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SUMMARY 
Introduction: Malignant diseases are one of the leading mortalities in the world, causing a range of psychological symptoms 

and reducing the quality of life in oncology patients. Examine the correlation of religion with the quality of life and psychological 
symptoms in oncology patients.  

Subjects and methods: The cross-sectional study included 100 oncology patients in the test group and 80 internal medicine 
patients in the control group. A sociodemographic questionnaire was specifically designed for this study, the Duke University 
Religion Index, the Symptom Check List 90, and the WHOQOL-100 quality of life assessment were used to collect the data. 

Results: The average score in oncology patients was significantly lower on the subscales for physical health (p<0.000), social 
connections (p<0.002), and intrinsic religiousness (p<0.046) in comparison to internal medicine patients. On the psychological 
symptoms scale, the average score was higher in oncology patients with the largest difference observed on the psychoticism subscale 
(p<0.078). 

Conclusion: Oncology patients are statistically less religious and are not satisfied with the quality of life in comparison to 
internal medicine patients. Psychological symptoms are more pronounced in oncology patients but the difference is not statistically 
significant. A lower level of religiousness is statistically negatively correlated with a higher severity of psychological symptoms.
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*  *  *  *  *  

INTRODUCTION

Nowadays, malignancies represent one of the big-

gest public health problems, one of the leading causes 

of morbidity and mortality in the world causing a 

series of psychiatric symptoms and reducing the qua-

lity of life among oncology patients (Vuk Pisk et al. 

2017). Specialists who work with oncology patients on 

a daily basis need to be alert to the symptoms of 

psychological distress. Among the adults with cancer, 

depression is a common reaction and very often occurs 

with anxiety and pain (Vidovic 2016). Recent research 

findings indicate that suicidal risk is higher within 

depressed patients and it is increasing (Bortolato et al. 

2017). Religiosity is an important factor in preventing 

suicidal behavior (Kopeyko et al. 2020, Shaheen et al. 

2016). In psychology, religiosity is defined as a system 

of understanding, beliefs, behaviors, rituals and cere-

monies by which individuals or communities put them-

selves in a relationship with God or the supernatural 

world and often in relation to one another, and from 

which a religious person obtain a set of values that the 

supernatural world is treated and judged ( ori  1998). 

Religion refers more to the socio-cultural aspect, and 

religiosity to the individual aspect (Oliveira & Mene-

zes 2018). It is measured by multidimensional scales 

(Traphagan 2005). In studying religiosity, it is neces-

sary to include all its cognitive, behavioral and emo-

tional components (McClintock et al. 2019, Kioulos et 

al. 2014). The four major dimensions of religiosity are: 

ideological religiosity pertaining to religious beliefs, 

ritualistic religiosity pertaining to religious practice, 

experiential religiosity pertaining to religious senti-

ments, consequential religiosity pertaining to the ef-

fects of religion, and later a fourth and fifth intellectual 

dimension pertaining religious knowledge (Pearce et 

al. 2017, Woodhead 2011). Religiosity affects the qua-

lity of life of oncology patients (Atef-vahid et al. 2011). 

Quality of life is an extremely complicated concept 

that is almost impossible to clearly define (Celebrate 

2012). The conception of quality of life refers to the 

experience of satisfaction with the way of life, with its 

course and conditions, perspective, possibilities and 

limitations (Crnkovi  et al. 2015). Health-based qua-

lity of life differs from the wider concept of quality of 

life and it is defined as a state of well-being (Janda et 

al. 2009). Patients diagnosed with cancer often expe-

rience a diminishing quality of life, but patients can 

adjust to life with cancer (Hinz et al. 2018). Numerous 

studies have been conducted around the world on the 

relation of religiosity with quality of life and 

psychiatric symptoms in oncology patients. In the past 
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studies, the positivity and negativity of the results 

relative to the correlation of these variables mainly 

depends on the population studied (Dos Reis et al. 

2020, Delgado Guay et al. 2018, El Nawawi et al. 

2012). The main goal of this study is to examine 

thecorrelation between religiosity and quality of life 

and psychiatric symptoms in oncology patients. 

SUBJECTS ANDMETHODS 

The study was conducted using a cross-sectional 

prospective study on a suitable sample of 180 subjects. 

The study was conducted in 2019. The study group 

consisted of 100 cancer patients treated at the Onco-

logy Clinic of the University Clinical Hospital (SKB)

Mostar. The control group consisted of 80 internist 

patients treated by family medicine physicians at the 

Mostar Health Center. The criteria for inclusion of the 

respondents were: diagnosed malignant disease, male 

and female population, age of respondents from 35 to 

80 years, voluntary consent to participate in the study. 

