review. In
addition grey literature was not included, and also only articles in English language were
considered for the reviewl herefore,there may be other studies on religious coping
measurementvhich were not included in this review. This point was addressed by
including validation studies of tools whickvere translated fra English to other
languages. Second, the operational definition of religious coping for this thesis and
systematic reviewyhich defined spirituality within a religious context, may have limited
the number of the included measuyrekich may have assessed spirituality in a broad

manner. However, the rationale for selecting this definitvas described in Section 1.9.

Third, only two reviewersextractedthe psychometric properties from the
validation studies andnalysedthe subcomponents ofhe items within religious coping
measuresAlthough they are experienced clinicians and researchers, their opinions may
not representtbers in the fieldHowever, a previous systematic review have also utilised
two researchers to extract psychometric data (Selman et al., 2011), Frerghwas some

discrepancy in the application of theychometriqquality criteria by the two reviewers
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However, this discrepancy is expected and was contingent on how strict was the reviewer
in assessing the psychometric properties of the tools. For example, when assessing the
three measur es (2009 study, H® Ireviewer tgavead ratisig Of to

responsiveness, while the other reviewer gave a rating of (?). Nevertheless, these

discrepancies were resolved by discussion.

3.12Summary

This thesis haso fardemonstrated thdemalebreast cancer is a serious public
health problem, and more so it the Omani context, given the late ag@sentation
and consequently thexpectedoor prognosis. This was then linkedthe high levels of
anxiety and depression, and low quality of life amammgnen with breast cancaiithin
the context of MRC guidelines in designing and evaluating clinical interventions, both
religious coping andiness perceptions were identified as amenéidereticalvariables
which could be identified and oflfaGigead t o |
thatcultural factors have been identified in the literature as prominémiiluencingboth
illness perceptions and religious coping, an integratedemeds suggested to measure
religious copingiliness perceptionand study their assa@tions with the psychosocial

outcomeswithin the Omani breast canagimical context.

Religious coping was selected as a distinct coping strategy tjnagnt was
reportedn the literature aa valuable coping resoureenong women with breast cancer
in general, and more so amofignaniwomen with breast cancdflowever given the
inconsistent finding&rom the literaturen the relationships between religious coping and

mental health outcomesand the known measurement issues bfjicais coping this
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systematic review evaluated in details how religious coping measunes deen
developed and/or further validated in clinical cancer research. The identification of the
Brief RCOPEas a suitable measure for religious coptogld allow for an appropriate
meaurement othe construcamong Omani women with breast cancer. However, given
that cultural factas may not be fully captured whemly quantitative measurgsuch as

the Brief RCOPEare used, thereforebecomes essential to also evaluatgious coping
using qualitative methodQualitative studiesouldallow us toachievea comprehensive
and holistic understanding of bothligious coping andliness perceptioneamong the
population of interest of this thesi8s a result, this thesiwill adopt mixed methods
research design in order to reach a comprehensive understandatigiofis coping and
illness perceptions among@ni women with breast cancer. Consequently, next chapter
aims to provide an overview of mixed methods study designrationaleand the steps

used in designing this mixed methods thesis.
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Chapter 4. Research Methodology

4.1 Summary

Chapter 3 presented a systematic review (SR) of religious coping measures that
have been developed or validated in clinical cancer research. The SR concluded that the
Brief RCOPE may be a useful tool to measure religious coping among Omani women
with breas cancer in the quantitative arm of this thesis (Chapter 5). This chapter explicates
the rationale for implementing a mixed methods research design thesis to examine
religious coping and illness perceptions among Omani women with breast cancer.
Moreover, t will discuss the strengths as well as the challenges associated with this
research design. The philosophical foundations and various typologies for mixed methods
research design will be discussed. Finally, this chapter will also deliberate the applicatio

of mixed methods research design as it applies to this thesis.

4.2 Introduction

Most of the research exploring the role of religious coping and illness perception
on psychosocial outcomeswomen with breast cancer has primarily taken a quantitative
approach, and has been conducted inAi@b countries, as evidenced by the literature
reviewed in Sections 2.3a8hd 3.3Braan & Koenig, 2019;Kaptein et al., 2013; Kaptein
et al., 2015Schreber & Brockopp, 2012ThunéBoyle, Stygall, Keshtgar, & Newman,
2006). Therefore, a quantitative approach to the study of religious coping and illness
perceptions within an Arab clinical setting is essential to establish an initial understanding

of the rehtionships among these variables and to fill this knowledge gap. The importance
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of the exploration of religious coping and iliness perceptions within specific cultural

contexts have been described in Section 1.9.

In addition to the importance of using aamtitative approach in this thesis, a
gualitative approach is also essential to obtain a rich and meaningful understanding of the
illness experience of Omani women with breast cancer (Timans, Wouters, & Heilbron,
2019). Such an understanding could notdmhieved through only implementing a
guantitative approach to research. Quantitative research mainly provides numerical data
on the measured variables via the use of standardised tools. Consequently, this approach
alone does not allow for a more detail@eshiextual interpretation of relevant cultural and
social factors that could be an integral part in the understanding of illness perceptions and
religious coping. On the other hand, the exclusive application of a qualitative approach
does not allow for gemalisations to be made about the study sample, given that
gualitative data only represent the perspectives of the selected study participants (Queirds,
Faria, & Almeida, 2017). As a consequence, using both of these approaches is pivotal to
achieving acompehensiveunderstanding of religious coping and illness perceptions
among this population (Creswell & Plano Clark, 2018). Moreover, combining these two
approaches could offset the limitations inherent in eahof them(Creswell & Plano

Clark, 2018).

In order to ensure the transparency and rigour of mixed methods research, certain
research decisions have to be clearly explained. These decisions involve identifying the
philosophical assumptions, procedures, and rationale behind the use of mixed methods

desgn (Alavia, ArchibaldoMcMasterc, Lopeze, &leary, 2018). Therefore, this chapter
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purposes to describe the utility of this research approach to the study of illness perceptions

and religious coping among a sample of Omani women with breast cancer.

4.3 Mixed Methods research design

Mixed methods research has been conceptualised as the research approach situated
in the middle of the research continuum where quantitative and qualitative methods are
on the opposite ends of the research spectrum (Johnsae@inuzie, & Turner, 2007,
Ponce & PagaMaldonado, 2015Rapanta, &-elton, 201%. It is the third methodological
movement, which followed the quantitative and qualitative approaches, respectively
(Fetters& Molina-Azorin, 2017; Johnsoat al.,2007; Ozawa & PongpiruR014). This
research methodology is utilised to attain a complex understanding and multiple

perspectives into a research problem (Creswell & Plano Clark, 2018).

The field of mixed methods research has undergone several changésedast
three decades (CreswdllPlano Clark, 2018; Doyle, Brady, 8&yrne, 2016; Fetters &
Molina-Azorin, 2017; Johnsonet al., 2007 Timans et al., 2019). A recent review
highlighted the continuous proliferation of mixed methods research studies hethlith
care since 2003 (Kaur, Vedel, El Sherif, & Pluye, 2019). This increase was attributed by
Kauretal.2019toTas hak kor i an dnitid kaddibdok o hized ihe2hods 3 )
researchAdditionally, the increasing sophistication of reseasttidies is another reason
that this approach has grown in popularity (Creswell & Plano Clark, 20t8r&eCurry,

& Creswell, 20B; Halcomb & Hickman, 2015; Johnson et 2007%.

Mixed method research was initially vieweas the collation of quantitative and

gualitative data inone study (Green, Caracelli, & Graham, 1989; Schoonenboom &
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Johnson,2017). However, with theumulative research evidence in the field, mixed
methods design has been conceptualised as an indeperetbodology characterised by

the integration of quantitative and qualitative approachesliple points throughout the
researchstudy (Creswell & Plano Clark, 2018; Eerset al.,2013; Green, Caracelli, &
Graham, 1989; Halcomb & Hickman, 2015). Tiheegration points are contingent upon

the specific design of mixed methods research. These points of integration could take
place during data collection (at the same time, or sequential), data analysis, or at both of
these points. Another point of integoan between qualitative and quantitative approaches

is when providing a rationale for the mixing of these two approaches, which is imperative
as the rationale will inform the choice of the specific mixed methods study design
(Creswell & Plano Clark, 2018)Additionally, the rationale for conductirthe mixed
methods study will shape how the resbaguestions will be formulated. For exampile,

the reason for the use of mixed methods is to expand the quantitative findings, then the
research question willdaress that rationale. The rationale of the mixing will also impact
how the study findings will be explained (Creswell & Plano Clark, 26E8ters et al.,

2013 Halcomb & Hickman, 2015).

There are several advantages of using a mixed methods design in thig-trssis.
this mixed methods thesis creates an opportunity to answer mixed methods research
guestions which could not be answered if only a purely quantitative or qualitative
approabes has been adopted. More specifically, this design can answer this research
guestions: how can the qualitative interviews expand on the findings from the quantitative

study? Second, tyen that religious coping has been conceptualised as a complex
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multidimensional conceptP@rgament, 1997; Pargament, Feuille & Burdzy, 2011,
Pargament & Mahoney, 200%u, 2016, and is influenced by sociocultural factors
(Pargament, 1997) (Section 1.9), it would be an oversight if only standardised measures
will be used taassess this theoretical concept. The inclusion of the qualitative approach
in mixed methods design will help the researcher to deepen the understanding of the
complex mechanisms that could influence the psychosocial outcamesg this
population(Ozawa& Pongpiru] 2014). Consequently, this mixed methods thesis hopes
to provide research outcomes which may have clinical utditsnprove the quality of life

of these womenRalinkas, Mendon, & Hamilton, 20),%ia devisingculturally sensitive

clinical interventions(Craiget al, 2008).

In addition to the advantages of using a mixed methods design, several challenges
must also be acknowledged and tackled as part ofrdkearchprocess. Generally
speaking, some of the challenges of using mixed methods design include whether the
research t@m has research skills in babproaches, and the question of the availability
of time and human resources which might be scarce in sonaadesettings (Creswell
& Plano Clark, 2018). For this thesis, two main challenges existed and were tackled. First,
the selection of the sample for the qualitative study (phase 2; chapter 6) was a challenging
task. Given thabothreligious copingand illness perceptions habeen conceptualised as
dynamic and changing throughout the illness trajectory (Sexfigh2and 2.3.}, we
decided against inviting the same sample of participants who had taken part in the
guantitative study to take part in the qgtaive study. This decision was made on the basis

that it was expected that these participants would not necessarily be at the same place in
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terms of using their coping skilland illness perceptionwhen the qualitative study
commenced. Therefore, a dgon was made to invite a new sample of Omani women
with breast cancer to take part in this phase of the study; however, we were mindful of
ensuring that this new sample was matched as closely as possible to the previous sample
in terms of the demographaés well as the clinical characteristics of the quantitative study

sample.

The second challenge was related to which quantitative findings to follow up in
the qualitative study. However, this issue was resolved after careful consideration of the
theoretich framework in order to expand on the theory, and the findings from the
guantitative study. Consequently, a decision was made to expand on both significant and
nonsignificant findings, as this is the most recommended and comprehensive approach

utilised inmixed methods study designs (Creswell & Planto Clark, 2018).

4.4  The philosophical assumptions of this mixed methods thesis

The philosophical assumptions or worldviews in mixed methods research are the
general guiding principles which inform all of thegsta of the research process (Creswell
& Plano Clark, 2018). The explicit identification of the philosophical foundation is of
utmost importance because it shows the rigour of the mixed methods study (Alavi et al.,
2018; ShannoiBaker, 2016). Therefore, thisection will discuss the main worldviews

and outline the worldview which will be selected for this study.

There exist four central worldviews in research: gusitivism, constructionism,
transformative, and pragmatism (Creswell & Plano Clark, 2018sh®wn in Table 4.1,

the differences among these worldviews can be grouped into five philosophical
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assumptions: ontology, epistemology, axiology, methodology, and rhetoric: Post
positivism is consistent with quantitative research which implements staethrd
measures to collect quantitative data, with the aim of formulating and/or revising theories.
Constructionism, on the other hand, is often linked with the qualitative approach, which
conceptualises real ity accor di of gt. The part
transformative worldview is guided by ethical valmsh as justiceand it aims to

empower marginalised groups within society (Creswell & Plano Clark, 2018).

The previously stated worldviews were not deemed suitable for the research
guestios of this thesis. Pogbositivism is associated with only one research tradition
which is quantitative methodology. This does notwith our attempt to go beyond
guantitative research to obtaidetailedunderstanding of the iliness experience of Omani
women with breast cancer. Constructivism, on the other handnlyslinked with
gualitative research, and does not fit with the research question, because an initial
guantitative understanding is essential. The transformative worldview has a moral
emphasito improving the lives of disadvantaged groups. Given that this thesis is situated

within health care, it is not driven by the essence of the transformative worldview.
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Table 4.1 TheFundamental Characteristics of the Four Worldviews

Philosophical  Postpositivism  Constructivism Transformative Pragmatism

Question

Ontology (what Singular reality ~ Multiple realities Multifaceted and based on Singular and multiple

is the nature of (researcher reject (e.g. researchers use cultural positions (e.g. realities (e.g. researche

reality?) or fail to reject guotes to illustrate  researchers recognise powe test hypotheses and
hypotheses) different dynamicg provide multiple

perspectives) perspectives)

Epistemology  Distance and Closeness and Collaboration (e.g. Practicality (e.g.

(What is the impartiality (e.g. subjectivity (e.g. researchers involve researchers collect date

relationship researchers researchers visit with participants as collaboratorc by fAwhat wc

between the objectively participants atrteir build the trust with them) address research

researcher and collect data on sites to collect data) guestion

participants?) instruments)

Axiology (what Unbiased (e.g. Biased (e.g. Based on human rights and Multiple stances (e.g.

is the role of researchers use researchers actively social justice for all (e.qg. resarchers include

values?) checks to talk about and use  researchers advocate for thi biased and unbiased
eliminatebias) their personal biases premise) perspectives)

Methodology =~ Deductive (e.g.  Inductive (e.g. Participatory (e.g. Combining (e.g.

(what is the researchers test ¢ researchers start witt researchers involve researchers collect

process of priori theory) par ti ci par participantsin all research quantitative and

research?) and bui |l d stages) gualitative data and mix

patterns and theories

them)

Rhetoric (What
is the language
of research?)

Formal styles
(e.g. researchers
use agreedipon
definitions of
variables)

Informal style (e.qg.
researchers write in
aninformal style)

Advocacy, activisoriented

(e.g. researdrs use
language t@advocate for
human rights)

Formal or informal (e.g.
researchers magmploy
bothstyles of writing)

Source: Creswell and Plano Clark (2018), adapted from Creswell (2013)
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The worldview selected for this thesis is therefore pragmatism. Pragmatism
embraces the existence of numerous realities through the flexible implementation of
guantitative and qualitative approaches in research (Johnson & Onwuegbuzie, 2004;
Teddlie & Tash&kori, 2009; Mitchell, 2018; Morgan, 2007; Pansiri, 2005; Parvaiz,

Mufti, & Wahab, 2016). It is a practical approach to answering research questions using
Awhat workso. Hence, favagapmotach withinthedresgatcts a p
setting (Biesta2010; Creswell, 208, Johnson & Onwuegbuzie, 280Parvaizet al,

2016; Patton, 1990). The use of pragmatism has been advocated by several authors in the
field of mixed methods research (Bierley, 2017; Johnson & Onwuegbuzie, éddlje

& Tashokkori,2009).

The implementationof pragmatism in this thesis can be justified given the
researcherds aim to achieve a comprehensiywv
and illness perceptions in predicting the psychosocial outcomes of Omani women with
breast cancer. This could be initially achieved by conducting a quantitative study to attain
a preliminay quantitative understanding of the theoretical constmitkén the integrated
model (Section 2.6). To further understand and explain the quamtitegsults, a
gualitative study was designeddgpand orthe significant and norsignificant findings
from the quantitative study. The flexibility of the pragmatic worldview facilitated data
collection, which took place at two time points. Thereforerdisearcher did not only rely
on a single perception of reality by using a quantitative research approach. Instead, an
attempt was made to explain the quantitative findings within the cultural context of the

Omani society by also using a qualitative appho@ansiri, 2005; Morgan, 2007).
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4.5 Typologies of mixed methods design

Various typologies exist in mixed methods research. As per the categorisation
suggested by Creswell and Plano Clark (2018), mixed methods research has three main
designs: the conveegt design, the explanatory sequential design, and the exploratory
sequential design. In the convergent design, qualitative and quantitative research findings
are combined for comparison purposes. The exploratory sequential design begins with the
gualitatve study to explore relevant themes, which will be later further examined in the
guantitative phase. Finally, the explanatory sequential design begins withl#ti®enand
analysis of the quantitative data. Once the analyses of the quantitative data are completed,
the researcher then designs the qualitative phase to expand on the quantitative findings

(Creswell & Plano Clark, 2018).

This thesis will implement the explatory segential mixed methods desigrhis
design is the mostuitable tcansweringhe research questions (Baram0), as the focus
of thequantitative study is to gain an initial understanding of the integrated model (Section
2.6). Following the quatitative phase, the qualitative phase aims to expand on the findings
from the quantitative studyia qualitative interviews. For this thesis, the follow up
explanation variant (i.e. the qualitative study) will be implemented. This variant is used
when theguantitative phase has more weight, compared to the qualitative phase (Creswell

& Plano Clark, 2018).
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4.6 The application of a mixed methods design to understand the predictive role of
religious coping and iliness perceptionsn psychosocial outcomeamong Omani
women newly diagnosed with breast cancer

Given that thedesignof this mixed methods thesis was explairezdlier, this
section will discuss how the qualitative approaes selectetbr the seond phase of this
thesis the sampling and measurements for the two phases of this tiiasaditative
psychological research sheds lighttbe human experience and meanmagking process
of t he s padidpariasswhich is achieved through the analysis of transcripts
(Pietkiewicz& Smith, 2014; Willig, 2019)There exist various approaches to qualitative
psychologicalesearch (Alase, 2017; Langdridge, 2007). These approaches differ in their
research aims and questions, methods of data collection and analysis, and how they view
the relationship between the researcher and research participants (Willig, 2019). We
aimed to select a qualitative approach which would allow us to understand the cultural
and social factors that could impact religious coping and illness perceputiche
population of this thesisTherefore, several relevant qualitative approaches were carefully
considered as possible choices. These approaches were: grounded theory, thematic
analysis, discourse analysis, and interpretative phenomenological analysis (IF4Y),(La
2015). Grounded theory uses the themes generated from qualdatlysis to develop
theoriegKhan, 2014). This approach is not suitable for the current thesis as it does not fit
with the research question, which aito explore the lived iliness experience of women
with breast cancem.hematicanalysis, on the other hand, is a flexible methcahalysing
themeswhich arepertinentto the research questio(&aun & Clarke, 2006). However,

thematic analysis does naimparily focus on the interpretative aspect, which allows us to
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achieve aletailedu nder st anding of these womenods i1l |
approach was not considered suitable in answering the research question for this study

(Larkin, 2015).

Discourse analysis, which analyses the language structure used by research
participants, was also considered (Ussher & Perz, 2014). However, discourse analysis
does not explicitly highlight the meaning and psychological context behind the use of
languagerather focuses on the purpose of language structures io pagiant s acco
(Larkin, 2015. On the other hand, the IPA approach to research is dedicated to focusing
on the lived illness experience of research participants, which makes it directlty tinke
the research questions of the qualitative study. Therefore, the IPA approach was chosen
as the theoretical framework for the qualitative phase of this mixed methods thesis, and

thus will be explained in more details the next section.

4.6.1 The Interpretati ve Phenomenological Analysis

IPA is one of the recognised qualitative methodologies in psychologyt had
its origins in health psychology (Smith, Flowers, & Larkin, 2009). This adds further
support to implementing this qualitative approach given tpailation of interest of this
thesis. Smith and Osborn (2015) indicated that the IPA approach is valuable when
exploring emotional experiences suchhasdiagnosis of breast canc&he IPA aproach
aims to obtain a i c h under st andi edgexperiencep through théd pant
researcherdéds interpretation andetah, @0y si s <

Thereforg IPA goes beyond the narratives to interpret the meaning of these experiences.
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IPA takes into account the cultural and social factors wiemhld influence
participantsd interpretations of their exp
is well known in the literature that the cultural background of individuals shapkes an
maintains the development of illness perceptions (D2004; Kaptien et al., 2013;

Kaptein et al., 2015Kleinman, Eisenberg, & Good, 1978and religious coping
(Pargament, 1997Y.0 achieve @horoughunderstanding of how the IPA approach will
drive the qualitative study, it is critical to highlight the theoretical background of this
approach. The theoretical pillars of IPA will inform all stages of research including sample
selection, data analysis and the conclusions made. IPA centers on threbeusstidal
pillars: phenomenology, hermeneutics, and idiography (Pietkiewicz & Smith, 2014;

Smith, et al., 2009).

Phenomenology was established by Edmund Hysaed it primarily aims to
understand how individuals perceive the world around them (Mod@d; Pietkiewicz &
Smith, 2014). The role of the researcher is togtins experience to the reader, without
trying to fit this experience into a box of pexisting conceptualisations. During semi
structured intengws, which is one of the kayethods of data collection in IPA, the
researcher encourages the participant to express the feelingsagittshwhichare linked

to their experience (Smith et al., 2009).

The second theoretical pillar is hermeneutics, which has been developed by Martin
Heidegger. The hermeneutics approach grew from existentialism, which purposes to
capture a holistic understanding of an experieseith & Osborn, 2008 Smith et al.,

2009. Hermeneutisis a dynamic process which involves the researcher and participant.
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This process has also been labelled as double hermeneutics because ofdtep two
process involved. First, the participant attempts to make sense and expand on their
experience using their own words. Tbne seco
of the meaning and significance of the pa
social and cultural context (Moran, 20@beidat, Dickerson, Homish, Algaissi, & Lally,
2013;Smith & Osborn, 2008Todorova, 201)L Because the focus is on tinéerpretation

of participantodés experience, the researche

to achieve a personal iegperggnca(caogurdge;200d)f t he p

The third constituent of the IPA methodglois the idiographi focus which
highlights the need tgresent a thorougla c coun't of the partici
Therefore the IPA approach requires relatively small sample sizes to achieve this detailed
understanding of the research phenomenon. A small sample size Hilwesearcher to

engage in detailed thematic comparisons across the study sample (Smith et al., 2009).

In order to establish the rigour of qualitative studies, Larkin (2015) highlighted the
importance to clearly identifying the Theory versus the thebtlye study. As emphasised
by Larkin (2015), Theory (with capital T)s the epistemological/methodological
framework which drives the qualitative study. For the qualitative study of this thesis, the
epistemological framework will be the IPA approach, ehhguided the type okesearch
guestions, thgype ofquestionsisedn the interview schedule (e.g. open ended questions),
the sample selection, thematic analysis of the interviews, and the conclusions drawn

(Smith et al., 2009).
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On the other hand, thedory (small t) refers to the psychological theory which is
utilised to explain the psychological findingaiven that the qualitative study is linked to
the quantitative study in attempting to expand its findings, the same integrated model will
be implemated to guide the content of interview questions. Additionally, the model will

act as a bridge between this study and the psychological literature in the field.

4.6.2 Sampling

The sampling technique in a study is guided by the choice of its methodology.
Random sampling isisuallys o u g h t i n gqguantitative resear
findings to other comparable populations (Abulela & Harwell, 20¥9wever,
convenience sanlipg is most oftenimplemented imualitative studies as tise studies
seek to better understand the research problem fronpatieipanb s poi nt o f
(Hamilton, 2020). For the quantitative study of this thesis, all women with breast cancer
were identiied through a clinical database at the Sultan Qaboos University Hospital
(SQUH). Out of the 161 patients diagnosed with female breast cancer during the study

period (June 20:Bugust 2017), 103 participated (64%).

For the qualitative study, a small groegmposed of six women with breast cancer
were invited to take part. The selection of a small, homogenous, and purposeful sample
for the qualitative study waguided bythe IPA approaclas digussed earlief(Alase,

2017; Langdridge, 2007; Smith et al., 200Clinical factors which were considered
included: the treatment at the time of interview, the stage of illness, and time since
diagnosis. Demographic factors included the average age of the participants, and their

marital status (Langdridge, 2007; Snethal., 2009). Practical issues were also taken into
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consideration when selecting the convenience sample for the qualitative study. Parallel
sampling is the term used in mixed methods designs when the study sample of the
qualitative phase is not a subsdenpf the quantitative phase. However, although the
sample is independent, it belonged to the primary populati©@maini womerwho were

newly diagnosed with breast cancer (Wium & Louw, 2018; Venkatesh, Brown, &

Sullivan, 2016).

4.6.3Measurements

In phase one of the study, the measurement tools were administered to 103 Omani
women with breast cancer receiving their treatment from the Day Care Unit in the SQUH.
The questionnaires administered weBeief lliness Perceptions Questionnaifig-1PQ,
Broadbent, Petrie, Main, & Weinman, 2006; Saarti, Jabbour, El Osta, Haji, & Khabbaz,
2016) Arabic Brief Religious Coping Scdlaé-BRCS, AkHadeethi, Hunt, Thomas, & Al
Qaysi, 2016PargamentSmith, Koenig, & Perez, 1998Hospital Anxiety and Depression
Scale(HADS, Zigmond & Snaith, 1983), and tl®iropean Organization foResearch
and Treatment ofCancer Quality of LifeQuestionnairg EORTC QLQC30, version 3,

Aaronson et al., 1993These measures will be descrilieanore details in Chapter 5.

Multiple techniques exist in the integration of data in mixed methods research
(Creswell & Plano Clark, 2018). In sequential mixed methods designs, it is crucial for the
gualitative collectiorand analysi®f data to be connected to the quantitative pludthe
study.This is an important step to ascertain the cohesiveness and interconnection of the
research process between the two phases. In this thesis, the selected significant and non

significant quantitative findings guided the choice of the iméevvschedle questions
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which wereused in the qualitative phase. For instance, the quantitative resulis led
exploration of the ways in which religious coping aitess perceptions played a role in
thepsychoscial adjistment ofparticipants The second point afata integration occurred
when the esults from the qualitative studyere implemented to expand on the
guantitative findings. This point was addressed by explaining the findings from both

phases of the study and will be further discussed in detailsaptéhy.

4.7 Summary

This chapter provided a brief overview about mixed methods research, and various
aspects associated with it. It also provided a context for the use of mixed methods in this
thesis. The next chapter will introduce the quantitative arrhisfhixed methods thesis
by examining thenediatingrole of religious coping between illness perceptions and the
psychosocial outcomes of Omani women with breast cancer. The quantitative phase aims
to test the integrated model which was discussed in $e2té Hence, the quantitative
phase will identity the initial relationships of the theoretical variables identified in the

integrated model, and will set the basis for the qualitative study thereafter in Chapter 6.
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Chapter 5. The Utility of the Integrated Model to Investigate
Religious Coping as a Mediator between lliness Perceptions
and Psychosocial Outcomes among Omani Women with Breast

Cancer

5.1 Abstract

The previous chapter discussed the characteristics of a mixed methods research
design andhe rationale behind its utilisation in this thesis. The implementation of this
research design in regards to the two phases of this thesis was explained. This study is a
theoreticallydriven study, and is the first phase of this mixed methods thesib ainits
to test the utility of the previously proposed integrated model (Section 2.6). More
specifically, it aims to explore the mediating role of religious coping between illness
perceptions, on the one hand, and psychosocial outcomes, namely symptoxistgf a
and depression and quality of life, on the other hand, among Omani Muslim women with
breast cancer. This cresectional survey study was conducted with 103 women within
the first year of diagnosis. The main findings indicated that negative redigigping
mediated the relationships between the emotioilaless representations, and
psychosocial outcomes (i.e. anxiety and depressiwhijlst positive religious coping
mediated the relationship between timeline and the glodeth statusThe signifcance
of the findings, as well as the clinical and theoretical implications will be discussed within

the relevant literature.
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5.2 Introduction

The literature reviewed in Sections 2.3 and 2.4 described in detail the inception of
the commors ense model , Pargament 60s (uthsatoroy o f
the commorsense model in studies with people with chronic illness as well as women
with breast cancein order todemonstrate the knowledge gaps in the literature of the
commonsense model in people with chronic ilinesses, and women with breast @ancer,

brief description of the relevant empirical evidemdll follow. Thereasons for posing

theintegrated model (Section 2.8)ll alsobe reviewedext section.

5.2.1 A Brief review of theempirical evidence of thecommon-sensemodel

An integrated theoretical model (Section 2.6), which combines the corsemse
model (Leventhal et al., 1980) and the mediator model of religious coping (Pargament,
1997) was suggested Bection 2.6or several reasons. Firghere is a limited body of
empirical evidence which examines coping as a mediator between illness perceptions and
psychosocial outcomes in studies which have utilised the corserse model in people
with chronic illness (Hagge& Orbell, 2003; Haggest al, 2017; Hager& Orbel, 2@R0),
andwomen with breast cancer (Kaptein et al., 2013; Kaptein et al., 2015). Sedtbirl,
the commorsense model, religious coping has never beemiexeal as aoping resource
among this populatiohis isdespite the empirical evidenadich suggesithat religious
coping isavaluable coping resource for women with breast cainoer variousreligious
and cultural backgrounsl(Al-Azri et al., 2014;Mehrabi, Hajian, Simbar, Hoshyari, &
Zayeri, 2015Park et al., 201)7 Religious coping has also besportedto beassociated

with several mental health outcon{&all et al., 2009Hebert et al., 20QPedersen et al,
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2003 Thun® Boyl e et al ., Z @wiggmannZet ma 200G n et

Zwingmann et al., 2008 Third, thestudiesutilising the commorsense model clearly

lacks cutural diversity as none of tretudiesin the literaturavhich have beenonducted

with women who have breast cancer, have demeithin an Arabic clinical setting
(Hagger& Orbell, 2020) Examinng illnes s p er c e pt icaoltoral contexts sat i en
i mportant because culture has been found t
illness (Dein, 2004; Kleinman, Eisenberg, & Good, 1978). The fourth reason to suggest

the ntegrated model was twombinetwo theoretical and robustonstructs which are
amenable for change via clinical interventions. Thetiiyen researchouldhighlight the

various mechanisms which could be associated with important psychosocial outcomes
such as quality of life anmy Omani women with breast cancer. Thireoretical
understanding could helpesearchersn designing culturally sensitive interventions

among this population (Craig et al., 2008).

Despite the increase in the number of studies which utilise the corsmsa
model to examine the core tiretical constructs which aidness perceptions, coping,
andiliness outcomes among people with chronic illnesses (Hagger et al., 2017), several
gaps still exists in the literature. First, theraiscarcity in the studs which assedbe
mediating role of coping between illness perceptamdillness outcomes among people
with chronic illnessandwomen with breast cancer (Hagger et al., 201 ggdde& Orbell,
2020). Everthe studies which have examined the mediathgaf coping between illness
perceptions and illness outcomageople with chronic illnese®und that coping did not

act as a mediatdretween illness perceptions and illness outcomes (Hagger et al., 2017).
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Several authors in the fieldCpyne & Ricioppo 200Q Gibbons, Groarke, & Sweeney,
2016 have suggestetihat thelikely reason for the lackf the mediating rol®f coping
could be associated withe use of generic measures that assegéngin these studies
whichin turn, does not examin#inessspecific c@ing strategies. Therefore, tharrent
study will utilise an illnesspecific religious coping measumgven that religious coping
was foundto be a valuableresourceamong women with breast candeom various

cultural background@Al-Azri et al., 2014; Mehrabi et al., 201Bark et al., 2017

The second gap in the literature is the scarcity of studies which address all of the
coretheoreticalconstructs within the commesense model in one study (Hagger et al.,
2017; Hagger and Orbell, 2003; Hagger & Orbell, 202@)ditionally, there is a clear
knowledge gap in the literature of women with breast cancer, which was evident in the
metaanalysisconducted by Hagger et al. (2017). More specificalli,of the 254 studies
that have been included in the mataalysisof Hagger et al. (2017pnly five studies were
conducted withwomen with breast cancer (Corter, Findlay, Broom, Porter, & Petrie,
2013; Costanzo, Lutgndorf, & Roeder, 2011; Fischer et &013;Rozema, Vollink, &
Lechner, 2009Silva, Moreira, & Canavarro, 20L2Moreover, none of these studies
utilising the commorsense model among women with breast cahaee been done in
an Arabicclinical context.Therebre, this knowledge gap will be addressed in this study

by examining all of the core construetmongOmani women with breast cancer.

Within the breast cancer literature, therelsdadearthof studies that have been
conducted to examine the mediating role of coping between illness perceptions and illness

outaomes Gection 2.3.8 Most of the studiestilising the commorsense model in women
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with breast cancer examitethe relationships betwa illness perceptions and
psychosocial outcome€larlier et al., 2012; Fanakidou et al., 2018; Fischer et al3; 201
Gibbonset al, 2016; Kus et al., 2017; McCorry et al., 2ZB1Millar, Purushotham,
McLatchie, George, & Murray, 2005; Rozema et al., 2009; Silva et al., 2012; Tang at al.,
2017; ThunéBoyle, Myers, & Newman, 2006 Therefore, only limited studies were
conducted to examine the relationships between illness percegidespingFernandes

& Mcintyre, 2020;Lan et al., 209; Rozema et al., 2009and coping and psychosocial
outcomes among this populatiadiflar al., 2005; Rozema et al., 200%his study will

add novel knowledg&om the Arabworld by examining the associations between all of
the core constructs within the integrated model which include iliness perceptions, religious

coping, and psychosocial outcomes among Omani women with breast cancer.

Within the breast cancer literatutbe mediating role of religious coping between
illness perceptions and psychosocial outcom@ge not been examineRather, other
generic coping strategiesuch as problerAfocused coping, venting emotions, and
behavioural avoidant copirftave been evaluates potential mediators between illness
perceptions and psychosocial outcomes (McCorry et al.3;2Rbzema at al., 2009
However, neither of theseo studies(McCorry et al., 203; Rozema at al., 2009vhich
examined the mediating role of copifogindout that coping strategies acted as a mediat
between illness perceptions and psychosocial outcomes (McCorry et 3|.R2@&ma at
al., 2009). OnlyGibbons et al(2016)reportedthatt he r el ati onshi p bet
understandingof the illness(coher@ce perceptionsand their perceivedstressas a

consequencef the cancer diagnosis was explained and mediated bym e andicus
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preoccupation(i.e. used as a copy strategf¥he lack of a mediating role of coping
generally within the commesense moddbas been attributed by Gibbons et al. (2016)
and Hagger and Orbell (2020) to the utilisation of general psychosocial outcome measure
tools such ashe RAND @ quality of life measure) (Rozema et al., 2009), rather than

cancerspecific outcome tools.

On the other hand,several studies have found thHdhess perceptionsvere
associated with symptoms of anxiety, depression, and quality @ntiteng women with
breast cancdiCharlier et al., 2012; Fanakidou et al., 2018; Fischer et al3; Zaibbons
et al., 2016; Kus et al., 201ee, Baek, Jeon, & Im, 2018jcCorry et al., 20%; Millar
et al., 2005; Rozema et al., 2009; Silva et al., 2012; Tang at al., ZAtiAgBoyle,
Stygall, Keshtgar & Newman, 2008)/hen the role of illness percepti® are ompared
to coping, McCorry et al. (2@} found that illness perceptions were the strongest
predictors of anxiety and depression. The identity dimension predicted depression
(Gibbons et al., 2016), distress (Miller et al., 20@®)] both anxietyand cancerrelated
distress(Gibbons et al.,, 2016)The perceivedemotional causes of the illness also
contributed to the variance in depression (Gibbons et al., 2016), whilst timeline only
predicted distress (Fischer et al., 2013; Miller et al., 20D&hsequences was positively
correlated with symptoms of anxiety (Kus et al., 2017; Silva et a2, Z0hunéBoyle et
al., 2006) and depression (Kus et al., 2017; Silva et dl2)2and negatively correlated
with quality of life (Rozema et al., 2009; @&l et al., 202). Generally speaking, identity
and consequences were the strongest predictors of the psychosocial outcomes in most of

these studies.
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The relationships between iliness perceptions and coping strategieddahaen
examined within the cdaxt of women with breast cancer, but only weak correlations
have been found~ernandes & Mcintyre, 202Qan et al., 209; Rozema et al., 2009). To
synthesise the findings from these studies, the more severe the iliness perception is, the
more likely thatvomen with breast cancer will utilise avoidance coping (i.e. helplessness
and anxious preoccupation), and the less likely they are to use pffagesed coping or
confrontation copingHernandes & Mclintyre, 2020an et al., 209; Rozema et al., 2009).

It has been argued that use of measures that assess coping as a general style, and not as
situationspecifig could have led to these weak relationships between illness perceptions
and coping (Coyne & Ricioppo, 2000; HaggerOrbell, 2020).Hence, thesetudies
recommended the use of illnegsecific measures in studies examg coping among
people with chronic illnes&€Coyne & Ricioppo, 2000; Hagg&r Orbell, 2020. Therefore,

this study willutilise situationspecific religious copinggiven that religous copinghas

been shown to be one of the most utilised coping skills by women with breast cancer (Al
Azri et al.,, 2014; Gonzalez, Tanenbaum, & Commissariat, 2W#&tkins, Kanu,
Hamilton, Kozachik, & Gastedohansson, 201Zwingmann, Writhz, MullerKorber, &
Murken, 2006. As a consequee, and given that this study will examitine mediating

role of religious coping, it will be important to review the relationships between religious
coping and symptoms of anxiety, depression, and quality of lifegrmvomen with breast

cancer.

157



5.2.2 The Relationships betweemeligiouscoping and psychosocialoutcomes
amongwomen with breast cancer

This section willsynthesise the studies that have specifically focused on the
relationships between negative and positigligious coping, and symptoms of anxiety,
depression, and quality of life among women with breast camlegative religious
coping haveen found tbestrondy and positivéy associateavith negative mental health
outcomes such aswiety Thun® Boyl e, Stygall, Keshtgar,
Zwingmannet al.,2006 Zwingmann, Muller, Kérber, & Murken, 2008)epressionGall
& Bilodeay 2020;Hebert, Zdaniuk, Schulz, & Scheier, 20dhunéBoyle et al., 2013
Zwingmam et al., 2008 and distress (Gall et al., 2009). However, mixed results have
been observedn the relationshipbetween negative religious coping and positive mental
health outcomes such as quality of life among Iranian women with breast daobenf,
Abedi, Omranipur, & Langiusgklof, 2015; Zamanian et al., 2015for example,
negative religios coping did not predict healtelated quality of life among Iranian
Muslim women newly diagnosed with breast can&ahani et al., 2015)This is despite
the fact that th@atients showed higher use of religious coping compared to the control
group. This finding has been attributed by the authors to the measure used to assess
religious coping which only produced a single score for both existential and religious
domains(Rohani et al., 2015)Furthermore, the authors indicated that the existential
domainwaslinked to quality of life, but not the religious domgRohani et al., 2015)
On the other hand, another Iranian study found a negative correlation between negative
religious coping and quality of lif€&Zamanian et al., 2015Therefore, the relationshsp

between negative religious coping and positive psychological outcomes such as quality of
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life has been inconclusive in the literature, which is in contrast to the relatishshigeen

negative religious coping and negative mental health outcasdssadbed earlier

Studies have reported mixed findings on the relationships between positive
religious coping and negative psychosocial outcomes such as distress, anxiety, and
depressionG a | | et al ., 20009; Hebert ZAwingmarn. |, 20
2006, 2008 However, positive religious coping was found to be associated with positive
psychological outcomes such as quality of life positive mood(Gall et al., 2009;
Pedersen, Christensen, Jensen, & Zachariae, 2013;-Bayhe& et al. 2013Zamanian et
al., 2015. Therefore, positive religious coping shows more consistent evidence with
positive psychological outcomes such as quality of life, compared to negative
psychological outcomes such as symptoms of anxiety and depression.

The current study will fill two knowledge gaps in our understandingplidious
coping andillness perceptiongFirst, it will provide novel information from the Arab
Muslim world that has not been addressed before, using theiogn research. Exploring
these two theoretical constructs within specific cultural contexts is important given that
culture has been fowl to impact upon both illness perceptioBarheron & Mossviorris,
201Q Dein, 2004;Kaptien et al., 2013; Kaptein et al., 20K3¢einmanet al, 1978) and
religious copingd ThunéBoyle, Stygall, Keshtgar, Davidson, & Newman, 2D13econd,

t o t he knawiaddemo fd@revious study in the literature has explored the mediating
role of religious coping between iliness perceptions and psychosocial outaomeg
this populationThe integrated model, which is shown in Figure 5.1, will be examined in

this sudy.
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5.3 Rationale for this study

The impetus forconductingthis study was to examine the mediating role of
religious coping between illness perceptions and psychosocial outcomes among Omani
women with breastancer. According to twoomprehensive systematic reviews on iliness
perceptionskaptein et al., 2013, 2015)ne systematic review on religious coping among
women with breast canceB¢hreiber & Brockopp, 20)2and the most recent literature
reviewed by Z.A(Sections 2.3.3 @h2.4.3) no previous study has explored thediating
role of religious coping on theutcomes among Omani Muslim women with breast cancer.

Although Al-Azri et al. (2014) have previouséxploreal the key coping

Cogniive

Negative Anxiety

illness A
representationsyt % religious
P coping Depression
lliness

stimuli Positive
Emotional religious | Quality of life

representation :
of illness coping
I Commonsense model
I Mediator model of religious coping
I Both models
Figure 5.1. The Integrated Theoretical Model Combining the Comi8ense

Model and the Mediator Model of Religious Coping.
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methods utilised by Omani Muslimomen with breast canceheir study was qualitative,

and did not utilise a specific psychological theory to explain their findings. As a
consequence, it did not provide information on the mechanikat could be associated
with the psychosocial outcomes among this populatiorAZl, Al-Awisi, Al-Rasbi, &
Al-Moundhri, 2014). Therefore, research is needed in this area to highlight the potential
mechanisms affecting psychosocial outcorag®ng this populationResults from our
study could guide designing effective clinical andgb®jogical interventions fodmani
women with breast cancerhis study intends to fill a gap in the literature given the lack
of theorybased research from this part of the world, and the lack of any empirical
evidence omeligious coping as a mediatortiveen illness perceptions and psychosocial

outcomes Consequently, the main aims for this studyaretbent i fy current

depression symptomatol ogy | evels, and qual
wi || medi at e ttveee ir eillaltn eosnss hpiepr cheept i ons, on
of anxiety, depression and quality of | ife
breast cancer by testing the wutility of th

An interviewbased survey was chosen over other methods such as telephone
interviews, seHadministered, or postal questionnaires as these were not deemed
appropriate for the Omani cultural context. First, telephone interviews for research
purposes are natllowed as per the Sultan Qaboos University Hospital (SQUH) policy
due to confidentialitconcerns Selfcompleted questionnaires, on the other hand, would
have been difficult for patients as they were receiving their treatment at the Day Care Unit

(DCU).Pati ent sd concentration could have bec¢
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environment at the DCU. Hence, the presence of the researcher was crucial to ensure the
accuracy of participants6 responses. Post:
mary participants are from distant towns and underserved areas. This may have posed
difficulties in relation to sending and receiving questionnaire booklets. In addition, in

Oman, it is not culturally sensitive and common to send survey questionnaires.by post

An interviewbased survey design has several advantages such as the ability of the
interviewer to explain challenging items, and the expected larger number of participants
given that participants are more likely to respond to the questions conpairteeh these
surveys are mailed to them (Bloch, Phellas, & Seale, 2011). However, intdrasaa
surveys havesomedisadvantages such as being time and resource consuming, and the
possibility of bias. However, the researcher (Z.A.) interviewed all partitsgaarself so
t hat participantsé responses would not be
styles (Bloch et al., 2011 Moreover, Z.A. maintaine& neutral attitude ding the
interview, and assurgghrticipants that theneere no right or wrongnswers in order to

tackelthe possibilityof social desirability bias.

A survey design was chosen because it is-effsttive, and can generate large
amounts of datadreswell& Creswell, 2017. The crosssectional nature of the study was
appropriate fothe study aims, as this study was exgiory in nature given the lack of
studies in this field in the Arab world in general, and in Oman in partid€iégotéin et al.,

2013, Kaptein et al., 2015; Pargament, Feuille, & Burdzy, p011
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Research questions:

1. What are the current | evels of anxiety
of I'ife among Omani women with breast c
2. Wh at is the current use of positive al

perceptions amwhghOmaeaswomancer ?
3.Can the integrated model predict sympto
of |I'ife among Omani women with breast c

Thus, this study is guided by the following hypotheses:

1. Consequences, i dewrdt ietnyagt itoinmd | irnepr ecsemec
positively associated with negative relig
positive religious coping.

2 . Positive religious coping wil!/ be posit

w h i negativereligious coping will be positively associated with symptoms of anxiety

and depression.

3. Consequences, identity, ti meline, conc
positively associated with symptomsatodd dep
with quality of 1ife.

4. Positive and negative religious copwgl mediate the relationship between iliness
perceptions, on the one hand, and symptoms of anxiety, depression, and quality of life, on

the other hand.
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5.4 Method

5.4.1Study design
A crosssectional interviewbased survey design was implemented to examine the

utility of the proposed integrated model.

5.4.2Participants

Participants were women with breast cancer within one year of the diagnosis. They
were identified using a clinical datade at the Sultan Qaboos University Hospital (SQUH)
in Muscat. Based on recent Omani clinical reports, almost half of the newly diagnosed
cases of breast cancer in the Sultanate of Oman are diagnosed and treated in the SQUH,
while the other half are diageed and treated at the Royal Hospital (one of the largest
tertiary care hospitals in the Sultanate of Oman operating under the Ministry of Health).
Out of the 161 patients diagnosed with female breast cancer during the study period (June
2015 August 2017) 103 (64%) participated in the study. Reasons for not participating
were: logistical difficulties in recruitment of patients in the Outpatient Units (N=52,
32. 2%) , patients were deceased at the tir
refusals (N=85%), and patients were receiving treatment elsewhere (N=19, 11.8%). All
women were interviewed within the first year of diagnosis, and the mean time since

diagnosis was 4.1 months (S.D. = 2.87).

5.4.3Power calculations
A priori sample size analysis waalculdedto estimate the required sample size
for a multiple linear regression which included 10 predictor variables (consequences,

timeline, personal control, treatment control, identity, coherence, concern, emotional
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representations, positive religious copingd aegative religious coping) using G*Power
with an alpha level of 0.05, minimum power established at 0.95, and an effect size of 0.15
(Cohen, 1992). The analysis highlighted that 89 participants were necessary to find a
statistically significant effect inthe model. Thus, the current sample size (103) was

deemed sufficient for the necessary linear multiple regression analyses.

5.4.4Inclusion/exclusion criteria

The inclusion criteria were: Omani women newly diagnosed with breast cancer
(within one year of diagrsis), over the age of 18 years, and able to comprehend Arabic
or English language. These inclusion criteria were verified by checking the Electronic
Patient Records (EPR), and were checked with the patients themselves before conducting
the interview.

Theexclusion criteria were: women with breast cancer who were less than 18 years
of age, with psychological or cognitive disorders, and unable to take part in the interview
due to physical difficulties. Participants were excluded from the study if theywvabte

to give informed consent. Only one person was excluded due to intellectual challenges.

5.4.5Procedure

Ethical approval was granted from the ethics committee at the SQUH (MREC #
1085), and was endorsed by the University of Strathclyde Ethics Committée.iPe nt s 6
information were collected and stored in accordance with the Data Protection Act (2018),
and ethical standards of the SQUH and University of Strathchillanewly diagnosed
patients were approached in the DCU and Oncology Outpatient Departri £0the

SQUH by Z.A., and were invited to participate in the study. This was done after gaining
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patientsod initial approval from the consu

explanation was given about the main goals of the study, confidgntaald their free

will to participate or raise to take part in the study, or to withdraw during the study. If
patients agreed to hear more about the study, then they were given a written information
sheet about the study, its goals and investigatorboving the Helsinki Principles,
patients were informed that they could withdraw from the study at any time without
providing any reason, and that their withdrawal would not negatively affect their treatment
at the SQUH in any way. After seeking participas 6 ¢ 0.A seadmall questions to

the consenting participants and wrote down the answers herself. Participants were
debriefed orally, and were also given a written deimiesheet at the end of the interview.

The interviews took place in a privatéfioe either at the DCU, or the OPData
collection took place over two years and two months starting in June 2015 and ending in

August 2017.

5.4.6Pilot testing the questionnaire booklet

This step was conducted with five patients who had breast cancer avithiyear
of the diagnosis. Those participants were not part of the study sample. The objective of
the pilot test was to confirm the readability, clarity, and cultural sensitivity of all items
(Portney & Watkins, 2009). All respondents indicated that thestipns were clear and

self-explanatory.

5.4.7Measures

Demographic Questionnaire
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This section had six questions. Four questions covered -deniographic
variables, and two questions covered demographic religious questions. The demographic
variables were: ageanarital status, educational level, and employment status. These
demographic factors were choservem their association with illness perceptions
(Hopman & Rijken, 2015; Postolicrga, Petrariu, & Azoicai2017;Ma, Yan, Wu, &
Huang, 2018 These questions were chosen to examine any potegladibnshipwith
the predictor variables. The last two itemsluded demographic religious variables,
which were the perceived religiosity level and perceived commitment to prayers. These
demograpla variables were organised as the following: Age was treated as a continuous
variable; whereas the following variables were treated as categorical: Marital status
(married/ divorced/ widowed/ never married); Educational level (primary/ secondary/
university/ postgraduate); Employment status (working/ not working/ retired). Given that
there is no partime work system in Oman, all participants who held a job were doing so

on a fulktime basis.

Demographic religious factors included the following two questitincapture
perceived level of religiosity and commitment to prayer: how much does Islam as a
religion govern your life? (very religious/ religious/ moderate/ not religious); and how do
you perceive your commitment to your daily five prayers? (very coradiicommitted/

moderately committed, little commitment).

Clinical variables

Clinical variables were collated and verified by directly asking the participants,

checking against each participantds EIl ect
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with congiltant medical oncologist Dr. Khalid Maimani (K.A). Participants were asked
about the time since diagnosis, which was treated as a continuous variable, previous
medical history (yes/ no), and previous encounter with a psychiatrist or mental health
professional (yes/ no). They were also asked about the treatment received at the time of
interview: chemotherapy alone or with other combinatidmastuzumab or Pertuzumab,
Trustuzumab alone or with radiation, hormonal alone or with radiation or Trustuzumab.
Finally, the stage of the illness was also verified (Stage | or II, StagrcHlly advanced

disease, Stage hnhetastatic disease).

Time since diagnosis, treatment at the time of diagnosis, and the stage system were
verified by checking against each parci pant 6s El ectronic Pat
addition,Z.A. andDr. K.A. met several time® verify the treatment received at the time
of the interview, and the best method to categorise it from a medical point of view. As for
the stage of illness, tHatest version of the National Comprehensive Cancer Network
(NCCN) guidelines version 1.2017 was utilised (Section 1.2.1). Thus, T (tumour size), N
(regional lymph nodes involvement), M (presence of metastasis) system that was used in
each pat i saconvértsed uaderfhe sumision of Dr. K.A.into the stage system

(Section 1.2.1).

Brief lllness Perceptions Questionnair@rief-IPQ, Broadbent, Petrie, Main, &

Weinman, 2006; Saarti, Jabbour, El Osta, Haji, & Khabbaz, 2016)

The BrietlPQ is one of theno st wi dely used brief meas
perceptions about their illness. This measure was chosen over longer versions of the

lliness Perceptions Questionnaire because it was appropriate for the clinical setting and
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patient population (who werdy and large attending the DCU to receive their
chemotherapy treatment) (Broadbent et al., 2015). The-Bt@fcontains nine questions

in total. The first eight items were scored from O to 10, with 10 reflecting stronger
perception for that specific itddomain. Each item measures a specific dimension of the
patientdos illness perception. The question
perception of their il Il ness: the percei Vve
(consequences), tiperceived timeline of the illness, the perceived personal control of the
illness, the perceived efficacy of the treatment, the perceived severity of symptoms
(identity), patientds concern about their
the emotional influence of the i1l1llness on
dimension was assessed by the following question: how much does your illness affect

your life? 310 (0 = not effect at all 10 = severely affects my life).

Theninthiem assesses the patientdés ranking

the illness from their point of view. Given thesearch aimand questionghe cause item

was not examined in this study because it provided qualitative data on illness perceptions,
while the focus of this study was on the quantitative assessment of various illness
perceptions which have been previously examined within the literature of breast cancer.
Unlike the cause item, other quantitative illness perceptions have been shown to be
associated with various outcome measures regardless of the cultural group investigated in
previous research (Mogdorris et al., 2002). Additionally, given that the cause item is

not rated on a continuous scale ranging fredDlas are other illness perteps, but

rather is determined by patientsd attribut
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patientso6é6 cultural background, it was deem

cancer populations from other cultures (Dein, 2084)for the briefBrief-IPQ has been
shown to have good psychometpooperties (concurrenpredictive and discriminant
validity) in various illness populations including 23 studies on cancer, incluntewst
cancer (Broadbent et al., 2015). The culturally traesl Arabic version of the Bri¢PQ

was utilised for this study (Saarti et al., 2016).

Arabic Brief Religious Coping Scala{BRCS, AtHadeethi, Hunt, Thomas, & ADaysi,

2016;PargamentSmit, Koenig, & Perez, 1998

The ABRCS is the crossulturally validated measure of the Brief Religious
Coping Scale (BrieRCOPE) (Pargament et al, 1998). The measure has been translated
into the Arabic language, and adapted to the Islamic beliefs andeculiue choice for
this measure was based on the findings from the systematic review of chapter 3. As with
the RCOPE, the BRCS has two subscales; positive and negative religious coping. Each
scale comprises 14 items, 7 items for each scale. Each iteateds from 1 (strongly
disagree) to 4 (strongly agree). Therefore, the minimum score could be 7 (low levels of
religious coping) to 28 (high levels of religious coping). Participants were asked to report
their use of religious coping within the contextlo¢ir cancer experience. In other words,
it was made clear to them that the study aimed to explore their utilisation of their religion
to cope with the illness. For this study,
the positive and negative ralgis coping scales, respectively, which are in line with what

has been found elsewhere {Ahdeethi eal., 2016). Therefore, the-BRCS was used in
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this study because of its good psychometric properties, its previous use in cancer studies,

and cultural sesitivity to Arabic and Muslim populations.

European Organization for Research and Treatment of Cancer Quality of Life

Questionnairgversion 3EORTC QLQC30, Aaronson et al., 1993)

The EORTC QL®C30 is a quality of life measure developed by the Ewaope
Organisation for Research and amment of Cancer grouphe Arabic version, which was
translated by the EORTC QLQ group, was implemented in this sAmpiison et al.,
1993). The translated version of the ERORT30, version 3 has been validated on
Arabic and Muslim patient populations diagnosed with breast cancer (Awad, Denic, & El
Taji, 2008). It is comprised of 30 questions that cover the following five quality of life
domans: physical functioning, role functioning, cognitive functioning, emotional
functioning, and social functioning. In addition, it has three symptom scales: fatigue, pain
and nausea/vomiting scales. The measure also contains the following-itgingle
sympbms: diarrhoea, constipation, appetite loss, insomnia, dyspnoea, and financial
difficulties. Each of the five functional domains, the three symptom subscales and the
single symptom items has separate single scBogghis study, the symptom single items
andnompsychosoci al subscales were excluded

research questions.

The answers were scored on a Likgye scale from 1 (not at all) to 4 (very much).
The last two items of the questionnaire, which comprise theabludalth status, were
rated from 1 (very poor) to 7 (excellent). For the functional scales, the higher the score,

the better the level diinctioning. However, high scores on the symptom scales/items
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represent low/poor levels of functioning. The researakiBsed Aaronsonret ald §1993)
scoring manualIn order to standardise the raw scores, linear transformation was
implemented using SPSS IBM version 25.0 (Statistical Package for the Social Sciences).

Therefore, the standardised scores ranged froml0Go

The measure demonstrated good psychometric properties among Arab and Muslim
popul ations with breast cancer as evidence
for all of the functional scales (Awad et al., 2008). The measure has also beezdraport
one of the most promising instruments to measure quality of life among women with
breast cancer by the Patient Reported Outcome Measurement Group (2009) (Davies,
Gibbons, Mackintosh, & Fitzpatrick, 2009). For this study, reliability analysis using
Conbachoés al pha was above 0.7 for all/l of 1
the following reliability estimates were found for the following domains: role functioning
(0.93), emotional functioning (0.79), social functioning (0.78), and globatthstdtus

(0.84).

Hospital Anxiety and Depression Sc@¢ADS, Zigmond & Snaith, 1983; Hufaie &

Absood, 1987)

The Hospital Anxiety and Depression Scale (HADS) was originally devised to
assess symptoms of anxiety and depression among patientpatient hospitalettings
(Zigmond & Snaith, 1983). The validated Arabic version was used for this study to explore
symptoms of anxiety and depression among the participanRufle & Absood, 1987).

The HADS is composed of two subscales: an anxigtgsale and a depression subscale.

Each scale has seven items, and are rated from 0 to 3, with (zero) representing the absence
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of a symptom, (1) representing having the symptom occasionally, (2) having the symptom
a lot of the time, and (3) having the syimmm most of the time. Scores can range from 0

to 21. Since the inception of the HADS, numerous studies have explored its validity and
reliability among Arab and Muslim heterogeneous patient populations. It has been found
to be a valid and reliable measuceestimate symptoms of anxiety and depression (Al
Aseri et al.,, 2015; ERufaie & Absood, 1987FEl-Rufaie & Absood, 1996 with
Cronbachos al p h-a78foatheganxiety sulbscake,rand®X 3B or the
depression subscal @sychomdire properides havee &is® begro o d
confirmed within a general oncology populatiddnfunziata, Muzzatti, & Altoe, 20)1

and has been confirmda) the literature review conducted by Bjelland and colleagues
(Bjelland, Dahl, Haug, & Neckelmann, 2002 addition, the HADS was found to be a
reliable measure among a sample of Muslim Iranian patients with breast cancer, with
Cronbachodés alpha of 0.78 for the anxiety
(Montazeri, Vahdaninia, Ebrahimi, & Jarvandg@@).For t hi s study, Cro

was found to be 0.79 for the anxiety subscale, and 0.75 for the depression subscale.

5.4.8Data analysis
All data analyses were conducted using SPSS IBM version 25.0 (Statistical

Package for the Social Sciences).

5.4.9Descriptive analysis
Mean scores and standard deviations were calculated for each of the predictors
(illness perceptions, positive and negative religious coping subscales), as well as for the

psychosocial outcome measures (symptoms of anxiety, depression, étydajuide).
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Given that the scores were not normally distributed (skewed), log transformation, square
root transformation, reciprocalamsformation, and reverse scdransformation were
used, but they were unsuccessful. Therefore, in line with thenreeadation by Field
(2014), the bootstrapping method was utilised instead to obtain confidence intervals and

significance testing (Field, 2014).

5.4.10Inferential analysis

Given that the data were not normally
utilisedto examine the associations among predictor and outcome variables. In addition,
multiple regression analyses were conducted to examine expected relationships among
illness perceptions, positive and negative religious coping, symptoms of anxiety and
depresion, and the psychosocial domains of the quality of life subscales. The assumptions
for each mediation model were checked. Each model was checked for the existence of
outliers, collinearity among independent variables, independent errors, normal

distribuion of the errors, homoscedasticity, and the linearity of the data.

To check for outliers, the case diagnostic option of the SPSS program was utilised
to make sure that no more than 5% of the standardised residuals exceeded the absolute
value of 2. To chdcthe assumption of collinearity, both the tolerance and VIF values of
each model were observed. No model exceeded the recommended values of 10 for VIF,
and no model was below the value of 0.2 for tolerance. For the assumption of independent
errors, DurbirWatson values were observed, and all of the models had an approximate
value of 2, which met the assumption of independent errors (Field, 2014). The

assumptions of the linearity of data, homoscedasticity, and normal distribution of the
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residuals were all st, as the following measures were examined: histogrard pldt

of the residuals, and the plot of the residuals by the predicted values were also observed.

Mediation analyses were conducted using PROCESS SPSS software (by Andrew
F. Hayes); direct and inrect effects were examined using bootstrap procedure (samples
5000; 95% biagorrected confidence intervals) (Model 4) (Preacher & Hayes, 2004).
These mediation analyses examined the relationships between illness perceptions and
psychosocial outcomes matkd through positive and negative religious coping, which
were entered concurrently as mediators. The mediation analyses were conducted with the
six outcome variables (anxiety, depression, global health status, emotional functioning,

role functioning, angocial functioning).

Given that Process only examines one outcome variable at a time with each of the
independent variables (each one of the eight illness perception dimensions), eight
mediation analyses were conducted to examine each and every ousnigibéevfor this
study. For example, section (88.) involved eight mediation analyses with amyias
the outcome variablé/lodel 4 in Process was used to test for the mediation of both forms

of religious coping between illness perceptions and anxiety.

As for the predictorsf positive and negative religious coping (Sections3151
and 5.53.1.2), Tables 5.8 and 5.9 displdiness perceptions as predictorspofitive and
negative religious coping, respectively. For the rest of the 7 mediation analyses predicting
the psychosocial outcomes, Sections 151 and 5.8.1.2 will be identical in the
subsequent analyses because the same illness perceptions teryé ienthe analyses.

Hence, Tables 5.8 and 5.9 will be displayed only once. Figure 5.2 displays a path diagram
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of anxiety as an outcome. This path analysis is repeated for every mediation analysis for

every outcome.

Consequences

Timeline

Positive
religious
coping

Treatment

Personal Control

Anxiety
Identity
Coherence Ne_ggtive
religious
Emotional coping
representations
Concern

Figure 5.2.  PathDiagram ofAnxiety as &sychosocialOutcome

5.5Results
55.1Par t i cdemaymaphisabaracteristics andreligiousness

Table 5.1 describes the demographic characteristics of study participants. The age
range was 1%7 years. The majority were married, unemployed, with a primary
education, perceived themselves as moderately religious, and were very committed to the

daily five Islamic prayers.
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Table 5.1 Socicdemographic Garacteristics and Religiousness of 103 Participants

Mean age (Years)

41.28 (S.D.=56)

Demographic variable

N (%)

Marital status
Married
Divorced
Widowed
Never married

91 (88.3%)
5 (4.9%)
2 (1.9%)
5 (4.9%)

Employment status
Working

Not working
Retired

39 (37.9%)
60 (58.3%)
4 (3.9%)

Educational attainment
Primary

Secondary

University
Postgraduate

34 (32.0%)
28 (28.2%)
34 (33.0%)
7 (6.8%)

Perceived religiosity
Very religious
Religious

Moderate

Not religious

22 (21.4%)
19 (17.5%)
60 (58.3%)
2 (1.9%)

Perceived commitment to prayers

Very committed
Committed
Moderately committed
Not committed

60 (58.0%)
16 (15.5%)
27 (26.2%)
0 (0%)

55.2Par t i cdlimpcal mmtorsnation

Table 5.2 displays clinical information of the illness, current treatment, and

participants®©o

previous

medi cal

comorbiditd.i

previous encounter with a mental health professional, were on chemotherapy, and in

differentstages of the illness.

177



Table 5.2 Clinical Variables and Treatment of Participants at the Time of Interview

Mean time since diagnosigmonths) 4.1 (S.D. =2.87)
Clinical variables N 103 (%)
Stage of illness

Stages | and Il 48 (46.6%)
Stage Il (locally advanced breast cancer) 35 (34.0%)
Stage IV (metastatic disease) 19 (18.4%)
Premorbid medical history

No 75 (72.8%)
Yes 28 (27.2%)
Previous encounter with a mentahealth professional

No 100 (97.1%)
Yes 3 (2.9%)
Treatment at the time of interview

Chemotherapy 89 (85.5%)
Trustuzumab 6 (6.0%)
Hormonal therap3? 8 (8.0%)

4Some patients were concurrently receiving Trustuzumab or Pertuzumab (Section 1.2.2)

bSomepatients were concurrently receiving radiotherapy (Section 1.2.2)

Ql. What is the current | evel of anxi ety a
|l ife among Omani women with breast cancer?

Table 5.3 displays the meeatny aaanndd sd eapnrdeas
symptomatol ogy. Nor mati ve | igmohdsand&nagh o b s e
(1983)f or both symptoms of anxiety and depres

Table 5.3 Means and SDs for the Anxiety and DepresSoales

Variable Mean (S.D.)
Anxiety 4.88 (3.68)
Depression 4.56 (3.64)
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Table54di spl ays qgbhel scypyrek liffe domains an
Compared to the refSottetac(B008) atrapasi eapsr we d
clinical profiles, this sample reported h

psychosoci al EORDGQaQ-GB8 meadure.t h e

Table 5.4 Means and SDs of the PsychasbQuality of Life Domains (EORTEC
QLQ-C30) Subscales and References Data

EORTC-QLQ-C30 Mean (S.D.) Mean (S.D.) Reference
Subscale Study Sample n=103 Data®n=2782
Global Health Statdis 76.21 (16.60) 61.8 (24.6)
Role Functioning 82.52 (29.18) 70.9(29.9)
Emotional Functionin®y 81.96 (19.69) 68.6 (23.8)
Social Functioning 82.69 (25.24) 77.0 (27.1)

aScott et al., 2008: Reference data were adapted from Scott et al. (2008), and are
provided for comparison purposes with patients of similar cliioailes

PHigher scores refledtetter functioning

Q2. What 1is the current wuse of religious ¢
women with breast cancer?

Table 5.5 provides the means and standa
copiumgcsal es. Compared to the mean of negat

exhibited higher scores for positive relidg

Table 5.5 Means and S.D. of religious coping

Variable Mean (S.D)
Positive Religious Coping 17.62 (3.48)
Negative Religious Copin¢  5.32 (3.88)
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Table 5.6. provides the means and stanc
di mensions. Compared to the asthma and di a
| ower scores on the perceived consequences
high scores on the personal and trkatdment

hi gher scores on the identity di mension co

Table 5.6. Means and (S.D.) of the Bridifness Perception Questionnairerid-
IPQ) Dimensions of Omani Muslim Women with Breast cancer and Two
Reference Groups of Patients with Asthma and Diabetes*

Brief-1PQ Omani Breast ReferenceGroup Reference Group
Dimension Cancer Patients Asthma n=309 Diabetes n=119
n=103

Consequences 2.54 (2.57) 3.5(2.3) 4.7(2.9)
Timeline 2.54 (2.26) 8.8 (2.2) 9.2(1.9)
Personal control 7.18 (2.54) 6.7 (2.4) 6.7 (2.3)
Treatment control 8.42 (1.70) 7.9 (2.0) 8.0 (2.3)
Identity 4.92 (2.47) 4.50 (2.30) 4.6 (2.8)
Concern 4.10 (2.92) 4.6(2.8) 7.0(3.1)
Coherence 7.33 (2.48) 6.5 (2.6) 7.9 (2.3)
Emotional response 3.53 (2.72) 3.3(2.9) 4.33.3)

*Reference data were adapted from Broadbent et al. (2006)

Q3. Can t hmodmiteedgircatt esdy mpt oms o fqg walxiiteyt yq f

|l i fe among Omani women with breast cancer ?
The initial correlations among the wvari
ar e shown I n Tabl e 5. 7. The fol bbwitrhg ¢

relationships found among the study variab

1. The i dentity dimension and other il 1l nes
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High perceived illness identity was positively associated with consequences,
timeline, and emotional representations. Identity was also negatively associatétewith
controldimension
2. The control di mension with other illnes

Negatelva&ti onships were found between pe

consequences, timel irnehamd.d Tcroenactememts iotnd nt t
relationship with emotional representation
3. The timel i ner diilnennessiso nr ewirtehs eontthaet i ons

Ti meline was negatively correl ated wi:
correlated with emotional representations
4. The emotional representation di mensi on

Emotional represdationswere positively associated with timeline, identity and
consequences.
5. Illness perceptions and religious copin

For hypot hesi s tlhati tnewaast i x p ercetleidgi ous
positively associated with commcsaquearce s en
representations. These associations were a
negati ve r el iTghesues raenlda tciommmcshinps bet ween ni
i 'l nesssgoeulcdk pptatoennte dail dtyi ma dri clad eofa.mMmegat i
The expected negative relationships betwee
identity, and concern were not substanti a
negatively assoecliiagieodu swictohpipnogs.i ti ve r

6 . Religious coping and psychosoci al out co
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Hypot hesi s 2 suggested that positive
associated with quality of |l i fe domains.
positive relieginsoungncbpcagt @Takeationships r
religious may not be a mediator in this mo
di splay posesnsi wet boangl athie anred aded prnesshs ipcsn .

negati ve prienlgi gweorues scwp p o rdtegpd efs ghiuocta naxli sea yf o

emoti onal f wsnicgtniiofniicnagn.t Noenl ati ons hepsqgwat e
of Iife domains. Thagmhef cruggetsheddadomregladt
wi || medi ate the anxiety, depression, and
7. Il Il ness perceptions and psychosocial ou

The first part of hypothesis 3 suggest

conmc,erand emotional representations woul d
depression. Al of these correlations wer €
identity and anxiety. All expectedptriedms i o
were supported. These correlations coul d i

effects on the anxiety and depression mode

The second part of kympestheaeinxeld3, suggas!
concern and embtooseaWwoukedrbeentegatively as
i fe domai ns. hRal ea fruengdti ione n@nd signi fi
consequences. Emoti onal functioning only
with consequenemct i cmoalcer@®@pr eatmaentoa thieon sh.an
health status was significantly <correlate

except for i dentity.
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5.5.3Mediation analyses

Mediation analyses were conducted to examine the mediating role o¥gasit
negative religious coping between illness perceptions and psychosocial outcomes. The
illness perceptions which will be examined are consequences, timeline, personal control,
treatment control, identity, concern, coherence, and emotional representat
Psychosocial outcomes are symptoms of anxiety, depression, and the following quality of
life domains: emotional functioning, role functioning, social functioning, and global
health status.

Two separate sets of mediation analyses were conductefitstiset included the
emotional representations of illness and the concern items, while the second sketlexclu
these two dimensions/items. Teenotional representations of illneasd theconcern
dimensions were excluded in the second set of the mediation analyses because of the
researcherds concern that they might over|l
depression, and the emotional functioning domain of the quality of life (GouldnB#
Bramwel, 2010). In fact, Table 5.7 reflects the conceptual overlap among the scales as a
result of the strong and statistically significant relationships between emotional
representations, on one hand, and symptoms of anxiety and depression bartharad.
Moreover, there was a significant and negative relationship between emotional
representations and emotional functioning. Additionally, the concern item was positively
and significantly associated with symptoms of anxiety and depression, andelggatd

significantly associated with emotional functioning.
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Table 5.7 Spearman Correlations among the Variables within the Integrated Model

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
(1) Consequences -

(2) Timeline 0.43** -

(3) Personal control -0.25* -0.43* -

(4) Treatment control 0.01 -0.30**  0.38** -

(5) Identity 0.46**  0.27* -0.14 -0.04 -

(6) Concern 0.47*  0.30* -0.21* 0.10 0.36** -

(7) Coherence 0.04 -0.22*  0.36* 0.53* -0.06 0.14 -

(8) Emotional representations  0.51**  0.22* -0.11  0.23* 0.35* 0.58* 0.20* -

(9) Positive Religious Coping  0.01 -0.25 0.09 0.19 -.011 o0.10 0.11 0.17 -

(10) Negative Religious Coping 0.26**  0.20* -0.17 -0.00 0.22* 0.19 -0.05 0.32= -0.09 -

(11) Anxiety 0.40*  0.20* -0.18 0.02 0.15 0.27**  0.19 0.50**  0.04 047 -

(12) Depression 0.48* 0.20* -0.19 0.04 0.38** 0.34* 0.13 0.53* 0.02 0.43* 0.66** -

(13) Role Functioning -0.26** -0.18 0.10 0.17 -0.19 -0.06 0.05 -0.06 -0.07 -0.05 -0.23*  -0.26** -

(14) Emotional Functioning -0.23* -0.16 0.07 -0.02 -0.02 -0.20* -0.23*  -0.44* -0.04 -0.26** -0.55* -0.48** 0.12 -

(15) Social Functioning -0.36*  -0.12 0.13 -0.04 -0.38* -0.18 0.03 -0.20*  -0.08 -0.10 -0.10 -0.27* 0.25* 0.15
(16) Global Health Status -0.46*  -0.37*  0.34* 0.19 0.26** -0.28* 0.09 -0.31* 0.06 -0.18 -0.28* -0.38* 0.28* 0.28** 0.27*

**Correlation is significant at the 0.0level (2tailed)

*Correlation is significant at the 0.05 level (failed).
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The first set of mediation analyses included #&meotional representation of
illness (IPQ 8), and concern dimension (IPQ 6yith a confidence interval of 95 %.
Mediation analysis using Process (Andrew F. Hayes, http:www.afhayes.com), with no
covariates included as they were found to havesignificant correlations with both the
potential mediators (positive and negative religious apimand outcome variables

resulted in the following findings:

5.5.3.1Mediation analysis with anxiety as theoutcome

These analyses assessed whether positive or negative religious coping had a
mediating role between illness perceptions and anxiety. The relationships between
positive and agative religious coping and the eight illness perceptions will be examined

as the first part of the mediation analyses.

5.5.3.1.1Direct effects predicting positive religious coping

As displayed in Table 5.8, only timeline predicted positive religious coping. The
model was significant, and it accounted for 26.26% of the variance in positive religious
coping. When the model was run without the emotional representations and concern items,

consequences emerged as a new significant predictor of positive religiong. copi

Table 5.8. Direct Effects Predicting Positive Religious Coping

Path B (SE) LLCI, ULCI P R?
Consequences 0.16 (0.17)  -0.18, 0.50 .360 0.26*
Timeline -0.71 (0.16) -1.03,-0.38 <.001
PersonalControl 0.21(0.15) -0.08, 0.50 157
Treatment Control 0.01 (0.22) -0.43, 0.46 957

Identity -0.17 (0.15)  -0.46, 0.13 .264
Concern 0.24 (0.14) -0.04,0.51 .089
Coherence -0.16 (0.16) -0.46, 0.17 342
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Path B(SE) LLCI,ULCI P
Emotional 0.20 (0.15) -0.11, 0.50 .208
Representations

5.5.3.1.2Direct effects predicting negativereligiouscoping

Negative religious coping was predicted by the emotional representation as
illustrated in Table 5.9. In addition, the model was significant (p=0.019)ddicting
negative religious coping. When the model was run without the two emotional items, the
model becameaon-significant and no newredictors explained the variance in negative

religious coping.

Table 5.9. Direct Effects Predicting Negative Religious Coping
Path B (SE) LLCI, ULCI P R2
Consequences 0.04 (0.20) -0.36,0.44 826 0.19
Timeline 0.01 (0.20) -0.37,0.38  .977
Personal Control -0.15 (0.17) -0.50, 0.18  .367
Treatment Control 0.22(0.26) -0.75,0.30 .395
Identity 0.14 (0.17) -0.21,0.49 419
Concern -0.13 (0.16) -0.45,0.19 424
Coherence -0.12 (0.19) -0.50,0.26  .535
Emotional -0.47 (0.18) 0.11,0.83 .011
Representations

5.5.3.2Mediation analyses inpredicting anxiety

Table 5.10 displays the final model, with all of the independent variables and
mediators included. The model was significant with the emotional representations,
consequences, and negative religious coping all being significant predictors of anxiety.
Negatve religious coping mediated the relationship between emotional representations
and anxiety. The final model predicted 50.8% of the variance in anxiety. The total effect

model was also significant with a variance of 46.16% in predicting anxiety, where only
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consequence and emotional representations significantly predicting anxiety. Therefore,
there were direct effects of consequences, emotional representations, and negative
religious coping on anxiety, whereas the rest of illness perceptions did not heaste dir
effects on anxiety. When this model was run omitting the emotional representations and
concern items, negative religious coping and consequences continued to be significant
predictors with direct effects on anxiety. The emotional representations dedsade

direct effects on anxiety. In the total effect model, only consequences had direct effects
on anxiety. Negative religious coping did not mediate the relationship between illness

perceptions and anxiety.

Table5.10. Mediation Analysis Predicting Anxiety
Path Effect B (SE) LLCI, ULCI P R?
Positive religious coping  Direct -0.11 (0.10) -0.29,0.08 .250 0.46*
Negative religious copin¢ Direct 0.20 (0.08) 0.05,0.36 .010
Consequences Direct 0.46(0.16) 0.15,0.77  .004
Timeline Direct -0.12 (0.13) -0.18,0.41 .430
Personal Control Direct -0.21 (0.13) -0.47,0.05 .115
Treatment Control Direct -0.16 (0.20) -0.57,0.24 .426
Identity Direct -0.13(0.14) -0.4.,0.14 .349
Concern Direct -0.19(0.12) -0.44,0.05 .125
Coherence Direct 0.13(0.15) -0.16,0.43 .368
Emotional Direct 0.62 (0.14) 0.34,0.89 <.001
Representations
Path Indirect Effects Effect (SE) LLCI, ULCI
Consequences Via negative religious coping  0.01 (0.04) -0.08, 0.09
Via positive religious coping  -0.02 (0.03) -0.12, 0.02
Timeline Via negative religious coping  0.00 (0.05) -0.11, 0.10
Via positive religious coping 0.07 (0.08) -0.03, 0.30
Personal Control Via negative religious coping -0.03 (0.04) -0.41, 0.10
Via positive religious coping  -0.02 (0.03) -0.13, 0.01
Treatment Via negative religious coping -0.05 (0.74) -0.21, 0.08
Control Via positive religious coping 0.00 (0.03) -0.08,0.06
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Path Indirect Effects Effect (SE) LLCI, ULCI

Identity Via negativaeligious coping 0.03 (0.04) -0.03,0.14
Via positive religious coping 0.02 (0.03) -0.01, 0.12
Concern Via negative religious coping -0.03 (0.04) -0.14, 0.05
Via positive religious coping  -0.03 (0.03) -0.16, 0.01
Coherence Via negative religiousoping -0.02 (0.05) -0.16, 0.05
Via positive religious coping 0.02(0.03) -0.01, 0.13
Emotional Via negative religious coping  0.10 (0.05) 0.02,0.24
Representations Via positive religious coping 0.02 (0.03) -.013, 0.01

5.5.3.3 Mediation analyses withdepression as the@utcome

All of the independent variables and mediators are displayed in the final model
in Table 5.11. Four variables predicted 46.27% of the variance in the overall depression
model, and these were: the emotional representations, cemsegy identity, and
negative religious coping. Only negative religious coping mediated the relationship
between emotional representations and depression. The total effect model was significant
in predicting 43.20% of the variance in depression. The dvemablel remained
significant when the emotional items were removed from the analyses, andrthe sa
variables continued to hawdirect effects on depression. As expected, the emotional
representations did not have direct effects on depression becausesineasd from the
analyses. Consequently, negative religious copiit bt mediate the relationship
between any illness perception angssion. Only consequendeesd direct effects on

anxiety.

Table5.11. Mediation Analysis Predicting Depression

Path Effect B (SE) LLCI, ULCI P R?
Positive religious coping Direct -0.05(0.09) -0.24,0.13 .562 0.47*
Negative religious copin¢ Direct 0.17 (0.08) 0.01,0.33 .033
Consequences Direct  0.35(0.16) 0.04,0.67 .027
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Path Effect B (SE) LLCI, ULCI P
Timeline Direct -0.02 (0.15) -0.32,0.27 .869
Personal Control Direct -0.19 (0.13) -0.45,0.08 .161
Treatment Control Direct -0.15(0.21) -0.56,0.26 .476
Identity Direct 0.29 (0.14) 0.02,0.56 .035
Concern Direct -0.10(0.13) -0.35,0.16 .454
Coherence Direct 0.12 (0.15) -0.18,0.42 .414
Emotional Direct 0.50 (0.14) 0.21,0.78 .001
Representations
Path Indirect Effects Effect (SE) LLCI,ULCI
Consequences Via negative religious copin( 0.01 (0.04) -0.06, 0.1

Via positive religious coping -0.01(0.02) -0.1, 0.02
Timeline Via negative religious copin( 0.00 (0.04) -0.10, 0.08

Via positive religious coping 0.04 (0.06) -0.05, 0.21
Via negative religious copin¢ -0.03 (0.04) -0.16, 0.03
Via positive religious coping -0.01 (0.02) -0.11, 0.01
Treatment control  Via negative religious copin( -0.04 (0.06) -0.23, 0.05

Via positive religious coping -.00 (0.02) -0.06, 0.01

Personal control

Identity Via negative religious copin¢ 0.02 (0.04) -0.02, 0.14
Via positive religious coping 0.01 (0.02) -0.01, 0.09
Concern Via negative religious copin( -0.02 (0.04) -0.13, 0.03
Via positive religious coping -0.01 (0.02) -0.11, 0.01
Coherence Via negativeeligious coping 0.02 (0.04) -0.15, 0.04
Via positive religious coping 0.01 (00.02) -0.01, 0.09
Emotional Via negative religious copin( 0.08 (0.05) 0.01, 0.22

Representations
Via positive religious coping -0.01 (0.02) -0.1, 0.01

5.5.3.4Mediation analyses withsocial functioning as theoutcome
Table 5.12 displays the overall social functioning model which was significant

in predicting 24.93% of social functioning. Only consequences and identity had direct
effects on social functioning. About 24.7586 the variance in social functioning was
significantly predicted by the total effect modikither positive nor negative religious
coping mediated the relationship between illness perceptions and social functioning.

When this model was run without th@a emotional items, the overall model remained

189



significant in predicting 24.60% of the variance in social functioning, with the same
predictors having direct effects on social functioning. The total effect model was similarly

significant, with the same patestors having direct effects on social functioning.

Table5.12. Mediation Analysis Predicting Social Functioning
Path Effect B (SE) LLCI, ULCI P R?
Positive religious coping  Direct 0.20 (0.77)  -1.33,1.74 .792 0.25
Negative religious coping Direct 0.26 (0.66) -1.06,1.57 .700
Consequences Direct -2.94 (1.28) -5.48,-0.40 .024
Timeline Direct 0.42 (1.32) -2.21,3.05 .819
Personal Control Direct 0.53,1.09 -1.64,2.71 .616
Treatment Control Direct 0.06 (1.67) -3.26,3.38 .997
Identity Direct -2.70 (1.12) -4.92,-0.48 .016
Concern Direct 0.44 (1.04) -1.63,2.50 .656
Coherence Direct 1.36 (1.23) -1.08,3.80 .286
Emotional Direct -0.70 (1.2) -3.08,1.68 .634
Representations
Path Indirect effects Effect (SE) LLCI, ULCI
Consequences Via negative religious coping 0.01 (0.12) -0.16, 0.39
Via positive religious coping 0.03 (0.24) -0.28, 0.76
Timeline Via negative religious coping 0.00 (0.13) -0.25, 0.30
Via positive religious coping -0.14(0.66) -1.73,0.95
Personal control Via negative religious coping -0.04 (0.15) -0.67, 0.10
Via positive religious coping 0.04 (0.25) -0.32,0.75
Treatment control Via negative religious coping -0.06 (0.21) -0.87,0.16
Via positive religious coping 0.00 (0.25) -049, 0.59
Identity Via negative religious coping 0.04 (0.12) -0.09, 0.47
Via positive religious coping -0.03 (0.24) -0.71, 0.25
Concern Via negative religious coping -0.03 (0.13) -0.39,0.11
Via positive religious coping 0.05 (0.24) -0.30, 0.81
Coherence Via negative religious coping -0.03 (0.15) -0.67,0.12
Via positive religious coping -0.03 (0.22) -0.65, 0.30
Emotional Via negative religious coping 0.12 (0.28) -0.33,0.83
representation
Via positive religious coping 0.04(0.24) -0.27,0.74
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5.5.3.5Mediation analyses withemotional functioning as theoutcome

All of the independent variables and mediators are shown in Table 5.13, and
the overall model significantly predicted 34.73% of the variance in emotional functioning.
Only the emotional representations of illness predicted emotional functioning. About
32.88% of variance in emotional functioning was predicted in the total effect model.
Moreover, there was a lack of the mediating role of religious coping in the model. The
oveall model remained significant, when the emotioains were omitted from the
analyses, and the model predicted 23.07% of the variance in emotional functioning. A
new predictor, the consequences item, emerged with direct effects on emotional
functioning.Additionally, 20.71% of the variance in emotional functioning was predicted
by the total effect modelvith the new consequences item having direct effects on

emotional functioning.
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Table5.13. Mediation Analysis Predicting Emotional Functioning
Path Effect B (SE) LLCI, ULCI P R?
Positive religious Direct 0.83(0.56) -0.28, 1.95 141 0.35*
coping
Negative religious  Direct -0.25(0.48) -1.20, 0.70 .607
coping
Conseguences Direct -1.03(0.93) -2.87,0.81 271
Timeline Direct -0.15(0.88) -3.28,0.21 .084
Personal Control Direct 0.12(0.78) -1.43,1.68 .878
Treatment Control  Direct 1.50(1.21) -0.91, 3.90 219
Identity Direct 1.24(0.80) -0.36,2.84 127
Concern Direct 0.62 (0.74) -0.86,2.09 408
Coherence Direct -1.21 (0.89) -2.97, 0.56 178
Emotional Direct -3.34 (0.83) -4.99,-1.69 .000
Representations



Path Indirect effect Effect (SE) LLCI, ULCI
Consequences Via negative religious copini -0.01 (0.11) -0.33, 0.17
Via positive religious coping 0.13 (0.20) -0.11, 0.84
Timeline Via negative religious copini -0.00 (0.14) -0.24, 0.25
Via positive religious coping -0.59 (0.55) -2.05, 0.22
Personal control  Via negative religious copini -0.04 (0.13) -0.14, 0.46
Via positive religious coping 0.17 (0.24) -0.05, 0.96
Treatment control Via negative religious copini  0.06 (0.20) -0.17,0.70
Via positive religious coping 0.01 (0.25) -0.46, 0.60
Identity Via negative religious copini -0.04 (0.12) -0.40, 0.12
Via positive religious coping -0.14 (0.18)  -0.78, 0.05
Concern Via negative religious copini 0.03 (0.12) -0.12, 0.40
Via positive religious coping 0.20 (0.24) -0.03, 1.13
Coherence Via negative religious copini 0.03 (0.15) -0.14, 0.52
Via positivereligious coping -0.13 (0.21)  -0.90, 0.07
Emotional Via negative religious copini -0.12 (0.24) -0.01,1.0
representation
Via positive religious coping 0.16 (0.21) -0.57,0.41

5.5.3.6Mediation analyses withrole functioning as theoutcome

Table 5.14 displaysll of the independent variables and mediaiarshe
overall model The overall model was significant in predicting the variance in role
functioning, with only treatment control havindirect effects on role functioning. The
total effect model was likewe significant in predicting role functioning. However,
religious coping did not have a mediating radhen running this model without the two
emotional items, both the overall model and total effects models remained significant in
predicting role functining. Also, treatment control continued to have direct effects on the

role functioning model.

Table 5.14. Mediation Analysis Predicting Role Functioning
Path Effect B (SE) LLCI, ULCI P R?
Positivereligious coping Direct -1.05(0.92) -2.88,0.78 .256 0.21
Negative religious copin¢ Direct -0.58 (0.79) -2.14,0.98 .459
Consequences Direct -2.23(1.51) -5.23,0.77 .143
Timeline Direct -1.41(1.43) -4.26,1.43 .326
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Path Effect B(SE) LLCI, ULCI P
Personal Control Direct 0.71(1.28) -1.83,3.26 .579
Treatment Control Direct 4.49(1.98) 0.57,8.41 .025
Identity Direct -1.50(1.31) -4.11,1.10 .256
Concern Direct 0.78 (1.21) -1.63,3.19 .523
Coherence Direct -1.09 (1.45) -3.97,1.79 .454
Emotional Direct -0.04 (1.36) -2.73,2.66 .979
Representations
Path Indirect effect Effect (SE) LLCI, ULCI
Consequences Via negative religious coping -0.03 (0.18) -0.61, 0.22
Via positive religious coping -0.17 (0.03)  -1.03,0.15
Timeline Via negative religious coping -0.00 (0.21)  -0.44,0.41
Via positive religious coping 0.74 (0.65)  -0.26, 2.40
Personal control Via negative religious coping 0.09 (0.21)  -0.12,0.88
Via positive religious coping -0.22 (0.31) -1.28,0.13
Treatment control Via negative religious coping 0.13(0.31)  -0.83,0.71
Via positive religious coping -0.01(0.35) -0.18, 1.34
Identity Via negative religious coping -0.08 (0.19) -0.81,0.10
Via positive religious coping 0.18 (0.30)  -0.14, 1.15
Concern Via negativeeligious coping  0.07 (0.20)  -0.13,0.78
Via positive religious coping -0.25(0.28)  -1.22,0.07
Coherence Via negative religious coping 0.07 (0.21)  -0.15,0.95
Via positive religious coping 0.17 (0.30)  -0.16, 1.26
Emotional Via negative religious coping -0.28(0.39)  -1.31,0.34
representation
Via positive religious coping -0.21(0.27) -1.11,0.12

5.5.3.7Mediation analyses withglobal health status as theoutcome

The overall model of global health status was significant, and iaieega
30.76% ofthe variance irthe model, as shown in Table 5.15. However, no significant
mediators predicted the model. The total effects model was significant in predicting
30.69% of global health status. Also, there were no directs effects of any illness
perceptions o global health status. When this model was run omitting the emotional
representations and concern items, the overall model remained significant in predicting

28.83%o0f global health status, ammbnsequences emerged as having direct effects on
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global heah status. The total effects models remained significant in predicting 28.27%
of the variance, with both personal control and consequences emerging as new predictors.
Additionally, positive religious coping emerged as a new mediator between timeline and

global health status.

Table5.15 Mediation Analysis Predicting Global Health Status

Path Effect B (SE) LLCI, ULCI P R?