The exclusion criteria of the respondents were diag-

nosed with mental illness and mental retardation, 

incorrect/ incomplete questionnaires. Prior to the con-

duct of the research, the written consent of the Ethics 

and Human Rights Commission of SKB Mostar was 

obtained. The reasearch was conducted in accordance 

with ethical principales and human rights in the 

research. The interviewing for study was anonymous. 

Questionnaries 

We used the sociodemographic questionnaire per-

sonally designed, made for this research, to obtain data 

on respondents such as: gender, age, employment 

status, qualifications, marital status. The DUREL-The 

Duke University Religion Index was used to assess 

respondents' religiosity. The DUREL questionnaires 

consisted of five-items scale that capture the three 

dimensions of religiosity that are most relevant to 

health outcomes (Koening & Büssing 2010). A self-

assessment questionnaire (SCL-90 - SymptomCheck 

List 90) was used to assess psychiatric symptoms in 

oncology patients, which measures nine personality 

dimensions: somatization, obsessive-compulsive reac-

tions, interpersonal sensitivity, depression, anxiety, 

phobic anxiety, hostility, paranoid ideation, psychoti-

cism (Derogatis & Savitz 2000). A shortened version of 

the World Health Organization Quality of Life Brief 

(WHOQOL-BRIEF) was used to assess quality of life. 

Psychometric studies have shown that WHOQOL-

BRIEF is a reliable and standardized instrument and 

correlates highly with WHOQOL-100, around 0.89. Due 

to the smaller number of questions and faster resolution, 

he is given preference over WHOQOL - 100. The 

questionnaire consists of 26 particles, and each question 

is scored on a Likert scale from 1 (worst) to 5 (best) 

(Skevington et al. 2004). All the above instruments are 

standardized, validated and approved by the author. 

The collected data were processed by the descrip-

tive statistics method. Arithmetic mean and standard 

deviation were used to represent the mean and scatter 

measure. A 2-test was used to calculate the signifi-

cance of the distributions between nominal and ordinal 

variables. Microsoft Excel software (version 11, 

Microsoft Corporation, Redmond, WA, USA) was used 

for statistical analysis. The analysis was performed in 

the statistical software STATISTICA 25. The data are 

presented in tables. The probability level in all tests of 

p<0.05 is taken as statistically significant.  

RESULTS 

The arithmetic mean for the age of the patients in 

the study group is 56.9 years (SD=11.134). The age of 

the control group is between 41 and 73 years. The 

arithmetic mean for the age of the control group is 

58.22 years (SD=10.227). The age of the control group 

is between 46 and 79 years.The socio-demographic 

data of the respondents included in the study are pre-

sented in detail in Tabel 1. 

The results show that psyhiatric symptoms are 

more pronounced in oncological patients. The average 

difference between the control and examination group 

is six points. The largest difference between the con-

trol and examination group was recorded on the an-

xiety and psychoticism subscales. The difference bet-

ween the two groups of patients in terms of the 

severity of psychiatric symptoms was not statistically 

significant. A comparison of the control and examina-

tion group scores on the psychic symptom subscales is 

shown in Table 2. 

The control group was more satisfied with their 

physical health (p<0.000) and social ties (p<0.002) 

compared to cancer patients. The difference between 

the two groups of patients on the other quality of life 

subscales is not statistically significant. Table 3 shows 

the comparison of control and examination group 

scores on quality of life scales. 

The control group was statistically significantly 

more intrinsically religious compared to the study 

group (p<0.046). Oncology patients are more likely to 

attend religious services than internist patients, but the 

difference from the control group is not statistically 

significant (0.999). The control group has a higher 

level of frequency of private religious activities com-

pared to cancer patients. The difference between the 

two groups on the indicated subscale was not statis-

tically significant (p<0.582). Comparison of control 

and exmination group scores on religiosity scales is 

detailed in Table 4. 
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Table 1. Sociodemoraphic data of examiners 

 Control group (N) % Total Exam group (N) % Total 

Gender       

male 45 56.25 80 21 21 100 

female 35 43.75 80 79 79 100 

Age       

40-50 17 21.25 80 27 27 100 

50-60 25 31.25 80 36 36 100 

60-70 23 28.75 80 20 20 100 

70-80 15 18.75 80 17 17 100 

Working status       

employed 31 38.75 80 60 60 120 

unemployed 49 61.25 80 40 40 100 

School education       

university degree 33 41.25 80 25 25 100 

higher expertise 10 12.50 80 43 43 100 

high school degree 37 46.25 80 32 32 100 

Marriage status       

married 47 58.75 80 52 52 100 

divorced 20 25.00 80 37 37 100 

widowed/widow 13 16.25 80 11 11 100 

Table 2. Comparison of control and exam group scores on psychic symptoms scale 

M sd 
Psychic symptoms 

Exam group Control group Exam group Control group 
t df p* 

Somatization 1.37 1.31 0.34 0.24 1.45 178 0.147 

Obsessive-compulsive reactions 1.53 1.50 0.41 0.35 0.56 178 0.574 

Interpersonal sensitivity 1.46 1.40 0.42 0.30 1.04 178 0.299 

Depression 1.36 1.30 0.38 0.30 1.15 178 0.250 

Anxiety 1.37 1.29 0.37 0.26 1.61 178 0.108 

Phobic anxiety 1.41 1.38 0.36 0.31 0.67 178 0.499 

Hostility 1.33 1.26 0.40 0.25 1.23 178 0.219 

Paranoid ideas 1.48 1.44 0.44 0.40 0.66 178 0.507 

Psychoticism 1.30 1.22 0.36 0.23 1.77 178 0.078 

*Chi square test;   Df: Degrees of freedom;   t: Student's t- test;   M: Arithmetic mean;   sd: standard deviation 

Table 3. Comparison of control and exam group scores on life quality scale 

M sd 
Life quality 

Exam group Control group Exam group Control group 
t df p 

Psychical health 24.59 28.20 3.40 3.07 7.04 178 0.000**

Mental health 23.93 23.89 3.33 2.93 0.04 178 0.962 

Social relationships 11.49 12.31 1.65 1.65 3.09 178 0.002* 

Environment 30.50 31.51 4.31 3.57 1.53 178 0.126 

*P<0.001;   **P<0.05;   Df: Degrees of freedom;   t: Student's t- test;   M: Arithmetic mean;   sd: standard deviation 

Table 4. Comparison of control and test group scores on religiosity scales 

M sd 
Religiosity 

Exam group Control group Exam group Control group 
t df p 

Attending religious services 1.96 1.34 1.44 1.47 0.01 178 0.999 

Frequency of private religious activities 1.98 2.08 1.39 1.46 0.55 178 0.582 

Intrinsic religiosity 1.79 2.03 0.71 0.86 2.00 178 0.046*

*p<0.05;   Df: Degrees of freedom;   t: Student's t- test;   M: Arithmetic mean;   sd: standard deviation 
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DISSCUSION 

The results of our study did not confirm the cog-

nition and findings of previous studies showing that 

religious beliefs and practices are associated with 

greater life satisfaction, pleasant feelings, happiness, 

and other indicators of well-being (Abu et al. 2018). 

Our results, like numerous studies to date, show that 

there is a positive association between religiosity and 

psychiatric symptoms of oncologic patients (Jang et al. 

2013, Ng et al. 2017). The results of some studies 

show that there is no correlation between religiosity 

and psychological symptoms, but rather that religiosity 

is only positively related to psychological resilience 

(Fradelos et al. 2018). In the said study, the sample was 

limited to oncology patients with breast cancer. 

Religiosity and quality of life 

Numerous studies to date indicate that religiosity is 

positively associated with a better quality of life with 

oncology patients. Des Rois and colleagues in a study 

of religiosity and quality of life in patients with head 

and neck cancer suggest that religiosity has a positive 

effect on quality of life and faster recovery. In their 

study, Des Rois et al. used a larger number of subjects 

compared to our study (n=202) and a different metho-

dology (no control group) (Des Rois et al. 2020). Our 

results are consistent with the above study regarding 

the relationship between religiosity and quality of life. 

The religiosity subscale “attendance at religious 

services” in our results is not positively correlated with 

the better quality of life of oncology patients. Although 

our results show that oncology patients attend religious 

services more often than the control group, the quality 

of life of oncology patients was lower than with the 

control group. Lim et al. stated that religiosity is 

positively related to certain aspects of quality of life, 

especially with the social support. The methodology of 

this research is consistent with our research. A smaller 

number of respondents were used in this study com-

pared to our study (Lim & Yi 2009). According to the 

above study, our results show that intrinsic religiosity 

and increased frequency of private religious activities 

are positively related to particular aspects of quality of 

life, such as physical health and social support. 

Oncology patients reported lower levels of intrinsic 

religiosity and lower levels of physical health and 

social support. 