Positive religious Direct -0.06 (0.49) -1.03,0.91  .903 0.3076

coping

Negative religious Direct -0.12 (0.42) -0.95,0.71  .780

coping

Consequences Direct -1.36 (0.80) -2.94,0.23  .092

Timeline Direct -0.80 (0.76) -2.29,0.71 297

Personal Control Direct 1.32 (0.67) -0.02,2.66 .053

Treatment Control Direct 0.78 (1.04) -1.29,2.85  .457

Identity Direct -0.21 (0.69) -1.58,1.12 .766

Concern Direct 0.01 (0.64) -1.26,1.28 .990

Coherence Direct -0.13 (0.76) -1.65,1.39  .862

Emotional Direct -1.19 (0.72) -2.61,0.23 .100

Representations

Path Indirect effects Effect (SE) LLCI, ULCI

Consequences Via negative religious coping  -0.01 (0.1) -0.27,0.16
Via positive religious coping  -0.01 (0.12) -0.32,0.2

Timeline Via negative religious coping -0.00 (0.11) -0.25,0.21
Via positive religious coping 0.04 (0.35) -0.68,0.75

Personal control Via negative religious coping 0.02 (0.12) -0.15, 0.35
Via positive religious coping  -0.01 (0.13) -0.4,0.18

Treatment Via negative religious coping  0.03 (0.16) -0.18, 0.56

control
Via positive religious coping  -0.00 (0.12) -0.28, 0.23

Identity Via negative religious coping -0.02 (0.10) -0.32,0.11
Via positive religious coping 0.01 (0.11) -0.16, 0.34

Concern Via negative religious coping -0.02 (0.10) -0.13, 0.30
Via positive religious coping  -0.01 (0.13) -0.36, 0.20

Coherence Via negative religious coping  0.01 (0.12) -0.14, 0.40
Via positive religious coping 0.01 (0.11) -0.18, 0.31
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Path Indirect effects Effects (SE) LLCI, ULCI
Emotional Via negative religious coping -0.06 (0.23) -0.53, 0.41
representation

Via positive religious coping -0.01 (0.13) -0.37,0.18

5.6 Discussion

The present study explored the factors that may be associated symptoms of anxiety
and depression, and quality of life among Omani Muslim women with breast cancer. More
specifically, it evaluated the utility of the integrated model (Section 2.6) in wHiglotes
coping was examined as a potential mediator between illness perceptions and
psychosocial outcomes. This section summarises the main results, relates it to the relevant
literature, and highlights the clinical implications of this study to the &igtdinical health

psychology.

5.6.1Summary and discussion of main findings

This study has two main contributions to the literature. First, it is the first
theoreticallydriven study conducted in the Arab Muslim region which explored if
religious coping medited the relationshgbetween iliness perceptions, on the one hand,
and symptoms of anxiety, depression and quality of life, on the other hand, among this
population. Second, this study also evaluated the theoretical implications of removing the

emotionaldimensions from the mediation analyses.

5.6.2Current levels of anxiety and depression, and quality of life among Omani
women with breast cancer
The sampledbs mean scores for sympt oms

the normal range, which is below th@oeted threshold for anxiety and depression as laid
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out by Zigmond and Snaith (1983). These results are in contradiction to the literature
reviewed in Section 1.5, which described elevated levels of anxiety and depression among
women with breast cancer Wit the first year of diagnosig\ly et al., 2017; Elsheshtawy,
Aboelez, Ashour, Elbahaey, &aFouk, 2015; Jacob et al., 2QPark et al., 2018 In their
systematic review and metaalysis, Pilevarzadeh et al. (2019) highlighted that
approximately 30%of women with breast cancer within the Middle East region were
diagnosed with depression. However, none of these studies were conducted in Oman,
which might make generalisations not feasible to the Omani population. It is possible that
socioeconomic diffialties which are associated with the treatment of cancer in the form

of the cost of treatment sessions as well as possible lost income during the treatment phase
could be linked to anxiety and depressidte(nayehu, Deyessa, Medihin, & Fekadu,
2018; Ell et al., 2005; Kaptein et al., 201PRilevarzadeh et al., 20L9However,
socioeconomic difficulties which could res
cancer treatment are not a concern for Omani women because health care services are

providedfree of charge for all citizens.

Similarly, the samplebs mean scores on
which indicates good quality of life) compared to women with breast cancer with similar
clinical profiles (Scott et al.,, 2008). This may eefl that this sample is doing
psychologically better compared to samples recruited from other countries (Hathemi
al., 2019). However, the higher scores on the social and role functioning scales among our
sample weralsocomparable to Saudi women withelst cancer who were undergoing

chemotherapy (Albabtain, Alwhaibi, Alburaikan, & Asiri, 2018). These elevated scores
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on quality of life domains for our sample are expected given the normal levels of anxiety
and depression as reported earlier. The liteeaguggests a link between levels of anxiety

and depression and quality of life (Section 1E|) Haidari, Abbas, Nerich, & Anota,
2020). It is possible that Omani cultural and religious traditions, which were not examined
in this study, could explain tredevated scores on quality of life. Within the Saudi society,
which is culturally similar to the Omani culture, Albabtain et al. (2018) found that among

a sample of 95 Saudi women with breast cancer, complementary and alternative medicine
which is rootedn religious beliefs, was associated with higher scores on the social and
role functioning domains (Albabtain et al., 2018). For their study, these women were
supported by their families to seek complementary and alternative medicine. Therefore,
giventhea |l t ur al similarity between our sampl e
is possible that social support and alternative spiritual treatment could have led to high

scores on these quality of life domains.

5.6.3The severity of illness perceptions and thase of religious coping among
Omani women with breast cancer

Compared to the reference data (Broadbent et al., 2006) of patients with diabetes
and asthma, Omani women with breast cancer exhibited less severe illness perceptions in
the following domains: consequences, timeline, identity, personal and treatmenk contro
The majority of these women perceived the iliness as having less severe consequences on
their lives, with short duration, and they believed in their ability, and that of the
medications, to manage and treat the illness. It is possible that the satitnaty

support received by these women, which is a characteristic of the Omani society, could

197



have reduced the impact of the illness and its treatment on these worrgah¢AlAl-

Moundhri, AFMandhari, AtAzri, 2019; AFAzri et al., 2014).

Thelowtinel i ne scores reflected womends per
short duration. It seemed that these women perceived the illness duration as connected to
the length of their treatment, which typically lasts for six months. On the other hand, the
sanple perceived the iliness as having more symptoms (i.e. high identity scores) compared
to the asthma and diabetes reference groups. One possible reason for the high identity
scores is that it could refl ect delfledse wo me
from the cancer treatments received at the time of the interview (e.g. most often

chemotherapy).

Interestingly, the scores on the emotional domains (e.g. emotional representations
and the concern domains) were low and comparable to the astfarence group. Given
the normative levels of anxiety and depression in this sample, having lower scores on the
emotional representations and concern dimensions is expected, given the potential
conceptual overlap among these items as observed in thysastdclsewhere3ould et
al., 2010. Therefore, these women were less emotionally affected by the illness compared
to the diabetic reference group. It is also of interest to mention that Kaptein et al. (2013)
found that Dut c h an dperdeptiprs ofehsircbreasbcareer wese i | |
more severe compared to the reference asth
results are in contrast to ours in that our sample perceived the iliness as less threatening.
These findings reflect that ikss perceptions are not only influenced by the type of illness,

but also by the cultural backgrounds pHtients (2in, 2004; Kleinman et al1978;
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Leventhal et al., 1997 Other reasons could include the time since diagnosis as Kaptein

et al 0 sudy utiliged tv@nen wha were earlier in the iliness trajectory (i.e. they

were on average two months after the first chemotherapy session) compared to our sample
who have been diagnosed for an average of four months. Also, our sampbe \aeeeage
younger(i.e. 41.28 year5.D.=7.5¢ compared to Kaptein et al
the average age of women was 49.9 years, S.D. = 9.59. It is possible these clinical and
demographic factors could have influenced how women perceived the illness and

emotionally reacted to it.

The hidh implementation of positive religious coping and the low levels of
negative religious coping among this sample, may reflect in part a secure relationship with
God, and low levels of religious struggles, respectively. Also, it may reflect the high
prevaleme of positive religious coping among this population, which could be explained
within the context of Islam which encourages Muslims to be proactive in times of
sickness. The Qurbéan, accor di ngcouldaidlins| ami c
the healing of the sickeople Islamic literature further underscores the significance of
seeking a combination of religious and medical treatments. This has been explicitly
del i berated in Prophet Muhammadoés oldyi ng i

a g e o-i-Malalbwol. 5, no. 3436, p. 1) (As cited in-Akri et al., 2014).

Our findings were comparable to other studies which have demonstrated that
Muslim women with breast cancer are much more likely to utilise positive religious
coping compare to negative religious coping (Mzri et al., 2014; Rohani et al., 2015;

Zamanian et al., 2015). These findings have also been corroborated in other populations
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from other religious groups (Morgan, Gastdwhansson, & Mock, 2006hun® Boyl e,
Stygall, Keshtgar, Davidson, & Newman, 201For example, positive Islamic beliefs

were noted to help Omani women with breast cancetA@ et al., 2014), whereas
African-American women with breast cancer as well as British women with breast cancer

have also repoed high levels of positive religious coping (Morgan et al., 2006;u n ®

Boyle et al., 201l Therdore, these findings reflechat positive religious coping a

common coping skilutilised by womerwith breast cancer from different cultural and

religious backgrounds.

5.6.4The utility of the integrated model in predicting symptoms of anxiety,
depression, andquality of life among Omaniwomen with breast cancer

The correlations among the theoretical constructs within the integrated model will
be discussed first. Thereafter, the results from the two sets of mediation analyses will be

deliberated.

5.6.4.1The correlations among illness perceptions, religious coping andeh
psychosocial outcomes within the integrated model

Table 5.7 revealed the interdependence among the cognitive and emotional
dimensions, which adds more empirical evidence to the cors@mase modeleventhal
et al., 1997, and the empirical literaturesking the model in women with breast cancer
(Fischer et al., 2@ Ma et al., 2018; Rozema et al., 200Bhe significant and positive
relationship between the timeline dimension and the emotional representation is also
comparable to other studies on women with breast cahssher et al., 2013; Ma et al.,

2018; Rozema et al., 20P9This means that when ween with breast cancer would
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perceive their iliness as having a long duration, then this will be associated with more
emotional distress as they might envision the possible consequences of the iliness on their

lives.

However, a few of the expected coatdbns between the control dimension and
other iliness perceptions were not substantiated in this study. The control dimension was
not correlated with the identity dimension, which is in contrast to the studies by Rozema
et al. (2009) and Fischer et al0@®). This finding may be attributed to the wording of
the item measuring the personal control dimension in the-BrefQ: A How much ¢
do you feel y ou h a v-PQ;8reaelbent gt alR006).Delsplitentlees s 0 (|
use of the Brief Arabic I® in this studywhich was validated in drebanesérabclinical
setting Gaarti et al., 200)6the measure was not specifically culturally adaptehin the
Omani Arab setting. The Omani societyght be more religious comparedtte multi
culturalLebanese contexSaarti et al., 2006 Therefore, the control item does not appear
to acknowledge the religious beliefs of Muslims in surrendering control to God
( Al megewl y, Goul d, & Anstey, 2019) . The b,
similarly recognised in three of the measures reviewed in Chapter 3 (God as a Helper, God
as a Healer, and Faith in Healing) (Holt et al., 2009). These measures highlighted that the
belief i n God?os procesdrom caricer was antessentiahcerapbrigm g
religious coping among African American cancer survivors. Therefore, despite seeking
medical help, they believed that doctors were only tools sent by God, through which

healing occurs, but the Heais God (Holt et al., 2009T.herefore, it might be clinically
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usefulfor the Omani populatioto conduct a culturekdapation ofthe Brief IPQ measure

by including the religious contribution to the perceived control of thess.

The correlation between religious coping andeafls perceptions among women
with breast cancer has not been previously explored in the literature. However, a study on
patients with chronic kidney disease explored this association to find out that religious
coping was positively associated with thedaling iliness perceptions: timeline, personal
control, consequences, and illness coherence (Ibrahim, Re&hiew-Tong, 2012).
Though, because religious coping was calculated as a single score, and not as two separate
scores for positive and negative gabius coping, it is not clear from their findings which
type of religious coping was associated with these illness perceptions (lbrahim et al.,
2012). Nevertheless, some of the reported associations in our study resembled those of
Il br ahi m e tindiags in tat posity@réligigus doping was positively associated
with timeline, whereas negative religious coping displayed positive associations with
threatening illness perceptions: consequences, timeline, identity and emotional
representations. Thdoge, negative religious coping was associated with more illness
perceptions compared to positive religious copintgesk findings further reinforabat
negative religious coping is associated with negative mental health me&3altext @l.,
2009;Hebet et al ., 2009; Thun® Boyl;2wingmannal . ,
et al., 2008 compared to positive religious coping which is more likely to be associated
with positive mental health measuré3a(l et al., 2009P e der sen et al .,

Boyle et al. 2013Zamanian et al., 2015).
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All illness perceptions were associatedvarying degrees with symptoms of
anxiety, depression, and quality of life. The strongest associations were found between
the emotional representation of illness and symptoms of anxiety and depression.
Significant and negative associations were establisb&deen emotional representations
and both emotional functioning and global health staBus. mi | ar corr el ati
emotional representations of il 1l ness and
substantiated in the | iteaelk at urBebcdneroteame ma et
was also positively correlated with symptoms of anxiety and depression, and negatively
correlated with emotional functioning and global health stdtus.e se f i ndi ngs h.
coll aborated by the redwltt nof pormvkKkwossetst a

negative associations between the concern

found in this study. The associations bet"
psychosoci al outcomed apowalmdnigndiheastee vialn e a
emotional representations fc awmlxd ealys e nlde dregq

Theperceions@ qufe nickesssessgni fi cantly assoc
measured psychosocinagls oaurtec ocnoensp.a rTahbel see tfoi ntc
positive relationships were found (Kust ween
et al., 2017; Silva et al., 2Q) , d e pKue et al.i 201V; S{lvaetal.,2®) whi | e a
negative rel atetowesdn pc owvaseadaimasSista daat)/di f e
2012). Given theeassociatios betweernconsequencesndall psychosocial outcomes in
this study, it becomes of paramount importance to evaluate this illness perception

throughout the illness trajectory within the health care setting. Additionally, it is also
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crucial to establish the availability of the socsalpport system to reduce the possible

perceivec onsequences of the il Il ness or its tre

The timelineaofpdadietiivdlnesassoci ated wi
and negatively associ at ed@r avi urhe gd wphmd r thse atl
correlation between the timeline, on the o
hand (Kus et al ., 2017) . However, nso prev
bet ween timeline and.tHRAdeqgupalsi tt ybveatfwrekeint € i
ti meline and symptoms of anxiety and depr e
il Il ness as durvatnigoolml d obgemore | ikely to e

anxiety and depressiiomm.a Aread cto sedueatce ,t

the timeline of the illness, and the meani
to correct maladaptive timeline perception

Percedrveadn @l control wag edan lwy t photga ttoubsa,é |
whi ch st k&1 e mp oretracneciev eadf contr ol over the i

amomigs tpopluHetliaoomk of rel ationships betweert
psychosoci al outcomes may rerflefctt hihe idti df
Musl im popul ation as mentioned earlier. T

positive correlations with symptoms of derg

functioning. The positiveke depragdd 0inemi wa D e
supported by the Kus et al. (2017). This f
by the patient, the more |ikely she will e

mi ght be negat ihvesrioygrial$astoico rad leidp swv.i t h

204



The findings described earlier on the c
symptoms of anxiety, d e pprdempii roing a la nav iqdueanl ¢

established correlsdanseasmonvd dlhi(nHadige rc o&nmdrn

& Orbell, 2017; Haugd &.r2018R oOrebned | e t SRIR.0,; 200
al., 2a2) . Additional ly, it tcoortrrodbooaeebapnobe
emotional Items (e.g. emotional represent e
anxiety, depression, and the emot iGoudal f un
etal., 201D .

Positive religious coping displayedmsignificant associations with psychosocial
outcomes, as opposed to negative religious coping. The existing literature has reported
mixed evidence on the relationships between positive religious coping and mental health
outcomes Gall, Miguez de Renart& Boonstra, 2000 ThunéBoyle et al., 2006;
Zamanian et al., 2015; Zwingmann et al., @0MHowever, the relationships between
negative religious coping and negative psychosocial outcomes were comparable to other
studies in the literaturé&all & Bilodeay 2020 Hebertet al, 2009;Zamanian et al., 2015
Zwingmann et al., 20). These findings highlight the need to identify and correct
negative religious coping to ensure good quality of life for this population. It also adds
further evidence that negativeligious coping continues to be the more robust predictor

of psychosocial outcomes, compared to positive religious coping (Pargament et al., 2011).
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5.6.4.2The mediation of religiouscoping betweenilinessperceptions and the
psychosocialbutcomes

The first setof mediation analyses, which included the two emotional items,
showed that negative religious coping mediated the relationship between the emotional
representations of illness, andetanxiety and depressioNone of the studies in the
literature examinedeligious coping as a mediator between illness perceptions and
psychosocial outcomes among women with breast cancer (Section 2.3.3). However, only
one study found that anxious preoccupation copittgd as a mediatbetweerp at i ent s 6
illness perceptionand psychological outcomé&ibbons et al., 2016). Therefore, this
study sheds light on the mediating role of religious coping as a new theoretical construct.
Although negative religious coping had a minimal mediating role, it mightdoghwhile
to identfy and correct maladaptive religious thoughts among women with breast cancer
(Section 3.2). Although religious coping is a mudimensional construct, the negative
religious coping dimension measured in the Brief RCOPE, which was used in this study,
tappel into the cognitive as well as the spiritual domains. Therefore, correcting negative
religious thoughts could lead to the reduction of symptoms of anxiety and depression
among this population. This step could be done through the implementatoluoély

sensitive clinical interventions (Khan, 2019; 8xher & Brockopp, 2012).

Moreover, the madtion analyses highlighted the relationships between the
following illness perceptionghe emotional representations, consequences, identity, and
treatment cotrol andseveral psychosocial outcomes. When the emotional representation

of illness were included in the mediation analysesséhemotional representations were
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associated withnxiety, depression and emotional functioning. As a result, addressing the
emotional representations among this population within healthcare is important given its
associations with the estional outcomesThe second most important illness perception

which should also be addressed is the perceived consequences of thegirees#s
associationwith anxiety, depression, and social functionifi@is translates into the

clinical value of identifying the ways in which the iliness or its treatnmeigiht be

negativey af fecting these waonoelisingthe skwialvegoarces Cons e
of these womenouldhelp these women to minimise the perceinedativeconsequences

of illnesson their lives.

The second set of mediation analyses, which did not include the emotional items,
demonstrated that positive religious copingyomediated the relationship between
timeline and global health status. The limited role of positive religious coping could be
attributed to several reasons such as the outcomes measured, the significance of religious
coping for this population, and theliggous coping measure used in this study. It is
possible that positive religious coping could be associated with other mental health
outcomes such as positive mood. This is a reasonable factor given that one of the functions
of religion is to help peoplachieve positive emotions (Pargament, 1997). Additionally,
positive religious coping might not ks significant for this population given that they
displayed normative levels of anxiety and depression as discussed earlier. Additionally,
although the religus coping measure used in this study is theoretitalbed and the

most tested measure within psyeatracology, it does not assess a broad range of religious
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coping strategies, which might have resultegasitive religious coping mediating gnl

one psghosocial outcome.

Additionally, the second set of mediation analysis allowed for the emergence of
other illness perceptions whiclvere associated witlthe measuredpsychosocial
outcomes. The most recurrent dimension that was associated with five d sik t
outcome measures wagainthe perceived consequences, followed by the perceived
identity of the illness. Additionally, treatment control was assed with role
functioning while personal control was associated with the glblealth status. These
findings might indicatethat her e i s a <c¢cl i ni cal need to exsé
perceived consequences of illness. Given that the Omani society is-taraiyed, it
mi ght be valuabl e t o mo btisystensteredudibe reegativee 0 me n 0
consequences of the illness and its treatment on their lives. Moreover, the perceived
identity of the illness should also be addressed within the health care setting. The
perceived identity of the illness refers to the pered symptoms of the illness, but in this
study, participants answered this item within the context of the side effects of
chemotherapy. Given that the majority of these women were on chemotherapy treatment,
it is valuable for health care providers tolsaégther information from these women after
each chemotherapy session in order to pharmacologically address if any of these side
effects could be offset with other medications. The correlations of personal control and
treatment control with role functiomy and global health stes, respectively, also reflect
that it might be helpful for the perceived contrdb beassessed within the health care

setting.
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In general, Hagger and Orbell (2020) indicated that there is scarcity in the number
of studies testip the mediating role of coping within the commsense model. The
minimal mediating role of religious coping could indicate that other ilkspssific
coping methods s uch -spscificdcoptg suaeh assfighting spirits,s o r
which were nb examined in the study, could have explained the variance in the
psychosocial outcomes measured in this study. It is worthwhile to mention that studies
utilising the commorsense model with people with chronic medical conditions did not
find support forhe mediation of coping skills (Hagger & Orbell, 2020). It is possible that
the examination of onlga few coping strategies in these studies could have led to these
findings (Hagger & Orbell, 2020)The examination of only a small number of coping
strategis could have led to simplistic statistical mediation models which do not take into
account the complexity and the large number of coping strategies implemented by this

population to help them in the management of the illness (Hagger & Orbell, 2020).

5.7 Theoretical implications

The integrated model was partially supported in this study. First, significant
correlations were established among the various illness perceptions, and also between
these illness perceptions, and the emotional representations d.illites is in support
of the original commossense model and also the integrated model, which hypothesised

the relationships among these illness dimensions.

Second, the mediatingle of religious coping was limited to only three mediation
models, which ray reflect the minimal role of religious coping as a mediator in this illness

context. It is possible that this finding could be attributed the use of the religious coping
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measure itself which assessed only two broad types of religious coping. Although the
measure was deemed appropriate for several reasons as indicated earlier, the items within
the measure do not specificaligsesshe behavioural dimensions of religious coping,

which could be ma clearly linked to theutcomesneasuredh this study. Fomstance,

the Brief RCOPE does not address the read
mechanism, which might be a valuable religious coping resource for Muslim patients (Al

Azri et al., 2014). As a consequence, theoretically speaking, these fingigigsneed to

be substantiated in future research kifising a more comprehensiveol of religious

copingsuch as the RCOPRs suggested by Hagger and Orbell (2020), the measurement

of only a few types of coping might not reflect the complex ways Ichvillness

perceptions are linked and correlated with coping and various outcomes.

lliness perceptions were associated witishof thepsychosocial outcomes in this
study, as opposed to religious coping which was associatedmiitta fewpsychosocial
outcomes.This reflecs that theoretically speakingillness perceptions might have a
stronger predictiveole on the psychosocial outcommsmpared to religious coping. The
emotional representations, consequences, identity, and cdimrehsons demonstrated

significant associations with thesychosociabutcomes in this study.

Additionally, the mediation analyses conducted with and without the emotional
representations of illness highlighted its overlap with symptoms of anxiétyegomession,
and the emotional functioning subscale. As a consequence, any interpretation of the
relationships between the emotional representations of illness items and negative mental

health outcomes should be done with caution in future researchisTéspecially true
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when the Brief IPQ is utilised in clinical research to predict negative psychosocial
outcomes. If the research context allows, utilising the long version of the lliness
Perceptions Questionnaire may be helpful to avoid the possiblep\¢enfounding with

negative mental health outcomes such as symptoms of anxiety and depression.

5.8 Clinical implications

The findings of this study suggest that clinicians caring for Omani women with
breast cancer might usefully assess illness perceptionseasf the clinical domains
within health careThis could be done using the BHEQ (Broadbent et al., 2006). Given
that the BrieflPQ evaluates all of these domains, it is recommended that clinicians assess
all of these illness perceptions, but focus more specifically on the four dimensions reported
earlier (e.g. consequences, identity, personal and treatment caevtirch) appear to be
particularly important to the psychosocial outcomes for these women. However, for the
Brief-IPQ to be utilised in a clinical setting, it needs to be adapted wstiihsettings

given that the measure wdssigned for research purposes.

Additionally, it might be helpfufor these womerif clinicians caring forthem
would start a dialogudgo explore the meaning otheir scores on the perceived
consequences and identity of the ilindsfias beempreviously addressed by Kaptein et
al. (2015) that future research need to establistoffugcoresfor the IPQin order to
determine the scores that would nezde addressed v@inical interventionsTherefore,
if high scores are detected on the tdgmimension and the patient indicated that the side
effects of the cancer treatment is a source of concern, then this needs to be addressed by

the oncologist her/himself in order to manage the cancer treatment with medications that
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could offset the sideffects of the treatment. This is because the identity domain which
includes the symptoms experiencedvgmenin relation to the illness, was answered
within the context of theside effects from the cancer treatmertat is, in the case of
breast cancewomen do not typically suffer from symptoms that affect their lives, rather

symptoms arise as a consequence of the side effects from the cancer treatments.

Given that there are no clear guidance as for specifiof€wcores for the
treatment and pepgal control, it might be helpful for clinicians to discuss with patients
their perceptions of their personal efficacy in controlling the iliness, as well as their beliefs
about the efficacy of the treatment received. Addressing these illness perceptions i
important because as found in this study, low scores mopal and treatment control
wereassociated with worse role functioning and worse quality ofLlifev quality of life
could consequently negatively impact their prognosis and response to thieamed

treatment (Section 1.7).

Moreover, the findings of this study emphasise the need to address negative
religious coping among this population. Given the mediating role of negative religious
coping on anxiety, depression, and emotional functioning, it might be helpful that
clinicians administer the Arabic Brief Religious Coping Scale to women with breast
cancer(Al-Hadeethi et al.2016; Pargament et al2000). Within the Omani clinical
context, clinicians mighparticularly open a dialogue with women who utilise negative
religious @ping and understand its meaning them.For women whaowvould indicate
their useof negative religious copingga suggestion could be made the treating

clinicians to refer them to an appropriate professiamath as a religious counsellar
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order to address negative religious coping (Section 3.2). High scores on positive religious

coping scale may not be a concern as they are associated with better quality of life.

5.9 Strengths and limitations

One of the strengths of this dipis that it is the first theosgiriven study which
explored the mediating role of religious coping between illness perceptions and
psychosocial outcomes among Omani Muslim women newly diagnosed with breast
cancer. Additionally, this study utilised a autlly sensitive and theoreticalhased
measure to assess positive and negative religious coping (Pargament et al., 2011).
Therefore, this study added novel empirical and theoretical data to the knowledge base on

women with breast cancer.

However, this study has two main limitations. First, given its esessional
nature, causal relationships could not be drawn, and as a result any interpretations and
consequent suggestions of their impact should be made with caution. However, given the
scarcity of literature on Omani women with breast cancer and the exploratory nature of
this study, the design of the study was deemed appropriate. Second, despite the use of
culturally as well as clinically sensitive measures to evaluate illness perceptioin
religious coping, the brevity of both of these measures are a strength as well as a weakness
(Broadbent et al., 2006; Pargament et al., 2011). The-Bt@fassesses each dimension
of illness perception with one item, and so this may have not resalsecomprehensive
assessment of illness perceptions. The same issue applies to the Brief Arabic Brief
Religious Coping Scale, as it may not have allowed the researcher to comprehensively

evaluate the various functions of religion, compared to the @ion of the RCOPE
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(Pargament et al., 2011). However, these two brief measures were specifically selected
for this study in consideration of the emotional and physical neetlte gtudy sample

Long measures are considered inappropwati@n the clinial setting of this study where

most women were receiving their chemotherapy treatment, waiting for the medical team
to arrive and discuss their concerns and blood results, and side effects from the treatment
(Broadbent et al., 2006). Therefore, the redearevas mindful of the need to conduct
quality research, but also took into consideration her ethical responsibility tdvesel t
women. In future studies which aim to examine religious coping, it might be more
appropriate to utilise the full version ofetfRCOPE measure (Pargament et al., 2000),
given its comprehensive coverage of the various methods of religious coping.
Additionally, the specific scales within the RCOPE measure could be specifically selected

to answer the research questions of the flgtudies.

5.10Summary

This study demonstrated that among this sample of Omani Muslim women with
breast cancer, who were highly religious and committed to prayers, negative religious
coping predicted more negative psychological outcomes, compared to posidioeise
coping. This is despite the high utilisation of positive religious coping, and low levels of
negative religious coping. lliness perceptions also influenced various psychosocial
outcomes. These findings raise questions about the dimensions ouzlkgping which
were emotionally protecting these women from displaying high levels of anxiety and
depression. This is an especially important question given the advanced stage of illness

and the relatively young age for this population. Despite the fuse¢h@oreticallybased

214



measure to evaluate religious coping, this study highlighted that positive religious coping
only mediated one outcome model. Although this study provided an initial understanding
of the relationships among the variables within titegrated model, the findings do not

fully explain the reason behind the high use of positive religious coping and its minimal
role in the prediction of psychosocial outcomes. It is possible that the -kibae
measures utilised in this study do not taki® account the personalised experiences of
these women and other cultural or religious factors that could have influenced the
psychosocial outcomes. Hence, implementing a qualitative approach to the study of illness
perceptions and religious coping colle valuable in expanding and making sense of the
results of this study. The utilisation of opended questions would allow participants to
express their opinions freely without the need to choose from a set of answers within a
specific measure. Qualitaé research is more sensitive to the social and cultural context
of participants compared to the quantitative approach. Therefore, as the second arm of this
mixed methods thesis, next chapter will further explore how religious coping and illness
perceptims would affect the psychosocial outcomes within the context of the lived

experience of Omani women with breast cancer.
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Chapter 6: Understanding the Lived lliness Experience of
Omani Women Diagnosed with Breast Cancer. An

Interpretative PhenomenologicalAnalysis Approach

6.1 Abstract

Chapter 5 presented a thedrgsed quantitative study, which examined the
mediating role of religious coping between illness perceptions and the psychosocial
outcomes among Omani women newly diagnosed with breast cancemalimeesults
highlighted that negative religious coping mediatkd relationships between illness
perceptions, on the one hand, amkiety and depressioon the other handRositive
religious coping only mediatetie relationship between the perceivdtesstimeline and
global health statug his chapter presents the qualitative arm of this mixed methods thesis,
and it aims to expand and make sense of the quantitative findings within the context of
understanding the lived illness experience of this fajmn. Consequently, an
Interpretative Phenomenological Analysis (IPA) approach will be utilised as the
framework driving this study. The integrated model (Section 2.6) will continue to guide
this study in the selection of the interview schedule questibins findings from this
gualitative arm highlighted three superordinate themes: the context of illness perceptions,
the utilisation of the mukdimensional positive religious coping, and other factors
associated with the emotional wbking of these ptcipants. The significance of these
findings, as well as the clinical and theoretical implications will be discussed within the

relevant literature.
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6.2 Introduction

The previous chapter found support for some aspects of the integrated model that
was proposg in Section 2.6. The quantitative study, however, lacked contextual
information on the participantsd personal
experiences for these women. As a result, the qualitative approach to reseduelp tan
fill this knowledge gap by accessing the personal accounts of these women to obtain a
better understanding of their illness experience and the coping methods that have helped

them deal with the illness (Willig, 2019).

Qualitative researcfiocueso n p e o pettiendamd understdnding of their
significant personal experiences, which are relevant to the research questions of this study.
As discussed in Section 4.6.1, the meanimaking process is culturally and contextually
specific. Thereforegoncentratingpn the meaningmaking process of women with breast
cancer from different cultural backgrounds may not allgviouunderstand the processes
experienced by Arab women with breast can€drgjdat Dickerson, Homish, Alqaissi,

& Lally, 2013. Hence, the relevatiterature within the same ftural context of Arab

women with breast cancer will be reviewedhe next section.

6.3 The illness experience for Arab women with breast cancer

A recent thematiaeview conducted by Fearon, Hughes, and Brearle\2@R0
synthesied the illness experience of Arab women with breast cancer. In their
comprehensive search of eight electronic databases, Fearon et24). i(@luded 19
gualitative studies from 11 Arabic countries, which examined the recurrent themes women

shared in relgon to their iliness experience. Three supatinate themes emerged from
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the thematic synthesis: perceptions agactions managing or endurintpe illness and
changingfamily r ol e s . The first t heme addressed v
treatmen side effects, and the perceived identity of the illness as a death sentence. The
thematic synthesisighlighted the adaptive change in the perceived illness identity
throughout the iliness trajectory, in which theessidentity changed from a maladajs

identity which equated breast cancer with death, to perceiving breast cancer as a chronic
illness (Fearon et al., ZI). This dynamic change in illness perceptions fits with the
commonsense model (Leventhal, Meyer, & Nerenz, 1980), which suggestiiribas
perceptions are dynamic and changeable as the patient acquire new illness experience,
which challenges the previously held maladaptive illness cognitiev&thal, Phillips,

& Burns, 2019 . The second theme addr e asddal wome
valuable role of religion in helping them deal with illness. The third theme addressed their
changing roles as mothers and wives, and embracing new positive roles within the family.

For many women, the illness was regarded @sneficialopporturity which helped them

to re-evaluate their priorities in life (Fearet al, 2020).

Only two out of the 19 studies included in the review by Fearon and colleagues
(2020) were conducted in Oman (Azri, Al-Awisi, Al-Rasbi, & AFMoundhri, 2014; Al
Azri et al.,, 2014), and the authors in both of these Omani studies utilised Framework
Analysis as their method of data analysis. These two studies did not employ a clear
theoretical framework, and instead based their topic guide for the interviews on the
empiricd literature. The main findings from the first Omani study showed that religious

beliefs were one of the coping skills utilised by Omani women with breast cancer.
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Additionally, other coping skills such as deniabpefulnessand the supportive care of
family members and healthcare providers were also valuable coping resources for these
women (AlAzri et al., 2014). The second Omani study focused on the psychological
manifestations of breast cancer on the lives of these womefzfAkt al., 2014). The

two Omani studies utilised theame sample of women, but the studies focusethe

di fferent di mensions of t he copiogp®aesses,and | nes
also theirperceived consequences of breast cancer on their lives. However, tlese stu
were not guided by a specific Theory or theory as mentioned in Section 4.6.1 (Larkin,
2015). Theoretically driven research is paramount to achieving a comprehensive
understanding of the illness experience of these women, which could be then wilised t
inform theoreticallybased clinical interventions in the future (Section 1.9) (Craig et al.,

2008).

The remaining studies that were included in the revievirdgron et al. (2Z20)
utilisedheterogeneous qualitatia@proaches, anehly two of these studs implemented
the IPA approach (Almegewly, Gould, & Anstey, 2019; Obeidat et al., 2013). Almegewly
et al. (2019) examined the lived iliness experiences of 18 Saudi women with breast cancer
who were 6 to 47 months peditagnosis. Therefore, the sample ud#d women with a
wide range of postliagnosis experiences. Nevertheless, three key themes emerged from
the analysis: the meaning of breast cancer, hiding the illness, and the role of religion in
coping with the illness (Almegewly et al., 2019). Obeidad anlleagues (2013) also
explored the livedliness experience of 28 Jordanian women, but these women were

within 6 months of their surgical treatment, as the study aimed to specifically explore the
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factors that infl uenced surhicalsnervemtomibeybad de c i

undergone. Four superordinate themes emerged from the analysis: dreading breast cancer,
coping skills, the psychological impact of the treatment, anériergence of aew self
(Obeidat et al., 2013). The identified thenfiesn the Saudi and Jordanian studies share
many commonalities of the lived illness experiences of these Arab women with breast
cancer. These shared experiences inwbthe vital role of positive religious coping in
helping them deal with breast canc&hese studies clearly demonstrated thadifve
religious coping involved tteee  w o th@ughés sind behaviours that are basethem

religion (i.e. Islam (Section 2.4.2). Theegond shared experiencehg fear responsen

reaction to being diagnosed with breast cancer. Thes¢éiaral responses could have
beena consequence of the maladaptive illness perceptions related to breast cancer, and
more specifically the perceived identitytbe diseasas a death sentence (A¢gewly et

al., 2019; Obeidat et al., 2013). Despite the fact that 55% of Jordaniannwemme
diagnosed in thearly stage®f the diseasethey exhibited these maladaptive identity

illness perceptions (Obeidat et al., 2013).

The current study will add metheoretical knowledge to what is known so far on
the iliness experience of Arab women with breast cancer. More specifically, it will allow
us to achieve a theoretical understanding of the potential mechanisms that could influence
the psychosocial outcom@mong Omani women with breast cancer. Another aim of this
study isto expand on the significant andon-significant results from the quantitative
study. Despite the high utilisation of positive religiousingpamong the study sample,

the quantitativeamm of this thesishighlighted that religious coping mediated only the
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anxiety, depression, and the global health stadlifhiough the quantitative findings
provided an initial understanding of the role of religious coping and illness perceptions, it
did notfully explain the role of culture, and more specifically the aspects of religious
coping that mediated the relationship between iliness perceptions and psychosocial
outcomes. Therefore, in order to provide a cohesive story, the integrated model will be
further examined to inform the content of the interview questions. Additionally, given that
the quantitative study did not examine the dynamic nature of religious coping and iliness
perceptions, this study aims to explore how these two constructs changeithértime

of diagnosis till the time of the interviewherefore, this study will also fill a gap in the

literature by examining the dynamic naturegefgious coping andiness perceptions.

6.4 Rationale for the study

This study aims to further expand and make sense of the findings from the
guantitative arm of this thesis. As mentioned earlier, quantitative questionnaires do not
allow for a complex understanding of the multiple cultural and social factors that could
impact the psychosocial outcomes for women with breast cancer. Meaaakigg
happens within the cultural context in which people live in. Therefore, it is important to
utilise a gualitative approach t o hi ghlii

experiaces.

Additionally, the quantitative findings need further explanations given that the
majority of these women in the quantitative study wer@men newly diagnosed with the
disease. Despite the advanced stage of their disease, they displayed normadflevel

anxiety and depression, as well as elevated scores on quality of life (e.g. reflecting good
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quality of life). Therefore, it is important to further explore the mechasimhind these

findings.

This study also aims to lgeiided by theorgiven the lak of theory driven research
from previous Omani studies as well as other studies from Arabic countries. This will be
clearly addressed through identifying the Theory and theory in this study. The Theory that
will derive the questions for the intervievethe IPA approach. The psychologitiatory,

which will be utilised, ighe integrated model.

There is a lack of knowledge on the dynamic nature of illness perceptions in Arab
countries, and within the Omani context in specific. Additionally, the existing qualitative
studies in the literature do nintly explain the dynamic nature of religious ooy rather
they most often address religious coping at one point of time (Fearon et 24), 20

Therefore, thistudy also aims to address tkiowledgegapin the field.

Aim and research questions

The aim of this study is to explore the lived ilinesparience of Omani women newly
diagnosed with breast cancer. This study will answer the following three research

guestions:

1. How do Omani women newly diagnosed with breast cancer understand and give
meaning to their illness experience and how did theirrexpee change over time?
2. What were participantsd coping processe

at all in their illness experience?
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3. What were the factors t hadtoeingimfelpterdto par t i

the illness?

6.5 Methods
6.5.1 Study design

Semistructured interviews are the most commonly implemented method to collect
data in IPA. Interviews have a unique advantage in that they allow the researcher to obtain
a detailed and thorough personal account from participants on their illnesgeespe
(Alase, 2017; Smith et al., 2009). Therefore, the use of interviews will fulfil the theoretical
requirement of idiography, one of the main pillars of the IPA approach (Smith et al., 2009)

(Section 4.6.1).

6.5.2Participants

Specific criteria were appliein the selection of the qualitative study sample
(Section 4.6.2). Therefore, Omani women who were within 6 months of their diagnosis
with breast cancer werapproached The qualitative study sample resembled the
guantitative study sample (Tables 5.1 &2, and this selection allowed the researcher
to expand and make sense of the results obtained from the quantitative phase of this thesis.

Table 6.1 displays the demographic and clinical profileshemparticipants in thistudy.

Table 6.1. Sample Characteristics of the Qualitative Study

Participant Age Time Stage Current Marital Educational
since treatment status level
diagnosis
1 33 Years 5.5 3 Chemotherapy Married  Bachelor
2 35 years 6 3 Chemotherapy Married  Bachelor
3 39 years 1.5 3 Chemotherapy Married  Bachelor
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Participant Age Time Stage Current Marital Educational

since treatment status level
diagnosis
4 37 years 4 4  Chemotherapy Married No formal
education
5 45 years 4 4  Chemotherapy Married No formal
education
6 48 years 4 2 Chemotherapy Married  Diploma

6.5.3Sample size
The specific details on the sample size for this study was discussed in section 4.6.2.
Thestudysample was composed of six Omani women who were relatively homogenous

in terms of key soci@emographic and clinical factors (Smith et al., 2009).

6.5.4Inclusion/exclusion criteria

Inclusion criteria comprised women above 18 years of age, newly diagnoked wit
breast cancer (within 3 to 6 miws of diagnosis), and ochemotherapy treatment.
Exclusion criteria included women who were intellectually challenged, with
communication difficulties, recurrent breast cancer, and women who had been diagnosed

with breasttancer for more than 6 months.

6.5.5Procedure

Ethical approval was granted from the ethics committee at the SQUH (MREC #
1904) , and was endorsed by the University
information were collected and stored in accordanitie tive Data Protection Act (2018)
and ethical standards of the SQUH and University of Strathclyde. Participants were
identified through a clinical database at the SQUH. Women meeting the inclusion criteria

were approached in the Day Care Unit (DCU) by.Zahd were invited to participate in
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the study. This was done after obtaining
charge of their medical care. A brief explanation was provided about the goals of the study,
the confidentiality of all informigon, their free will to participate or ne$e to take part in

the study or to withdraw during the study, ambnymity of the written scripts.

As per the recommendations of Smith et al. (2009), anonymity was explained to
the participants as it appti¢o this study (i.e. only edited scripts would be included in any
published papers to illustrate emerging themes). If patients agreed to hear more about the
study, they were given a written information sheet aboaitstndy (Appendix 9)The
information slkeet included the study aims, infaatron about the investigators, and the
interview schedule in order to ensure that potential participants were fully aware of the
guestions that would be asked, and to allow them to make an informed decision about
whetherto take part in the study or not. Following the Helsinki Principles, patients were
informed that they could withdraw from the study at any time without providing any
reason, and that their withdrawal would not negatively affect their treatment at thalhospi
in any way. After seeking participants©o
participantsOn average, each intervidasted forabout60 minutes. The interviews were
audiorecorded and transcribed verbatim in Arabic language by Zaficipants were
provided with a written debriefing sheet at the end of the interview which included
information about the purpose of the study, possible results, data storage, and where to
seek psychological help if the participant would feel distressdub &rtd of the interview

(Appendix 10). Tlkeseinformation werealso repeated orally. The interviews took place in
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a private office at the DCWata collection took place over two months starting in,July

2019 and ending in Augys2019.

6.5.5.1Translation procedures

Translation procedures are crucial methodological issues in -cutissal
gualitative research, and this process must be clearly described to ensure the tigour of
gualitative study (Oxley, Giunhan, Kaniamattagh Damico, 2017;van Nes, Abma,
Jonsson, & Deeg, 20L0Translation in this study included two main parts: the first is
related to translation of the interview schedule, and the second is related to the translation
of the quotes, which are utilised in the results secfidre interview questions were
translated using the back translation method (Brislin, 1970). The interview questions were
initially devised and reviewed in English language by the supervisory team and Z.A. Back
translation procedure was conducted with taip lof a professional certified translator, a
native speaker in Arabic. The translator, and supervisory team reviewed the two English
versions to ensure that the meaning was conserved. Pilot testing for the Arabic version of
the interview questions was aturcted with the help of two women with breast cancer
who were within one year of the diagnosis of the disease. These women were not part of
the study sample. Pilot testing was conducted to ensure the readdhility, and cultural
relevance of all quéisns (Portney & Watkins, 2009). Participants indicated that the

guestions were clear and sekplanatory.

Special consideration was also given in regards to the translation of the quotes
utilised in the results sectiomhis is because this study is colesed a multlingual study,

in which the researcher and participants shared the same culture and language (Arabic),
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while the study findings are communicated in English language for an English speaking
audience (Oxley et al., 201van Nes et al., 20)0The rigour of this crossultural study

was achieved by the r esear c hcalturdl settifigof A. ) f
participants, and shared language with the participants (Laverack & Brown, 2003).
Experts of crossultural qualitative researchave recommended that data collection,
transcription, and analysis occur in the first language of participants (Laverack & Brown,

2003; MacLean, Meyer, & Estable, 200&quires, 2009Twinn, 199%; van Nes et al.,

2010). The aim of this procedure is togge/e the meaning created by participants within

their sociecultural setting. Utilising the language of participantthe analysis of data is

vital when the qualitative approach utilisedthe studyis IPA. This is becausie focus

of this approachisn t he interpretation of the meani

which might be lost or altered during the translation process (Squires, 2009).

Therefore,several mesures were implemented to enstiiat the data analysed
refl ected t hesen@tions ofrthe méasimgakiegpprocess of their illness
experience. First, the researcher conducted the analysis using the Arabic transcripts, and
not the translated ones (Laverack & Brown, 208&uires 2009;Twinn, 199; van Nes
et al., 2010)The second step involved utilising an official certified translator who is a
native Arabic speakingand is familiar with the Omani cultural ctext. The official
translator translatethe quotes from Arabic into English language. According to the
recommendatin byvan Nes et al. (2010i is important that the researcher (Z.A) acts as
the Atransl ation moderatoro (p.315) to cl e

by participants. Both the researcher (Z.A.) and translator (E.A.) communicated ot severa
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occasions to highlight the specific cultural meaning of certain phrases and quotes to ensure
that these were clearly represented in the quotes. In a few cases where the translator
omitted Arabic metaphors, but still was able to fully demonstrate theingeafithe quote
(Squires, 2009),Z.A. discussed with the translator to ensure that these linguistic

dimensions are clearly displayed in the quotes us#tk results section

6.5.6 The study protocol

Two main considerations were taken into account whersubgyvihe interview
schedule for this study. The first consideration was related to the mixed methods
sequential explanatory design of this thesis, which purposes to expand on the quantitative
study results of Chapter 5. Table 6.2 displays the questiodsimske semstructured

interviews.