Oncology patients reported lower levels of intrinsic 

religiosity and lower levels of physical health and 

social support. Some studies indicate negative results 

in relation to the association between religiosity and 

quality of life. Panzini et al. state that the coherence 

between religiosity and quality of life has not yet been 

demonstrated with certainty, and that additional re-

search is needed (Panzini et al. 2017). Such a high 

level of extrinsic religiosity may cause a higher level 

of fear of death and a lower level of quality of life, or 

with mental health in oncology patients (Wen 2010). 

Our results show that a statistically significant nega-

tive association was found between physical health and 

(non) organizational religious activities. Respondents 

who were less satisfied with their physical health parti-

cipated more in non-organizational religious activities, 

and contrariwise. 

There was also a statistically significant negative 

association between physical health and intrinsic reli-

giosity. Respondents who were less satisfied with their 

physical health were more intrinsically religious, and 

contrariwise. Furthermore, a statistically significant 

negative association between environment and intrin-

sic religiosity was found. Respondents who were less 

satisfied with their environment were more intrin-

sically religious, and contrariwise. These research re-

sults are in line with many studies to date (Zargani et 

al. 2018, Bernard et al. 2017, Safari et al. 2016). Some 

studies state that religiosity is only partly related to the 

quality of life of cancer patients (Assimakopoulos et 

al. 2009). Considering that quality of life can also be 

influenced by factors that are strictly related to the 

disease (disease stage, recovery phase) of the indivi-

dual, the authors of this paper consider that additional 

research is needed on this topic using research vari-

ables related to cancer characteristics. 

Mental symptoms and quality of life 

Numerous studies have been conducted in relation 

to the association between psychic symptoms and the 

quality of life of cancer patients. Kugbey et al. in a 

study that examined the correlation between psychia-

tric symptoms and quality of life in women with breast 

cancer reported that depression and anxiety had a 

negative impact on quality of life, as well as higher 

level of social support affecting better quality of life in 

anxious cancer patients (Kugbey et al. 2020). Nume-

rous studies indicate that depression is more frequent 

and has more intense symptoms in cancer patients than 

other types of patients. According to studies to date, 

psychiatric symptoms, and especially depression, not 

only affect poorer quality of life but also affect higher 

mortality rates of cancer patients (Baczweska et al. 

2014, Guo et al. 2006). Parker and coworkers report 

that cancer patients who are older and have higher 

levels of social support show less anxiety and other 

psychiatric symptoms. A study conducted by Parker et 

al. contains a large sample of respondents (n=351) 

(Parker et al. 2003). Compared to the aforementioned 

research, our research shows that social support is im-

paired in oncology patients and is statistically signifi-

cantly lower compared to the control group. According 
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to the methodology, the aforementioned studies are 

consistent with our research. Our results are consisted 

with other mentioned studies, which show that the 

majority of oncology patients show on average showed 

a lower level of quality of life and a higher level of 

psychological symptoms, especially anxiety, comperd 

to the control group. Our results, such as the aforemen-

tioned studies, show that a statistically significant 

negative association was found between physical 

health and psychological symptoms such as interper-

sonal sensitivity and paranoid ideas. On average, the 

less satisfied a person was with their physical health, 

the more pronounced the psychic symptoms were, and 

contrariwise. Our results, such as the aforementioned 

studies, show that a statistically significant negative 

association was found between psysical health and 

psyhological symptoms such as interpersonal sensiti-

vity and paranoid ideas. On averege, the less satisfied 

a person was with their psysical health, the more 

pronounced the psychic symptoms were, and contra-

riwise. Our results show that there is a negative 

association between environment and paranoid ideas. 

Respondents who were less satisfied with their en-

vironment had a more pronounced psychic symptom, 

and contraiwise. These results are consistent with a 

number of studies to date (Meraner et al. 2012, Chris-

tensen & Drago 2016, Mehta & Roth 2015). 

Religiosity and psychic symptoms 

Research to date has shown that religious people 

are less susceptible to stress and depression and have 

more positive attitudes toward life and less fear of 

death (Gregurek & Bras 2018). In a large number of 

studies, a positive association has been found between 

religiosity, less fear of death and happiness (Stolz et al. 

2017). Some studies show that depression and anxiety 

are not related to religiosity in relation to their impact 

on quality of life (Kugbey et al. 2019). Our study con-

firms this claim. A group of subjects who were more 

religious, or who had a higher level of scores on the 

intrinsic religiosity subscale, had lower levels of de-

pression and anxiety. However, we cannot determine 

with certainty whether the higher level of psychiatric 

symptoms is affected by intrinsic religiosity or the 

severity of the disease. Some studies state that anxiety 

is negatively related to religiosity (Zarzycka et al. 