Table 6.2 Interview Schedule Questions

Can you please tell me how you have been since your breast cancer diag
How are you feeling at the moment? And over the last week or so?
How did you think about the impact of the illness on your life at the time ¢
diagnosis?

How do you see the impact of your illness now?

Can you please tell me what helped you in coping sigast cancer, so that

you felt positive, and were enjoying life at the time of diagnosis? And wh

helping you right now?

Prompts: Meaning something that made you feel positive, to have good

experience, to enjoy life.

6. Can you please tell me what petl you in coping with breast cancer to not
feeling low or down?

Prompt: any coping strategy that reduced these feelings.
At the time of diagnosis? And now?

7. What role, if any, did religion have in the way that you thought about the
illness? And what ra, if any, did religion play in how you cope with your
illness? Has that changed over time?

8. How do you describe your social life after diagnosis with cancer?

wnN e

o s
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Prompts: Was it affected by the illness? If so in what ways?
Your relationships with extendednfély? andneighbour8

9. Do you think your iliness has affected your responsibilities?
If so how? and in what ways?

10.1s there anything else that we have not covered yet that influenced how y
understand the illness?

11.1Is there anything that we have nalked about that helped you to cope with
the illness?

12. Is there anything else that influenced your vibeing during the course of
your illness?

Table 6.3 displays specific significant and ggnificant results that were
followed up and the way the quantitative findings shaped the seteof the interview

schedule.

Table 6.3 Point of Integration: Interview Schedule based on quantitative findings

Significant Findings Interview Schedule Questions

Perceived consequences had direct  How did you think about the impact of
effects on anxiety, depression, global theillness on your life at the time of
health status, social functioning, and  diagnosis?

emotional functioning, when the

emotional items were removed from th¢ How do you see the impact of your

analyses illness now?
Some illness perceptions had direct ~ What role, if any, did religion have in
effects on religious coping: the way that you thought about the

Timeline and consequences predicted illness?
positive religious coping (when

emotional items were remed from

analysis)

Negative religious coping was predicte:

by emotional representations

Direct effects of the consequences and How do you describe your social life

identity dimensions on social functionin after diagnosis with cancer?

domain of quality of life Prompts: Was it affected by the illness
If so in what ways? Your relationships
with extended family? and neighbours
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Significant Findings Interview SchedualeQuestions

The significant relationship between the Do you think your iliness has affected
perceived treatment control and role  your responsibilitie® If so how? and in
functioning what ways?

Non-Significant Findings Interview Schedule Questions

Lack of mediation of positive religious Can you please tell me what helped y«
coping in five psychosocial outcomes: in coping with breast cancer, so that y
anxiety, depression, role functioning, felt positive, andvere enjoying life at
emotional functioning, and social the time of diagnosis? And what is
functioning helping you right now?
Prompts: Meaning something that mac
you feel positive, to have good
experience, to enjoy life
Can you please tell me what helped y«
in coping with breast cancer to not
feeling low or down?
Prompt: any coping strategy that
reduced these feelings. At the time of
diagnosis? And now?
Lack of mediation of religious coping ir What role, if any, did religion play in
most of the psychosocial outcomes how you cope with your illres? Has
that changed over time?

The second consideration when devising the interview schedule was the theoretical
assumptions of the IPA approach. Given that IPA is primarily concerned with exploring
the lived experience of participants, it was imperative to ask-epdad questions that
are as broad as possible. At the same time, it was crucial to ascertain that these questions
will enable the research questions to be answered. In addition to fulfilling the IPA premise,
it was cruci al t o maint ai n ificdle thd contentiofs 6 s t
the interview questions were derived from the integrated model, with a focus on iliness

perceptions, coping, and religious coping.
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6.5.7Interview process

Interviewing in IPA involves an interactive dialogbetween fte interviewer and
participant (Smith et al., 2009Jthough the participant should be given the opportunity
to express their experience without much interference, the interview schedule was
developed for two reasons. First, it provided guidance on the direction of ¢haant,
which, in turn, is linked to the research questions. Second, it allowed the interviewer to
build rapport with the participants by moving from descriptive questions to questions that

require more interpretations and reflections by participants.

6.5.8Data analysis

Smith et al. (2009) indicated that Athe
prescribed a single fAimethodod for working w
all of these IPA methodsf data analysiss evaluatingt h e p a s éxpetienges sot 0
that the researcher can make sense of it (Alase, 2017; Smith et al., 2009). In general, most
methods of data analysis within IPA begin with analysing the first case, and then
reiteratingthe same analigal procedurescross other cases.l so, t he researc
in interpreting and anal ysi ngfoctshdattenticmr t i ci f
to sentence structures and their underlying meaning, and how they fit with psychological

literatureis esential to the analytic procegalase, 2017; Smith et al., 2009

For this study, the researcher (Z.fallowed therecommendationsmade by Smith
et al. (2009) in the analysis of data. First, Zbegan data analysis by reading the
transcripts several times, while listening to the audio recording of each interview. This

step helped Z.A. thave a comprehensiowerview of the interviewln addition, listening
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to the audio recording allowed her topagciate the linguisticontext(e.g. emotional

expressions of participants) throughout the transcripts (Smith et al., 2009).

Following the initial readings of the transcripts and listening to thdéoaud
recordings, Z.A. followedive stepsn the analys of the transcripts (Smith et &2009)
The first step began with the analysis of the transcripts using ¢htegorief notes:
descriptive, linguistic, and conceptual notes. Therefore, IPA does not explicitly involve
the development of codes; ratliee analysis process involves taking detailed notes within
each transcript. Table 6.4 displays an example of this noting process from two trgnscripts
where normal text in the exploratory comments section reflected descriptive noting,
italicised text refected linguistic noting, and underlined text reflected conceptual noting.
Table 6.4 was made in light of Smith e &2009) recommendations. As a consequence,
in the descriptive noting, Z.A. summarised the events as deliberated by the participants.
The linguistic noting involved Z.A s$nterpretations of the sociocultural meaning of
participantsd use of Arabic metaphors thr
required more analytical work by Z.A. in addressing the underlying meaning of
par t i anegniagmbaks@ process, while linking it to the integrated model of this
study. For example, in Table 6.4, the underlined exploratory comments reflect the
conceptuahnalysis in which ZAl i nked the meaning of parti
integrated rodel (e.g. when people hugged the participant, this reflected that people

around her associated the illness identity of breast cancer with death).

In order to preserve the coherence of the analysis, the local Omani supervisor S.A.

who is familiar with tle cultural and social context of participants, read three transcripts.
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Both Z.A. and S.A. then met three times to discuss the emerging themes during the
analysis of transcript3.he aim of this process was to ensure the coherence of the analysis

(Smith & Gsborn, 2015).

After the completion of the initial noting process, the researcher in the second step
worked on the creation of themes within the transcripts. Themes are summarised
psychol ogi cal statement s abce, themesmokethear t i ci
analytical work otthe researcher and the participant (Smith et ab9R® large number

of themes (up to 50 themes) emerged from each transcript.

In the third step, Z.A. searched for links among the various themes throughout the
first trangript to merge some themes into one broad general theme. This step helped the
researcher to provide a cohesigescription oft he parti ci pantds exp
techniques have been applied in this study to link themes together. For instance, in
abstration, the researcher combined similar themes to creat broad theme.
Subsumption, on the other hand, refers to the process of lumping several themes under

one fcrugpierateo theme (Smith, et al., 20009,

After the completion of the analygsocesof the first transcript, the fourth step
involved the researcherds moving to the ne
previously. The researcher was aware that she should not let the prevezusisd
information from the first casdoud her judgment in the analysis of the new case. Finally,

the last step in the IPA analysis process involves searchipgti@rns across cases.
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Table 6.4 Sample of initial comments

Themes

Original transcript (1)

When peoplerisited me home to say hi, after
they knew that | was diagnosed with the illnes

Exploratory comments

Reflecting social solidarityas one of the
cultural traditions within the Omani culturé
IS visiting and supporting the sick people

lliness perception of
identity, cancer as a
death sentence

they came, hugged me, and cried, they made
feel that | will die,

Peopl ebs emoti onal
People hugging the participant as a sign ¢
their own illness i
dyingo. It seems t#h
the illness identity or label as cancer is

equal to death

or somebody will tell you that you must do the
religious activities,

Giving advice, does this reflect the
collectivistic Omani culture? People being
protective of her by suggesting religious
activities that would help her get cured
through the use of religus activities

so | tell them you people may die well before
me é

Participant trying to challenge this severe
illness identity (they may die before her),
meaning that even if she was diagnosed
with cancer, those people coming to supp
her might well de before herlliness
perceptions: cancer does not equal to de:

lliness perceptions
and cultural factors

so everyone will come up with advises that a
normal person cannot do

Feeling overwhelmed? In their eyes now
she belongs to a different group, she doe
not belong to them?
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Themes

Original transcript (2)

Exploratory comments

Cognitive positive
religious coping

Yes, in the hands @bod, because God will not
give

you such an affliction if he does not love you

Surrendering everything to God, spiritual
coping.

Positive religious coping, interpretation of
the meaning of the illness.

It is a call from God, it is like God is telling me
that you

Meaningmaking of
the cause of the
illness using
religious means

have forgotten or ignored some religious
obligations,

Metaphor, anlliness like a bell or call
Implying not doing enough religiously
speaking?

you have to come badk me (God)this is all

formyown goodo

Reframing the iliness as a religiously
positive experience, spiritual coping
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6.5.9Validity issues in qualitative research
Several guidelines have been suggested tojuellitativeresearchers establish
validity for their research.Generally speaking, these guidelines do take into
account qualitative data which are rich in sociocultural meaf8ngth et al., 2009;
Smith & Osborn, 2015). Given its compr eh:i
was utilised in thistsidy to assedss validity. Four main criteria have to be established
to assess the validity of the qualitative research as will be discussed next. It is important
to keep in mind that there is some overlap in the criteria discussed, bdimh is an

expected outcome when discussing validity in qualitative research.

Sensitivity to context in qualitative studies could be demonstrated in all
research stages (Yardley, 2008). For this study, sensitivity to context was established
throughoutthe stages of reearch starting with the mere choice of selecting an IPA
approach to the final write upf this Chapter Selecting the IPA approactemmed
fromt he resear ch t esooozudturad comextioftthie participantst o t h e
addition, sensitivity to @antext was demonstrated in the introduction section of this
chapter by discussing relevant empirical studies which included study samples of Arab
and Omani women with breast cancer. Sensitivity to context was also maintained
throughout the data collectigmocess by . Aserisisive approadh interviewing the
participarts. In order to put aside any prejudgmet#. avoided making assumptions
when part i ssedpcanmrtors culturdliplsenomenon. Hence, sbenpted
them to expand on these reflectioBeciocultural factors related to the Omani society
and Islamic culture were noted and discussed throughout the results and discussion

sections of this Chapter. The inclusion
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revealed sensitivity to contexds it illustrated how these analytical claims have been

made (Yardley, 2008).

Another validitycriterion ist h e r e scemanmitmdnteta tlie gigour of the
study. Commitment was demonstratethroughout data collectionby Z. A. 6 s
consideration of t he part i cHerppeofessionel need
background as clinical psychologishelped her to utilise clinical interviewing to
encourage the participants to reflect on their experi€gdmammitment to data analysis
was demonstrated by the e s e a rattehtierr vbheeh went over and abotee
descriptions providetly the participargt and more into analysing thedat meaning

of the participarsdexperience (Yardley, 2008).

Rigour in this study was demonstrated by weimg that the sample was
carefully selected to help us answer the research questions (Section 5.6.2). Rigour
overlaps with the sensitivity to context during data collection as the researcher strived
through the use of her interviewing skills to encourage honest and detailed
exploration of the participantsé experi et
related to the comprehensiveness of ghalitativeanalysis. This was achieved by
following the analytical steps outlined earlier and dngftand redrafting several

versions of the results section of this chapter (Yardley, 2008).

The transparency in this study waddressed@s the researcher showed the
research steps in a transparent mararet this includegroviding the rationale of the
study, detailing the sample selection and the interview schedule. Additionally, the role

of the researcher, her clinical and educational background, how she conducted the
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interviews, and the steps in the analyses of the data were also explained in details

(Yardley, 2008).

Coherence in qualitative research refers to the consistency among the themes
and supeprdinate themes generated among the cases. In this study, coherence was
established in the results section by ensuring that appropriate links wereoraste a
the themes, and across the cases through the use of extracts. Coherence was also
maintained by demonstrating that despite the separateness of these themes, there exists
considerable overlap among them. Coherence also involved highlighting and
explainng these contradictions within the sumedinate themes in the results and

discussion sections (Yardley, 2008).

The final category of Yardleyés (2008)
and importance of the study findings to literature andiobical practice. This criteria
was addressed by situating the study findings within the relevant empirical as well as
theoretical literature. The aim was to illustrate how these findings address the
knowledge gaps in the field. The clinical implicatiorsrevalso addresséetda separate

sectionto highlight the utility of these results tioe population of this thesis.

6.6 Reflexivity issues

Reflexivity in qualitative research r
their sociocultural background and subject positimay have influenced the
gualitative data analysisproceBse i ng refl ecti ve about onebo
process ismportant, especially when the author is engaged in the interpretation of
par ti ci pandaxgedencegsasdtisthé dase aihts stuflyangdridge 2007)

Therefore, this section will focus on rpgrsonateflections inconducting this study.
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This section is based on my research journal which | kept throughout the research
process.Additionally, this section has also benefited from the reflexivity questions
which have been suggested by Langdridge (20079. section will address how my
interest deeloped in the field, my relationship to the topic being examined, my
relationships to the study participardaad how Icouldhave influenced thanalysis of

the data Given theimportance of reflexivityin qualitative research, placing this
sectionbeforethe results section shouletlp the reader tsituatethe research in its

context interms of theresearches r ol e i n this study.

Personally speaking, | developed this interest in learning more about women
with breast cancer sindebecamea member inhle breast MultDisciplinary Team
(MDT) in 2014 at the SQUHAs a consequence, | received and managed a large
number of referralérom women with breast cancer who were having psychological
difficulties following their cancer diagnosisvly professionabackground in clinical
psychologyfurther increased my interes¢vel to learn about the coping skills that

these women utilised to help them manage the illness.

Despite the ambivalence of my colleagues orstigportiverole of religian in
helping Omaniwomen cope with their illnesd observed that many of the referred
breast cancetases strongly believed the role ofreligion to help them cope with
their illness. | was struck once wheadwa youngOmaniwoman with breast cancer
in a psychotherapy sessiavho completely refused chemotherapy, and insteaght
the spiritualreligious healer to begiter only cancetreatment from there. Thled
me to think more deeply about the strength oftbedief systenof the causes of the
iliness, and heperception of thefficacyof the spirituaktreatmenteceived. Without

this strong belief in the spiritureatmentthis young lady who not have thought about
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only utilising this spiritual treatment as thieeatmentof choice for the aacer.
Unfortunately, this patient passed/ay as the illnesanetastasisedo other body
organs This incidentmademethink deeplyabout the reasons that led to such a highly
educated/oung woman to make this decisiohnot seeking treatment options at the
hospital Upon further reflection, | realised thatiuld have beepartly her strongly

held religious beliefs that led to the behaviouooly seekingonetreatment method.

My interestin the field further inaceased as | conducted research prior to
embarkingon my PID study at the two main hospitals in Omato examine the
prevalence of anxiety and depression among a mixed sample of Omani people with
cancer. Following this research, my participation at the EMRAEuropean Asian
Breast Cancer Cogressonference in 204which was held in Muscat, Oman, further
increased my interest in psycbacology and more specifically women with breast

cancer.

Additionally, my specific interest irreligious coping came frormy own
personal interest in religiol came from a family in which religious topics were
frequently discused. As lwas growing up anchy critical thinking skillsadvanced, |
went deeper into thinking about spiritual mattes| also triedo make sense of the
various events that | observed and witnessed during my adolescentayshes a
young adult. All of these factors havelleotively made me interested studying

religious coping and illness perceptions among Omani women with besasrc

My aim from conducting this research wasdachievea deepercontextual
understanding of the factors thatuld belinked with psychosocial outcomesnong

Omani women with breast cancérwish to pave the road for culturally sensitive
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reseach which will allow researcherandclinicians in the field to develogppropriate
interventionsthat matchthe cultural traditions of the Omani populations in orider
improve th& quality of life. Conducting this study has actually helped me to achieve
a holistic understanding of religious coping and illness perceptonsng this
population.Without conducting the qualitative study, the sociocultural conmextch

is so fundamental to these womeauld have been completely missed. | also learned
that different dimensions of religious coping were associated wittierdrfit

psychological outcomes.

Clinically speaking] am an outsideto the group being investigatddowever,
| worked withanother subgroup dhis populationn the first phase of my Bh as |
collected the quantitative data andave also previously conductadjualitative study
to explore patientsé experiences of bein
with breast cargr within the context opsychotherapy sessioriEherefore, Ihave a
soundbackground knowledge of the psychological isstieg women with breast
cancer might faceCulturally speaking, | consider myself as an insider as | speak the
sane languages that of participantandl havealsolearnedocal Omanidialect as
a result of working in the same clinical setting for more than 10 yealsohave a
good understanding of the Omani traditions and cultdeeover | consider myself
as an insider from a religious point of view a&hare the same religiovith the Omani
women whom | have intervieweth general, and as a result of my personality and
professional background in psychotherapy, | have high empathy levels, and | honour

and respedhefeelings and experiencestbe women interviewed for this study.

Being an Arabwoman who is conducting research with Omani women who

have breast cancer, | consider this aspect to be héipfne researchrpcess given
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the sensitive nature of the illness (within the Omaontext) (Section 1.4.3)
Therefore, being avoman researchesseemed to haveositively influencd the
research outcombecaus@ madethese women feel at ease while sharing their iliness
experience with me. Additionally, speaking tb@me language and dialdatther
enhanced my understanding dfet sociocultural meaning, and to ensure no
misunderstanding would happen.

| wasa bit anxous about conducting theterviews despite my experience in
clinical interviewing | think this anxietywaslinked with using a new approach (i.e.
IPA) to collectirg data as well as analysing it. | was aware of the need to bracket off
my previous experience as well as prpfessionalbackgroundso that it didnot
negativelyaffect data collection andnalysis, but this was a challenging task to
accomplish. Additionlly, the Arab culture does not embrace bracketing off well,
becausean this clinical contextthe women | interviewedssumed that | knew why
they engaged isome religious antities. Therefore, when &sled them about the
reason behind them engaging in these relgamtivities, some of them wesarprised,
becausdhey assumed thatfishould know. Nevertheless, | dealt with this aspect by
explaining that Wwasexploring the research phenomenon, so | rieatbuble chdc

with them rather than assume that things happened for a particular reason.

| do not think that the qualitgf theresearclwork wasinfluenced by outside
forces. On the contrary, before the start of data collection, | made sure tolread al
possible guidance as well # philosophy of the Interpretative Phenaméogical
Analysis in order to bracket ofiny preperceived judgments and thoughts that may

negativelyinfluence the interview process well as the data analysis.
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Being an Arab and Muslim woman coultiave influenced how | analysed the
data.My cultural backgrounctould have made mmore likely to assume that my
readersvould have an idea about the Muslim cultureerefore, it couldthaveresuled
in less explanatins about theocioculturakontext of the studyf | was someone else
who belonged to another culture, | could have interpreted the results differently, and
this could have depended on tleeiscultural contextFor instancethe results section
demonstated thatn some otthestories that participants sharége social network or
family were overinvolved in the early stages of the iliness trajedfdrwas someone
who did not understand thellectivist Omaniculture, | could have interpreted this
more negatively, rather than viewing it asupportivemove within this cultural
context. However, my education and training which took place in Western countries
have allowed me tanderstanénd appreciate othetitural views. Thereforejuring
the results write uphasel was aware of this biasd made sure to explain and discuss
the sociocultural factors that have been raised throughout the intervigasable to
do thatthrough the mental work of going oigds the group and viewing the

sociocultural context as ifdm a distance, rather than assuming it.

In terms of how the findings from this study might impact the participénts,
is my hope that these findingsll be utilised to improve the lives dman women
with breast cancer. Designing culturally appropriate clinical interventions could not be
achieved without the priotheoreticalunderstandingdf how religious coping and
illness perceptions could have been associated with the psychosocial outcomes for
women in this studyHence,l do not thirk the findings of the study could, in any way,
lead to any form of harnbo the study participantdn the unlikely possibility of

emotional harmas a consequence of treflective experience which could occur as a
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result of thanterview, participantsvereencouraged to contact the researcdo that

she couldefer them to see a mental health prof@saiwithin the same hospital.

Additionally, the findings may helglinicians and researchewgorking in
Omanwithin the field of psycheoncology to better undstand the needs of this
clinical population It will also fill a gap in the literature by sheddifight on this
i mportant area and enr i c hgiaf ghe thdoreticald i s c i |
backgroundf this qualitative studyl.also thinkthat thefindingsfrom this studymay
have a positive influence on my career as it will equip me with the knowledge and

skills toimprove the field of psychoncology, on a research and clinical levels.

| think that the findings from this studgould be a novel addition to the
literaturewithin the Arab and Omani clinical context couldenrich the literature in
the field of psycheoncology given the scarcity of research conducted in this part of
the world. Additionally, the findings of this research will help in providing a holistic

treatment foOmaniwomen with breast cancer.

6.7 Results

Table 6.5 displays the three supedinate themes and ten sofdinate themes
which emerged from the analysis. Despite the separatenef® sluperordinate
themes, they are in some ways interconrtecl@e first supeordinate theme centred
on illness perceptions and how these perceptions have impacted the way participants
and families felt about the illnes$.also addressethe change inliness perceptions
across the illness trajectorithe secondsuperordinate theme demonstratedhe
dynamic and multdimensional concept of positive religious coping, and its role in

understanding part i c cepTaethirdsdperbrdinatetdeme | | ne s
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addressed other factors that were associatddwip ar t i ci pantbeiiy emot i
since the diagnosis of the disease. This theme included family support factors,
participantsd personality characteristi c:

participants deal with breast cancer.

Table 6.5 Summary of Themes

Super-ordinate themes Sub-ordinate themes

The context of iliness perception -Deal i ng wi th ot hers
-Addressing threatening illness perceptions
early in the illness$rajectory
-The link between illness perceptions and
positive religious coping
-The dynamic nature of illness perceptions

The utilisation of muld -The cognitive dimension of positive religiot
dimensional positive religious  coping
coping -Theemotional, behavioural and spiritual

dimensions of positive religious coping

-Religious coping since the diagnosis
Other factors associated with ~ -The supportive role of the family
emotional welbeing -Intra-personal factors

-Nonreligious coping skills

Q1. How do Omani women newly diagnosed with breast cancer understand and
give meaning to their illness experience and how did theixperience change over

time?

6.7.1The context of illnessperceptions

This theme addressed the central rol e
lives and their emotional welleing throughout the iliness trajectory. Also, it
illustrated how some dimensions of iliness perceptions were intertwined with certain
positive relgious coping dimensions. The theme demonstrated the role of illness

perceptions in facilitating the acceptance of illness for these women and their families.

245



lliness perceptions heavily influencetiness related emotional reactionsfor
participants andheir families. This theme also addressed the dynamic nature of illness
perceptions, and how it impacted the emotional Aveihg of participants, and the
mechanisms of change of iliness perceptions.
6.7.1.1Dealing with ot h e ilnéssperceptions

Respondent 1 shaed her experience at the doct
about her diagnosis of breast cancer, and her sense of responsibility toward her mother
at that ti me. It appeared that she was ¢

identity (or label) othe illness as a death sentence:

RespondentiMy fri end asked me to | eave the do
to cry. All | kept thinking about was how | would tell my mother that | was sick, |

wasnoét really crying bacrebuse | 6d been di
ZAC-AiSo as soon as you were informed, you v

thinking about your mother?59

Respondent liYes, | only kept thinking about my mother. Look, it never occurred to
me that all those who die only die of cancer, so why would | view cancer as the end of

me? And that | would eventually die from
kind of thaughts, whenever they occur in my head, | always try to dismiss them by
saying: ANO, even when others tell you o

you that you only have three days left to live in this world, will your sadness help the
Si t uat(Respondent 1, aged 33 years, 5.5. months -giaghosis, on
chemotherapy).

Several contradictions are observed in the above excerpt. On the one hand, she
shared that death did not come to her mind, but in the same sentence she indicated that
these thoults still came to her mind. Additionally, she very clearly showed her
concern of her motherds perception of th
cancer is labelled and perceivedtbgsociety as a life threatening iliness. This illness

percetion of identity has been activated at the time of diagnosis. In another instance,
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respondent 1 also reflected upon how she thought of and made sense of the reactions
of people in her social network. The way people reacted to the news of her illness
reveded how they thought of and perceived the illness. For instance, respondent 1

interpreted the jokes people made as if her death is imminent:

Respondent:160ften times when others come by to visit me after knowing about my

di agnosi s, t hyywhiclr readiyusits uno@nfoeablg with me and makes

me feel as though |1 6m really about to di e
asking me to do this and | eave that (pr ay
always respond back them by saying that you really never know who would die first,

so there is no need to prepare me for death before my time. All this unnecessary advice

that was given to me was so overwhelming that others with no cancer could not apply

t h e (Re&spondent Iaged 33 years, 5.5. months pd&tgnosis, on chemotherapy).

The collectivist mentality of the Omani society became evident in the extract
above by the suggestions made to her to engage in more religious activities, which in
their minds, could be a wap get close to God, so He could cure her illness, and if
not, then at least when she dies she will be prepared (e.g. pure, free from sins).
Although the meaning behind this advice is implicit, and never explicitly said to the
participant, it could haverefe ct ed t hese peopleds il lness
about the efficacy of religious coping methods within an Islamic background. As a
consequence, this seems to be a projection of how people in her social network
perceived the illness identity adeath sentence, and this in itself, from their point of
view, could have needed tough religious measures/or a miracle to be cured. Unsolicited
advice from people within her social network was often about encouraging the patient
to seek consultations fropeople working within traditional and spiritual medicine.

The extract also indicates the social obligation in Islam in visiting the sick; therefore,

for respondent 1, people in her social network tried to offer their support of her at the
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time of diagnos . Al ong the same | ines, responde

when they knew about her diagnosis:

RespondentAiwhen they | earned about my diagno:
in shock. When they had first spoken to me about it, they were & kgamember
them worryingly saying to me: Ais that it

| tried to be as reassuring as possible, and that all | needed was their support, and for
them to be there for me. | explained to them that with thissi, the more you magnify

it, and make it seem serious, the likelier for it to be. They did struggle with
understanding how I felt about it emotionally, and my mother and sisters would always
remind me that | could always travel abroad if | everfelithee d t o. 1t 6s ok
| totally wunder st arRéspontent 2,tahed 35 years,6 exontho r r |
postdiagnosis, on chemotherapy).

Respondent 2 described the emotional reactions by her family members, which
suggested that intense anxiety vgaserated in fear of losing her to death. This fear
could have been linked to the illness identity equating breast cancer with death. Her
laughs in the context of sharing her disease with the family could be indicative of her
way to cope with her anxieyf t he il |l ness, too. The ©bro
respondent2 and family as he addressed maladaptive illness perceptions, which
seemed to have helped the family accept
support, travelling abroad for asond medical opinion was also suggested. Seeking a
second medical opinion is a common practice among some families in, @naai

reflects care, love, and their sense of obligation toward the sick family member.

Similar to respondent 2, respondent dakared that her family and husband
suggested that she seeks a second medical opinion abroad to double check her medical
results. This step could also be indicative of denial, fear of the iliness, as well as the

family-oriented nature of the Omani soctety

Respondlethvte 4beem scheduled for a | ater a
to India for a second opinion to confirm what | had been told in mydown
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Z.A.: So you wanted to make sure?
R e s p o n dYesirtdeed, | waiited to make sure the diagneas corredi.
Z.A.: Who suggested India?

Respondent 4iMy family and my husband, it was mainly to review all my test results,
they thought it would be better to have a second opiniofl Res pondent 4,
years, 4 months posiiagnosis, on chemothagy).

In order to further illustrate the maladaptive illness perceptions of people
around her, respondent 6 explains, from her point of view, how society perceives

cancer:

Respondlehnet nba:;j ofr ity believe that ®d@adncer i
a cure has not yet been discovered, and
possible to fight cancer? How can you conquer such a disease? Some could go as far

in ignorance, as to not shake hands with the cancer patient! Some still bebéve th
cancer may be contagious, which really does take a toll on the mental health of the

p at i (Rasgordent 6, aged 48 years, 4 monthsgiaginosis, on chemotherapy).

This extract displayed maladaptive illness perceptions of identity and
coherence, whickeems to be prevalent in the society. This, in turn, appeared to have
negatively affected t ieng paelatioe to thé siness,sy c h o
through possibly intensifying her fears about the illness outcomes. Being treated as if
she has aontagious disease by some people in her social network could also intensify
the stigma against her and people with cancer in the society.
6.7.1.2Addressingthreateningillnessperceptionsearly in the illnesstrajectory

Some patrticipants had threatenidgntity perceptions of breast cancer at the
time of diagnosis, which negatively affected how they felt about the illness.
Respondent 2 was very emotional in the days following her diagnosis of the illness
with all of her questions centred on the perceis@asequences as well as the identity

of the illness:
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Z.A.. So, since Dr. A. told you about your disease, you thought about all of these
things?

Re s pond#&estl did all ofithem at the same time, this entire world of
chemotherapy, femininity, childreoure. This entire course of treatment, everything

Il o1 | be going through, everything that I
everyone else, would hope to receive treatment over a course of one day, and find
myself recovered on the next. Tisisvhat | want and truly wish for. My husband really
stood by me throughout the whole thing,
not to over magnify the situation, and t
all di seasess Iliokde tifettHi shiims ndti njgust any i
my closest family member, my brother, who also happens to work in the medical
supplies field. He told him: A(A)ds been
soandso,andlfeelhedpls s about i1it. Talk to her if 'y
then asked him not to speak to meé my br
explained to me how cancer is an illness, just like any other, with plenty of people
whoo6ve ¢gon eissiorh Amal uhgthits theeapy has evolved and improved

throughout the years, and that I wonot n
chemot herapy, and that although some sid
endure them andebeédd ampatnieantl myetfdtsel f o

been c (Respandent 2, aged 35 years, 6 months -giagmosis, on
chemotherapy).

For respondent 2, the mere experience of being diagnosed with cancer was
stressful enough for her, which necessitateldupport of her husband and brother
who addressed and corrected her maladaptive illness perceptions on identity,
consequences, and treatment control. Her emotional distress at the time of diagnosis
seemed to be linked with amuleceededby these dimensns of illness perceptions.
Both her husband and brother attempted to challenge the stigma of the illness by
considering it Aj ust |l i ke any other di s
understood within the context of the collectivist Omani cultheeacterised by a high
level of interdependence among family members. Respondent 3 also shared her
negative emotional reactions to the diagrt

that she was completely healthy before then. Similarly, for hersekere iliness
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perceptions of identity, timeline, as well as consequences were all addressed early by

her brother who also happened to work in the medical field:

Respondent 3Jil thought about everything when | was diagnosed with cancer, because
for us @ancer means death, it is death for us (her emphasis), and of course this is an
old idea, like this is the end, | have my kids, what will happen to them, my house, |
thought about everything, that | will spend my whole life sick, | will spend my whole
lifet i | | I die sick. This was how | percei
was with me all the time, he told me it is a stage, and it will pass, you will go back to

your husband. This illness was a shock in the olden days, now it is Alhamdulillah
(praise be to God) everyone gets cured from it, it is like any other chronic iliness,
similar to diabet es , (RegpondentlB,agdd 3%byearspd5 pr e
months postiagnosis, on chemotherapy).

Correcting severe and threatening illness pdioep (e.g. identity,
conseqguences, timeline, and treatment control) seemed to have helped respondent 3 to
reduce her anxious feelings, and cope in a more helpful manner at the time of
diagnosis. Her brother addressed the timeline dimension by reasseritigatit is a
Ast ageo andnother whole lifef et for her, other illness perceptisnsh
as the efficacy of treatment, her personal contribution to recovery (i.e. personal
control), as well as the timeline perceptions were all addresseerspcial network,
too. She seemed to have utilised these adaptive illness perceptions to encourage her

move forward in her journey toward recovery:

Respondent3l f el t peoplebdbs cl oseness to me, |
in the passome were away from me, but since | was diagnosed with the illness, | felt

the closeness of my family, friends, neighbours, the whole society. | am not sure if it is
empathy, but they were united to say one thing: you are on your path to recovery, you
will be cured. . I have (Resporedant3nggeds3? yearsnlght h f
month postdiagnosis, on chemotherapy).

Not only did they address these dimensions of illness perceptions, but they

have also shown her a new side of their care and dijpgoch was not clearly visible
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before the diagnosis. Other participants have also indicated that their families

encouraged them to be on top of their treatment regimens such as respondent 5:

Respondent FiThey take a lot of care of me, in terms ofttieatment in the hospital,
even when | do not take my medications,
(Respondent 5, aged 45 years, 4 monthsgiaginosis, on chemotherapy).

This reflects the familyds percepti on
treatment control). It also echoed the tremendous level of support she received from
her family in monitoring her medications intake, and also in regularly accompanying
her to tle hospital to receive her chemotherapy treatment. Similarly, for respondent 4,
her familyin-law helped her to think of the current phase as temporary (e.g. addressing

illness timeline):

R e s p o n dThey always:encéurage me, they encourage me a geaatldis like

this is a stage, and it will pass, my family and neighbours all say the same thing, and
many people go through the same stages.. my husband also elevates my morals, he
does not scare me of the treatment, he always encourages me, so \pdkisall
treat ment i s (Respongentd, agey 37 getra, ¢ manthsgiaginosis,

on chemotherapy).

I n addressing the timeline illness per
and key people within her social network perceived the illness as temporary, and
associated it with the treatment period, which typically lasts for approximately 6
months. Byand large, families encouraged participants to view the illness as
temporary. Addressing these illness perceptions appeared to have facilitated coping
for these women. For respondent 4, her family seemed to have normalised the illness,
and its treatmentby e mi ndi ng her t hat Amany peopl e

She also seemed to have a hidden fear i h

indicate her attempt to cope despite her fear.
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6.7.1.3The link betweenillnessperceptions andpositive religious coping

Three participants linked their illness perceptions of identity, timeline,
treatment control, and consequences to some dimensions of positive religious coping
at various points throughout the illness trajectory. For two of these participants, their
illness perceptions did not seem to be severe and threatening at the time of diagnosis.
For instance, both respondents 4 and 5 did not express having threatening illness
representations, which helped them maintain their emotionabe®lf at the time of

diagnosis:

Respondent 4fiAlhamdulillah (praise be to God), | have to accept what God has
written for me, and every illness has a treatment, treatments are available, and this
illness is now very common, | have to elevate my morale so that the illnesstwill no
destr oy (Respondéni 4, eaged 37 years, 4 months -giaginosis, on
chemotherapy).

For respondent 4, she immediately used her positive religious coping methods,
a cognitive coping strategy (illness as a predestined by God), which seemed to have
hd ped her along with her perceptions of
ill nessd. Perceiving cancer as a fAcommon
the possible social stigma of cancer, as a threatening and uncommon illness. Her illness
perceptions of the efficacy of treatment (e.g. treatment control) appeared to have also
reassured her. However, respondent 5 denied any negative perceived consequences of
the illness on her life at the time of diagnosis, and in the following months. Her
balanced emotional reaction seemed to be the outcome of théneatening illness

perceptions of identity and consequences, and her use of positive religious coping:

Respondent 5iNothing really came to my mind when | was diagnosed with the iliness,
andit never crossed my mind that it will affect my life, but | remembered my God, and
Alhamdulillah (praise be to God), and my family all helped and encouraged me, so
that | have to always keep God in my mind, so that God would help me in every stage
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of life .. so if I would say that | am dying, why would someone even say that? The
il Il ness is a proof that God is thinking
like this is the end of my life, or the end of life, no, no, | need to go on about asy life

n o r m&edsmondent 5, aged 45 years, 4 monthsgiaginosis, on chemotherapy).

The intertwining between illness perceptions and positive religious coping was
equally apparent for respondent 6 in the days following the diagnosis, as she displayed
adeep gratitude to God about the healthy years of her life up to the diagnosis of breast

cancer:

R e s p o n dife ant deéth arefin the hands of Allah, no one will stay forever in this

life, everyone will die, everyone will die with a predetermined measdich has

already been decided by God, but what came to my mind was my kids, my husband,
how they will be, what will happen to them? | know that life continues no matter what,

but you know itds the mot her !l y tHeetengi ng of
is fearing death, Alnamdulillah (praise be to God) no one will die until their years are

up .. so it is dest i ne dRebppndénin6daged A8tyearss n o't
4 months postliagnosis, on chemotherapy).

The extract above refiés that the participant thought about dying, but she was
not afraid to face death. It also reveals the close link between her iliness perceptions
and how she used her strongly held religious beliefs to help her cope with the iliness.
Unlike respondents dnd 5 who displayed less severe illness perceptions, respondent
6 seemed to have severe illness perceptions of identity, but then these were
immediately followed with positive religious coping which seemed to have reassured
her, that being diagnosed witarecer does not necessarily mean that she will die from
it. Similarly, respondent 3 indicated severe illness perceptions at the time of diagnosis,
but a few weeks later, these perceptions reduced in intensity, and hence the prominent

role of religious copig came to light:

Re s p o n d €he religiBus aspect has helped me a great deal in this illness,
regardless of the iliness, whether it was cancer or something else, if it was diabetes or
hypertension, the illness itself does not matter, what really nrsagiehat it is a call

from God 0 (Respondent 3, aged -daghosisy emr s ,
chemotherapy).
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6.7.1.4The dynamic nature ofillnessperceptions

The dynamic nature of illness perceptions is the lasbsdinate theme, and it
demonstrated the changeiliness perceptions from the time of diagnosis till the date
of interview. This change in illness perceptions seemed to have helped these women
to feel well about the illness, and to accept it. Participants who initially had severe
illness perceptionat the time of diagnosis showed a reduction in the severity of these
perceptions months later (e.g. at the time of the interview). For instance, respondents
1 and 3 displayed severe illness perceptions, but the intensity reduced after their
encounter witta health care provider, a supportive family member, or their own iliness
experience. Respondent 1 specifically described how her maladaptive illness

perceptions of identity had been negatively influenced by social media:

Respondent 1fil was devastated dirst, because of the reputation of the iliness,
because when | googled the iliness after my diagnosis, and generally in the social
media, they have exaggerated view about cancer as an illness, but in reality the cancer
experience is not the same way asadéed on google, when you read you feel like

you wi || di e, even when they talk about
(Respondent 1, aged 33 years, 5.5. monthsghaghosis, on chemotherapy).

The extract above demonstrated that social mediativety influenced the
participantdéds ill ness perceptions. |t i
different from others, and therefore heterogeneity of illness perceptions could be the
result of different people sharing their experiences amakonedia. Respondent 3

explained that:

fiNow| look at t as a stage in life that will pass, and | can see many cases in society
just | i ke me, and there are worse cases,

ASo the illness has not affected my life, becausiesat thought I am sick, but how |
view it today is | am in treatment, | am even living a much better life compared to the
past, I am on t (Respondend 3 agedo39 years; d.% reontly- @ost
diagnosis, on chemotherapy).
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In the first excerp respondent 3 perceived the illness as a stage that she only
associated with the course of chemotherapy. Within this context, the illness is
perceived as temporary. Using other cognitive techniques such as mental comparisons
with people with worse progse also seemed to have made her feel baltient her
illness. This change comesn contrast to her thoughts a
awaysbe sicko. Additionally, the shift in
how she perceived the cseguences of the illness on her life. It becomes evident in
the above excerpt that pasaumatic growth occurred in the way she perceived her

life changing for the better.

Those who initially had less severe threatening illness perceptions (respondents
4, 5 and 6) did not demonstrate changes in their illness perceptions. For instance,

respondent 4 said:

fAt the start it was like a shock, when | first heard the news, butt yehefind someone
who talks to you, like my doctor, she talked to me, and told me that this is a normal
illness, and we have a lot of doctors in Oman, they are able to do the surgery, so she
explained everything t o(Resmgents,agetl 37gears,e pt e d
4 months postliagnosis, on chemotherapy).

Respondent 4 seemed to be referring to the stages of loss in which shock is the
expected psychological reaction to protect her from overwhelming feelings. The health
care provider seemed t@ve addressed the identity of the illness and the treatment
control di mension to increase the patien
and to reassure her. The health care provider also addressed the needed medical facts,
which may have hefal the participant to cope with her iliness. Other participants have

also noticed that the perceived consequences of the illness on their lives have changed

to become more adaptive as a result of their illness experience. Family support seemed
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to have plagd a role in the reduced perceived consequences of the illness on their

lives. Respondent 2 explained:

Aln terms of the consequences of the illness, it is not affecting me, because | am
supported by my family.. now | see it as any other illness, it is like fever, like flu, | have
heard a lot from people, | have seen many sick people, all of this exposurdgests h

m® (Respondent 2, a g-diagno8is; ongheraotherapy).6 mont h

Therefore, the reduced perceived consequences on her life seemed to have
occurred via the availability of family support. Similarly respondent 5 shared a similar

experience:

fiTheillness has not negatively affected my life because my children, siblings and
everyone are helping me, | have ten childben( Res pondent 5, aged 4
postdiagnosis, on chemotherapy).

Respondent 5 has also shared a similar observhi@nhe reduced perceived
conseqguences on her life came as a result of the family support she receives from her
close and extended family. Respondent 1 shared that although she lost some physical
aspects that are associated with her physical appeastigcepntinues to be the same
person who enjoys the same things she used to enjoy before the diagnosis with the

illness:

fiPatients are those people who are b&ttlen, someone who is in pain, and sometimes

people with mental illnesses, we (women withireac ancer ) donét nee
not sick, Alhamdulillah, my disease has not prevented me from doing anything, | am
living my life to the fullest, | am travelling, | do my errands, | have fun, although it is

true that | have lost my hair, but | am weariagvig, and | still take care of my looks,

so | am living my life to the fullast ( Respondent 1, aged 33 vy
diagnosis, on chemotherapy).

In the above extract, it appears that respondent 1 is having a unique
conceptualisation of how siéws/perceives illness and health. She associated being
sick with the level of impaired physical functioning of the person, and because she is

going about her life as normal, she refuses to be labelled as a patient. Although
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acknowledging the physicalde, she does not perceive any negative consequence of

the illness on her life.

When it comes to the perceived influence of the iliness on their responsibilities,
some participants indicated that some changes are inevitable given the side effects of
the clemotherapy treatment. However, both participants and their families
demonstrated an accepting attitude and flexibility toward the changes in the reduced

ability of the participant to perform expected tasks/responsibilities:

R e s p o n dleterins of haseliiold responsibilities including cooking, cleaning,
and things like that, the house helper takes care of that, but in terms of taking care of
my children and looking after them, | guess there are mild impairments, but they are
very mild, not that muchit is normal that | will sometimes need some time off
especially after surgery.. my family are accepting ofdthis( Res pondent 6,
years, 4 months pesiiagnosis, on chemotherapy).

Respondent 6 is making a distinction between taking care of theephyseds
of her family versus their psychological needs. With the wide prevalence of household
helpers in the Omani society, she did not perceive the reductions of time she spends
with her children as significantly impairing her role as a mother and Réfgpondent

4 also indicated that she continues to perform her family responsibilities:

RespondlendomMat if eel there is any negatiyv
responsibilities, | always try to do the things | used to do in the past, | naverup
onthi®@ ( Respondent 4, a g-diagno8is/onygheraotherapy)d mon't

Respondent 3, on the other hand, represented a different perspective in that she
utilised the illness as an opportunity to reduce the previous burden of family

resposibility:

Re s p o n dviy husbarl worlés away from home, which makes him unavailable all

the time, so all of the kidsd responsibi
dependent on me, now, | am not, yes | can still go around to do errandsoittisat

the illness prevented me, but | used the illness as a leeway to rest, and also | am not
supposed to do all of these things in the firstppbace( Respondent 3, age.
months postiagnosis, on chemotherapy).
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The extract above reflectselyender roles, which are prevalent in the society
(e.g. men and women are expected to do certain tasks). So the reduction in her
responsibilities was seen in a positive light, and is beneficial to her. It appears that
respondent 3 has utilised the illnessan opportunity to reflect on her life, and the

needed changes in it.

Q2.Wh at were participants6é coping processete

role at all in their illness experienc®

6.7.2The utilisation of multi -dimensionalpositive religious coping

The second theme addressed the utilisation of positive religious coping among
the study sample. All of the participants used this coping method when first diagnosed
with iliness, as they perceived the illness as a gift sent from God. Therefore,
participants were thankful to God for receiving this gift (e.g. the disease). The use of
positive religious coping seemed to have helped participants to manage their emotional
reactions by not feeling overwhelmed at the time of diagnosis, but these mdithods
not appear to make them feeplpg at that timeThey continued to utilise the positive
cognitive dimension of religious coping in the following weeks and months of the
diagnosis, albeit to varying degrees. The multidimensional aspect of religiang cop
including the cognitive, emotional, spiritual, and behavioural dimensions were also
reveal ed i n par g ofctheip dlmesssexperidneeShese iothéri o n
dimensions of positive religious coping seemed to be associated with more positive
emotobns compared to the cognitive dimension of positive religious coping. The
implementation of religious coping after the diagnosis with breast cancer will also be

illuminated within this theme.
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6.7.2.1The cognitive dimension ofpositive religious coping

The use othe cognitive aspect gjositivereligious coping seemed to have
helped participants manage their emotional reactions by not feeling negative about the
illness. This was clearly evident as participants coped with their illness throughout the

illness trajetory. As respondent 5 said:

Al really feel normal, |1 did not feel ann
this (illness) is from Allah, this means that God favoured me and thought about me in

a good way, it is a test to see if the person kéllpatient enough in good and bad

times, so alhamdulillah (praise be to God) | am feeling normal, because | believe in
God, God heals every patiebtgeddsyearspdvery
months postiagnosis, on chemotherapy).

Respondent 5grceived the illness as a normal occurrence of life and gave
meaning to her illness experience using |
The cognitive aspect of religious coping was evident in her belief in the omnipotence
of Godods paswellras theacauseefathe ,liness, which is God thinking of
her. The link between the perceived cause of the illness with religious coping is clear
in this instance. Similarly, respondent 3, who seemed to have struggled to accept and
cope with the illnes , used the metaphor of the HAal e
illness. This seemed to have helped her in finding meaning of her illness. For her, the
aim of this alarm was to allow her to get spiritually closer to God. Hence, the cognitive

aspect of re@lious coping could have helped the participant in her struggle to initially

accept the illness. She said:

Respondent 3: A4 God has given me this illr
the best, what is good and what is bad for me, given tisaait affliction, | will accept

it, this is how | convinced myself, there must be a way for treatment, and only God
knows where the goodness i so0.

Z.A.: So you surrendered all control to God?
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Respondent 3: nYes, i n the hands of God
affliction if he does not love me, it is a call from God, it is like God is telling me that

you have forgotten or ignored some religious obligations, | have to come kdik,to

this i s all Respondeny3, aged39 yganspld inonthpi@smosis,

on chemotherapy).

Although respondent 3 indicated in the transcript (not cited here) that she used
to be a practicing Muslim before her diagnosis, she was not satistietievilevel of
religious practice. As a result, she rationalised that the illness is a call from God, and
this was what helped her to make sense of the iliness. She also believed that God will
heal her. These religious methods reflect her attempts to sealke of the illness by
convincing herself to think that the illness is for her own good (even if she might have
felt ambivalent about). This may possibly reflect the dynamic nature of the stages of
loss, and more specifically what helped her accepilihess, and not feel negative
about it. Respondent 1 also shared the first thing she said when the doctor shared with

her the news of her illness:

Respondent 1fiWhen the doctor asked me do you want to start with the good news or

the bad news? | tolditm please start with the bad news, he said you have cancer,

i mmedi ately | said Al hRespandentl,laged 33 yegars,ai s e
5.5. months postliagnosis, on chemotherapy).

With respondent 1, it also becomes evident that her immediateoreaas to

praise God, and to accept the illness as a sign of His love:

Respondent 1: Al feel that God | oves me,
come back to my family, better than my female friends, it is much better than showing

off and wh a t iRegpondent 1, aged 33 years, 5.5. months-giaghosis, on
chemotherapy).

The previous excerpt demonstrated the
coping at the time of diagnosis. It could reflect the need to make sense of the illness
immediately at that time. It also demonstrated the emerging new priorities in the

participantos | ife.

261



6.7.2.2The emotional, behavioural and spiritual dimensions ofpositive religious
coping

Although the cognitive dimension of positive religious coping was prorhinen
throughout the interviews, other dimensions of positive religious coping also emerged
including behavioural, emotional, and spiritual dimensions. The behavioural and
spiritual dimensions of positive religious coping seemed to be linked to positive
feelings such as comfort and emotional relief. For example, respondent 2 described the
four dimensions of the religious coping process, which included the cognitive,
emotional, behavioural, and spiritual dimensions, and specifically described the link

between tk behavioural domain and emotional comfort:

Respondent ZiThe religious factor by itself brings emotional relief, whenever | will

get and hold the Holy Qurdan or start opr
any harm .. | have always put in my ahithat this is all good, maybe there is good,

no, not maybe, it is for sure, | am sure there is something good down the road, there
must be something that God tries to move me away from, He is asking me to get closer
to hi m, and t he telling metlsaHe iememioed e besaasg o f
prophet Jacob had so many illnesses which were indescribable, this tells us that when
God decides to give someone an illness, He can remove it too. Any person has to be

always close to God, of course by prayihnghi s i s a must, al so by
order to increase the curing powers, for real, my sisters and husband would always
ask me to read Qurdan, and really after

frustrated and t i r ewndmytearssautamatically fellalavn,n g Qu
because since my illness | feel tired from the chemotherapy, but | have tried that when
I read Qurodéan, the pain will (Rgspondentdy, t h
aged 35 years, 6 months posgnosis, on chmotherapy).

For respondent 2, it becomes clear that the side effects of chemotherapy were
overwhelming for her. Therefore, as a part of coping with this pain, she reads the
Qur dan to get 1 mmediate emoti onal relief

to be throup the activation of spiritual channels by feeling closer to God, and by

thinking about Him in a benevolent manner. Respondent 4 also displayed analogous
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emotional relief as a result of reading

emotional relief idifferent:

RespondRemtdidn:g MQur dan i s a great relief,
will forget the illness, I will not think aboubit ( Respondent 4, aged 3
postdiagnosis, on chemotherapy).

Forrespondent 4,itappeardhrat reading the Qurdan he
distracting her from thinking about the illness, which consequently brought her
emotional relief. Respondent 6 also indicated that one of the consequences of reading

the Qur doan f or [theughensancenghertspiribual eelatiomsl@d withe f

God:
AWhen | sit to read Qurdan, | feel so emo
even when | c¢cry when reading Qurdan, .

up on meo (&RedApyearsddemonths pdsgnosis, on chemotherapy).

Other patrticipants similarly displayed comparable emotional and behavioural
dimensions of positive religious coping. For instance, respondent 3 shared that she was

maintaining her regular dailyr@yers throughout the day:

Respondent FAlhamudlillah (praise be to God), | was not very regular on it in the
past, now | am more regular, this is in e

Z.A.: What led you to increasing these night prayers?

Respondent Jimaybe to get close to God, because as | told you before, if God loves
a person, He wi | | Regspondent B iaged 3@ gears, fl.5 nanth t i o r
postdiagnosis, on chemotherapy).

Respondent 3 seemed to display more than one diomeofsreligious coping,
including the spiritual, behavioural, as well as the cognitive dimension. The spiritual
dimension is present in her need to feel close to God, while the behavioural dimension

was evident by readi ng tdnevas@isorclea im.herThe ¢

perception of God as a loving entity. Respondent 5 also mentioned:
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Respondent 5fAlhamulillah, because when | remember God, | feel the emotional
relief, that is why people must get close to God, alhamudiiiRespondent 5, aged
45 years, 4 months pedtagnosis, on chemotherapy).

This respondent linked the spiritual dimension of religious coping with
achieving emotional relief as the end result. Based on the previous extracts, the various
dimensions of positive religious copirsgem to be intertwined. Although several
methods of positive religious coping were utilised, its key aim for these participants

was to enhance their spiritual connection to God.

6.7.2.3Religious coping since thediagnosis

For four participants, the frequenci/tbe use of religious coping at the time
of diagnosis increased compared to the time prior to the diagnosis, while the remaining
two participants did not exhibit any difference in their use of religious coping. The
frequency of engaging in religious cogiafter the diagnosis with illness seemed to
have changed for two participants only, while for the remaining four participants, the
use of religious coping stayed the same, but was comparatively higher compared to
the time prior to the diagnosis. Themagnide of prayers, or reci
initially increased for four participants to help them cope with the illness, but it stayed
the same compared to the time prior to the diagnosis for only two participants. In one
instance, situational factons, addition to the diagnosis of the iliness, contributed to
the increase in religious coping activities for respondent 6. For instance, respondent 6
was alone with her husband when diagnosed abroad, and therefore was away from
family and social responsiliies. As a result, she engaged in more prayers, recitations
of the Qurdan, and other | sl ami c prayer s
activities more frequently at that time, she appeared embarrassed to talk about the

increase in her prayers senber diagnosis with the illness. Her embarrassment could
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be understood within the Islamic context which encourages Muslims to be close to
God through prayers and other religious activities at all times, and not only when they
aregoing through difficultimes. She laughed in embarrassment as she was describing

this:

Respondent 6fil feel my religious coping has increased since the diagnosis with
iliness, | feel from the very beginning, but some people will say | am a good person
and | treat people nicelgnd | pray, and what not, why did God inflict such a pain on

me? So some people can reach this | evel
illness, thank God for everything, | am now praying additional prayers (laughing), and
| am Muslim,lant eadi ng Qur 6an more often, | usedc

now, even Ruqgya, | used to read in the past, but now | am reading it twice a day, once
in the morning and once in the evening. When | was in India, there was no one, only
me and him (husbat),and | had nothing to distract me where we were, now | am at
home, | have many responsibilities, those of my kids, the house, guests, people going,
people coming, so | got busy, so | am trying to go back to these things, but it is not
going to be the sae way, because before it was only me and him in the same room,
and | have the (ROgpondeatrb, aged #8hyeamedomonths-post
diagnosis, on chemotherapy).

The previous passage reflects two additional important points regarding the
participan 6 s cul tur al background. She seemed
religious coping and accordingly those a
being Agood peopleo. This implies that fr
should not gastion God even if they think of themselves as good people, and do not
deserve to be diagnosed with cancer. This is linked to the Islamic teaching that
encourages Muslims to always be grateful to God in all situations. The other cultural
dimension is ass@ated with the social nature of Omani people in general. Despite
being recently diagnosed with cancer, her family and friends visited her regularly, and
they remained in contact with her. This practice also reflects the Islamic requirement
of supporting sik people by visiting them. Furthermore, it reflects the collectivist
Omani society, and social rmgaheiss oa Baebhng

practice of reading specific verses from
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an iliness. For regmdent 6, this has reduced since she resumed her medical treatment

in Oman.

Other participants have also revealed how religious coping increased since the
time of diagnosis, but stayed almost the same in the weeks following the diagnosis.
For example, forespondent 3, and although she had memorised the longest verse in

the Qurdéan, after the diagnosis of ill ne:

fiThe daily ritual prayers, | used to recite from before, but | started doing more of
Rugya, | was ot used to reading it before, | have already memorised sorat albagara
from before the illness, | have memorised it through a WhatsApp group, | have
memorised it page by page, and | used to read it every day even before the illness.
Alhamdulillah (praise béo God), | used not to pray after midnight frequently, but now
thanks God | p r aBRespandentr8j agel 89 yearselrs yndndnpast (
diagnosis, on chemotherapy).

As clearly presented, respondent 3 had some religious background before the
diagrosis of illness, which further increased after the diagnosis of illness. Moreover,
the current availability of technology seemed to have played a prominent role to help
her achieve her religious goals such as the memorisation of the verses. For respondent
3, the use of religious coping was more intense at the time of diagnosis, but later

became less concentrated and more organised:

fiNow | have become more organised in terms of performing the various prayers, now

| wake up at night, pray the night prayels, suppl i cate to Godé bu
diagnosed, | was doing all of these prayers at the same (iRespondent 3, aged 39

years, 1.5 month posliagnosis, on chemotherapy).

Some variability also existed among participants on their previous use of
religious coping and religious activities in general, and their current utilisation of
religious coping. For instance, respondent 1 described herself in the past as a fun

loving woman who used to take great care about her appearance. She also did not
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perceive herself as religious. However, when she was diagnosed, it opened her

horizons to new meaniAgaking experiences:

Respondent 1fl thank God that He gave me this strength, | am even surprised at
myself, | have a strong belief in God, and | completely@dbat this affliction is from

God, because He loves me, so | came back to God so strongly after | became sick, that

is why | think of this illness as a good thing in my life, it changed my life, it made me
strongeré now | f eel dbeferedoingmaythimgwhicharsgketr t o
be against the laws of Islam, | will think about God, in the past | was not used to
thinking about Him .. even my prayers, in the past | used to pray like two hours late,
and | donodot feel anytady ngn tome,l| amg mge
every(Raspandent 1, aged 33 years, 5.5. months -giaghosis, on
chemotherapy).

For respondent 1, it became evident that her inner strength is associated with
her belief in how much God loves her, which is why shekhiHe has chosen this
iliness for her. It seems that she perceived the iliness as if she is getting a special status
with God, which makes her feel favoured over other people. This has obviously led to
an increase in the frequency and punctuality of reygrs compared to the time before
her diagnosis. However, respondent 5 considered the illness as a remembrance from
God, and hence did not associate it with specific negative illness perceptions, which is
why her use of religious coping did not changerafhe diagnosis, compared to the

period before the diagnosis:

Respondent 5iAlhamdulillah (all praise to God), | am normal, like nothing really
changed in my life, if anything changed | would have been influenced somehow by it,

so really, | am living myife (laughs) .. remembering God makes me feel content, |
dondédt feel sad, when you are sad and whe
g 0 a \(Respandent 5, aged 45 years, 4 monthsgiaginosis, on chemotherapy).

The spiritual relationship witGod for respondent 5 seemed to be secure, and
her perception of him is benevolent. This seems to have helped her in her adaptation

and acceptance of the illness at the time of diagnosis.
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Q3 Wh a't were the factors that hleihgpied par

relation to the illness?

6.7.30ther factors associated withemotional well-being

This theme addressed three main factors, other than illness perceptions and
religious coping, which seem to -begassoci
Thesefactors were: the supportive role of family and friends, ipgesonal factors,
and other nomeligious coping skills. The supportive role of the family and friends
involved the care received from husbands, family of origin as well as farrigyvin
The £cond sukheme involved intrgpersonal factors such as having a kind heart,
being loved by other people, and personality factors such as resilience. These intra
personal factors helped some participants feel emotionally well since the diagnosis of
illness The third factor involved the use of nrogligious coping to help them cope
with their illness. These factors did not seem to differ since the time of the diagnosis,

and later when they were interviewed.

6.7.3.1The aupportive role of thefamily
Although religous coping methods were the most important for respondent 6,
she indicated that after religious factors comes the role of her husband who has been

the most supportive person of her during times of adversity:

R e s p o n dMyrhusbafid: hasfalways been tmackbone, especially when | was
feeling very | owéhe hel ped me to get over
now with this illness, he stood up with me with his calmness, with everything.
Sometimes | would feel really nervous, especially bef@ehemotherapy sessions,

but he calms me to a great extent | i ke a
(Respondent 6, aged 48 years, 4 monthsgiasinosis, on chemotherapy).
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Respondent 6 utilised two powerful metaphors in Arabic langteadescribe
the supportive role of her husband as he
common Arabic metaphors, the first refers to a strong support system, and while the
second implies of feeling of being calmed down. Respondent 1 also desibeida
experience, in that her husband is the only person she confides in and who
accompanies her to all of the chemotherapy sessions. She decided not to disclose how
she feels to other family members, so that they do not to worry about her. She described

his reaction before the doctor told her about her diagnosis:

R e s p o n dwas sitting with iy husband, he told me even if they told you that you
have the illness, so what? Your aunt had

ASi nce | was dlhessgyl havesnever camiplairied to dngone, maybe |
would tell my husband, | would be very honest with him, but not in front of my family.

I n front of my family and(Rdspondemtd aged3B am
years, 5.5. months pedtagnosispn chemotherapy).

Respondent 1 described the special and trusting relationship she has with her
husband, which enables her to share with him intimate emotions, which she does not
share with anyone else. Maybe this reflects her perceptions of him bethgremugh
to bear all of her sufferings. It is also evident that she is protective of her family from
any emotional ramifications of her illness, especially after she started her
chemotherapy treatment. She described that her disease helped her appedoate

and care of her old friends:

Respond@nnrdty Wwheim | was diagnosed with t he
love, everyone has their own way to show their support, | even had friends that | have

not seen since fourth or fifth grade, onceytheard about my illness, they searched

for my address and cameto seeme atliomé Respondent 1, aged 3:
postdiagnosis, on chemotherapy).

Respondent 1 seemed to be surprised t

way to visit her at home. This seemed to have increased her appreciation of the
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renewed care by people who were not previously within her social network. Other
participants discssed the supportive role of their family of origin, neighbours, and

family-in-laws:

Respondent 4iThey all encourage me, they encourage me a lot, they tell me that it is
a phase and it will pass, and (Responydenpbeopl e
4, aged 37 years, 4 months pd&tgnosis, on chemotherapy).

Here, the collectivist social solidarity becomes evident as her social network
supports her. Moreover, the normalisation of the illness experience was implemented
by her social network tellinger that she is not the only person suffering from this
illness, and that many others are in the same boat. This strategy could have been used
by others to decrease their feelings of isolation and stigmatisation.
6.7.3.2Intra -personalfactors

This subtheme redrs to factors within the individual, which have helped their
emotional welbeing in relation to the illness. Some of these factors included having
a pure heart and forgiveness of peopl ebds

5 who said:

Al havea pure heart for all people, and | like good things to happen to others in the
same way that | |ike these good things t
helped me during my illness because | am-kiedrted, and it has really helped me to

hae peace Rekponaantnsdaged (45 years, 4 months-giasinosis, on
chemotherapy).

It is possible that forgiveness is also another religious coping mechanism, but
it has not been explicitly mentioned in her explanations about its relevance wéhin th
religious context. It is possible that this cognitive technique (wishing people well)
leads to emotional webeing. Personality factors have also been cited as factors that
helped participants cope with their illness. Respondent 3 discussed thatohgr str

personality have helpedhto deal with adversity inoth now and in the past:
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fiMaybe my strong personality helped me to feel good about my illness, it helped me
accept the illness. | agree that it was a shock at the beginning, but | know that | am
strong and | will overcome this phase if God wills, | am sure that | will be better than
bef or e becauRespohdena3nagedt39 yearsylo5 month-giasmnosis,

on chemotherapy).

Respondent 3 seems to be referring to being resilient as aalsstyait when
facing various life adversaries. Because being diagnosed with cancer was not her first
encounter with a difficult situation, she had confidence in her ability to overcome the
challenge of this iliness, too. Similarly, respondent 1 redetwéher strong personality
as a factor in her ability to bear all of the pain associated with the side effects of

chemotherapy:

fAiThe first two days | feel tired from the chemotherapy, but I still talk to myself, | talk

a | ot to mys e kttired, Ichsk m@self todstandtugh and |, really wauld

stand up, once | had diarrhoea, and | was throwing up to the point that | lost
consciousness, but | was talking to myse
d o (Rdspbndent 1, aged 33 yedd$ months postiagnosis, on chemotherapy).

For respondent 1, her encouraging internalts¢kf was her empowering and
motivating force despite the very difficult physical side effects of chemotherapy. This
internal selitalk reflected the strengihgave her to go on about her day, and life in
general. Respondent 2 also shared her positive personality which have helped her feel

positive during the treatment period:

R e s p o n dMyrintlawalway8 remind me that | can overcome the illness, they

know me, | would have always put the positive before the negative things in all difficult

life situations, even if someone is mad at me, | would absorb their negative feelings,
and give that person time to cool down. They would have always reminded me that |

am a strong persan ( Respondent 2, a g e-diagn®sis, ope ar s,
chemotherapy).

6.7.3.3Non-religious coping skills
In addition to religious coping, participants also displayed other coping skills

which have helped them cope with the illness thhowg the illness trajectory. Most

271



of these coping skills involved cognitive techniques such as reframing, reappraisal of

the situation, or distraction. Respondent 2 shared that:

Al stop myself from feeling worse by refocusing on my treatment, | wantdo ttea

stage in which doctors would tell me that the disease is cured, it has not metastasised

to other body pars ( Respondent 2, a g e-diagddis, opear s,
chemotherapy).

For her, it seems that she was trying to focus on the solwtfoah was in her
own control, and is about being compliant to her treatment regimen. Respondent 5 also

shared her cognitive techniques that have helped her feel better about her iliness:

Aln this day and age even c haodydungsoulsar e di
so alhamudlillah, everyone could get diagnosed with the disease, the good thing is that
treat ment is availableé and if you obse
negatively affect your bodyfRespondent 5, aged 45 years, 4 montistgiagnosis,

on chemotherapy).

For respondent 5, putting her illness in perspective is one of her cognitive
coping methods. She also appeared to focus on the solution which is being compliant
to her treatment. Awareness of her thinking style seemde tget another coping
strategy she utilised. Respondent 4 also displayed awareness of her thinking style and

shared that:

Al should always be mindful of my thinking, because if | let my morale down then the
illness will beat me, you know, but if | keep thinking positive then | will beat the

illness, the iliness is not the end of theworld( Respondent 4, aged 3
postdiagnosis, on chemotherapy).

Respondent 1 also demonstrated that despite her feelings of loss, she is able to

keep goerspective:

Al often teldl myself so what, i f you doné
eyesight, yet others are brain dead, basically they are dead, so | ask myself: what did

you lose? You hair? It will grow again, if not you can buyig W do not have a wig,

then | can wear a hijab, if it is about the breast | lost, well as long as my husband is
fine, t hen | dondt mi n dtalk aBaut everythimgyso aso a | w
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much as | can | o@espoddent, agec33 years, 5.5Hneonths @astk
diagnosis, on chemotherapy).

In the above excerpt, respondent 1 seemed to be using cogmdblem
solving in addressing each negative implication which was associated with her illness
or its treatment. She started witar hair which could echo its special significance for
her, and lists a number of solutions and worse case scenarios. Then, she moved to the
breast she lost, and devises a solution, which she linked to the most concerned person
for her as a married womalmer husband. With these seffade solutions, she reduces

the negative feelings linked to her illness experience.

6.8 Discussion

This study explored how Omani women newly diagnosed with breast cancer
understood and gave meaning to their illness experiémmrighout the illness
trajectory. It also examined the dynamic nature of their coping processes, and the
critical role of religious coping as an important coping resource. Finally, it examined
ot her factors whi ch h e tlbpmidrelptiarrtdthedinegsant s 6
This section summarises the main results, relates it to the relevant literature, and
highlights the clinical implications. To our knowledge, this study is the first of its kind
in the Arab region as it explored illness experenof Omani women using clear
theoretical frameworks, which included the IPA approach and the integrated model of

this thesis.

Our findings complement and add strong theoretical foundatigmetaous
gualitative studies fro®@man andther countriegAl-Azri et al., 2014; AlAzri et al.,
2014; Ahaddou & Broeckaert, 208; Almegewly et al., 2019; Fearon et &Q20;

Howard, Bottorff, Balneaves, & Grewal, 2Q0%ajadian, Mahsa, Motaharinasab,
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Kazemnejad, & Haghighat, 2017; Shabrina & Iskandarsyal8)28its utilisation of

an intgrated theoretical model, whiclelped to explain the psychological
mechanisms in which illness perceptions and religious coping impacted the
psychological wetbeing of these women. Previous studies in the literature have not
asessed the varied nature of illness perceptions, and their association with religious
coping in a theoretically driven mann@l-Azri et al., 2014; AlAzri et al., 2014;
Ahaddou & Broeckaert, 20&; Almegewly et al.2019; Smit, Coetzee, Roomaney,

Bradshav, & Swartz, 2019

6.8.1Summary anddiscussion ofmain findings
6.8.1.1The context of iliness perceptions

The first theme shed light on illness perceptiohgarticipants, their families,
and people in their social network. For more than half of the sample, the illness
perceptions of consequences, timeline, and identity were severe enough to cause
anxious feelings for participants and their families at the thdiagnosis. There is
also evidence from the literature from various cultural groups that, at the time of
diagnosis, women diagnosed with breast cancer had profoundly challenging emotional
experiences, which were frequently associated with a severiyeetédentity of the
illness (AFAzri et al., 2014 Barden, Gutierrez, Gonzalez, &iAR016 Blow et al.,
2011; Fearon et al.,, 20; Fu, Xu, Liu, & Haber, 2008 Howard et al, 2007;
Liamputtong & Suwankhong, 2015). These wormaost often linked breast meer
with dying and leaving their familieand young childrerehind. Therefore, these
emotional reactions seemed to be linked with the perceived identity of breast cancer

as a deadly disease.

274



Participants were also concerned about the emotional remctibriheir
families, and people in their social network. This concern seemed to have been
substantiated as their families were highly distressed in relation to the diagnosis of the
illness early in the iliness trajectory. Our findings fits with the wikiterature as
families fromvarious cultural backgrounds have indicasé@ng emotional reactions
once they knew about the disease. These studies indicate that breass@dis®mase
which affects the whole family and not only the wonfah-Azri et d., 2014;Barden
et al., 2016Blow et al., 2011Dickerson, Alqgaissi, Underhill, & Lally, 203 Howard
et al., 2007. The literature also corroborates these findings in that women with breast
cancer from OmanUnited States and Chinveere protective of # emotional well
being of their families and perceived informing the family of the illness as a heavy
burden (AtAzri et al., 2014Dickerson et al., 203 Fuet al., 2008. IndeedaChinese
study highlighted thathinesevomen did not inform their famés of their disease
the first placgFu et al., 2008)These findings might indicate that not only patients,
but also their families, mighbenefit from psychological support during the early

diagnosis period of the illness.

Additionally, participants in our stuc
of them and their unhelpful emotional reactitmghecancediagnosis These findings
fit with the illness experience of women with breast cafroen other cultures that
some of these women established boundaries atiiter people, andvoided people
with extreme unhelpful emotional reactions (i.e. crying, exaggerating the illness), as
they did not find these emotional expressipagicularly supportive for theifBarden
et al.,, 2016; Howard et al., 20Q7)he findings of our study also highlighted that

participants were negatively affected b

275



cancer. Similar results have bdennd in previous qualitative studies among Omani,
Arab, and other populations from other cultural groups in which participants suffered
from the negative emotional reactions and excessive pity from people in their networks
(Al-Azri et al., 2014Almegewly et al., 203Barden et al., 2016; Blow et al., 2011,
Obadat et al., 2013). Thesmdings mightsuggesthe needor comprehensive public
awareness campaigns about breast camtech aim to address suclprevalent
negative and maladaptive illness perceptidine identity illness perception of linking
breast ancerwith death seemed to havesulted in extreme unhelpful emotional

reactions by other people.

Consequently, our study findings revealed that participants were not only
overwhelmed by their own illness perceptions, but were also concerned about their
famil yéds il |l ness p ewihpgapents diagnesed withega anelv i o u s
neck cancer found that the illness perceptions of caregiversmore threatening
compared t o p aceptions; adstoh ei |clanridesss pepreeptris
predicted a significant variance pfa t i quality sfdife (Richardson, Morig, &

Broadbent, 2015). Therefore, these findings along with ourgestighat it might be
helpful within the clinical health care settinip examine and correct théness

perceptions of the main caregiver of the patient

For our sample, some family mesrk facilitated sharing the diagnosis of the
illness with therest of thefamily, and corrected threatening illness perceptiams,
order to reduce the burdei these women. Sharing the disease news with others
(including family or ceworkers) was simildy perceived as a burden in another study
from the United StategDickerson et al., 2011)But for our study, some family

members addressed and corrected maladaptive illness perceptions such as the
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perceived course of the illness, the label and perceiypgptoms of the illness,
perceived treatment efficacy, and perceived consequences of the ilinésgesen

w 0 me livéssThese findingsouldsuggest that health care providers may not have
equipped these women with the needed information about theirsillfilksrefore,

these women utiligetheir family members taorrect certainliness perceptions.
Previous qualitative studies hasteggestedimilar findings in that women with breast
cancer felt that not enough information about the treatment of thesillpesgnosis,

and consequences were provided to them by health care providers (Barden et al., 2016;
Bond et al., 2010; Dickerson et al., 2011; Howard et al., 2BBandarsyatet al.,

2013; Mehrabi, Hajian, Simbar, Hoshyari, & Zayeri, 20%6¢ks et al.2016). This,

in turn, necessitated that thdgecome proactive in learning about their disease from
varied sources such as books, other family members with similar illness experience,
or by asking their health care providers about all questions they mayBad et al.,

2010; Fu et al., 2008). These findingsuld suggest that health care provides might
need to conskr the amount of diseaspecificinformation that are needed by each
woman with breast cancer, given that these informatesdsmay varyindividually

depending on the woan (Dickerson et al., 2011).

The involvement of the family in generaind male relativespecifically,in
the treatment decisions and information provision about the disessaot only
highlighted as importamh our stwy, butwasalso evident iranother Omani study and
other collectivistic cultures from South Armiaand Latina cultures (ABahri, Al-
Moundhri, AkFMandhri, & Al-Azri, 2018: Barden et al., 2016; Howard et al., 2007).

Collectivist societies such as Omani, South Asian, and Latina cultures reflect the
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supportive involvement of the immediate family (husband children)as wellasthe

family of origin including mothers, sisters, and mothers in law of these women.

Although the change in the severity of illness perceptions among our sample
was evident, but the literature reportetked findings on the changbility of illness
perceptions (Fearon et al.,Z) Howard et al., 2007; McCorry et al., 2013ehrabi
et al., 2016; Shabrin& Iskandarsyah, 2@). The metaanalysis conducted by Fearon
et al. (2@0) on the illness experiences of Arab women with breaster found that
three studies Doumit, ElI Saghir, Huijer, Kelley, & Nassaf01Q Hammoudeh,
Hogan, & Giacaman, 201dassim, & Whitford, 20143howedthat the identity of
breast cancer as a deathtsene at the time of dgnosishanged into a mowredaptive
perception lter in the illness trajectoryHowever,the content of iliness perceptions
for women who continued to exhibit severe maladapliivess perceptionsere about
the likely increased risk of other family members to get canoerwabomenwho did
not have adequatdiseasaelated information AL-Azri et al., 2014;Algaissi, &
Dickerson,2010; Doumit Huijer, Kelley, El Saghir, & Nassar, 2010; Doumit et al.,
2010; Jassim, & Whitford, 2014; Kobeissi &t, 2014;McEwan, Underwood, &
Corbex, 20140beidat, & Lally,2014; Obeidat et al2013) Research from other
cultural groups have also found that for some women, they continued to display severe
illness perceptiongven thoughseveral years and monttsve passedsince the
diagnosis with thellness Barden et al., 2016; Howard et al., 2007; Mehrabi et al.,
2016) However,there is some evidence that these identity perceptions were more
adaptive amonylalaysian womerlespite the advanced stage of the illness (&b
& Iskandarsyah, 2@). But the difference in the Malaysian study may be attributed to

t he sampl eds batyiofealematiatiaditiantltreatiments tdhéyi
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soughtwhich were also linked ttheir high scores on the personal contaslwell as

perceiving the identity of breast cancer as an acute condition (i.e. with short duration).

These mixed findings could be explain
understanding about diseasgated knowledge. Women with more factual knalgle
about their disease seem to fare better in terms of their illness perceptions compared
to women who continued to have maladaptive illness perceptimveaid et al., 2007
Mehrabi et al., 201;,6Shabrina & Iskandarsyah, 28)1 These findingsnight suggest
that utilising clinical interventions to address maladaptive illness perceptoosg
women with threatening and severe iliness percepganly in the illness trajectory
could be essential to improve the emotional elhg of these women. Seaé
intervention studies with women with breast cancer highlighted that addressing
maladaptive illness cognitions using cognitive behavioural techniques have had
beneficial effects on the psychological adjustment for these woRischéret al.,

2013 Stag etal., 2015.

The link between illness perceptions and religious coping methods were also
evident in this study. Several participants attributed the cause of the illness to religious
factors such as a call from God, which aimed to get them spiritcialber to God.
Participantsin our studyshared their gratitude to God by saying (Alhamdulillah),
which is a fundamental belief in Islam. Gratitude in Islam is not only expected to be
felt in good times, but also in difficult times as well. Our samplegreed God with
complete omnipotence, who is in control of all eveStmiilar findings were reported
in the literature from women with breast cancer from various religious backgrounds
(Al-Azri et al., 2014 Ahaddour & Broeckaert, 2@L Almegewly et al., 209; Barden

et al., 2016; Blow et al., 2011; Howard et al., 2007; Liamputtong & Suwankhong,
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2015). These studies concluded tlkaeping in mind the religious diversity of these
women, they utilised their religious beliefs which attributed the cause of illness to a
religiously based reason such as a call from God{tamdinessabei ng Godos
(Al-Azri et al., 2014; Ahaddows& Broeckaert, 208, Almegewly et al., 2019; Barden

et al., 2016; Blow et al., 2011; Howard et al., 2007; Liamputtong & Suwankhong,
2015. These findings fronmultiple cultural groupseflect thatthe process ahaking

sense of the illnessvithin this popuhtion mainly stemmedrom the religious
background®f these women. Aerefore, it might be helpful that professionals within
health care to be sensitised to the importance of religion in the lives of some women

with breast cancer.

Moreover, within our sapie, other cognitive religious coping methods were
alsoutiised and they included perceiving the
love, and an evidence that God is thinking about them. These religious cognitive
techniques were also reportedhe titerature (Ahaddour & Broeckaert, B)Al-Azri
et al, 2014; Amegewly et al., 2019; Fearon et al.22D The Islamic utility of this
thinking lies in the belief that if a woman would think positively about God, and
surrender all control to Him, then she stands a high chance of being rewarded in this
life, and getting cured, given that Muslims believe thatrything that happesrein
Go d 6 s .df sha passeslaway, then she would be rewarded in paradise because of
her patience (Ahaddour & Broeckaert, 80Errihani et al., 2007). Hence, thinking
about God in benevolent manner is encouraged and rewaegeddless of the

outcome of the illness.
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6.8.1.2The utilisation of the multi -dimensionalpositive religious coping

Although participants were asked an oeded question about the usefulness
of coping skills in their iliness journey, all of them indicated tiefigious coping was
the main coping skill which helped them manage the illness, and make sense of it. The
substantial use of positive religious copiagiong our participantsupportsthe
findings from the literaturevhich showed that women with breaancer from various
countries heavily used positive religious coping in their illness exper{@&he&zri et
al., 2014; Ahaddour & Broeckaert, Z)1Barden et al., 2016; Blow et al., 2011;
Dickerson et al., 2011; Fearon et al.2@0Goldblatt, Cohen, Aza& Manassa, 2013;
Howard et al., 2007; Liamputtong & Suwankhong, 2015; Mehrabi et al., Ratgini
et al., 2015; Zamanian et al., 201%hese studies highlighted that feomen with
breast cancer who are LatifBarden et al., 2016), American (Blow et al., 2011;
Dickerson et al., @L1), Sikh IndiarCanadian(Howard et al., 2007), Thaiugldhist
(Liamputtong & Suwankhong, 2013)fuslim Iranian (Mehrabi et al., 201B0hani et
al., 2015; Zamanian et al., 2013rab (Ahaddour & Broeckaert, 281Fearon et al.,
2020; Goldblatt et al., 2013)and Omani women with breast cancer-gdri et al.,
2014), religious coping in the form of positive religious beliefs and behaviours was a
valuable coping resource fdni$ popuétion. These findings reflect thatnong this
population and regardless of tbatural or religious backgrounthere was a need to
accept and make sense of the illnessl the most powerful vehidie achieve thisvas

the use of the religion in a bendsot manner

Additionally, our findings highlighted that none of the participants in our study
utilised negative religious coping. Only one participant criticisedhepeople who

displayed negative religious attributions, or blamed God for their affliction (e.g. of
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getting cancer)This finding could be partiallgxplained bythe convenienceampling

of this studywhich did notnvolve participants who utilisedegativereligious coping.
Moreover it is important to mention the possibility of social desirability bias in
shaping participantsd responses of ‘their
experience. Social desirability bias refers to the tendency ddraksearticipants to
selectively only disclose what is perceived as socially acceptable within their specific
cultural and religious context (Bergen & Labonté, 2020). Within the context of this
study, social desirability bias could be a consequence dahsitive nature of the

topic covered (i.e. religious coping). As such, it is possible that the participants in this
study could have had the desire to appear in a more socially acceptable manner by
withholding their use of negative religious coping (net disclosing the illness as a
punishment from God, or that God has abandoned them). They could have also felt
concerned about being judged by the researcher Z.A. This could be especially true
given that the use of negative religious coping is criticiggithin the Muslim
community, as it has already been pointed out by one of the participants (Participant
6). On the other hand, it is equally important to mention that the researcher Z.A. took
all possible measures to reduce this bias by assuring thegeartecthat there were no

right or wrong answers, and by establishing a trusting rapport with them.

However,the reduced/or lack of use of negative religious coping is largely
analogous to the literatureportedfrom various cultural backgroundwhich found
that negative religious coping wasinimally implementedby women with chronic
illnesses, including breast cancer (Ahaddour & Broeckaertd)20d women with
breast canceall & Bilodeau, 2020Hebert, Zdaniuk, Schulz, Scheier, 2009: Obeidat

etal.,2013;, Thun® Boyl e, Stygall, Keshtgar, Da
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et al., 2015). Although Ahaddour and Broeckaert 8@ @éportedhat all of theirstudy
participants utilised positive religious coping, the perception that the iliness could be

a pwishment from God alsgenerallyexists among some Muslim8long the same

lines, negative religious attributions were shared by one of the participants from
Obeidat et al. (2013) study, in whichetparticipant expected that people who envy

her would haveattributed her illness as a punishment from God (Obeidat et al., 2013).
However, the minimal use of negative religious cohguld not leadisto disregard

this coping method, giveits associationwith negative mental health outcomssch

as anxietyThun® Boyl e et al ., 2 DZwidgmand, Wirta,g ma n n
Muller, Kérber, & Murken, 2006and depressiorHgbertet al.,2009 Thun ® eBoy | e
al., 2013 Zwingman et al., 2006 It is also possible that shame may prevent these
women from sharing their negatively religiously oriented thoudigsause in Islam

it is expected that Muslims should always think of God in a benevolenhaman
Thereforecliniciansworking with this populatiomight need to opendialoguewith

these women to assess the presence of negalig®us coping in an open manner.

This study also clearly demonstratbdt participants utilised several domains
of religious copingwhich included religiously based behaviours, thoughts, feelings,
and spiritual relationship with GodAll of these religious dimensionfitted into
P ar g a muggestions of theulti-dimensionality ofreligious coping (Pargament,
1997) (Section 2.4.1). Our mdss alsoaddedsupportto AbbRai ya and Par gal
(2011) suggestion adhe multtdimensionality of Islam as a religion (AlRRaiya &
Pargament, 2011 Moreover, the findings of this study pointedt that different
dimensions of religious coping could hglised by participats to achievelifferent

psychologicaloutcomes. More specificallyat the time of diagnosis, the use of
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religious thoughts was nossociated with feeling positivé&kather these thoughts
appeared to have helped participantethue their negative feelingghout the illness
However, behaviour al met hods of religiou
and night prayerseemed to be associated witbsitive outcomes such asnotional
comfort. In essence, the aim of all of these religious coping mehtudseek spiritual
closeness with God. The muttimensionality of religious coping which was found in
our study fits with the literaturaf women with breast cangen tha regardless of their
religious backgroundsthey utilised diversecognitive, behavioural, emotional, and
spiritual dimensions to help them cope with cancerAAdi et al., 2014; Ahaddour &
Broeckaert, 208; Barden et al., 2016; Blow e al., 2011; Dickerset al., 2011;
Goldblatt et al.,, 2013; Howard et al., 2007; Liamputtong & Suwankhong, 2015).
However, the content ofélse religioushoughts that anenplemented by these women
throughout theoping processas well as the religious behaviopdgfer according to

the religious backgrounads these women. Therefore, thiedings from this studyrad

the literature suggests thidthe women are religious, then thayght benefit from
discussing their varied use of religious coping methods with their lezaitthproviders

to support them throughout their illness trajectory.

However, the cognitive dimension of religious coping was heavily utilised by
this sample, compared to other dimensidheviousqualitative studies have also
reported thegreat emphasithatwasplaced on the cognitive dimension of religious
copingby women with breast cancgl-Azri et al., 2014; Ahaddour & Broeckaert,
2018; Fearon et al., ZD; Goldblatt etal.,, 2013; Howard et al., 20R7The cognitive
aspect helped these womeelfiess overwhelmed by their illness, and consequently

accept the illness.
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Religious coping initially increased at the time of diagnosis, compared to the
time prior to the diagnosis for the majority of participants. However, it remained stable
afterwards. fie majority of participants continued their heavy utilisation of religious
coping after the diagnosis. Some participants continued their daily recitation of the
Qur 6an, I n addition to the night prayers
spiritualy connected to God, compared to the time prior to the diagnosis. Longitudinal
studies have reported mixed results in terms of the change in the frequency of religious
coping methodsQarver et al., 1993; Culver, Arena, Antoni, & Carver, 2062l &
Bilodeau, 2020; ThunBoyle et al.,2011; Rohanket al.,2015). Gall and Bilodeau
(2020) found out that the positive spiritual appraisal of the illness (i.e. illness as
predestined by God) increased from 3 to 6 months from the diagkidisie other
researcher®und that the use of religious coping increbs@und the time of surgery,
then decreased afterwards (Carver et al., 1993; Culver 20@2; ThunéBoyle et al.,
2011). ThunéBoyle et al.(2011) evaluated specific religious coping methods and
found that both positive religious coping and negative religious coping increased
around surgery and then decreased 12 monthsRabeani and colleagues (2015), on
the other hand, found thabmpared to women with benign diagnosis in the control
group, women wit breast cancer used significantly musitive religious coping
but it showeda minimal decreas®ver a émonth period. These varied findings have
been attributed to the cuhal contributions which affe¢he use of specific methods
of religious copig (ThunéBoyle et al., 2011). Itould alsoreflect that women at
various stages of the illness trajectory might be in needdwaried religious coping

methods to help them coped make sense of the illness.
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6.8.1.30ther factors associated withemotional well-being

The third theme addressed three fundamental factors that helped improve the
emotional welbeing of participants: the support of family and close people,-intra
personal factors, and naaligious coping skills. The first sutrdinate theme
corroboraes results from the relevant literature on the role of the family and social
network in providing emotional as well as instrumental help for wowién breast
cancer(Al-Azri et al., 2014; Anegewly et al., 2019; Barden et al., 2016; Blow et al.,
2011; Dckerson et al., 2011; Fearon et al2@C0Fu et al., 2008; Goldblatt et al., 2013;
Howard et al., 2007). Other studies have supported our finditigatinu s bands o r o
was prominentin providing emotional support to their wives, in the form of
accompaying them to their treatment sessions, and also supporting them emotionally
(Al-Azri et al., 2014; Barden et al., 2016; Dickerson et al., 2011; Fearon et2d};., 20
Fu et al., 2008; Howard et al., 200Additionally, the supportive role of the families
of these womenvas also substantiated in the literature-g&ti et al., 2013; Barden
et al., 2016; Blow et al., 2011; Dickerson et al., 2011; Fearon et 20, G0ldblatt et
al., 2013). These findingmight suggestthat some women might benefit from
involving their families in discussions within the health care setting, so that families
can get a clear idea about the best possible ways they can support them at various

points throughout the iliness trajectory.

The importance of intr@ersonal factors indiping the participants cope with
the illness was demonstrated in this study, and this could be understood within the
literature of Posfraumatic Growth (PTG) (Zhai, Newton & Copnell, 2019). PTG
occurs whera positive transformation occurs the waya pesonperceive self and

life in general. This change typically occurs as a consequéramnfrontingstressful
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events (Tedeschi & Calhoun, 1996). Some of the expressions of PTG as applied to our
study sample included developimgternal strength, whichave enabled these women

to survive the illness, and hope for a better future for themselves. Several women in
this study exemplified characteristics of PTG, which made them feel
psychologically/internally stronger despite the challenging physical sidetsefiéc
chemotherapy. Some participants were astonished of their inner strength, that they
never imagined they had. Although the phenomenon of PTG was not one of the aims
of this study, it is the naturef IPA approach that unexpectptienomenon could
emergeduring the analysis process. Other studies with women who have breast cancer
have also highlighted the positive psychological changes as a result of the diagnosis of
cancer (Barden et al., 2016; Blow et al., 2011; Bond et al., 2010; Evans, Show, &
Sharp2012; Liamputtong & Suwankhong, 2015). Our findings and thiégsdstudies
suggest that the coping procésswomen with breast cancemist universal and could

be influenced by several factors such as personality factors as well as previous
experience with adversity, all of which could have an impact on the development of
PTG among this population (Blow et al., 2011). Therefore, adoptpeysorcentred
approach in the care of these women might be more suitable to meet the psychological

needs of these women

The thirdsubordinate themeavas the use of nereligious coping skis by the
study sampleThese factors mainly involved cognitigkills, which reduced these
womends negative f eel i ngs-being.Severahgtudiesv e d
also pointed out that women with breast cancer utilise a variety of cognitive as well a
behavioural techniques to cope with the illnessA&ti et al., 2014; Bond et al., 201

Blow et al., 2011; Dickerson et al., 2011; Feeed al., 2Q0; Fu et al., 2008 Various
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cognitive and behavioural strategies such as withdrawal, denial, optimism and
distractiorhave alsdeen reported in several stusl@mong women with breast cancer
(Al-Azri et al., 2014; Bond et al., 201Blow et al., 2011; Dickerson et al., 2011; Fu

et al., 2008). The use of various cognitive and behavioural coping skills by women
with breast cancemight reflect the variety of copg resources utilised by this
population to cope with the illneds light of these findings, health care providers as
well as family members supportingese womemightneed to be aware that not only
religious coping and illness perceptions are impoértmponents in the iliness
experiencefor these women, but also other illnegrecific coping skills are
incorporated into theoping repertoire of these women to help themanagetheir

illness experience.