2017). Some studies report that religiosity is not a pro-

tective factor in relation to the psychological symptoms 

of cancer patients, especially in cases of depression 

and anxiety (Abbou Kassm et al. 2018). Accordingly, 

the results of studies to date show that religiosity is 

positively associated with the level of psychological 

resilience in patients with breast cancer (Fradelos et al. 

2018). According to aforementioned studies, the results 

of our study show that religiosity is positively associa-

ted with lower levels of psychic symptoms, especially 

in those who are more likely to perform private 

religious activities. Our research shows that attending 

religious services is not associated with lower levels of 

anxiety and other psychiatric symptoms. Still, our 

results show that respondents who are less involved in 

(non) organizational private religious activities have 

more pronounced psychic symptoms. The group of 

respondents who had more frequent private religious 

activities and who were more intrinsically religious 

had less severe psychiatric symptoms. On average, the 

less intrinsically religious a person was, it had more 

severe psychological symptom of hostility, and contra-

riwise. These results are consistent with the results of 

previous studies (Helms et al. 2015, Pirutinsky et al. 

2011, Pace 2014). 

Compared to the studies cited in this discussion, the 

number of subjects included in our study is generally 

higher except in one study (Parker et al. 2003). Pre-

vious studies differ from our study by the instruments 

used for data collection and by the type of control 

group. When we are talking about the instruments used 

for data collection, the most common coincidence of 

our study with the research conducted so far is in the 

questionnaires for measuring religiosity. Some of the 

studies mentioned used only respondents who are 

Muslim or Orthodox (Safari et al. 2016, Assimako-

poulos et al. 2009) in the sample. In our study, the 

inclusion criterion was not represented by the type of 

religion practiced by the respondents. Therefore, in 

further research, it would be interesting to conduct a 

study comparing different types of religions in relation 

to psychological symptoms and quality of life for 

oncological patients. In contrast to our study, in some 

studies, the inclusion criterion is a type of cancer 

(Dose Reis et al. 2020, Fradelos et al. 2018, Zargani et 

al. 2018, Shaheen et al. 2016). Some studies show that 

women go to church more often than men, follow 

religious instructions, spend more time talking to the 

clergy, perform daily prayer on daily basis, pray for 

personal well-being, follow religious media more, take 

on the role of religious education for upbringing chil-

dren and the church is used more to gain their social 

support (Mukerjee 2018). In our study, no gender dif-

ference was directly measured in relation to religiosity. 

Furthermore, in some studies, the inclusion criterion is 

the type of oncology modality (operative, chemo-

therapy, radiotherapy) (Assimakopulos et al. 2009). In 

our study, oncology patients were included regardless 

of the type of oncology treatment. In relation to the 

application of the type of reseach , our study is con-

sistent with most previous researches (Ng et al. 2017, 

Fradelos et al. 2018, Bernard et al. 2017). Other 

research has been conducted on the health problems of 

oncology patients in our area. Hrka  et al. achieved 

statistically significantly higher scores on the anxiety 
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scale (Hrka  et al. 2019). Franji  et al. pointed out the 

importance of resilience in cancer patients with colo-

rectal cancer, stating that a faster recovery and healing 

process showed for cancer colon and that the intro-

duction of psychological interventions is extremely 

important for oncologic institutions for faster healing, 

control of psychological symptoms and better quality 

of life for oncological patients (Franji  et al. 2019). 

Bacic et al. found that radiation-treated oncologic 

patients had a statistically significantly higher rating of 

their satisfaction with the health that they had a lower 

incidence of psychiatric symptoms in patients treated 

with chemotherapy (Bacic et al. 2018). Perkovic et al. 

found that no statistically significant difference was 

found in overall satisfaction with quality of life in wo-

men with cancer compared to healthy women (Perkovi

et al. 2018). Ostrogonac et al. state that objectifying 

factors that impair the quality of life of women with 

breast cancer is a starting point in the development of 

guidelines in the rehabilitation process in order to 

improve intervention procedures in the treatment pro-

cess (Ostrogonac et al. 2016). 

CONCLUSION 

Oncologic patients are statistically significantly 

less religious and satisfied with their physical appea-

rance, health and social relationships than internistic 

patients. Mental symptoms are more pronounced in 

oncological patients, but the difference with internist 

patients is not statistically significant. A lower level of 

religiosity was statistically significantly correlated with 

a higher severity of psychic symptoms. Less satisfac-

tion with physical health was significantly negatively 

associated with stronger mental symptoms and higher 

levels of intrinsic religiosity. 
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