6.9 Theoretical implications

This study partially spported thentegrated model, and addedidence to the
parallel processeasithin the commorsense model which occduring the encounter
of a health threat (Section 2.3.1) (Diefenbach & Leventhal, 1996; Leventhal, Meyer,
& Nerenz, 1980)More specifically, athe time of diagnosis, both the emotional
representations of illness (em.a t i emotiorsaléreactions to the illness), and other
cognitive illness perceptions (e.g. timeline, consequences) were activated, and they
appearedo exphin the emotional reactions for both participants and their families.
For the families, identity perceptions which equated cancer with deaplearedo
have led to these fear responses. Consequently, the prevalent illness perceptions in the
society addgurther support to the commesense model by demonstrating that these

perceptions are derived, and reinforced by laymen beliefs about the various illness
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dimensionssuch as illness identitfteventhal, Phillips, Burns, 2016; Mehrabi et al.,

2016).

Additionally, the integrated model was further supported in terms of the
suggested associations between religious coping and iliness perceptions. This study
showed the specific conditions in which illness perceptions were associated with
religious coping. At théime of diagnosis, less severe illness perceptions were closely
linked with religious thoughts (i.e. the illness is a test from God, God remembered
me). However, when iliness perceptions were seveligjouscoping efforts seemed
to be limited in its utisation by participantdyecausehey focused more prominently
on addresmg severdllnessperceptions. This is a confirmation of the staging system
within the original commotsense model, which suggest that illness perceptions

happens first, then copirngkes place.

Additionally, this study added theoretical knedge by demonstrating that
illness perceptionschanged from being severe and maladaptive at the time of
diagnosis, to becoming more adaptive perceptions airtteedf the interview. The
mechansmfor this change waassociatetvithp ar t i ci pant sé wupdated
the iliness, andheir newly acquiredliness experience. Family members typically
addressed maladaptive illness perceptiavisreover, religious coping typically
increased compad to the time prior to the diagnosis, but remained relatively stable
afterwards. Therefore, religious coping was less dynamic compared to illness

perceptions.

The multidimensionality of religious coping was confirmed in this study as

participants described the cognitive, behavioural, emotional, and spiritual dimensions
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that they utilised throughout their illness experience. This study also demonstrated
specifictheoretical linkages between the specific emotional outcomes associated with
cognitive religious coping at the time of diagnodike implementation ofeligious
copingby participants at the time of diagnoseemed to leatb a reduced feeling of
distresat the time of diagnosis. However, behavioural and spiritual dimensibit
wereused later in the illness trajectory, were associated with positive feelings such as
emotional comfort and feeling content. Additionally, the finding that spirituality wa

a main aim of religious coping among this sample adds further theoretical support to
Pargament s (1997) theory of religious ¢
main goal of religion. However, none of the participants described the use of/aegati
religious coping, which suggest that for this population, this method of coping is not

used.This could be related to the sampling technique utilised in this study.

6.10 Measurement issues

This study demonstrated that participants utilised a number dfiveos
religious coping strategies that fell i n
theory of religious coping1997) Additionally, the findings highlighted the specific
religious coping thoughts and behaviours that are specifically pertine@mtmi
women with breast cancer. The religioustyented thoughts included perceiving the
il Il ness as a sign of Goddés | ove, a test
evaluate missed religious obligationzior to the diagnosis of the disease
Additionally, other culturally relevant behavioural coping strategies involved reading

the Qurdan and night prayers.

When looking to items making upthe Arabic version of the tief RCOPE

which was implemented in Chapter 5, it appeared that the culturally relevant
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behavioural domairs not preciselycoveredn the tool,and does not include religious
behaviours suchase a d i n gr n@ht prdyarshdditionally, the specific Islamic
religious thoughg mentioned above were also not inclugethe measure. Therefore,
although the measurassesseather relevant dimensions of the religious coping
process utilised by Muslims, such as the spiritual domain and some cognitive domains,
it did na evaluatehe behavioural and cognitive domains in enough details. Therefore,
future studiesvithin the Omani setting or other Islamic cultural settimgght benefit

from including specific behavioural copinghnethodsas well as relevant religious

thoughts so that it will resonate better for fogulation of interest of the study.

6.11Clinical implications

The clinical implications for this study are directly linked to the cancer clinical
care spectrum. The first imphtion is associated with the needtmduct prospective
studiesinordertoassgssat i ent s6 il Il ness per merget i ons
to support them tomanage their emotional responses in a healthy manner.
Consequently, it might be helpffdr health care providers to equip these women with
diseaseaelated information which meet their individual needs. However, this step
should be done after conducting prospective studies to establish this need more clearly
among this populationThis is midt be an important step, because it will allow the
patient to haveaccurateinformation about theidisease rather than depending on
unreliable internet sources, damily members who may not have adequate
information about thedisease.More specifically, perceptions of illness identity,
timeline, and consequencesght require tde the focus of the clinical assessment of

illness perceptionamong this population
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Given the importance of family in the lives of Omani wonasnseen in this
study, it might be helpful to ensure adequate collaboration between the health care
provider and the patient and their comparfamily. The aim of this collaboration is
to plan with the patient on how to share thagnosis with their families, and address
any other pereived burden by the patierithis point is crucial because it was one of

the main stressors for many participants at the time of diagnosis.

The third point is related to opening a dialogue with women newly diagnosed
with breast cancer to assess their suppgstems in order to help them manage the
implications of the treatment phase. This could be achieved by assessing the
availability of support from their social network, and whether any professional
interventions are needed to initiate that mode of stppbis is important given these
womends need for emotional as wel | as

sessions commences.

The fourth point is linked to discussing the coping resources for these women,
and encouraging them to mobilise theirigiglus as well as general coping skills.
Therefore, clinicians responsible for the care of these women might become sensitised
to this dimension of clinical care. Therefore, the assessment of the general as well as
religious coping process might be a haltart to support these women throughout

the illness trajectory.

6.12 Strengths and Limitations
One of the strengths of this study is that this is the first théoven qualitative
study that examined the illness experiences of Omani women newly céalgwib

breast cancer. This study could be utilised as the basis for prospective studies which
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aim to better understand the associations among illness perceptions, coping, and
psychosocial outcomes among this population. Then, these research attempts would
hopefully be the basis for devising culturally sensitive clinical interventions suitable
for this population. The second strength of this study is its utilisation of the IPA
approach, which helped in shedding light on social and cultural factors whieh wer
crucial to the understanding of the illness experience for these women (Smith et al.,

2009).

The third strength of study is that thesearcher and interviewer (Z.As)an
Arab and Muslim clinical psychologist. She has several years of experiencekingvo
with Omani women with breast cancer. Her experience and the similarity in the
cultural background with participants have made communications with them easier,
and helped them to build a trusting alliance with her. Consequently, this has helped
partidpants to gradually open up about their illness experiences. The researcher was
also aware of her prexisting judgments about the phenomenon being explored, and
therefore she attempted to Abracket them
by docunenting her experiences irreflexivity journal. The ainof the journalWwasto
i ncrease t hwareresd kea fedinge and thinking processes, so that

these do not influence par.ticipantdés nar |

Moreover, sharing aimilar cultural and religious background with these
women helped the researcher in the analysis process, by explaining in details the
significance of religious coping and cultural practices within thiftural illness
context. Although the researcher vaagare of the need to bracket off her knowledge
about the research phenomenber religious background helped her to make sense

and fully explain the meaning of religious coping process as well as other cultural
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components that have been describediwitteiliness experience®r these women
Having | not shared the same religion with the participants, it would have been
challenging to fully capture the significance of these experiences because meaning
making occurs withinthe particular social contextAdditionally, many of the
sociocultural practicesuch as the obligation of supporting sick people by visiting
them could have been difficult to understand if the analyst did not have the experience

of actually living in the Omani society.

Despite the sengths of this study, several limitatioalso existOne of these
is related to the nature of conveniansampling in qualitative studies and
generalizability of findings. Giving that the sample utilised is not a probability sample,
no generalisation cédi be made from this study. However, the aim of qualitative
studies is not to make generalisations, rather to understand the living experience of a

specific population.

Al t hough the researcherdéds cul tur al b a«
study, it might have also been a limitation. Bracketing off was a challenging task
throughout the research proceBgcause participants expected that the interviewer
was familiar with the religious andultural background, thewassumd that no
explanations weraeeded when they discussed religious coping, given that these are
well-known facts within the Islamic culture. However, this limitation was addressed
by gently prompting participantknotwnobe 1
assumptions. One exampe i as ki ng: how was reading th
Participants assumed that because it 1 s

bring out comfort, some participants were, at times, surprised when asked this
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guestion. This was addressegilth e r e s e ar c h that ong of éhe @nhsadil ni n g

this study was to understand how these coping methods could be helpful to them.

Another limitation is the crossultural nature of this study in that it occurred
in a social and cultural medium which @if6 from the cultural background of the
readers of this research. Utilising the IPA approach in this-cudtgral research was
another limitation, which is mainly linked to the potential loss of the sociocultural
meaning of parti cgithe damdlaiod proceduresaThis limagasion d u r |
could have negatively affected the validity of the research findings if no clear and
rigorous measures were taken to address them. However, translation issues for the
interview questions were carefully addrassssing the backranslation procedures,
and the pilot testing to ensure the clarity of these questions in Arabic language for the

population of the study.

In regards to the validity concerns of data analysis, this step was addressed by
conducting the aalysis in Arabic language, as recommended by authors in qualitative
research (Laverack & Brown, 2003; Maclean et al., 280diires, 2009Twinn, 199,;
van Nes et al., 2010), so that the loss of the meaning within this specific sociocultural
context will b2 minimised. Additionally, three transcripts were reviewed with the
Omani supervisor (S.Ato ensure that the themes wharherged from the transcripts
wereconnected to the data. Moreover, special care was taken in the translation of the
guotes, as Z.A. worked closely with the official translator (E.A.) to ensure that the

meaning expressed by participants is as close as possible to the English translation.
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6.13Conclusion

This study showed that among this purposeful sample of Omani women newly
diagnosed with breast cancer, iliness perceptions and positive religious coping helped
us to understand their lived experience. The study demonstrated the dynamic aspect of
both of these concepts and how they changed over tis®, results had theoretical
implications in that it partially supported the integrated model and the
multidimensionality of religious coping. However, it also showed that religious coping
was largely neglecteih the commorsense model despite its important role in
understanding the illness experience among this population, and other populations
with different religious backgrounds. The next chapter will discuss the collective
results from the three studies this thesis. It will also providéhe theoretical and

clinical implications for the overall thesis.
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Chapter 7: Summary and Discussion

7.1  Summary

This thesis implemented a mixed methods research design to explore the role
of religious coping in theefationship between illness perceptions and psychosocial
outcomes among Omani women newly diagnosed with breast cancer. An integrated
theoretical model, discussed in Section 2.6, guided this thesis. This is the first theory
driven research in the literagyrwhich explored this topic within a breast cancer
context.Priorto embarking on the two empirical studies of this thesis (Chapters 5 and
6), a systematic review (Chapter 3) was conducted to understand how religious coping
has been measured in clinical cancer research, and to identity the most suitable
religious copingmeasure for the quantitative study of this thesis. The systematic
review identified the adapted Arabic version of the Brief RCOPE as a suitable measure
for the quantitative study. Therefore, this measure was implemented in the quantitative
study. The quadtiative phase then followed to expand on, and make sense of, both the
significant and nossignificant quantitative findings. This was achieved through the
utilisation of Interpretative Phenomenological Analysis (IPA) as the qualitative
theoretical framewds. While the findings from chapters three, five, and six have been
discussed in relation to the relevant literature, this chapter aims to provide an integrated

discussion of the three studies of this thesis in relation to the broader literature.

7.2  Summary of keyfindings
The main findings from the systematic review of Chapter 3 highlighted that
most of the identified 21 religious coping measures had limited psychometric

properties. Only four of these measures were based on a specific theoBancer
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andDeity Measure (Bowman et al., 2008), the Perspectives of Support from God Scale
(Hamilton et al., 2010), the BMMRS (Brief Multidimensional Measurement of
Religiousness and Spirituality) (Johnstone et al., 20@%pa et al., 2037 and the

Brief Persian ROPE (Sharif et al., 2018Additionally, the items making up the
measures which were extracted from the validation studies heavily focused on the
cognitive domain of religious coping, compared to other domains, which are the
behavoural,emotional, socialand spiritual domains. The Brief RCOPE was selected

as the religious coping tool to be utilised for the quantitative study, because it is based
on theory, and is the most tested religious coping measure in clinical cancer research.
Additionally, the intenal consistency was adequate and ranged betweerQ@3)/

for the positive religious coping scale, while it was between {0.89) for the
negative religious coping scale. Additionally, the factor structure of the Brief RCOPE
(Holt et al., 2011; Zwingman et al., 2006, 2008), confirmed the two factors originally
suggested by Pargament et al. (2011), which are the positive and negative religious

coping scales.

The quantitative phase, which was based on a sample of 103 women with breast
cancer, found thahese women displayed normative levels of symptoms of anxiety
and depression daid out by Zigmond and Snaith (1983). Additionalhggative
religious coping expl ained t he rel ation
representations of iliness, on theedmand, and symptoms of anxiety and depression
on the other hand. This finding means
emotional reactions in response to the disease (i.e. fear, sadness, concern) were more
likely to also exhibit general symptoms aix@ety and depression, and this was via

their use of negative religious coping. This finding may also reflect that the emotional
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representations of illness and symptoms of anxiety and depression are conceptually
similar, and might measure similar feelintates. Additionally, positive religious
coping acted as a mediator between the perceived course of the illness and global
health status. This means that women who perceived their illness as having a long
course (i.e. perceiving the illness as chronic) weoee likely to have a better quality

of life, and this was achieved via the use of positive religious coping methods.
Moreover, significant associations were found between some predictor variables;
negative religious coping, the perceived consequencestj@ral representations of

the illness, perceived course of the illness, the illness identity, and the psychosocial

outcomes (i.e. symptoms of anxiety, depression, and quality of life).

The qualitative phase involved conducting interviews with six Omamen

who were newly diagnosed with breast cancer. Three interrelated themes emerged
from the interviews and these were: illness perceptions, religious coping, and other
factors which helped the emotional wb#ing of these women. The first theme
demonstreed that at the time of diagnosis, the severe emotional reactions in relation
to the illness (severe anxiety and devastation) for the women and their families
appeared to be associated with their perceptions of the identity of breast cancer as a
deadly digase. The theme also showed that illness perceptions changed from being
threatening and maladaptive at the time of diagnosis, to being less threatening later in

the iliness trajectory.

The second theme highlighted thtlisation of various methods of pitive
religious coping among the study sample. Moreover, the theme also demonstrated that
positive religious coping involved several dimensions: cognitive, behavioural,

emotional, and spiritual. The cognitive dimension of religious coping, which involved
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religiously-based thoughts, seemed to be associated with feeling less sad and less
overwhelmed at the time of diagnosis. The behavioural and spiritual dimensions, on
the other hand, were linked to feelings of emotional comfort and content. Therefore,
thesedimensions appeared to be differentially related to how women felt about their

illness.

The last theme discussed other factors that helped these women cope with the
illness, reduce negative feelings, and enhance their emotionabewed. These
factorswere: the supportive role of the family and social network, ipé&nsgonal
factors, and nomeligious coping skillsThe next section will provide an integrated
discussion of the findings from the systematic review, and the two phases of this mixed

methodghesis, in relatioto the relevant literature

7.3  Discussion of key findings

Whilst the quantitative studywascresse ct i onal and provi dec
illness perceptions and the utilisation of religious coping and their relationships to
symptoms of anxiety, depression, and quality of life among Omani women with breast
cancer,the qualitative findings provided a contextual background into the illness
experience of this population. The qualitative study enriched the thesis by highlighting
womends illness experience throughout t
w 0 me niess pardegtions and religious coping from time of diagnosis to the time

of the interview.

The major contribution of this thesis to the literature is that it highlighted that
religious coping is a valuable coping resource for Omani women with breast.cance

This thesis also demonstrated that religious coping was associated with various illness
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perceptions such as perceived cause of the illness, perceived duration of the illness,
and perceived consequences of the illness. Another knowledge contributius of t
thesis to the literature is that it highlighted the utilisation of religious coping
throughout the iliness trajectory among this population, and the varied dimensions of
positive religious coping which included the cognitive, behavioural, emotiordl, an
spiritual dimensions. Moreover, this thesis showed that these dimensions of positive
religious coping seemed to be associated with different psychological outcomes
among this population. Finally, this thesis contributed to the literature by its
theoreti@l, psychometric, and component analysis of the religious coping measures
utilised in clinical cancer research. The discussion section will commence by outlining
the main research question of this thesis and then specifically discussing the main

findings from the three studies of this thesis, and its link to the literature.

Q. How do iliness perceptions and religious coping impact symptoms of anxiety,
depression, and quality of life among Omani women newly diagnosed with breast

cancer?

This thesis provide evidence that illness perceptions were associated with
how participants6é feldt about , and coped
trajectory. Given that Chapter 6 aimed to expand on the significant argigroficant
findings from Chapter 5, thisection will provide an integrated discussion of the
selected findings of Chapter 5. It will also discuss these findings in relationship to the

relevant literature
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7.3.1The relationships between the perceived consequences of the illness and
symptoms ofanxiety, depression, and quality of life

The quantitative findings demonstrated that positive relationships existed
between the perceived consequences of illness and symptoms of anxiety and
depression, while there was a negative relationship betweenpéheeived
consequences of illness and quality of life. When the surveys were comipeted
maj ority of participantso perceived the
this was consequently associated with normative levels of anxiety andsiepres
reported by Zigmond & Snaith, 1983). Hence, less severe perceived illness
consequences were associated with better quality of life. The quantitative findings also
demonstrated that the mean scores for participants on the perceived consequences of
the illness were lower than that of the asthma and diabetes reference groups (Broadbent
et al., 2006), which means that the quantitative study sample did not display severe
perceived consequences of the illness, a finding similar to the qualitative esudtg.r
At the time of the interview, all of the participants of the qualitative study had already
developed adaptive perceived consequences of iliness, in that they did not perceive the
illness as having significantly impacted their lives in a negativg, wad if any
negative consequences were observed, then these were well accepted by themselves
and their families. Therefore, addressing the perceived consequences of iliness earlier
in the illness trajectory might be helpful to better support women wéasb cancer,
as they might have severe perceived consequences of iliness as a result of the lack of

illness experience early on.

These findings fit the literature, in that both Rozema et al. (2009) and Silva et

al. (2012) found an inverse relationshipgvibeen the perceived consequences of illness
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and quality of life among women with breast cancer. In contrast, the perceived
consequences that were severe and threatening were positively correlated with
symptoms of anxiety and depression (Gibbons et al§;2ds et al., 2017; Silva et

al.,, 2012) and distress (Millar et al.,, 2005) among these women. These findings
corroborate the findings of this thesis in that the perceived consequences of the illness
among this population were positively associated withhpms of anxiety and
depression, and negatively associated with quality of life. Therefore, these findings
reflect that it might be necessary to assess this illness perception among women with
breast cancer, in order to support them to address theirafedtie meaning of these

severe perceptions of illness.

Moreover, it is important to mention that the qualitative findings highlighted
the processof change for the perceived consequences of illness from the time of
diagnosis to the time of the intervieWhe perceived consequences of the illness were
one of the most prominent illness perceptions, which were activated at the time of
diagnosis. When first diagnosed with the illness, the majority of women in the
gualitative study expected that there woudddire consequences of the iliness or its
treatment on their lives, and many of them were concerned about their children and
husbands should they pass away. Similar findings have also been reported in several
studies in which women with breast cancer digptl severe perceived illness
consequences at time of diagnosis, but this continued to persist even later in the illness
trajectory (Barden et al., 2016; Howard et al., 2007; Mehrabi et al., 20hé%e
persistent perceived consequences might suggesesteto assess thaysin which
the i1illness is negatively affecting these

focus on this area, and based on the subsequent findings, clinical interventions could
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be utilised to support women with sevdears, which might be linked to these

perceived negative consequences of the iliness.

The qualitative study did not only demonstrate that the perceived consequences
of the illness became less threatening, but it also showed that some women perceived
theirl i ves as fAbetterodo compared to the ti me
changes that resulted from the diagnosis of the illness could be explained within the
literature of postraumatic growth (PTG) (Tedeschi & Calhoun, 1996), which was
evident among some patrticipants. PTG has also been reported in the literature as one
of the psychological consequences that pewafitedifficult circumstancego through
and results in positive psychological outcomes for the individual (Zhai, Newton &

Copnell,2019).

The qualitative findings demonstrated the mechanism of change for the
perceived consequences of illness among this sample. These illness perceptions were
most often addressed by family members (i.e. the identity of the illness was challenged
from a death sentence to viewing it as any other illness), and less often by health care
providers, a finding which is similar to what has been reported elsewhere in the
literature (Barden et al., 2016; Bond et al., 2010; Dickerson et al., 2011; Howard et al.,
2007;Iskandarsyalet al., 2013; Mehrabi, Hajian, Simbar, Hoshyari, & Zayeri, 2016;
Sacks et al., 2016). This finding might reflect that the information obtained from the
health care system was not perceived as adequate for these women, and consequently
they attempted to fill in the missing diseageecific details via the information they
obtained from their family members, or books about the disease (Barden et al., 2016;

Bond et al., 2010; Ching et al., 2009; Xiong et al., 2016).
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These findings suggetitat addressing illness perceptions within the clinical
setting might be hel pful to these women:
research has also provided evidence that disgassfic information should be
individually tailored to meet the inforation needs of each woman given that there is
personal variability in these needBi¢kerson et al., 2011Fearon et al., 2020;
Drageset, Lindstrgm, & Underlid, 2009 his means that some women might require
more diseasspecific information, while othermight not need as much detail. A
previous Indonesian study conducted by Iskandarsyah et al. (2013) with women with
breast cancer stressed the importance of providing information about the consequences
of the illness and its treatment, as the lack of fsati®n about received information
from the health care setting was linked to poor quality of life among this population
(Iskandarsyah et al., 2013). Women who were satisfied with the dispesiic
information provided to them were found to report beqigality of life compared to
women who were not satisfied with the disesgecific information (Iskandarsyah et

al., 2013)

7.3.2The relationships between the illness perceptions dimeline, consequences
and positive religious coping

The quantitative findings demonstrated that the perceived timeline of the
illness was negatively associated with positive religious coping. Qualitative findings
supported these results in that all of the qualitative sample perceived the illness as a
tempoary stage of their lives because they linked the perceived illness timeline with
the treatment phase only. These less severe perceptions of timeline seemed to have
facilitated the use of positive religious coping (i.e. perceiving the illness as predestined

by God, and an alarm to get spiritually close to God). This finding makes sense because
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participants from both of the empirical studies of this thesis perceived the illness as
having a short duration. Additionally, this finding supports the integrateceimod
terms of the hypothesised theoretical relationships between the perceived illness
perceptions and religious coping. Within that context, this means that once the woman
is diagnosed with the illness, iliness perceptions will be activated, and osce thi
happens, patients will move on to use relevant coping skills to help them manage the

illness.

The literature on quantitative studies with women with breast cancer lacks
information about the association between the perceived perception of timeline and
positive religious coping (Section 2.4). However, several studiesnéndes, &
Mcintyre, 2020;Gibbons, Groarke, & Sweeney, 2016; Lan, Zhang, Zhang, & Yan,
2019;Rozema et al., 200dhave found that the perceived timeline of the illness was
associated witlboth general and canespecific coping. A negative relationship was
found between perceived timeline and cognitive and behavioural avoidance (Lan et
al., 2019; Rozema et al., 2009), which means that patients who perceived the illness
as more chronic weress likely to use avoidance coping strategies. Moreover, both
Fernandes and Mcintyre (2020) and Gibbons et al. (2016) found that lower perceived
timeline (perceiving the illness as acute) was associated with more fighting spirit (i.e.
patients were mordikely to encourage themselves to push through the iliness
experience). Additionally, Gibbons et al. (2016) reported a positive correlation
between perceived timeline and anxious preoccupation coping, which means that
women who thought of the illness asvimg a long course, were more likely to be
anxious in relation to the illness. Although these findings are not specifically linked to

religious coping per se, they, along with the findings of this thesis, might suggest that
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addressing the perceived timaiamong women with breast cancer might be helpful
for this populations given its associat.
coping skills. Their choice of coping strategies will, in turn, have an impact on their

psychosocial outcomes.

Theposive rel ationship between participa
illness and positive religious coping at the time of the interview was further explained
in the qualitative study, as it revealed the adaptive transformation in the perceived
consequencesf illness. For the majority of participants who had severe illness
perceptions at the time of diagnosis, their use of positive religious coping, in the form
of positive religious appraisal of the illness, increased from the time prior to the
diagnosis, ath remained almost stable since the diagnosis with the illness. This
increase in these womends use of religi ol
with the illness. When interviewed almost four months into the illness trajectory, the
perceived consegmces became less severe, but their religious coping remained
almost the same throughout the illness experience. Therefore, the perceived
consequences decreased over time, while positive religious coping initially increased,
then stayed almost the sameeThhe f i ndings could be inter
theory of religious coping (1997) (Section 2.4.1), which suggests that one of the
functions of religion is to provide emotional comfort to people undergoing stressful
situations. Therefore, these wometilised religious coping to help them achieve

comfort at this difficult time of their lives.

Although the studies that examined the relationships between the perceived
consequences of the illness and coping styles (Fernaniedr&yre, 2020;Gibbons

et al., 2016; Lan et al., 2019; Rozema et al., 2009) did not evaluate religious coping,
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these studies did find significant, yet weak, relationships between the perceived
consequences and various types of coping. Findings from the literatureasdicait

the perceived consequences of illness were negatively associated with problem
focused coping (Rozema et al., 2009), and avoidance coping (Lan et al., 2019; Rozema
et al., 2009), whilst Fernandes ahttintyre (2020) found a positive relationship
betveen perceived consequences of iliness and helplessness/hopelessness, and anxious
preoccupation. Additionally, Gibbons et al. (2016) found a positive and moderately
significant relationship between the perceived consequences and anxious
preoccupation. Thesfindings also reflect that the more specific the coping measure
utilised was, the stronger the relationships between the perceived consequences and
coping Fernandes &Mcintyre, 2020; Gibbons et al., 2016). According to these
findings, it might be helpfufor future studies to utilise illnesspecific coping
measures in order to precisely measure the coping utilised among this population. Such
contextspecific coping measures might shed light on the most relevant illness
perceptions that have strong asatons with coping skills among women with breast

cancer.

Additionally, and based on the findings of this thesis, it might be helpful for
researchers in future studies to adapt the available measures within their specific
cultural contexts. This is pattilarly important for patient populations who are under
represented in the literature of the comrsense model. The key papers (Broaddbent
et al., 2006; Mos#orris et al., 2002; Weinman et al., 1996) which discussed the
development and validation of thiness Perceptions Questionnaire, or a variation of
it, covered a wide range of people with medical illnesses, but did not take into

consideration the cultural heterogeneity of people with chronic illnesses. More
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specifically, the researchers in these gapers, were involved in the development and
validation of the measure on people with various illness categories, but these patient
populations were only within the New Zealand and United Kingdom clinical contexts.
Moreover, only people with English readi skills were involved. Therefore, patients
from other cultural groups who do not have this advantage (i.e. English language) were

excluded from the studies on the instrument development and validation.

As has been discussed in this thesis, the cultural context of patients plays an
i mportant role in the devel opment and
perceptions (Dein, 2004). Consequently, the way that some of the items were written
within the ilness perceptions questionnaires may not resonate with patient populations
from different cultures. For instance, the cause dommagine long version of the IPQ
might need to be altered to reflect the illness causation among the Muslim population.
Moreove, and as mentioned previously, both the personal and treatment control items
may also need to be altered in a way that could make more sense to the Omani clinical
context. This step could be accomplished by acknowledging the interaction between
the beliefsystem of the Muslim community and illness perceptions. For instance,
Muslims believe that illness and health are in the hands of God, and as such they may
not perceive a direct personal control over the illness or its treatment as it is already
suggestedy the BriefIPQ. Consequently, it is important to recognise the challenge
in devising new measures which might raise questions about its validity and reliability
for use in different contexts, as well as the difficulty in comparing the findings among
future studies. Hence, and in order to produce culturally sensitive research outcomes,
it may be useful for researchers in future studies to consider adapting existing measures

of illness perceptions rather than devising new measures.

309



7.3.3The relationshipsbetween perceived consequenceifinessidentity and
social functioning

The qualitative study supported the quantitative findings in terms of the negative
relationships between the perceived consequences and identity of the iliness, on the
one hand, and partgiant s6 soci al | At theetime ab the intehview, ot h er
participants have already transformed threatening perceived consequences into
adaptive perceived consequences, which translated into minimal, if any, negative
consequences of the illnessto their social lives. Additionally, the illness identity of
equating cancer with death transformed into a more adaptive, less threatening identity,
which viewed breast cancer as similar to other chronic illnesses such as diabetes. Some
participants comgred the illness to the common flu, given its high prevalence in
society. Other quantitative studies in the literatii@@kidou et al., 201&ilva et al.,
2012;Tang et al., 2017) have also confirmed the negative relationships between the
perceived corequences and quality of life (including social functioning). However,
Silva et al. (2012) found that only the psychological and physical domains of quality
of life, but not the social domain, were negatively associated with the perceived impact
of breastancer . It i s possible that soci al [
was not significant for them at this point of their lives, given that these women were
still undergoing their cancer treatment. Other studt@sgkidou et al., 2018ang et
a., 2017) have found that more threatening illness perceptions (i.e. which include
perceived consequences and identity) were negatively associated with quality of life.
However, because these studies only used a single score to measure illness perceptions,
it is not possible to determine which illness perception was specifically associated with

lower quality of life. This finding calls for the importance of discussing the perceived
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consequences and identity of illness with women with breast cancer, gateheke
two dimensions of illness perceptions were found in this thesis as well as studies from

the literature to be associated with quality of life among this population.

Moreover, the qualitative findings highlighted the crucial role of social andrault
factors in minimising the negative impact of the illness and its treatment on these
womends soci al l i ves. Family support ap
decreased the impact of the iliness for these women. The participants were consistently
supported by their social network, such as neighbours and extended families, who
visited them,and provided moral support during their treatment sessions at the
hospital. It is important to view this within the context of the Islamic society of Oman,
which encourages people to support the sick, and display this type of social solidarity
in the community. However, similar findings have also been reported from other
cultural groups; this research has shown the importance of support from the social
network of women with breast cancer, and that this is instrumental in helping them
manage and cope with the diagnosis and treatment periods (Barden et al., 2016;
Howard et al., 2007). Hence, the qualitative findings of this thesis added richness to
the quantitative ults by highlighting the mechanisms that could have influenced the
relationships between illness perceptions and the social functioning of Omani women
with breast cancer. This finding suggestat discussing social support within the
health care settinmay be valuable for these women in helping them mobilise their
support systems to reduce the negative consequences of the illness on their lives

(Barden et al., 2016; Howard et al., 2007).
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7.3.4Positive religious copingwasnot associated with symptoms of angty,
depression and quality of life

The lack of relationships between positive religious coping and psychosocial
outcomes in the quantitative study was further explored in the qualitative study, and
this resulted in two different observations, which cduddp to explain this finding.
First, the various dimensions of positive religious coping that have been implemented
by participants in the qualitative study seemed to have been associated with different
psychological outcomes, compared to the outcomes ureghsn the quantitative
study. In the qualitative study, participants who utilised the cognitive dimension of
positive religious coping (i.e. iliness as a test from God, illness as an alarm, illness as
a favour from God), linked this dimension to helpthgm to accept the illness, and
not feeling sad about it. Additionally, the measure, which was used to assess religious
coping in the quantitative study, only provided two scores: one for positive religious
coping, and one for negative religious copingergfiore, it is not clear if the cognitive
dimension could have been a significant predictor of psychosocial outcomes if it was
assessed in a more comprehensive manner. Additionally, the quantitative study
specifically assessed symptoms of anxiety and dsme, and not other feelings such
as not feeling sad, or feeling less overwhelmed. Therefore, it is possible that positive
religious coping could have been associated with positive mental health outcomes,

which were not measured in the quantitative study.

Our findings are in part consistent with the literature in that positive religious
coping was not associated with negative mental health outcomes such as anxiety
(Hebert, Zdaniuk, Schulz, & Scheier, 2008hd mood (Hebert et al., 200Bhune

Boyle, Styall, Keshtgar, Davidson, & Newman, 2013)his finding has been
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attributedo the type of mental health outcome used in these studies, given that positive
religious coping could have been more likely to be associated with positive mental
health outcomes sh as positive mood3all, Kristjansson, Charbonneau, & Florack,
2009; ThunéBoyle et al. 2013)

On the other hand, several studies found a positive relationship between
positive religious coping and positive mental health outcomes such as quality of life
(Pedersen, Christensen, Jensen, & Zachariae, 2013; Zamanian et al.,a@015)
positive emotional outcomes (GallBilodeau, 2017). These finding are contradictory
to our findings, because namnificant relationships were found between positive
religious coping and quality of life. However, our findings could be interpreted by
paying attention to the statistical information of our data, and more specifically ceiling
effects. Ceiling effects take place when participants endorse high scores on the
independat measure (i.e. positive religious coping), which results in no statistical
effect on the outcome measure (i.e. quality of life) (Garin, 2014). This observation has
been made in light of the high endorsement of positive religious coping among the
guantitdive sample.

The second observation, which could explain thegignificant relationships
between religious coping and psychosocial outcomes, is how the behavioural domain
was measured in the quantitative study. For this Omani sample, pertinent seligiou
activities, which were used to help the
performing night prayers. When these behaviours were utilised later in the illness
trajectory, they were associated with feelings of comfort and being emotionally
content. Thee positive feelings were not specifically examined in the outcome

measures used in quantitative study. Additionally, the items making up the positive
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religious coping scale, which was used in the quantitative study, did not assess in detail
the culturallyrelevant behavioural domains that were utilised by Omani women, as
demonstrated in the qualitative study. Therefore, any potential association of this
dimension to the psychosocial outcomes was not measured in the quantitative study.
Therefore, the lackfanediation of positive religious coping seemed to be explained
by the type of the mental health outcome uggdll( Kristjansson, Charbonneau, &

Florack, 2009T h u n ® B o y | )eanckthe toal lused t@ &3skss religious coping.

Based on these findingsneasuring religious coping using specialised and
comprehensive measures, which are culturally appropriate for the population of
interest, could be an important step to advance the psyotwogy literature. This
will allow for a precise assessment o€ thontributions of these specific religious
coping methods to psychosocial outcomes. This finding is in line with what has been
suggested by other authors that theoretical constructs such as religious coping need to
be assessed within the same culturatexn given that meaning is created within that
context Obeidat et al., 2013; Pargament, 19The findings of the systematic review
of this thesis (Chapter 3) also supported the implementation of comprehensive
measures of religious coping such as theORE (Pargament et al., 2000). This is
because the RCOPE has been demonstrated to have adequate psychometric
characteristics and can be used flexibility as has been shown in previous studies in the

field (Gall et al., 2009, 2011; Hebert et al., 2009; ThBogle et al., 2011).

7.3.5The generallack of explanatory role of religious copingbetween illness
perceptions, and symptoms of anxiety, depression, and quality of life
Although negative religious coping explained the relationships between the emotional

representations of illness and anxiety and depression, none of the participants from the
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gualitative study used negative ratigs copingAs discussed in Section 6.8.1.2, social
desirability bias could have influenced the way participants shared theiofuse
religious coping, and made them more likely to emphasise their use of positive
religious coping, as opposed to negative religious coping. Despite the measures
implemented by Z.A. to limit this bias, which included fully explaining the study,
reassuringarticipants that there were no right and wrong answers, and making sure
that they felt comfortable throughout the session, it is possible that participants could
have felt concerned about being negatively perceived by Z.A. had shared their use of
negative religious coping. Although several advantages of having Z.A. as an
interviewer have been discussed in the reflexivity section (Section 6.6), participants
might have been concerned about being negatively judged by Z.A. given that she
shared the same relogp with them. Consequently, participants could have avoided
discussing negative religious coping which could include thinking that the illness is a
punishment by God for the sins they committed. If the researcher had not been of the
same faith as the papants, they could have felt more at ease in sharing their use of
negative religious coping. This is because they could have been less concerned about
being negatively perceived by the researcher, given that the researcher does not share
the same religio with them. Thus, social desirability bias could have been less in this

case.

Anotherreason foonly disclosing positive religious coping by participacwsiid
be related to the methodology of the qualitative study, which happened not to have
women whoutilised negative religius coping. However, the literature has provided
evidence that only a minority of women with breast cancer from various cultural

groups utilised negative religious coping {Atri et al., 2014;Morgan, Gaston
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Johansson, & Mock, 200&Rohani et al., 2015ThunéBoyle, Stygall, Keshtgar,

Davidson, & Newman, 201Zamanian et al., 2015). As a consequence, the qualitative
evidence from the literature fits the findings of the two phases of this thesis. The
majority of women in these stuedi most often utilised positive religious coping to help

them cope with the iliness (Morgan et al., 2006; Rohani et al., 20b5u n ® Boy !l e
al., 2011;Zamanian et al., 2015All of the participants in the qualitative study
perceived the illnessas atgif f r om God, or as a sign of C
a finding which has also been corroborated from the qualitative literature of women

with breast cancer from various cultural groups (Ahaddour & Broeckaert, 2018;
Barden et al., 2016; Blow et al., 201Dickerson et al., 2011; Fearon et al., 2020;
Goldblatt et al., 2013; Howard et al., 2007; Liamputtong & Suwankhong, 2015;
Mehrabi et al., 2016). Nevertheless, the association of negative religious coping with
psychosocial outcomes which was found in thargitative study might suggest the

need to assess this dimension within the health care setting in order to improve the
quality of life for these women, given the link between symptoms of anxiety and

depression anduality of life as described ithe literature (Section 1.7).

In addition to the previous explanation for the mediating role of religious
coping and some of the psychosocial outcomes, the qualitative study highlighted other
nonreligious factors which could have facilitated the illness adjustrfer these
women. These nereligious factors involved the supportive role of family, intra
personal factors, and other naeligious coping skills that mainly involved cognitive
techniques to normalise the illness experience for these women.

Family fadors were illuminated in the qualitative study, as the quantitative

study did not capture such a rich cont ex
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experience. Family support was exemplified by the emotional availability and support
of t hes e shaodsiavhoS8esemdtional support seemed to have helped some
participants to feel less overwhelmed about the upcoming treatment sessions or the
side effects of the cancer treatment. The valuable supportive role of husbands of
women with breast cancer hascalseen substantiated in the literature-p&iri et al.,

2014; Barden et al., 2016; Dickerson et al., 2011; Fearon et al., 2020; Fu et al., 2008;
Howard et al., 2007). However, this was not the only source of support, as old friends,
neighbours, and otheafmi | 'y member s al so supported th
recovery, not only among our sample, but also women from other countries and ethnic
backgrounds (AlAzri et al., 2013; Barden et al., 2016; Blow et al., 2011; Dickerson

et al., 2011; Fearon et aRP20; Goldblatt et al., 2013). These combined findings
suggest that it might be beneficial for clinicians to demonstrate sensitivity to the role
of the family in supporting women with breast cancer (Barden et al., 2016; Howard et
al., 2007). This could b&anslated into discussing the availability of family support

for these women, and the possible ways to mobilise such support when not provided
by the family.

Although the integrated model did not address the relatiosbbtpveen intra
personal factors and psychosocial outcomes for Omani women, the qualitative findings
demonstrated that the positive psychological changes, described in the literature as
PostTraumatic Growth (PTG) (Tedeschi & Calhoun, 1996), ssatm havehelped
these women cope with their illness experience (Section 6.7.1.3)-pkrsanal
factors appeared to have helped these women feel positive emotions such as peace of
mind, while for others these factors have helped them to manage difficult sityations

such as dealing with the side effects of¢haceitreatment. These findings are in line
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with the existing literature in that women, when reflecting on their cancer experience,
noted that they feel stronger compared to the time prior to the diagndisishei
disease (Barden et al., 2016; Blow et al., 2011; Bond et al., 2010; Evans, Show, &
Sharp, 2012; Liamputtong & Suwankhong, 2015). Given that factors which are related
to someoneds personal it yternadingcal shterbehbnsg u | t
focusing on changing amenable variables such as coping skills and illness perceptions
is more time efficient, and is the main reason why these two theoretical constructs were
chosen for this thesis (Section 1.9).

Other nonreligious coping skills, Wich are already a main component within the
commonsense model (Leventhal et al., 1980), were utilised by several participants,
and they included cognitive reframing, cognitive probsiving, and distraction.

The utilisation of noareligious coping skis among the sample means that evaluating
only a limited number of coping skills in future studies would limit our understanding
of the multitude of coping skills used by this population. Studies in the literature also
fit our findings given that women Wi breast cancer utilised various coping strategies
such as distraction, withdrawal, and positive thinking-A&ti et al., 2014; Bond et

al., 2011; Blow et al., 2011; Dickerson et al., 2011; Fearon et al., 2020; Fu et al., 2008).
The use of various cogive and behavioural coping skills by this population might
reflect the variety of coping resources utilised to cope with the illness, which means
that only assessing one type of coping (i.e. religious coping) in research and clinical
settings will not allev us to capture a comprehensive illness experience which include
a myriad of coping skills. Consequently, the fact that religious coping only mediated
a few psychosocial models could have been attributed to the fact that other more

cancerspecific coping kills such as fighting spirit and fatalism could have explained
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the variance in the psychosocial outcomes in the quantitative study (Hagger & Orbell,
2020). These cancspecific coping skills specifically assess the use of these coping
skills in relationto cancer, and not as a general coping skill which might not be

necessarily linked to psychosocial outcomes among this population.

7.3.6The relationship betweentreatment control and role functioning

The quantitative findings tionsnafitheat ed
efficacy of the treatmenterepositively related to role functioning, which means that
the higher they believed in the efficacy of the treatment, the better their ability to
perform their roles. The qualitative findings expanded on the datwi findings and
showed the sociocultural context of the relationship between perceived treatment
efficacy and role functioning, in that pe
their treatment sessions at the hospital and encouraged theenoto top of their
treatment regimen. Therefore, the qualit
beliefs about the efficacy of the treatment resulted in a minimal negative effect on their
main roles in life, and this was achieved via the help of thaiilies.

Additionall vy, t he relationship betwe
efficacy and role functioning seemed to be linked to the supportive role of their
husbands and other members of their fami
abilities to perform their usual responsibilities. A similar finding was described by
Rozema et al. (2009) in that the perceived treatmemiral was associated with the
role functioningamong women with breast cancéris possible that the importance
oftheperei ved treat ment control in this the:
study, could be attributed to the fact that all of our participants as well as some of

Rozema et al. (2009) sample were receiving their cancer treatments at the time of the
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study. Hence, this reflected that perceived treatment control has an important function
at that time in these womendés | ives. It
systematic review of Chapter 3, as treatment control was also perceived as an
importantr el i gi ous coping strategy, and was
are achieved via the treatments prescribed by the doctors. The next section will discuss
in details the theoretical implications of this thesis, given that this thesis is theoyeticall
driven thesis.
7.4 Theoretical implications

The integrated model (Section 2.6), which was designed to explore the
mediating role of religious coping between illness perceptions and psychosocial
outcomes among Omani women with breast cancer, was partipppied in the two
empirical studies conducted in this thesis (Figure 7.1. shows an updated version of the
integrated model, with the relationships which were supported, and the relationships

which were not supported).

Cognitive :
representations | Negative Anxiety
of illness rellgllous
coping Depression
lllness
stimuli
Emotional Positive Quality of
representation 43 rgligious life
of iliness coping

8 Arrows with blue colour reflect supported relationships
Il Arrows with black colour reflect unsupported relationships

Figure 7.1  The Updated Theoretical Model Based on Thesis Findings
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The original commossense model (Leventhal et al., 1980, 2016) from which
the integrated model was derived, suggests that in the presence of a health threat such
as the diagnosis of a life threatening illness, both the emotional representations of
illness and the iliness perceptions will be activated. This thesis added tedoreti
support to this hypothesis in that it demonstrated that at the time of diagnosis, the
activation of the emotional representations of illness (i.e. intense anxiety, fear)

appeared to be associated with the threatening illness perceptions.

Additionally, this thesis demonstrated that the individualistic focus of the
integrated model is not always applicable to different cultural contexts, such as the
Omani population of this thesis. This is because illness perceptions and emotional
representations were alsctivated for the families of these women. Therefore, this
thesis has contributed to the theoretical and empirical literature in that it has added
new knowledge to the original commseense model in highlighting that illness
perceptions also affect tharhilies of the participants. Moreover, thedings of this
thesis supported the suggested dynamic nature of illness perceptions within the
commonsense model (Section 2.3.1) (Leventhal et al., 2016). The mechanism of
change for illness perceptions occdra the supportive role of family members who
provided informational support for these women. Accordingly, these findings reflect
that family support should be added to the integrated model as an important coping

method that could help us to umsiand he illness experience ftlhese women.

The finding that religious coping only mediated a few psychosocial outcomes
is in contrast to the main assumption of the integrated model, which suggests that
religious coping mediates the relationghipetween illngs perceptions and

psychosocial outcomes. This result could indicate that religious coping method alone
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did not capture the complex ways in which illness perceptions could be associated with
the psychosocial outcomes among this population. Consequehty,aaping skills

such as illnesspecific coping skills need to be added into the integrated model to
capture the complex coping skills that are used by women with breast cancer. Some of
these coping skills which were mentioned by participants includieesgdspecific
cognitive as well as behavioural techniques. Additionally, this finding emphasises the
point made earlier by Leventhal and colleagues (1997) to use iliness procedures, rather
than coping, within the original comm@ense model. These proceeliinclude any
illnessrelated behaviour which are used by patients to manage the illness (i.e. could
include a doctords visit, or taking med
model should assimilate a variety of methods that are used by patienanage their

illness.

The mediatingrole of positive religious coping for only one psychosocial
outcome (i.e. global health status) could be linked to the way it was measured in the
guantitative study. Given that the Arabic religious coping measure, which was used in
the quantitative studyssessed positive religious coping using a single score, it is not
clear which type of positive religious coping was linked to global headttusst
However, the qualitative study demonstrated that participants made links between
some illness perceptiossich as the cause and identity of the illness with the cognitive
dimension of positive religious coping. For instance, at the time of diagnosis, some
participants perceived the cause of the illness as a call from God. Therefore, they did
not perceive thedentity of the iliness as threatening. This linking was evident among
women who demonstrated less severe iliness perceptions. Additionally, when iliness

perceptions were severe and threatening, religious coping methods appeared to have
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helped these womemél less sad and less overwhelmed about the iliness. Although
the qualitative findings do not suggest statistical mediation, these findings reflect
potential relationships between illness perceptions, positive religious coping, and
psychological states #te time of diagnosis. As a consequence, prospective research
is needed to examine the linkages and possible mediation of various dimensions of
religious coping strategies at several points throughout the iliness trajectory.
Longitudinal research is impant for the integrated model in order to gain clarity
about the nature of relationships between the main components of the model. As a
consequence, there is also a potential benefitexaenining positive religious coping

using more specialised tools givits role in the illness experience for this population.

On the other hand, the use of the behavioural domain of religious coping was
associated with positive feelings such as comfort and feeling emotionally content. The
specific behavioural religious ethods, which are relevant for this population, were
not addressed by the religious coping tool utilised in the quantitative study, which
might also, in part, explain the minimal mediating role of positive religious coping.
Therefore, these findings reflethat theoretically speaking, various dimensions of
positive religious coping could be differentially related to various psychological
outcomes. This might also potentially explain the minimal mediating role of positive
religious coping in the mediation adels, given that only symptoms of anxiety,

depression and quality of life were measured.

Moreover, this thesis demonstrated that religious coping was not the only
coping resource which helped these women in their iliness experience. Indeed, other
resoures proved to be valuable for these women, and these included family support,

intra-personal factors, as well as other srieligious coping skills. Intrgpersonal

323



factors played a role in the coping process and the way these women felt about the
illness, bu they are not included within the integrated model or comsamse model
(Cameron, Leventhal, & Love, 1998; Karademas et al., 2011; Lawson, Bundy,
Belcher, & Harvey, 2010; Martin et al., 2003; Mddsrris, Spence, & Hou, 2011).

As discussed by Hagger a@ubell (2020), it is possible that the lack of the mediation

of coping which is reported in the literature of the comrsense model could be
attributed to the use of mediation models which do not assess a variety of coping skills

that could have also beeiilised by patients.

Based on the theoretical summary and discussion outlined earlier, there are
several theoretical implications from this thesis. First, the integrated model should be
adapted in future studies in order to reflect a more comprehamsieestanding of all
of the theoretical constructs within the model. The current integrated model did not
capture all of the pertinent theoretical constructs, such as otheeligious coping
skills and intrapersonal factors which could help us underdtthe illness experience
for this population. Second, religious coping alone, should not be the only coping
mechanism included within the integrated model. Rather, other coping skills should
also be added to the model, and these could include otheelginus illnessspecific
coping skills such as cognitive and behavioural strategies. Third, family support
factors need to also be considered given that this factor was essential not only for the
population of thesis, but also from other populations frother cultures. The
theoretical implications from this thesis indicate the need to utilise various coping
measures, which are illnespecific and culturally applicable to the population of

interest of the study. The next section will discuss the measntei@ligious coping
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in clinical cancer research according to the findings from this thesis, and how

measurement issues might be addressed in future research on religious coping.

7.5 Measurement of religious coping

The systematic review of Chapterir@licated that the majority of religious
coping tools lacked psychometric properties in several of the measured domains.
Additionally, only four of the religious coping measures were based on a specific
theory, and two of these measures were based onrRPargat 6 s t heory of
coping: BMMRS Abeles, Ellison, George, Idler, & Krause, 19%nd the Brief
RCOPE Pargament, Smith, Koenig, & Perez, 1R98he lack of theoretical
involvement in these measures does not necessarily imply that a religioug copin
measure should only be based on theory, rather these measures should be based on a
combination of empirical research, previous items making up the religious coping

tools, and theoryRargament, Koenig, & Perez, 2000

The findings of Chapter 3 indicatdtiat the brief RCOPE was the most
commonlyutilised and tested measure of religious coping in the psyciumlogy
literature. Despite the fact that there is a long and most comprehensive version of the
brief RCOPE (i.e. the full RCOPEargament et al2000, it was not frequently
implemented as a religious coping measure in the literature. In fact, only three studies
(Gall et al., 2011; Hebert et al., 200BhunéBoyle et al., 201} utilised specific
subscales of the RCOPE, depending on their researgstigns and the relevance of
these subscales to their study samples. For instance, Gall et al. (2011) utilised a
representative subset of the scales that were culturally relevant for their Canadian
sample, whereas Hebert et al. (2009) employeditsvos per scaleThunéBoyle et

al. (2011), on the other hand, followed the suggestion of the tool developer (Pargament
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et al., 2000) in selecting three items per scale, and only selecting the scales that were

relevant for the population of interest in their stud

Based on the findings of Chapter 3 which reflected the limitations of the
religious coping measures utilised in the cancer literature, and given the
comprehensive nature of the RCOPE in evaluating numerous religious coping
methods, it might be helpfédr future research to utilise the subscales which will most
likely answer the research questions of the study. This is an important step to move
forward in understanding religious coping within cancer research, as it will help to
expand on the knowledgd the relationships between the various dimensions and
functions of religious coping and their relationships to various psychological
outcomes.Additionally, given that the majority of the religious coping measures
demonstrated limited psychometric propst it might be more relevant to further
validate these existing measures, and in different cultural contexts. This is because
religious beliefs and behaviours are influenced and affected by the sociocultural

factors (Pargament, 1997).

Moreover, the findhgs from the quantitative and qualitative phases of this
thesis demonstrated the significance of using culturally sensitive and appropriate
measures of religious coping, and if these measures are adapted, then this step should
be conducted within the saneeltural context of the study. Despite the use of the
Arabic version of the Brief RCOPRhich is the Arabic Brief Religious Coping Scale
(A-BRCS, AlHadeethi, Hunt, Thomas, & ADaysi, 2016)n the quantitative phase
of this thesis, there were some liatibns of using this measure, which became
apparent in the qualitative study. The qualitative phase showed that although the

measure covered the spiritual dimension, which proved to be fundamental for Omani
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women, the measure did ngpecifically cover theculturally relevantbehavioural
dimension for the sample such as read)ng r Gumya(i.e. specific verses within the

Qu r avhich are read for curative purposes), and night prayers.b&€havioural
dimension was related to positive mood. Although tiengjtative measure contained

one item that assessed thehaviouradomain (i.e. | did my best to do good deeds to
satisfy Allah), the qualitative study demonstrated that this question was generic, and

did not adequately address the relevmettaviouralomain for this population.

Consequently, and in order to produce research which is comprehensive in
covering all relevant dimensions of religious coping, it might be valuable to utilise the
long version of the RCOPE, or a representative subset of the éfer an appropriate
cultural adaptation to the population of the study. Moreover, the complexity of
religious coping and the multiple domains and functions it encompasses means that
researchers and clinicians should be aware of the characteristieseligious coping
tool they want to implement in their research. More specifically, what are the
dimensions and functions, which the tool could assess? Having a theoretically based
measure will allow researchers to design clinical interventions thé&ibmesd to the

needs of the population of interest (Pargament et al., 2000).

7.6 Clinical implications

This thesis demonstrated that the most critical time to address maladaptive
illness perceptions is the time of diagnosis and the following weeks aftexd Bas
our findings, the most salient illness perceptions for this population were the perceived
consequences, identity, timeline, as well as personal and treatment control of the

iliness. Therefore, it might be helpful for clinicians providing care fasghgomen to
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discuss these illness perceptions and assess if any of these are of concern to women

newly diagnosed with breast cancer.

However, very few studies in the literature have demonstrated how these
maladaptive illness perceptions change into adaptive illness perceptions using a clearly
described clinical intervention (Stagl et al., 2015; Fischer et al., 2013). Both Stagl et
al. 2015) and Fischer et al. (2013) utilised Cognitive Behavioural Stress Management
(CBSM) interventions to educate women with breast cancer about the coping skills

that could help them to manage the illness. Only Stagl et al. (2015) targeted women

whowereewl v di agnosed with breast cancer, w
composed of women who had already completed their chemotherapy or radiotherapy
treatment. This might raise questions about the effectiveness of this intervention at this
time ofthei | | ness trajectory especially after

experience. Stagl et al (2015) study is considered one of the prominent studies in the
literature because it followed up these women for a long time, between 8 to 15 years,
after tre completion of the intervention. The study found that these women reported
lower levels of depressive symptoms and better quality of life compared to women
who have not undergone the intervention. However, Fischer et al. (2013) found that
among their sameg, timeline and identity dimensions were longitudinally linked to
distress. Therefore, these two studies reflect the utility of developing interventions that
address illness perceptions, not only at the time of diagnosis, but also when the cancer
treatmenm is completed. Given that this thesis did not provide clear theoretical and
empirical support for the use of clinical interventions among women with breast
cancer, it may be helpful that clinicians providing care for these women to assess

timeline and idatity dimensions throughout the iliness trajectory.
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This thesis has also highlighted the role of the family in supporting Omani
women with breast cancer, and consequently the importance of addressing the illness
perceptions of their families. Our findisgorroborated the results of Richardson and
colleagues (2015) as they found that the iliness perceptions of families of patients with
head and neck cancer were associated with
illness perceptions were morad apt i ve compared t o t hat
(Richardson, Morton, & Broadbent, 2015). Therefore, this evidence suggested that
illness perceptions should not be treated as an individual concern, rather families and
significant others may have to also beludged in clinical discussions that address
maladaptive iliness perceptio®urfallahi et al. (202¢)as acknowledged the role of
the family, and consequently included families in one of the components of their
clinical interventionwhich addressed illigs perceptions among Iranian women with
breast cancer (Pourfallahi, Gholami, Tarrahi, Toulabi, & Moghadam, 28R6yving
families and significant others to be assimilated in clinical interventions and
discussions within the health care setting may empawenen and their families, and

equip them with the necessary skills and knowledge to better support them at home.

This thesis also demonstrated the potential benefit of discussing and mobilising
religious coping in a culturally sensitive manner in theical care of Omani women
with breast cancer. The systematic revawlmetaanalysis conducted yoncalves
et al. (2015) assessed the relationship between spiritual/religious interventions and its
potential associations with mental health outcomes anheterogeneous medical
patients Goncalves, Lucchetti, Menezes, & Vallada, 20HQwever, out of the 23
included studies, only 4 studies (Breithbart et al., 2010, 2012; Djuric et al., 2009;

Lloyd-Williams et al., 2013) were conducted with people who ftareer. Although
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the findings from the metanalysis concluded that spiritual/religious interventions
reduced anxiety symptoms among the study samples, theamedigsis did not include

the studies with the cancer samples. Thereforegeheralisationsf Goncalvet al.

(2015) may not apply to the cancer context. Nevertheless, the three cancer studies
(Breithbart et al., 2010, 2012; Lloy&illiams et al., 2013) which were included in the
metaanalysis reported that employing spiritudiigsed interventits to help
advanced cancer patients in the meamivaking process, appeared to be of benefit to
them. However, this approach might not be suitable for our samples which was
composed of women were active in their lives, and were not in the advamndsthge

of the illness. Additionally, none of these studies were conducted with Arab cancer
populations. Therefore, more evidence is needed from this part of the world to examine
the efficacy of these spirituallyased interventions. Within the Omani context,
integrating spirituallybased meaning making approaches in interventiahesonight

benefit from the inclusion of the religious element.

A population specific systematic review was conducted by Hulett and Armer
(2016) which covered all of the randomiseud anorrandomised clinical trials which
implemented spiritualipased interventions among survivors of breast cancer.
However, none of these studies were conducted within a cultural setting similar to the
population of interest of this thesis. Moreoveme®f these studies had a religiously
based intervention, which might be more suitable for Omani women with breast
cancer. Hence, despite the positive associatiehseen these spiritual interventions
and psychological outcomedich werefound in the sy®matic review, none of these

studies were conducted within an Arabic clinical setting (Hulett & Armer, 2016).
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Therefore, thegeneralisation to Arab and Omani clinical contertay not be

applicable.

To our knowledge, none of the studireshe literaturdhasevaluated the impact
of spiritually/religiouslybased interventions on the wblking of Arab Muslim
women with breast cancer. However, several studies have been conducted in Iran,
which is an Islamic country, to evaluate the efficacy of spiritual eeligious
interventions with local Iranian women with breast canBawéri, Rahimian Boogar,
Talepasand, & Evazi, 201&hahari, Fallah, Bolhari, Mousavi, & Akbari, 2Q17
Pourfallahi et al., 2020; Sajadi et al., 2018) with mixed results in terms offitteecyg

of these spiritualhbased interventions.

Therefore, findings from this thesis as well as the findings from the relevant
studies within a religiously similar background (Ghahari et al., 2017; Pourfallahi et al.,
2018) did not support the utility of implementing culturally sensitive religious
interventions for Omani women with breast cancer at this research stage. This is
because our findings along with studies from the literature did not yield significant
findings on the influence of spiritual/methods on psychosocial outcomes among this
population.However, our findingsnay support opening dialogue between women,
their families, and health care providers on helpful coping skills which include family
support, in order to help them cope with the illness experience. Additionally, this thesis
did not find strong theoretical and empirical foundations to desadnical
interventions. Consequently, the next section will discuss future directions for research

in order to pave the road for establishing clinical interventions.
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7.7 Research implications

Earlyon in this hesis, the role of theory driven research was established within
the context of the Medical Research Council (MRC) (2000) guidelines, which provides
recommendations for policy makers and researchers when designing and appraising
complex intervations. Three core processes which involved, previous empirical work
in the field, the importance of theory, and understanding the processes underlying the
research phenomenon, were all identified within the MRC framework as essential
processes that shoultbe fulfilled before designing and evaluating complex
interventions. Hence, the role of theory has been clearly identified within the MRC
guidelines. As a consequence, this thesis was theory driven, and it attempted to
understand the mechanisms that coutdlerlie the psychosocial outcomes among
Omani women with breast cancer. However, the current theoretical model and
empirical evidence from this thesis and the related literature did not provide adequate
explanation of the role of religious coping as a ia&x between illness perceptions
and psychosocial outcomes among women with breast cancepotdmial future

directions for research in order to advance the field are outlined below.

First, the literature within the commeaense model conducted witromen
with breast cancer has been mostly limited to eeessional researdfCharlier et al.,
2012;Fanakidou et al., 201&ernandes & Mcintyre, 2020; Gibbons et al., 2016; Kus
et al., 2017Lan et al., 2019t ee et al., 2019Ma et al., 2018Rozema etla 2009;
Silva et al., 2012Tang at al., 2017 which only measures the variables at one time
point. Therefore, although cressctional study design allows for an initial
understanding of the potential correlations between the various variables Wwéhin t

commonsense model, this design does not allow for a dynamic and complex
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understanding of the role of religious coping and illness perceptions on psychosocial
outcomes within this population (Sedgwick, 2014). Such research designs could
include longitudhal studies as well as experience sampling methodologerbdgen,

Hasmi, Drukker, van Os, & Delespaul, 2016

In longitudinal studies, participants are followed for a period of time in order
to measurehe change in the variables of interest. Thasearch design is valuable as
it allows for the measurement of differences between individuals. However, it does not
allow for a unique understanding of the differences within each indivivieahégen
et al., 208). Therefore, in order to advance our arstanding of the psychosocial
outcomes among women with breast cancer within the context of the cosamsa
model, future studies need to rely on more than one study design. One novel research
design is experience sampling, which will allow for a unigneerstanding of the
factors within an individual which could affect illness perceptions and religious
coping. There are numerous designs within this research methodology, but the
underlying philosophy is the measurement of affective states and cognitions
throughout several time points. The aim of these measurements is to illuminate key
time points in the recovery process where more support is necessary or where certain

coping methods are used by fi@pants at these time pointgdrhageret al., 208).

Additionally, given the findings from this thesis as well as from the literature,
it might be helpful for future studies to focus on studying women witadircancer
who are early ithe illness trajectory. This is because these women are more likely to
demonstrate severe and threatening illness perceptions at thigAlrferi et al.,
2014; Bardenet al.,2016 Blow et al., 2011; Fearon et al., 2020 et al., 2008

Howard et al.2007; Liamputtong & Suwankhong, 20Q1%5evere iliness perceptions
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have been found be associated with worse psychosocial outffesweer et al., 2013;
Gibbons et al., 2016; McCorry et al., 2013; Millar et al., 2005; Rozema et al., 2009;

Silva et al., 201p

Additionally, the majority of stdies from the literature with women with breast
cancer typically evaluate only one or two core theoretical constructs within the
commonsense model, which are usually illness perceptions and psychosocial
outcomes (Fanadikou et al., 2018; Lee et al., 2MPet al., 2018; Tang et al., 2017;
Kus et al.,, 2017; Silva et al.,, 2012). Therefore, the literature lacks adequate
examination of the role of coping methods and procedures within the context of the
commonsense mdel. Only focusing on some componentstbé model leads to
fragmented knowledge about the theoretical model, and the underlying processes
which could explain the psychosocial outcomes (Gibbons et al., 2016). Accordingly,
different research methodologies couldutibsedin future studies in oet to gain the
needed complex and dynamic understanding of how religious coping and illness

perceptions change across the illness experience for these women

Moreover, future research might need to focus on the measurement of both
religious coping and illres perceptions within the specific cultural contexts, and thus
it is important to take into account the importance of the cultural adaption of these
measures before its implementation in different cultural settings. This thesis provided
some evidence th#te Arabic version of the Brief IP@(oadbent et al., 200&aarti
et al., 2019, although being adapted within an Arab clinical setting, did not seem to
capture the way in which illness perceptions interacted with the religious beliefs of
Omani women wh breast cancer. This is because the personal control and treatment

control items within the Brief IPQ did not take into account that for religious Muslim
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patients, the healing and recovery process is perceived to be controlled by God, and
that medicine i©nly a tool to achieve full recovery. As indicated in the systematic
review of this thesis, this finding has also been corroborated from some of the religious
coping tools that have been designed for African American cancer survivors (Holt et
al., 2009) As a result, future research need take into consideration the adaptation

of tools which assess illness perceptions.

Along the same lines, future research should also focus on validating current
religious coping measures, rather than devising newioabgcoping measures. This
is because the religious coping measures, which were discussed within the context of
the systematic review of this thesis, reflected that the majority of religious coping tools
have limited psychometric properties. Moreovers important that multidimensional
measures of religious coping are used in future studies to assess religious coping.
Assessing the various functions and dimensions of religious coping may illuminate
new relationships between these religious coping dirmaasiand psychosocial

outcomes.

Additionally, research utilising the commaense model might benefit from
including tools whictconceptualiseoping in relation to the iliness experience, rather
than measuring coping in general. Although several stubiah (ongitudinal and
crosssectional) with women with breast cancer henstudedcancerspecific coping
scales such as the Mental Adjustment to Cancer Seategndes & Mcintyre, 2020
Gibbons et al., 2016; McCorry et al., Z)Millar et al., 2005), dterstudies (Fischer
et al., 2013Charlier et al., 203,2.an et al., 2019; Rozema et al., 2009) only assessed
coping using generic coping scales, such as Coping Inventory for stressful situations

(Charlier et al., 2012), COPE (Fischer et al., 2012), or the Utretch Coping
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Questionnaire (Rozema et al., 2009).aAesult, these studies may not reveal in full

the actual coping skills that are utilised by this population within the illness context.

Finally, it is important to mention that even studies which have employed
cancer specific coping measures, have onbasured a limited number of coping
skills, and have not assessed other coping skills such as religious coping. It has been
suggested that measuring a multitude of coping skills will allow for a more complex
understanding of mediation models (Hagger & @r#020). Consequently, future
studies testing the comm@ense model could benefit from including a range of
coping skills as well as other medicallye | at ed procedures (i
compliance to medications) that help patients in managinifribss (Leventhal et al.,

2016) This could helusachievea comprehensive picture of the factors that could be

associated with the psychosocial outcomes among women with breast cancer.

7.8 Overall conclusion

This thesis demonstrated that Omani women witast cancer displayed
maladaptive and severe illness perceptions at the time of diagnosis, and they also
struggled to make sense of the illness at the initial stage of the illness. It also showed
that religious coping initially increased at the time adgiiosis, but then remained
stable after that. Therefore, there might be a clinical utility to open a dialogue with
women newly diagnosed with breast cancer which take into account the role of culture
and religion to address maladaptive illness perceptibtise time of diagnosis. It is
also equally important to integrate positive religious coping into these clinical
discussions. Additionally, when assessing religious coping, it is crucial that culturally
sensitive measures are utilised to asgedsvantreligiouslybased thoughts and

behaviours that ar@pplicableto the cultural context of the study.
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APPENDIX 1 Full search strategies for the electronic databases

Database: EMBASE (Experta Medica Ovid)
Date of search:1947 to January 2016
Search strategy:search terms
#1 Cancer.mp.

#2 Cancer*.mp.

#3 Malignan*.mp.

#4 Oncology.mp.

#5 Tumor.mp.

#6 Tumo?r .mp.

#7 Carcinoma.mp.

#8 Neoplasm*.mp.

#9 Breast cancer*.mp.
#10 religion.mp.

#11 religious.mp.

#12 religiousness.mp.
#13 religions.mp.

#14 Religiosity.mp.

#15 spiritual.mp.

#16 Spirituality.mp.

#17 Faith.mp.

#18 Religi*.mp

#19 Religio*.mp.

#20 Chaplain*.mp.

#21 Religious belief*.mp.
#22 Spiritual belief*.mp.
#23 Prayer.mp.

#24 Church.mp.

#25 Mosque.mp.

#26 Meditation.mp.

#27 Religious involv*.mp.
#28 God.mp.

#29 Spiritual support.mp.
#30 Spirit*.mp.

#31 Cope.mp.

#32 Coping.mp.

#33 Cop*.mp.

#34 Coping behavio?r.mp.
#35 Skill*.mp.

#36 Style.mp.

#37 Attitude*.mp.

#38 Role*.mp.

#39 Outcome.mp.

#40 Assess*.mp.

#41 Scale*.mp.




#42
#43
#44
#45
#46
H#AT
#48
#49
#50
#51
#52
#53
#54
#55
#56
#57

#58
#59

#60

Psychometric*.mp.

Questionnaire*.mp.

Test measurement*.mp.

Instrument*.mp.

Develop*.mp.

Construct* valid*.mp.

Standardi*.mp.

Reliabili*.mp.

Rating*.mp.

Test validity.mp.

Rating scale*.mp.

Psychometric*.mp.

Test construction.mp.

Test reliability.mp.
lor2or3or4or5o0r6or7or8or9orl0
10orl1llorl2orl3orld4orl5orl6orl7orl18or19 or 20 or 2]
22 or 23 or 24 or 25 or 25 or 26 or 27 or 28 or 29 or 30
31 or32or33o0r34or35or36or37or38

39 0r40 or41 or42or43 dd or 45 or 46 or 47 or 48 or 49 or 50 0
51 or 52 or 53 or 54 or 55

56 and 57 and 58 and 59

Database: Medline (Ovid platform)

Date of search:1947 to January 2016

Search strategy:search terms

#1
#2
#3
#4
#5
#6
#7
#8
#9
#10
#11
#12
#13
#14
#15
#16
#17
#18
#19
#20
#21
#22
#23
#24

Cancer.mp.
Cancer*.mp.
Malignan*.mp.
Oncology.mp.
Tumor.mp.
Tumo?r .mp.
Carcinoma.mp.
Neoplasm*.mp.
Breast cancer*.mp.
religion.mp.
religious.mp.
religiousness.mp.
religions.mp.
Religiosity.mp.
spiritual.mp.
Spirituality.mp.
Faith.mp.
Religi*.mp
Religio*.mp.
Chaplain*.mp.
Religious belief*.mp.
Spiritual belief*.mp.
Prayer.mp.
Church.mp.




#25
#26
#27
#28
#29
#30
#31
#32
#33
#34
#35
#36
#37
#38
#39
#40
#41
#42
#43
#44
#45
#46
H#AT
#48
#49
#50
#51
#52
#53
#54
#55
#56
#57

#58
#59

#60

Mosque.mp.

Meditation.mp.

Religious involv*.mp.

God.mp.

Spiritual support.mp.

Spirit*.mp.

Cope.mp.

Coping.mp.

Cop*.mp.

Coping behavio?r.mp.

Skill*.mp.

Style.mp.

Attitude*.mp.

Role*.mp.

Outcome.mp.

Assess*.mp.

Scale*.mp.

Psychometric*.mp.

Questionnaire*.mp.
Testmeasurement*.mp.

Instrument*.mp.

Develop*.mp.

Construct* valid*.mp.

Standardi*.mp.

Reliabili*.mp.

Rating*.mp.

Test validity.mp.

Rating scale*.mp.

Psychometric*.mp.

Test construction.mp.

Testreliability.mp.
lor2or3ord4or5or6or7or8or9orl0
10or1lorl12or13or14or150r16orl17 or 18 or 19 or 20 or 2]
22 or 23 or 24 or 25 or 25 or 26 or 27 or 28 or 29 or 30
31 or32o0r 33 o0r34or35o0r36or37or38

39 0or40 or41 or42 or 43 or 44 or 45 or 46 or 47 or 48 or 49 or 5(
51 or 52 or 53 or 54 or 55
56 and 57 and 58 and 59

Database: Web of Science (Core Collection)

Date of search:1900 to January 2016

Search strategy:search terms

#1

#2

TS=(Cancer OR Cancer* OR Malignan* OR Oncology OR Tumor
Tumo?r* OR Carcinoma OR Neoplasm* OR Breast cancer)
Indexes=A&HCI Timespan=All years

TS=(religion OR religious OR religiousness OR religions OR
religiosity OR spiritual OR spirituality OR fait@R religi* OR

religio* OR chaplain* OR religious belief* OR spiritual belief* OR




prayer OR church OR mosque OR meditation OR faith OR religio
involv*OR God OR Spiritual support OR Spirit*)
Indexes=A&HCI Timespan=All years

#3 TS=(cope OR coping OR co®R coping behavio?r OR skill*OR
style OR attitude* OR role*)
Indexes=A&HCI Timespan=All years

#4 TS=(outcome OR assess* OR scale* OR psychometric* OR
guestionnaire* OR test measurement* OR instrument* OR develo
OR construct* valid* OR standardi* OR rabili* OR rating* OR Test
Validity OR rating Scale* OR psychometric* OR test construction
test Reliability)
Indexes=A&HCI Timespan=All years

#5 #4 AND #3 AND #2 AND #1
Indexes=A&HCI Timespan=All years

Database: Pubmed

Date of search:1947 to Januarg2016

Search strategy:Search terms

(((((outcome OR assess* OR scale* OR psychometric* OR guestionnaire* O
measurement* OR instrument* OR develop* OR construct* valid* OR standa
OR reliabili* OR rating* OR Test Validity OR rating Scale* QiRychometric*
OR test construction OR test Reliability))) AND ((Cope OR coping OR cop* (
coping behavio?r OR skill* OR style OR attitude* OR role*))) AND ((religion (
religious OR religiousness OR religions OR religiosity OR spiritual OR
spirituality ORfaith OR religi* OR religio* OR chaplain* OR religious belief*
OR spiritual belief* OR prayer OR church OR mosque OR meditation OR fail
OR religious involv*OR God OR Spiritual support OR Spirit*))) AND ((Cance
OR Cancer* OR Malignan* OR Oncology OR Tun@R Tumo?r* OR
Carcinoma OR Neoplasm* OR Breast cancer))

Database: Academic Search Ultra

Date of search:1888 to January 2016

Search strategy:Search terms

S1 CancerOR Cancer*OR Malignan* OR OncologyOR TumorOR
Tumo?r*OR CarcinomaOR Neoplasm*OR Breastcancer
S2 religion OR religiousOR religiousnes©OR religionsOR religiosity

OR spiritual OR spirituality OR faith OR religi* OR religio* OR
chaplain*OR religiousbelief* OR spiritualbelief* OR prayerOR
churchOR mosqueOR meditationOR faith OR religiousinvolv*OR
GodOR SpiritualsupportOR Spirit*

S3 CopeOR copingOR cop* OR copingbehavio?OR skill* OR style
OR attitude*OR role*
S4 OutcomeOR assessOR scale*OR psychometric*OR questionnaire?

OR testmeasurementOR instrument*OR develop*ORconstruct*
valid* OR standardi*OR reliabili* OR rating* OR TestValidity OR
rating Scale*OR psychometric*OR testconstructionOR test
Reliability

S5 KW cancerOR Cancer*OR Malignan* OR OncologyOR Tumor OR
Tumo?r*OR CarcinomaR Neoplasm*OR Breastcancer

S6 S10RS5




S7

S8

S9

S10

S11

S12

S13

S14
S15

S16

S17

S18

S19

S20

KW religion ORreligiousOR religiousnes©R religionsOR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain*OR religiousbelief* OR spiritualbelief* OR
prayerOR churchOR mosqueOR meditationOR faith OR religious
involv*OR God OR Spiritual supportOR Spirit*

((KW religion OR religiousOR religiousnes®©R religionsOR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain*OR religiousbelief* OR spritual belief* OR
prayerOR churchOR mosqueOR meditationOR faith OR religious
involv*OR GodOR SpiritualsupportOR Spirit*) AND (S20R S7))
AND (S20R S7)

KW copeOR copingOR cop* OR copingbehavio?IOR skill* OR
style OR attitude* ORrole*

(KW copeOR copingOR cop* OR copingbehavio?IOR skill* OR
style OR attitude*OR role*) AND (S3OR S9)

((KW copeOR copingOR cop* OR copingbehavio?OR skill* OR
styleOR attitude*OR role*) AND (S3OR S9))AND (S8AND S10)
KW outcomeOR assessOR scale*OR psychometric‘'OR
guestionnaire®OR testmeasurementOR instrument*OR
develop*ORconstruct*valid* OR standardi*OR reliabili* OR
rating* OR TestValidity OR rating Scale*OR psychometric*OR test
constructionOR testReliability

TX outcomeOR assessOR scale*OR psychometric‘'OR
guestionnaire®OR testmeasurementOR instrument*OR
develop*ORconstruct*valid* OR standardi*OR reliabili* OR
rating* OR TestValidity OR rating Scale*OR psychometric*OR test
constructionOR testReliability

S120RS13

TX religion ORreligiousOR religiousnes©R religionsOR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain*OR religiousbelief* OR spiritualbelief* OR
prayerOR churchOR mosqueOR mediation OR faith OR religious
involv*OR GodOR Spiritual supportOR Spirit*

(TX religion OR religiousOR religiousnes©R religionsOR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain*OR religiousbelief* OR spiritual belief* OR
prayerOR churchOR mosqueOR meditationOR faith OR religious
involv*OR GodOR Spiritual supportOR Spirit*) AND (S8OR S15)
TX copeOR copingOR cop* OR copingbehavio?iOR skill* OR
style OR attitude* OR role*

((TX copeOR coping OR cop* OR copingbehavio?IOR skill* OR
styleOR attitude*OR role*) AND (S100R S17))AND (S100R
S17)

(((TX copeOR copingOR cop* OR copingbehavio?OR skill* OR
styleOR attitude*OR role*) AND (S100R S17))AND (S100R
S17))AND (S40R S14)

TX cancerOR Cancer*OR Malignan* OR OncologyOR Tumor OR
Tumo?r*OR CarcinomaOR Neoplasm*OR Breastcancer

Vi




S21

S22
S23

S24

(TX cancerOR Cancer*OR Malignan* OR OncologyOR TumorOR
Tumo?r*OR CarcinomaOR Neoplasm*OR Breastcancer)AND (S1
ORS50R S20)

(S40R S14)AND (S40OR S14)

((S40R S14)AND (S40R S14))AND (S16AND S18AND S21
AND S22)

(((S4OR S14)AND (S40OR S14))AND (S16AND S18AND S21
AND S22))AND (S1AND S2AND S3AND S4)

Database: CINAHL

Date of search:1944 to January 2016

Search strategy:Searchterms

S1 MH cancer

S2 MH cancer*

S3 MH malignan*

S4 MH oncology

S5 MH tumor

S6 MH tumo?r*

S7 MH carcinoma

S8 MH neoplasm*

S9 MH breastcancer

S10 MH ((MH Breastcancer)AND (S1OR S20R S30OR S40RS50R
S60RS70OR S80OR S9))AND (S1ORS20RS30OR S40RS50R
S60R S70R S80OR S9)

S11 MH religion

S12 MH religious

S13 MH religiousness

S14 MH religions

S15 MH religiosity

S16 MH spiritual

S17 MH spirituality

S18 MH faith

S19 MH religi*

S20 MH religio*

S21 MH chaplain*

S22 MH religiousbelief*

S23 MH spiritual belief*

S24 MH prayer

S25 MH church

S26 MH mosque

S27 MH meditation

S28 MH religiousinvolve*

S29 MH God

S30 MH spiritual support

S31 MH spirit*

S32 (MH Spirit*) AND (S110R S120R S130R S140R S150R S16
ORS170RS180OR S190R S200R S210R S220R S230R S24
OR S250R S260R S270R S280R S290R S300R S31)

S33 MH cope

Vi




S34 MH coping

S35 MH cop*

S36 MH copingbehavio?r*

S37 MH skill*

S38 MH style

S39 MH attitude

S40 MH role

S41 MH outcome

S42 MH assess*

S43 MH scale*

S44 MH psychometric*

S45 MH questionnaire*

S46 MH testmeasurement*

S47 MH instrument*

S48 MH develop*

S49 MH construct*valid*

S50 MH reliabili*

S51 MH rating*

S52 MH testvalidity

S53 MH ratingscale*

S54 MH psychometric*

S55 MH testconstruction

S56 MH testreliability

S57 S330R S340R S350R S360R S370R S380R S390R S40

S58 S410R S420R S430R S440R S450R S460R S470R S480R
S490R S500R S510R S520R S530R S540R S550R S56

S59 S10AND S32AND S57AND S58

S60 MH S10AND S32AND S57AND S58

S61 MH S10AND S32AND S57AND S58

S62 MH CancerOR Cancer*OR Malignan* OR OncologyOR TumorOR
Tumo?r*OR CarcinomaOR Neoplasm*OR Breastcancer

S63 MH religion OR religiousOR religiousnes©R religionsOR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain*OR religiousbelief* OR spiritualbelief* OR
prayerOR churchOR mosqueOR meditationOR faith OR religious
involv*OR GodOR Spirritual supportOR Spirit*

S64 CopeOR copingOR cop* OR copingbehavio?OR skill* OR style
OR attitude*OR role*

S65 OutcomeOR assessOR scale*OR psychometric*OR questionnaire?
OR testmeasurementOR instrument*OR develop*ORconstruct*
valid* OR standardi*OR reliabili* OR rating* OR TestValidity OR
rating Scale*OR psychometric*OR testconstructiorOR test
Reliability

S66 S62AND S63AND S64

Database:PsychINFO (EBSCO host)

Date searched1982 to January 2016

Search strategy:Searchterms

viii



S1

S2

S3

S4

S5

S6

S7

S8

S9

S10

S11

S12

S13

S14

Cancer OR Cancer* OR Malignan* OR Oncology OR Tumor OR
Tumo?r* OR Carcinoma OR Neoplasm* OR Breast cancer

religion OR religious OR religiousness OR religions OR religiosity|
OR spiritual OR spirituality OR faith OR religi* OR religio* OR
chaplain*OR religious belief* OR spiritual belief* OR prayer OR
church OR mosque OR meditation OR faith OR religious involv*Q
God OR Spiritual support OR Spirit*

Cope OR coping OR cop* OR coping behavio?r OR skill* OR styl
OR attitude* OR role*

Outcome @ assess* OR scale* OR psychometric* OR questionng
OR test measurement* OR instrument* OR develop*OR construcf
valid* OR standardi* OR reliabili* OR rating* OR Test Validity OR
rating Scale* OR psychometric* OR test construction OR test
Reliability

TX ancer OR Cancer* OR Malignan* OR Oncology OR Tumor OHR
Tumo?r* OR Carcinoma OR Neoplasm* OR Breast cancer

(TX ancer OR Cancer* OR Malignan* OR Oncology OR Tumor O
Tumo?r* OR Carcinoma OR Neoplasm* OR Breast cancer) AND
OR S5)

KW cer ORCancer* OR Malignan* OR Oncology OR Tumor OR
Tumo?r* OR Carcinoma OR Neoplasm* OR Breast cancer

TX cancer OR Cancer* OR Malignan* OR Oncology OR Tumor O
Tumo?r* OR Carcinoma OR Neoplasm* OR Breast cancer

TX religion OR religious OR religiousne&R religions OR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain* OR religious belief* OR spiritual belief* OR
prayer OR church OR mosque OR meditation OR faith OR religio
involv* OR God OR Spiritual support OR Spirit*

KW religion OR religious OR religiousness OR religions OR
religiosity OR spiritual OR spirituality OR faith OR religi* OR
religio* OR chaplain* OR religious belief* OR spiritual belief* OR
prayer OR church OR mosque OR meditation OR faith OR rekgio
involv*OR God OR Spiritual support OR Spirit*

TX cope OR coping OR cop* OR coping behavio?r OR skill* OR
style OR attitude* OR role*

KW cope OR coping OR cop* OR coping behavio?r OR skill* OR
style OR attitude* OR role*

TX outcome ORassess* OR scale* OR psychometric* OR
guestionnaire* OR test measurement* OR instrument* OR
develop*OR construct* valid* OR standardi* OR reliabili* OR
rating* OR Test Validity OR rating Scale* OR psychometric* OR t
construction OR test Reliability

KW outcome OR assess* OR scale* OR psychometric* OR
guestionnaire* OR test measurement* OR instrument* OR
develop*OR construct* valid* OR standardi* OR reliabili* OR
rating* OR Test Validity OR rating Scale* OR psychometric* OR t
construction OR testé&iability




S15
S16
S17
S18
S19

S1 OR S50R S7

S20OR S9 OR S10

S3 OR S11 OR S12

S4 OR S13 OR S14

S15 AND S16 AND S17 AND S18




APPENDIX 2

Data extraction form

Record any missing information as unclear or not described, to make it clear that the information was not found inrdpes{ady
not that you forgot to extract it. Write N/A id not relevant for the review.

| Study ID (e.g. Smith et al., 2011) |

Eligibility criteria

Eligibility criteria
met?
Yes, No, Unclear

Study designs

-Any Study in English language that is concerned with the original development or f
validation of a measure of religious coping in cancer research{&eotenal,
longitudinal, cohort)

Yes, No, Unclear

Domain of study

-Religious
-Spiritual
-Both

Participants

-Participants must be adults diagnosed with cancer (18 years and over)
-Not family members, chaplains, of health professionals

Yes, No, Unclear

Exclusion criteria

-An instrument to assess spirituality only

-A religious coping measure is not used

-General questions about religiosity or religious orientation as opposed to religious
coping(Church attendance)

-Religious coping was assessed using a single iterhpw did you use religion to cope

Yes, No, Unclear

with illness)
-The instrument was not validated on cancer population
Include Exclude Reason for
exclusion

Xi




APPENDIX 3 Excluded articles and reasons forexclusion
ID Title Author/Year Are people Is the Was the  Reason for exclusion
with cancer studya  measure a
the validation  religious
participants?  study? coping
measure?

1 Reliability and validity of the Arabic Abdelhafeez eal., a a X Not a RC measure
translation of the palliative 2019
performance scale

2 Spirituality Moderates Hopelessnes Abu Talib et al., X X X Not a validation
Depression, and Suicidal Behavior 2015 study, utiliisng
among Malaysian Adolescents adolescent populatior

and not a RC measur

3 Empirically based psychology of Abu-Raiyaa and X X X Not a validation study
Islam: summary and critique of the Pargament, 2011 (literature review)
literature

4 Nature as the Most Important Copin Ahmadi & a X a Not a validation study
Strategy Among Cancer Patients: A Ahmadi, 2015
Swedish Survey

5  The Use of Religious Coping Ahmadi et al., a X a Not a validation study
Methods in a Secular Society: A 2017
Survey Study Among Cancer Patier
in Sweden

6 Culture, religion and spirituality in ~ Ahmadi, 2006 a a a Book

coping: the example of cancer
patients in Sweden.

Xii



7 Religiosity, Religious Coping, and  Alferi et al., 1999 a X a Not a validation study
Distress
8 Article DOI: Authors names ? ? ? Article in Japanese
http://doi.org.10.11560/jahp.27.2_1: written in language
Japanese
language, 2014.
9 The system of beliefs inventory(SBI Baider et al., 2001 X a X Not a population of
15): a validation study in Israel interest, noRC
measure, rather it
measures religious
belief and social
support
10 A Scale to Assess Religious Beliefs Balboni et al., a a X Not a RC measure, it
in Endof-Life Medical Care 2019 assesses religious
beliefs at the end of
life and its influence
of medical decisions
11 Psychology and Theology Meet: Baldacchino et a X X Not a validation study
lliness Appraisal and Spiritual al., 2012 (qualitative study)
Coping
12 Religious Belief as a Coping Strate¢ Becker et al., 200¢ a X X Not RC measure
13 Development and validation of a ne Benito et al., 2014 a a X Not a RC measure,
tool for the assessment and spiritua but spiritual care
care of palliative care patients
14 Relationship between spirituality, = Bernard et al., a X X Not a RC measure,

meaning in life, psychological 2017
distress, wislior hastened death, an

their influence on quality of life in
palliative care patients

rather an outcome
measure (FACITSp)
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15 The Role of Religion and Spirituality Biegler et al., a X a Not a validation study
in Psychological Distress Priorto 2012
Surgeryfor Urologic Cancer
16 Spiritual/Religious Coping of Wome Borges et al., 201 a X a Not a validation study
with Breast Cancer
17 Evaluation of the FICA tool for Borneman et al., a a X Not a RC measure,
spiritual assessment 2010 rather spiritual
assessment
18 The contribution of spirituality and Boscaglia et al., a X a Not avalidation study
spiritual coping to anxiety and 2005
depression in women with a recent
diagnosis of gynecological cancer
19 Spirituality, quality of life, Bovero et al., a X X Not a validation
psychological adjustment in termina 2015 study, no RC
cancer patients in hospice measure, rather an
outcome measure
FACIT-Sp
20 The Relationship Between Religiou: Bowie et al., 2001 X a a Not a population of
Coping Style and Anxiety over Brea interest (normative
Cancer in African American Womer population)
21 Spirituality and Coping Among Bowie et al., 2005 a X a Not a validatiorstudy
Survivors of Prostate Cancer
22 Religious Coping and Types and  Bowie et al., 2017 a X a Not a validation study
Sources of Information Used in
Making Prostate Cancer Treatment
Decisions
23 The spiritual dimension of palliative Burton, 1998 a X X Not a validation study
care (review paper)
24 Engagement of patients in religious Bussinget al., a a X Not a religious coping

and spiritual practices: Confirmatory 2005

measure. 26 items
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results with SpREUKP 1.1
guestionnaire as a tool of quality of
life research

divided as the
following:
Conventional
religious practice:4
items,
Existentialistic
practice: 6 items,
Unconventional
spiritual practice:5
items,

Humanistic Practice:
6 items,
Natureoriented
practice: 3 items,
Guardian Angel: 1
item

25 Role of religion and spiritualitin Bussinget al.,
medical patients: confirmatory resul 2005
with the SpREUK questionnaire

Not a RC measure. It
measures
religiousness and its
relationships to how
they cope with the
illness

26  Search for meaningful support and Bussinget al.,
the meaning oillness in German 2005
cancer patients

Not a religious coping
measure (survey
attitudes of patients
with severe diseases
towards
spirituality/religiosity

XV



and adjustment to
illness

27 Relevance of religion and spirituality Bussinget al., a X Not a RC measure
in German ptients with chronic 2007
diseases
28 Adaptive Coping and Spirituality as Bussinget al., a a Not a RC measure,
Resource in Cancer Patients 2007 rather tru
help
29 Spirituality, religiosity, andlealing  Bussinget al., X a Not population of
with illness in Arabic and German 2007 interest (patients with
patients hypertension), not RC
measure
30 Reliance on God®d Bussingetal., a X Not a validation
and fatigue in female cancer patieni 2008 study, not RC
measure
31 Psychosocial and spiritual needs of Bissinget al., a a Not a religious coping
patients with chronic diseases: 2013 measure, spiritual
validation of the Chinese version of needs
the Spiritual Needs Questionnaire
32 Reliance on GodOo Bussingetal., a X Not a validation study
Measure of Religious Tru$tA 2015 (review article), not
Summary of Findings RC measure
33 Spirituality as a Resource to Rely o1 Biissing 2010 a a Not a RC measure
in Chronic lliness: The SpREUK
Questionnae
34 Nursing Di nos i Caldeiraetal, a X Not a validation
Di stressodobd n Wo 2016. study, not RC

Cancer

Prevalence and Major Defining

Characteristics

measure (outcome
measure)
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35 Spiritual WellBeing and Spiritual Caldeira et al., a a Not RC measure,
Distress in Cancer Patients 2017 outcome measure
Undergoing Chemotherapy: Utilizing (spiritual wellbeing)
the SWBQ as Component of Holisti
Nursing Diagnosis

36 Active coping mediates the Canada et al., a a Not a RC measure,
association between 2006 rather Systems of
religiosity/spirituality and quality of Beliefs Inventory
life in ovarian cancer

37 A 3-factor model for the FACHSp  Canada et al., a a Not a RC measure,

2008 but outcome measure

38 Effectiveness of prayer in reducing Carvalho et al., a X Not a validation

anxiety in cancer patients 2014 paper, not a RC
measure
(religiousness)

39 Role of attachment to GOD in secul Cassibba et al., a X Not a RC measure
and religious/spiritualvays of coping 2013 (outcome measure
with a serious disease System of Beliefs

Inventory)

40 Evaluating the impact of spirituality Chaar et al., 2018 a a Not RC measure, but
on the quality of life, anxiety, and outcome measure
depression among patients with (FACIT-Sp)
cancer: an obseational transversal
study

41 Multidimensional Approach Toward Ch ar z y Es X a Not population of
Spiritual Coping: Construction and interest
Validation of the Spiritual Coping
Questionnaire (SCQ)

42  An Integrative Review of the Conce Chiu et al., 2005 a X Not a validation study

of Spirituality in the Health Sciences

(review article)
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43 Religion and Spirituality in Coping Choumanova et a Not a validation study
with Breast Cancer: Perspectives of al., 2006 (qualitative study)
Chilean Women

44  Spontaneous reports of religious  Cigrang et al., a Not a validation
coping by patients with chronic 2003 study, open ended
physical iliness guestions about

religious coping were
used (not standardise
measure)

45  Assessing spiritual growth and Cole et al., 2008 a Not a RC measure, al
spiritual decline following a outcome measure
diagnosis of cancer: reliability and
validity of the spiritual
transformation scale

46 Religious/spiritual coping and level Costa et al., 2019 a Not a validation study
of hope in patients with cancer in
chemotherapy

47  Exploring the relationships among Cotton et al., 199¢ a Not a validation
spiritualwell-being, quality of life, study, not RC
and psychological adjustment in measure (FACIISp)
women with breast cancer

48 Relational spirituality and quality of Counted et al., a Not a validation study
life 2007 to 2017: an integrative 2018 (review article)
research review

49 Coping and distress among women Culver et al., 2002 a Not a validatiorstudy

under treatment for early stage bree
cancer: comparing African

XVviil



Americans, Hispanics, and non
Hispanic Whites

50 Medicine for the Spirit: Religious Cummings & a X a Not a validation
Coping in Individuals with Medical Pargament, 2010 study, review article
Conditions

51 Validation of the Portuguese Versio Curcio et al., 2015 X a a Population of interest
of the Brief Multidimensional not explicitly stated
Measure of Religiousss/Spirituality
(BMMRS-P) in Clinical and Non
clinical Samples

52 Effect of SpiritualReligious Davari et al., 2018 a X X Not a validation
Intervention on lliness Perception in study, did not use RC
Women with Breast Cancer measure

53 The impact of spirituality, religiosity, Delgado et l, X ? a Only abstract is
and spiritual pain in coping strategie 2011 available
and quality of life (QOL) of
caregivers of advanced cancer
patients (CACP) in the palliative
care(PC) setting

54  Spirituality, religiosity, and spiritual DelgadeGuay et a X a Not a validation study
pain in advanced cancer patients  al., 2011

55 Frequency, intensity, and correlates DelgadeGuay et a X X Not RC measure, onl
of spiritual pain in advanced cancer al., 2016 one item on spiritual
patients assessed in a pain
supportive/palliative care clinic

56 The System of Belief Inventory: A Erci & Ataturk, a a X Not a RCmeasure,

Validation Study in Turkish Cancer
Patients

2017

rather beliefs and
social support (SBI
15)
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57 Brazilian Validation of the Brief Esperandio et al., X a a Not a population of
Scale for Spiritual/Religious 2018 interest (normative
Copingd SRCOPE14 population)

58 Anger Toward GodSociatCognitive Exline et al., 2011 a X X Not a validation
Predictors, Prevalence, and Links study, not a RC
With Adjustment to Bereavement ar measure (3 questions
Cancer about anger towards

God)

59 The Religious and Spiritual Struggle Exline et al., 2014 X a X Population not of
Scale:Development and Initial interest
Validation (undergraduate

students), not a RC
measure

60 Coping with breast cancer in later Feher & Maly, a X X Not a validation study
life:the role of religious faith 1999 (quditative study)

61 AWhy me®mends us Gallé& Bilodeau, a X a Not a validation study
spiritual causal attributions in makin 2017
sense of breast cancer

62 Religious Resources in Lofiterm Gall et al., 2000 a X a Not a validation study
Adjustment to Breast Cancer

63 A longitudinal study on the role of Gall et al., 2009 a a X Not a RC measure,
spirituality in response to the Imagine of God scale
diagnosis and treatment of breast
cancer

64 Attachment to God and coping with Gall et al., 2019. a a X Not a RC, but
the diagnosis and treaént of breast attachment to God
cancer: a longitudinal study

65 Integrating religious resources withi Gall, 2000 a X a Not a validatiorstudy

a general model of stress and copin
long term adjustment to breast canc
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66 Relationship with God and the quali Gall, 2004 a a Not RC measure
of life of prostate cancer survivors (Image of God)

67 Instruments Measuring Spirituality ii Garssen et al., X X Not a validation study
Clinical Research 2012 (letter toeditor)

68  Spirituality and quality of life in Gioiella et al., a Not a validation
gynecologic oncology patients 2001 paper, not a RC

measure (spiritual
well- being)

69 The Relationship Between Religiou: Goudarzian et al., a X Not a validation
Coping and Depression in Iranian 2017 study.

Patientswvith Cancer

70 Correlation between religious copin Haghighi, 2013 a X Not a validation study
and depression in cancer patients

71 Image of God in relation to coping Hanneke et al., a a Not a RC measure
strategies of palliativeancer patients 2010 (Image of God)

72  Farsi version of the Multidimension: Hashemian et al., X a Not a population of
Health Locus of Control and God 2014 interest, not a RC
Locus of Health Control Scales: measure
validity and reliability study among
Iranian women with a family history
of breast cancer

73 Measuring Religiousness and Hill & Maltby, X X Not avalidation
Spirituality: Issues, Existing 2009 study, review article
Measures, and the Implications for
Education and Wellbeing

74 A brief spiritual beliefs inventory for Holland et al., a a Not a RC measure,

use in quality of life research in Ife 1998
threatening illness

rather measures
religious beliefs and
social support (SBI
15)
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75 Therole of religious and spiritual Holland et al., a X Not a validation
beliefs in coping with malignant 1999 study, and not a RC
melanoma measure (Systems of

Beliefs Inventoryl5)

76  Spiritual Health Locus of Control an Holt et al., 2003 X a Population not of
Breast Cancer Beliefs Among Urbal interest (normative
African American Women African American

women), and no RC
measure

77 Comparison of the Effects of Hosseini et al., X X Not a validation study
Religious Cognitive Behavioral 2017
Therapy (RCBT), Cognitive
Behavioral Therapy (CBT), and
Sertraline on Depression and Anxie
in Patients after Coronary Artery
Bypass Graft Surgery: Study Protoc
for a Randomized Controlled Trial

78 Expansion and Validation of the Hotl et al., 2007 X a Not a validation
Spiritual Health Locus of @ntrol study, not population
Scale of interest

79 Religiousness, Spirituality, and Hulett et al., 2018 a X Not a validation study
Salivary Cortisol in Breast Cancer
Survivorship: A Pilot Study

80 Thereligiousness as a way of copin Janiszewska et al. a X Not a validation
with anxiety in women with breast 2008 study, not a RC
cancer at different disease stages measure

82 Religious beliefs, coping, and Kaliampos et al., a a Not a RC measure

psychological welbeing among 2017
Greek cancepatients
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83 Coping With Breast Cancer at the Ka'opua et al., a X X Not a validation study
Nexus of Religiosity and Hawaiian 2008 (qualitative study). Nc
Culture: Perspectives of Native measure of RC
Hawaiian Survivors and Family
Members

84 Depression and religiosity and their Kassm et al., 201¢ a X X Not a RC measure
correlates in Lebanese breast canct (religiosity measure)
patients

85 Spiritual/Religious Coping Strategie Khodaveirdyzadet a X a Not a validation study
and their Relationship th lliness etal., 2016
Adjustment among Iranian Breast
Cancer Patients

86 fAand whatever Kiel et al., 2007 a X X Not a validation
having faith and believing, you will study(abstract only),
receiveo( Mat hew not RC masure
and reliability in radiotherapy (FACIT-Sp)
patients. Results of a prospective
study

87 Determining best methods to screel King et al., 2017 a X a Not a validation study
for religious/spiritual distress

88 Religious attitudes and practices of Koenig, 1998 X a a Population of interest
hospitalized medically ill older adult: not explicitly stated

89 Al know he cont r Koffmanetal., a X X Not a validation study
meanings of religion among Black 2008 (qualitative study)
Caribbean and White British patient
with advanced cancer

90 A Systematic Review of Studies Krageloh, 2011 a X a Not a validation pape!

Using the Brief COPE: Religious
Coping in Factor Analyses

(review article)
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91 Spirituality influences health related Krupski et al., a Not a validation
quality of life in men with prostate 2006 study, not RC
cancer measure (FACIISp)

92 Establishing the validity of a spiritua Ku et al., 2010 a Not a RC measure,
distress scale for cancer patients spiritual beliefs
hospitalized in southern Taiwan

93 Spirituality andpsychological wel  Price a Not a validation study
being in women with breast cancer Abdelrazzaq, 200t (Ph.D thesis)

94 The Role of Spirituality in the Laubmeieret al., a Not a RC measure,
Psychological Adjustment to Cance 2004 rather spiritual well
A Test of the Transactional Model o being (outcome
Stress and Coping measure)

95 Religious/spiritual coping and Lavery & a Not avalidation study
adjustment in individuals with 2010 (review article)
cancer: unanswered questions,
important trends, and future
directions

96 Ethnicity and spirituality in breast  Levine et al., 2007 a Not a validation study
cancer survivors (qualitative study)

97 Development and Initial Validation Levine et al., 201¢ a Not a RC measure
of a Spiritual Support Subscale for
the MOS SociaBupport Survey

98 Development and validation of the Lin et al., 2015 a Not a religious coping
Chinese version of spiritual interest: measure, rather
related illness tool for patients with spiritual needs.
cancer in Taiwan

99 Use of Religion: An Effective Liu et al., 2015 a Not a validation study

Method of Coping among Chinese
Patients with Cancer

(qualitative study)
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100 Is there a correlation between McCoubrie & a X Not a validation
spirituality and anxiety and Davies, 2005 study, no RC measur:
depression in patients with advance (spiritual wellbeing
cancer? outcome measure)

101 1t 6s Out of My H MclLaughlinaet a X Not a validation study
Control to God Can Decrease Quali al., 2013
of Life for Breast Cancer Patients

102 Prayer in People With Cancer Meraviglia, 2002 a a Not a RC measure,

but a prayer scale

103 The Effects of Spirituality olwVell- Meraviglia, 2004 a a Not a RC measure, a
Being of People With Lung Cancer prayer scale

104 Effects of spirituality in breast cance Meraviglia, 2006 a a Not a RC measure
survivors (Prayer Scale)

105 Spirituality Measurement in African Mollica & a X Not a validation study
American Cancer Survivors Nemeth, 2013 (review article), did

not include a measure
of RC

106 The role of spirituality in the Nelson et al., 200¢ a a Not a RC measure,
relationship between religiosity and FACIT-Sp
depression in prostate cancer patiel

107 Anxiety and Depression in Cancer Ng et al., 2017 a X Not a validation study
Patients: The Association with
Religiosity and Religious Coping

108 Spirituality and religious coping for Pareek et al., 201! a X Only abstract
cancer patients and providers: An available
OAl mi ghtyoé belie

109 Religious struggle as a predictor of Pargament et al., X a Population of interest

mortality among medically ill elderly 2001
patients

not explicitly stated
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110 Religious Coping Methods as Pargament et al., a a Not a validation study
Predictors of Psychological, Physici 2004
and Spiritual Outcomes among
Medically Il Elderly Patients: A
Two-year Longitudinal Study

111 Religion/Spirituality and Health in  Park et al., 2015 a a Not a validation study
the Gntext of Cancer: Cross Domal (review article)
Integration, Unresolved Issues, and
Future Directions

112 Advancing our understanding of Park etal., 2017 a a Not a validation study
religion and spirituality in the contex (review paper)
of behavioral medicine

113 Intrinsic religiousness and welkeing Perez & Smith, a a Not a validation study
among cancer patients: the mediatii 2015
role of controlrelated religious
copingandsele f ycacy f
with cancer

114 An Evaluation of Psychosocial and Polite et al., 2017 a X Not RC measure (Go
Religious Belief Differences in a locus of health
Diverse Racial and Socioeconomic control)
Urban Cancer Population

115 Hope, spirituality, sensef PostWhite et al., a X Not a validation study
coherence, and quality of life in 2016 (qualitative study)
patients with cancer

116 Two years after cancer diagnosis, Préauet al., 2011 a X Not a religious coping

what is the relationship between
healthrelated quality of life, coping
strategies andpirituality?

measure, only two
general questions wa
used.
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117 Spiritual Coping: A Gateway to Prouty et al., 2015 a X a Not a validation study
Enhancing Family Communication
During Cancer Treatment

118 Integrating spirituality into patient  Puchalski, 2013 X X X Not a validation pape!
care: aressential element of (review article)
person centered

119 Religious Practice and Spirituality ir Purnell et al., a a X Not RC measure
the Psychological Adjustment of 2009 (religious practice anc
Survivors of Breast Cancer FACIT-Sp)

120 Religious and Other Predictors of  Rifkin et al., 1999 a X X Not a validation
Psychosocial Adjustment in Cancer study, did not use RC
Patients measure (Religious

Imaginationscale)

121 System of belief inventory (SBI Ripamonti et al., a a X Not a RC measure
15R): a validation study in Italian 2015 (religious beliefs and
cancer patients on oncological, social support)
rehabilitation, psychological and
supportive care settings

122 The relationship between Rippentrop et al., X a a Not population of
religion/spirituality and physical 2005. interest (patients with
health, mental health, and pain in chronic pain).
chronic pain population

123 Self-Forgiveness, Spirituality, and Romero et al., a X X Not RC measure, onl
Psychological Adjustment in Wome 2006 one item to measure
with Breast Cancer spirituality

124 Spiritual Coping, Perceived Growth, Rudaz et a).2018 a a X Only of the two items

and the Moderating Role of Spiritua
Mindfulness in Cancer Survivors

measured spiritual
coping
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125 Psychometric characteristics of the Safari et al., 2016 a a Not a RC measure
Muslim Religiosity Scale in Iranian (religiousness scale)
patients with cancer

126 Changes in Spiritualitgnd Quality of Samuelson et al., a X Not a validation
Life in Patients Undergoing 2012 study, nota RC
Radiation Therapy measure (FACITSp)

127 Image of God: effect on coping, Schreiber, 2009 a X Not a validation study
psychaospiritual weltbeing and fear (Ph.D thesis), not a
of recurrence in early breast cancer RC measure

128 Psychometric properties of the Ima¢ Schreiber, 2012 a a Not a RC measure
of God Scale in breast cancer (Image of God)
survivors

129 Image of God: Effect on Coping anc Schreiber, 2014 a X Not a validation
Psychospiritual Outcomes in Early study, not a RC
Breast Cancer Survivors measure

130 Distinguishing between spiritual Schultz et al., a X Not a validation
distress, general distress, spiritual 2017 paper, no RC measur
well-being, and spiritual pain among (FACIT-Sp)
cancer patients durimgncology
treatment

131 The measurement of spirituality in  Selman et al., a X Not a validation papel
palliative care and the content of 2011 (systematic review)
tools validated crossulturally: a
systematic review

132 Religion/spirituality and social Silva et al., 2019 a X Not a validation
support in improving the quality of study, did not use a
life of patients with advanced cance standardised measur:

133 Thestagespecific role of spirituality Simon et al., 2007 a X Not a validation pape!

among African American Christian

(qualitative paper)
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women throughout the breast cance
experience

134 Relational and Spiritual Coping Sira et al., 2019 a Study did not validate
Among Emerging and Young Adult turning to religion
Cancer Survivors subscale

1351 s 6Seeking GodOo Sgrensenetal., a Not a validation study
with Life Satisfaction and Disease 2012 of the RCOPE
speciyc Quality
Patients? The HUNT Study

136 Religion, spirituality and cancer: Stefanek et al., a Not a validation study
Current status and methodological 2005 (review article)
challenges

137 The Role of Spirituality in the Breas Tate, 2011. a Not a validation pape!
Cancer Experiences difrican (review article)
American Women

138 Religious and spiritual resources, Tatsumura et al., a Not a validation
CAM, and conventional treatment ir 2003 study(qualitative
the life of cancer patients study)

139 Use of Prayer among Persons with Taylor & Outlaw, a Not a validation study
Cancer 2002 (qualitative study)

140 Prevalence and associated factors « Taylor, 2006 a Not areligious coping
spiritual needs among patients with measure, rather
cancer and family caregivers spiritual needs

141 Do religious/spiritual coping ThunéBoyle et a Not a validation study
strategies affect illness adjustment i al., 2006 (review article)
patients with cancer: a systematic
review of the literature

142 Do spirituality and faith make a Travado et al., a Not a validation

difference? Report from the Southe 2010
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European Psychoncology Study
Group

measure (visual
analog)

143 The Role of Spirituality and Vallurupalli et al., a Not a validation study
Religious Coping in th@uality of 2012
Life of Patients With Advanced
Cancer Receiving Palliative
Radiation Therapy

144 Spirituality and welbeing in cancer Visser et al., 2010 a Not a validation
patients: A review study,does not cover

a measure of RC

145 The Role of Religion/Spirituality for Weaver et al., a Not a validation study
Cancer Patients and Their Caregive 2004 (review article)

146 Religious coping and problem Yoshimoto et al., a Not a validation
solving by couples faced with 2006. study, did not include
prostatecancer a standardised

measure of RC

147 Religious Coping and Quality of Life Zamanian et al., a Not a validation study
in Women with Breast Cancer 2015

148 Initial Evidence ofReligious Practice Zhang et al., 2013 a Not a validation study

and Belief in Depressed African
American Cancer Patients

(qualitative study).
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APPENDIX 4 Studiesethical approval

Sultan Qaboos Universityethical approval of quantitative study
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University of Strathclyde endorsement of thedecision of the Sultan Qaboos
Uni versityds Research Ethics Committee

University of Strathclyde ethical approval email

From: Ethics <ethics@strath.ac.uk<mailto:ethics@strath.ac.uk>>

Date: 26 June 2015 12:09:52 BST

To: Pauline Adair <pauline.adair@strath.ac.uk<mailto:pauline.adair@strath.ac.uk>>
Cc: Zena Al-Sharbati <zena.al-sharbati@strath.ac.uk<mailto:zena.al-
sharbati@strath.ac.uk>>, Susan Rasmussen
<s.a.rasmussen@strath.ac.uk<mailto:s.a.rasmussen@strath.ac.uk>>, Ethics
<ethics@strath.ac.uk<mailto:ethics@strath.ac.uk>>

Subject: Approval of external's Ethics Committee: UEC15/48: Adair/Al-Sharbati: The
role of religious and general coping strategies on mood and quality of life among Omani
patients diagnosed with breast cancer.

Dear Pauline/Zena/Susan

| refer to the above study and can confirm that the Convener of the University Ethics
Committee (AUECO) has endorsed the decision of
Research Ethics Committee and granted University ethics approval on behalf of the

UEC. University insurance has also been confirmed.

I would remind you that the Committee must be informed of any changes that are made
to the research project, so that they have the opportunity to consider them. The
Committee would also expect you to report back on the progress and outcome of your
project, (by providing an annual progress report and a final report) and with an account
of anything which may prompt ethical questions for any similar future project and with
anything else that you feel the Committee should know.

On behalf of the Committee, | wish you success with this project.
Kind regards

Helen

Helen Baigrie

Contracts Manager

Research & Knowledge Exchange Services
University of Strathclyde

Graham Hills Building

50 George Street

Glasgow
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Direct Line +44 (0) 141 548 4539
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Sultan Qaboos Universityethical approval of qualitative study
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University of Strathclyde endorsement thedecision of theSultan Qaboos
Uni versityds Research Ethics Committee

Endorsement and Sponsorship: UEC19/423#drbati/Rasmussen/Hunter: Understanding the
lived iliness experience of patients diagnosed with breast cancer: An Interpretative
Phenomenological Analysis approach

Ethics<ethics@strath.ac.uk> Jun 28, 2019,
10:23AM

to me, Louise SusanZena,Simon

Dear Zena

| refer to the above study and can confirm that the Convener of the University Ethics
Committee (UEC) has endorsed the decision of the Sultan Qaboos University Research Ethics
Committee andgranted University ethics approval on behalf of the UEC. University insurance
has also been confirmed.

The University agrees to act as sponsor of the above mentipnep:ct subject to the
following conditions:

1. That the project obtains/has and continues to have University/Departmental
Ethics Committee approval.

2. That the project is carried out according to the project protocol.

3. That the project continues to be covered by the University's insurance cover.

4. That the Director of Research and Knowledge Exchange Services is

immediately notified of any change to the project protocol or circumstances

which may affect the University's risk assessment of the project.

5. That the project starts within 12 months of the date of this letter.

As sponsor of the project the University has responsibilities under the Scottish
Executiveds Research Governance Framewor Kk

You should ensure you are aware of those responsibilities and that the project is
carried out according to the Research Governance Framework.
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| remind you that the Committee must be informed of any changes that are
made to the research project, so that they have the opportunity to consider
them. The Committee also expects you to report back on the progress and
outcome of your project, (by providing to ethics @strath.ac.uk copies of Annual
Progress Reports and an Outcome Report) and with an account of anything
which may prompt ethical questions for any similar future project and with
anything else that you feel the Committee should know.

Any adverse event that occurs during an investigation must be reported as
quickly as possible to UEC and, within the required time frame, to Sultan
Qaboos University or to any appropriate external agency.

On behalf of the Committee, | wish you success with this project.

Kind regards

Angelique

Angelique Laverty
University Ethics Committee Manager
Research & Knowledge Exchange Services (RKES)

University of Strathclyde

50 George Street

Glasgow

G1 1QE
ethics@strath.ac.uk<mailto:louise.mckean@strath.ac.uk>

T +44 (0)141 548 3306
F + 44 (0)141 552 4409
http://www.strath.ac.uk/<http://www.strath.ac.uk/rkes>ethics/

The University of Strathclyde is a charitable body, registered in Scotland, with
registration number SC015263
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APPENDIX 5 Consentforms for the quantitative study Universityof "’%"’

Strathclyde
Glasgow

(Arabic Version)

O0FYA3BbF cT wbpprplrF pFOUx

NFAPpBIOF?2 AT2F HbBIOF nYpBIOF o0p O WMIYEBF 1 B/ MK

pMBTTMPD , cxp D a kg BFvspbF, pp MipRECHIBkD XeORIEr. THOERRIIDH TATT MM
. ppMxBIOF pwmMH

. EM2F U aoF AADIOF w/lB FlOF py Tl ©F , U

nbF Dp3 ™ wBCp N
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Universityof N¥

Strathclyde

Glasgow

(English Version)

Study Information and Consent Form

Study Title: The role of religious coping strategies on mood and quality of life among
Omani patients diagnosed with breast cancer

Researchers Zena AlSharbati, Pauline Adair, Susan Rasmussen, Sarfdavi,
Ikram Burney, Mansour AMoundhri

Location: Dept of Medcine, Day Care Unit, Sultan Qaboos University Hospital

Alsalam Alaikum
Dear Citizen

We are conducting a study on the relationship between religious coping strategies and its
influence on mood and quality of life. We appreciate your participation in this study by
completing these questionnaires which may take about 40 minutes of youiTtiee.
guestionnaire asks you to learn about your use of religious coping strategies and how
you feel during the day and the quality of your life. The purpose of the study is to help
the Department of Medicine to better understand patients' emotionalarettieir use

of religious coping skills so that we can develop and provide the best psychological
services in the future that are sensitive to the religious aspect

All the information you volunteer will remain confidential and secure at

all times and oly the study researchers will have access to it. If at any time you
wish to withdraw from the study you are free to do so and there will be no
personal or medical consequences to your withdrawal and your data will be
destroyed

If you have any questions ooncerns about the study then please contact us
Zena AlSharbati 24144367

Researcher's consent

XXXIX



| have explained to the participant--------- oo the nature of the study
and | have answered all of her/his questions. | will infdmenparticipant if there are any
changes to the research protocol

Name of participant

Signature of participant

Date

Participant consent

| have read the consent form and | understood its contdrif Aly questions have been
answered. | consent to taking part in this survey, and | am aware that | can contact the
study researchers at anytime to answer my questions. | am aware that | can withdraw
from the research at any time even after signing tmsent form without any negative
personal or medical consequences to me

Name of participant

Signature of participant

Date:

x|



APPENDIX 6 Questionnaires used for thequantitative study

(Arabic Version)

Arabic- Brief lliness Perceptions Questionnaire

Xli



Arabic version of the Brief RCOP@he Arabic Brief Religious Coping Scale
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Arabic version of the European Organization for Research and Treatment of Cancer
Quality of Life Questionnairgversion 3)Page 1)
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Arabic version of the European Organization for Research and Treatment of Cancer
Quality of Life Questionnairgversion 3)Page 2)
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The Arabic version of the Hospital Anxiety and DepressioneScal

p\Y;



(English Version)

Brief lliness Perceptions Questionnaire
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Arabic version of the Brief RCOP@he Arabic Brief Religious Coping Scale
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European Organization for Research and Treatment of Cancer Quality of Life
Questionnairgversion 3)Page 1)

Not at
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European Organization for Research and Treatment of Cancer Quality of Life
Questionnairgversion 3)Page 2)

ns please circle the number b




The Hospital Anxiety and Depression Scale

A lot of the
Time to time,




APPENDIX 7 Debriefing form for the quantitative study
(Arabic Version)

dF BMANBKF AF T3
ppbXIKF aoF AbPObKWRHMBHPp T WFBAJTIOF _ F BXIKF optO WFTCt

_F BXKF opHO WrTckOF Wpmt ndK npt¥Yb ™M cC X
pMbh AT wyUbJTIOR KET WK D [p KOF a0 Mk YRR bp mp p &
ok ocx . ppXKF aofF Ap B YfF 2F bBIOF df 1T XF B J1IOF
. WCYKWF MMk pxK WFTcKF Mpmt m O6FCBIKF c¢T F
calUpOF ndK cbhb3pl OF wyx1C3 brpbbhbbF HEMF bBF
bt BTBF p K vMpnudntstbleduliOF M F

bHy vogbF WATH OF o MMd ¢ WhEpbpr |l B wtrThxX ¢ HYx Al
HomvmnnamptOF ndK |, wtrTpfF >3 OF W)

. WhFppKF MMk ¢T wBTUKF LW


mailto:zenam@squ.edu.om
mailto:zenam@squ.edu.om

(English Version)

Debriefing Form

The role of religious coping strategies on mood and quality dfe among Omani
women newly diagnosed with breast cancer

Thank you for your participation as a research participant in the present study
concerninghe role of religious coping strategies on mood and quality of life among
Omaniwomendiagnosed with breasancerThe present study aims to examihe role

of religious coping betwedtiness perceptions and symptoms of anxiety, depression,

and quality of life among Omani women newly diagnosed with breast c&wgzen, we

thank you again for your participan in this study. We expect that religious coping

might have a role in influencing the symptoms of anxiety, depression, and quality of life
among our population. If you have any questions about this study, please feel free to talk
to the researcher atishtime, or you can alternatively call Zena3harbati at

241444367, or email her atznan@squ.edu.om

In the event that you feel psychologically distress as a result of your participation in this
study, we encourage you to call Behavioual Medicine OPD, SQUH at 24144410.

We thank you again for your participation


mailto:zenam@squ.edu.om

APPENDIX 8 Mediation analyses without the inclusion of the emotionatems

Direct effects predicting positive religious coping

Path B (SE) LLCI, ULCI P R?
Consequences 0.34 (0.16) 0.02, 0.66 .004 0.20*
Timeline -0.69 (0.17) -1.02,-0.36 0.000
PersonalControl 0.15(0.15) -0.14,0.44 310
Treatment Control 0.08 (0.23) -0.38,0.53 740

Identity -0.08 (0.15) -0.38, 0.22 .594
Coherence -0.08 (0.17) -0.41, 0.25 .629

Direct effects predicting negative religious coping

Path B (SE) LLCI, ULCI P R2
Consequences 0.22 (0.19) -0.16, 0.59 0.252 0.13
Timeline -0.02 (0.19) -0.41,0.37 0.914
Personal Control  -0.16 (0.17) -0.50, 0.18 0.356
Treatment Control -0.19 (0.27) -0.72, 0.35 0.487
Identity 0.21 (0.17) -0.14,0.56 0.237

Coherence -0.06 (0.19) -0.44,0.33 0.778




Mediation analysis predicting anxiety

Path Effect B (SE) LLCI,ULCI P R2
Positive religious copin¢ Direct  -0.05 (0.09) -0.24,0.13 0.575 0.43
Negative religious Direct  0.28 (0.08) 0.12,0.44 0.000
coping
Consequences Direct 0.67 (0.15) 0.37,0.98 0.000
Timeline Direct 0.08 (0.16) -0.24,0.40 0.618
Personal Control Direct -0.21(0.14) -0.49,0.07 0.140
Treatment Control Direct -0.12 (0.22) -0.55,0.32 0.600
Identity Direct -0.05(0.14) -0.33,0.24 0.750
Coherence Direct 0.22(0.16) -0.10,0.53 0.180
Path Indirect effects Effect (SE) LLCI, ULCI
Consequence Via negative religious copin¢ 0.06 (0.05) -0.03, 0.17
Via positive religious coping -0.02 (0.04) -0.12, 0.04
Timeline Via negative religiousoping -0.01 (0.07) -0.15,0.11
Via positive religious coping 0.04 (0.07) -0.06, 0.23
Personal Via negative religious coping -0.05 (0.06) -0.18, 0.06
Control Via positive religious coping -0.01 (0.02) -0.09, 0.02
Treatment Via negativeaeligious coping -0.05 (0.10) -0.25, 0.14
Control Via positive religious coping -0.00 (0.03) -0.09, 0.03
Identity Via negative religious copin¢ 0.06 (0.05) -0.03, 0.19
Via positive religious copin¢ 0.00 (0.02) -0.01, 0.09
Coherence Via negative religiousoping -0.02 (0.06) -0.15, 0.09
Via positive religious coping 0.00 (0.02) -0.02, 0.07
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Mediation analysis predicting depression

Path Effect B (SE) LLCI,ULCI P | R?

Positive religious Direct -0.00 (0.09) -0.19,0.18 0.978 0.41*

coping

Negative religious Direct 0.24 (0.08) 0.078,0.40 0.000

coping

Consequences Direct 0.55 (0.15) 0.25,0.85 0.000

Timeline Direct -0.05(0.16) -0.36,0.26 0.760

Personal Control Direct -0.20 (0.14) -0.48,0.07 0.150

Treatment Control Direct -0.10(0.22) -0.52,0.33 0.640

Identity Direct 0.37 (0.14) 0.09, 0.65 0.010

Coherence Direct 0.20 (0.16) -0.11,0.51 0.210

Path Indirect Effect Effect (SE) LLCI, ULCI

Consequence: Via negative religious copint  0.01(0.02) -0.01, 0.05
Via positive religiousoping -0.00 (0.01) -0.03,0.02

Timeline Via negative religious copini  -0.01 (0.06) -0.16, 0.08
Indirect via positive religious  0.00 (0.06) -0.11, 0.16
coping

Personal Via negative religious copinc  -0.04 (0.05) -0.18, 0.04

Control Via positivereligious coping -0.00 (0.02) -0.05, 0.04

Treatment Via negative religious copini  -0.04 (0.09) -0.24, 0.10

Control Via positive religious coping  -0.00 (0.02) -0.06, 0.05

Identity Via negative religious copinic  0.05 (0.05) -0.02,0.17
Via positivereligious coping  0.00 (0.02)  -0.04, 0.04

Coherence Via negative religious copini  -0.01 (0.05) -0.13, 0.07
Via positive religious coping  0.00 (0.02)  -0.04, 0.04




Mediation analysis predicting social functioning

Path Effect B (SE) LLCI, ULCI P R?
Positive religious copin¢ Direct  0.18 (0.74) -1.28,1.65 0.805 0.24
Negative religious Direct 0.16 (0.63) -1.10,1.41 0.806
coping
Consequences Direct -3.07(1.19) -5.43,-0.72 0.010
Timeline Direct 0.46 (1.30) -2.11,3.04 0.720
Personal Control Direct 0.48 (1.06) -1.63,2.60 0.650
Treatment Control Direct 0.03 (1.65) -3.24,3.30 0.987
Identity Direct -2.73(1.08) -4.87,-0.58 0.010
Coherence Direct 1.30(1.19) -1.07,3.67 0.280
Path Indirect Effects Effect (SE) LLCI, ULCI
Consequence! Via negative religious coping  0.02(0.16) -0.16, 0.58
Via positive religious coping 0.06 (0.36) -0.57,0.94
Timeline Via negative religious coping  -0.00 (0.13) -0.30, 0.24
Via positive religious coping -0.13(0.65 -1.70,0.94
Personal Via negativeaeligious coping -0.03 (0.14) -0.59,0.13
Control Via positive religious coping 0.03 (0.22) -0.30, 0.59
Treatment Via negative religious coping  -0.03 (0.20) -0.67, 0.22
Control Via positive religious coping 0.01 (0.25) -0.43,0.66
Identity Via negativeaeligious coping 0.03(0.14) -0.16, 0.46
Via positive religious coping  -0.01 (0.19) -0.48, 0.20
Coherence Via negative religious coping  -0.01 (0.11) -0.41,0.14
Via positive religious coping -0.01 (0.20) -0.48,0.31
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Mediation analysispredicting role functioning

Path Effect B (SE) LLCI,ULCI P R2
Positive religious coping Direct -0.81(0.88) -2.55,0.94 0.362 0.20
Negative religious copin¢ Direct -0.50 (0.75) -2.00,0.99 0.506
Consequences Direct -1.96 (1.37) -4.67,0.75 0.155
Timeline Direct -1.34(1.41) -4.15,1.47 0.345
Personal Control Direct 0.56 (1.25) -1.92,3.05 0.653
Treatment Control Direct 4.61(1.95) 0.74,8.48 0.02
Identity Direct -1.35(1.27) -3.87,1.18 0.292
Coherence Direct -0.96 (1.42) -3.77,1.85 0.500
Path Indirect Effects Effect (SE) LLCI, ULCI
Consequences Via negative religious copin¢ -0.11 (0.22) -0.87, 0.13
Via positive religious coping -0.27 (0.35) -1.18, 0.24
Timeline Via negative religious copin¢ 0.01(0.19) -0.30, 0.51
Via positivereligious coping 0.56 (0.63) -0.45, 2.11
Personal Via negative religious copin¢ 0.08 (0.19) -0.13, 0.80
Control Via positive religious coping -0.12 (0.25) -0.98, 0.16
Treatment Via negative religious copin¢ 0.09 (0.30) -0.23,1.17
Control Via positive religious coping -0.06 (0.31) -1.00, 0.36
|dentity Via negative religious copin¢ -0.10 (0.20) -0.78, 0.14
Via positive religious copinc 0.06 (0.25) -0.18, 0.92
Via negative religious copin¢ 0.02(0.16) -0.17, 0.61
Coherence Via positivereligious coping 0.07 (0.26) -0.23, 0.90
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Mediation analysis predicting emotional functioning

Path Effect B (SE) LLCI, ULCI P R2
Positive religious Direct 0.41 (0.58) -0.74,1.56 0.486 0.23*
coping
Negative Direct -0.75(0.50) -1.74,0.23 0.131
religious coping
Consequences  Direct -2.36 (0.91) -4.16,-0.56 0.011
Timeline Direct -1.37 (0.94) -3.24,0.50 0.147
Personal Control Direct 0.22 (0.83) -1.43,1.87 0.800
Treatment Direct 1.18 (1.30) -1.39,3.75 0.364
Control
Identity Direct 0.71(0.84) -0.97,2.39 0.403
Coherence Direct -1.72 (0.94) -3.58,0.15 0.071
Path Indirect Effects Effect (SE) | LLCI, ULCI
Consequences Via negative religious copinc -0.01(0.01) -0.04, 0.01
Via positive religious coping 0.01 (0.01) -0.58,0.71
Timeline Via negative religious copini 0.02(0.22)  -0.34, 0.53
Via positive religious coping -0.28 (0.51) -1.63, 0.46
Personal Control Via negative religious copint 0.12(0.20) -0.16, 0.74
Via positive religious coping 0.06 (0.17) -0.10 (0.66)
Treatment Via negative religious copini 0.14 (0.33) -0.31, 1.03
Control Via positive religious coping 0.03 (0.19) -0.22, 0.68
Identity Via negative religious copini -0.16 (0.18) -0.66, 0.09
Via positive religious copin¢ -0.03 (0.13) -0.47, 0.08
Coherence Via negative religious copini 0.03(0.20) -0.24,0.62
Via negative religious copint -0.03 (0.14) -0.48, 0.14
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Mediation analysis predicting global health status

Path Effect B (SE) LLCI, ULCI P R?

Positive religious coping Direct -0.22(0.47) -1.16,0.71 0.636 0.29*
Negative religious copin¢ Direct -0.29 (0.40) -1.09,0.51 0.479

Consequences Direct -1.91(0.73) -3.36,-0.46 0.010
Timeline Direct -0.75(0.76) -2.26,0.75 0.322
Personal Control Direct 1.40(0.67) 0.07,2.73 0.04
Treatment Control Direct 0.63(1.04) -1.44,2.70 0.547
Identity Direct -0.44(0.68) -1.79,0.91 0.519
Coherence Direct -0.35(0.76) -1.85,1.15 0.644
Path Indirect Effects Effect (SE) LLCI, ULCI

Consequences Via negative religious coping -0.06 (0.14) -0.52, 0.10
Via positive religious coping -0.08 (0.19) -0.55, 0.23
Timeline Via negative religious coping 0.01 (0.12) -0.19, 0.37
Via positive religious coping 0.15(0.34) 0.38, 1.07
Personal Control Via negative religious coping 0.05(0.12) -0.09,0.48
Via positive religious coping -0.033 (0.12) -0.54, 0.08

Treatment Via negative religious coping 0.05(0.19)  -0.14, 0.79
Control Via positive religious coping -0.02 (0.14) -0.44,0.17
Identity Via negative religious coping -0.06 (0.14) -0.50,0.90

Via positive religious coping 0.02 (0.10) -0.09, 0.39
Via negative religious coping 0.02(0.11) -0.12,0.37
Coherence Via positive religious coping 0.02 (0.1) -0.11, 0.40
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APPENDIX 9 Consentform for the qualitative study N
Universityof X%
(Arabic Version) Strathclyde

Glasgow

(cbMHIOF b1 T HhHhIHF) WhFppKOF 3 u
.PpPXIOF afF ApH?D wyTHDFl HBEHORY BB ghefBBPK Kanp

. PpbXxfFk aAmMBTF Hc b gk aBVBeHp AFCwv
.EM?F U AaF AADIOFF TWIBRF ™™ nuyTl BhkEFs KOE Tidis TG /b |6

WbF bp3 M wyBcp N
WK A F e EHOF

cbOF M WwWKFf BOF clOFmMc wAIrFUYBIKOF Mk dpMNbhHbH . i1~
bbl ? WhcH nAK YpXF Meb @K LOHIOFF c B8 kym AHOF HOF Kl B!
2Tc wbprf ! BAMY wseMdF p KHMAmM Ko Tl AKTRm Fs BF bed mcpTK Wh T
Y f B MSDHIMBEGFIO bujit PY X IOF dfFBp3OF bYTF apBUhptOxbBBBHY RIK
OTFcxhH M 2cI3IOF XT1pT FXXbPBF D b PN T, SUKL b SpAXTD FI
brdAch pN3? FpmT b1ttTHhHOF FMk pTBpPphHhD amUxh . W
pU dFemANB pF ntOF WpFrl BF aAmMbP37 U HOFp UBOGR HIF F M
W3F c hXxF pXYT A0 M , UF3BHY puy WpBM amMp3dI M d4333c )
pPF pbM amMp?D bFYHF pIOR Ak WBF ¢ BRbK TlhxmEBF 2 AF
. MI9h

Wy des wFAKKcU Bl A 3> 1. pay BohvibHOF upeh®@F HisMxw o™ Buw g ¢l = HOF

eEM@BFNlY SbX pN3H pgBEPOFH UG PWOF b T PHOPE Hh T F
. WA3F UB KO

S Wp bl BKOF w4yT



BT FpewWxYTFRpsAKITBFrXOMACHY ndK w3FtyuF d9Bb
ATPpNbhbHhe mMXMbTHh _nT1TphKrRmmHAKT wBF m Bl bX FTHO®F bR MKkh b

UFueFbXe T p c ¢ XX Bvbwy prpolis v cags O mPHKKC bR @B KB p F
CHBpPpUBIOF wWT 2AF wTf X/JOF n 9K WHOMAKY XEF g F

Wp bl BIOF WT UMb Wp b | & HIF
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University of X

Strathclyde

Glasgow

(English Version)

Information sheetand consent form

Study Title: Understanding the lived illness experience of pati¢s diagnosed with
breast cancer

ResearchersMs. Zena Al-Sharbati, Dr. Susan Rusmussen, Dr. Simon Hunter

Location: Dept. of Medicine, Day Care Unit and OPD, Sultan Qaboos University
Hospital

Alsalam Alaikum
Dear Citizen

This study aims to explore your iliness experience since the diagndsesast cancer.

This interview will take approximately one hour, and it will involve cpeeded

guestions about your experience with coping and the factors influencing yoteiveil
related to your illness. We appreciate your participation in this stydildwing me to
interview you. This study will help us improve the services we provide for patients with
breast cancer. We ask your permission to audio record this interview, which will not be
heard by anyone except the research team. We will maintaircgatidentiality at all

times by deleting all identifying information. We will destroy this tape after transcribing
the interview without referring to your identifying information. We will use parts of the
written interview in a strictly confidential maen Relevant anonymised sections of the
data will be looked at by the research team. These information will only be used for
research purposes. We will remove all identifying information when using the data.
Please remember that your participation is ehtivoluntarily, you can always change
your mind about participating at any time throughout the study and this can be done
without providing any reason. Please remember that you are free to withdraw from the
study or refuse to answer any question at ang.tiAgain you do not need to provide a

Ixii



reason for that. Your withdrawal will not have any negative consequences on the
medical services provided to you

If you agreed to participate in this interview, your identity will always be kept
confidential. Pleasremember that this audiotape will be destroyed three months from
the date of the interview

If you would like, | can provide you with a copy of the findings, when it is completed. If
you have any questions or concerns about the study then ptedaet us

Zena AlSharbatii 24144367

Participant consent

| have read the consent form and | understood its content. All of my questions have been
answered. | consent to taking part in this interview and | allow audiotaping, and | am
aware that | canantact the study researchers at anytime to answer my questions. | am
aware that | can withdraw from the research at any time even after signing this consent
form without any negative personal or medical consequences. to me

Name of participant

Signature of participant

Date

Ixiii



APPENDIX 10 Debriefing form for the qualitative study

(Arabic Version)

dFBMANBKF aAF T3
PPXIOF aAofFApH? agnHrrakblUapKc KB IOAF wRp & B IOAIF

4dF 2F HbB IOF o1k FAEK/T D B KM BDXRUORDF paB n Ec ZIOF ¢ T W

AFAPp B dfF F tbBIOF dfpmp BAIOBb3 F PXIOF ahOp KD

pKe . 3¢ QKOF F Mih gccTy S s A prillikFb p & EHE TYlp DF p & KDy

FNncpA WxbeTT wACTKY BHOF LMpRGHM @ x R PTORF .elp@y

- bTBTBF p K MpnmJoea tpHPFM HIKEAK A 3p | OF wyxT C3 ©
zenam@squ.edu.om

bHy vabF WATI x gcxT , yhFppKF Mk c¢cT WbhbbpFrl B
HoMmnnaumptOF ndK |, wtTtTpf >3 OF W]

. WhFppOF Mk c¢cT wBTYOF W
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(English Version)

Debriefing Form

Understanding the lived iliness experience of Omani women diagnosed with breast
cancer

Thank you for your participation as a research participant in the present study
concerninghelived illness experience of Omani women with breast cafi¢er present
study aims to examine tloentribution of iliness perceptions, religious coping, and other
coping skills in the illness experience of these women. We expect that illness
perceptions ahcoping are essential factors to help us understand the research
phenomenon. Again, we thank you again for your participation in this study. If you have
any questions about this study, please feel free to talk to the researcher at this time, or
you can aernatively call Zena ABharbati at 241444367, or email her at:
zenan@squ.edu.om

In the event that you feel psychologically distress as a result of your participation in this
study, we encourage you to call Behavioual Medicine OPD, SQUH at 24144410.

We thank you again for your participation
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