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Abstract

Active religious practice is central to Muslim livelihood. Among Muslims, this religious
engagement is rarely studied with regards to its association in coping with critical illnesses.
This study investigated the association between Islamic religiosity with depression and anxiety
in Muslim cancer patients. Fifty-nine cancer patients recruited from a Malaysian public
hospital and a cancer support group completed the Muslim Religiosity and Personality
Inventory, Beck Depression Inventory and Beck Anxiety Inventory in July and August 2010.
Islamic religiosity score, obtained from the sum of subscale scores of Islamic worldview and
religious personality represents a greater understanding and practice of Islam in a
comprehensive manner. Results yielded a significant negative correlation between Islamic
religiosity score with both depression and anxiety. Depression was also found to be negatively
associated with religious personality subscale. Older patients scored significantly higher on
both Islamic worldview and religious personality whereas patients with higher education
scored higher on Islamic worldview. Married patients scored significantly higher scores on
religious personality than the single patients. Results provided an insight into the significant
role of religious intervention which has huge potentials to improve the psychological health of
cancer patients particularly Muslims in Malaysia. Research implication includes the call for
professionals to meet the spiritual needs of Muslim cancer patients and incorporating religious
components in their treatment, especially in palliative care.
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Introduction and Literature Review

Cancer is among the most common of all critical illnesses leading to death. It has the most
devastating economic impact of any cause of death in the world and represents the single largest
drain on the global economy (John & Ross, 2010). Not only cancer is costly, it is also prevalent.
The cost extends far beyond the number of lives lost and new diagnoses each year. Cancer
patients, as well as their family members, friends, and caregivers too, face physical, emotional,
financial, social, and spiritual challenges as a result of cancer diagnosis and treatment. Both
physical and psychological health of the patients is affected, inducing stress and reducing the
physical and psychological quality of life for cancer patients (Golden-Kreutz et al., 2005).

Many cancer patients also fall into depression. Researchers have found depression to be
particularly high among cancer patients after receiving hospital treatment (Lue, Huang, &
Chen, 2008). In patients with advanced stage of cancer, anxiety and panic attacks were
common, and often were precipitated by fears about death (Alcorn et al., 2010). Given the
prevalence of cancer and the psychological burden it creates for the patient and their families
and friends, researchers have spent a great deal of effort trying to identify factors that may be
useful for improving the psychological health of cancer patients.

A variable that has quite recently received attention in the chronic illness and mental health
literature is religiosity. A meta-analysis covering 147 studies indicate an inverse association
between religiosity and depressive symptoms, with a stronger association in studies involving
people who were undergoing stress due to recent life events (Smith, McCullough, & Poll,
2003). Studies have also indicated the significance of religiosity and spirituality in positively
influencing the psychological health of cancer patients (Alferi, Culver, Carver, Arena, &
Antoni, 1999; Bowie, Curbow, Laveist, Fitzgerald, & Pargament, 2001; Koenig, 2008;
McCoubrie & Davies, 2006; Lue, Huang, & Chan, 2008; Yanez et al., 2009). Among chronic
pain patients too, organizational religiosity (e.g., attendances at religious services and other
activities) was found to buffer depression (Strawbridge et al., 1998) and daily spiritual
experiences and religious support were able to significantly predict mental health status
(Rippentrop, Altmaier, Chen, Found, & Keffala, 2005; Rippentrop, Altmaier, & Burns, 2006).
In general, there appears to be a positive relationship between spirituality, religion and mental
health factors in the literature (George, Larsons, Koenig, & McCullough, 2000).

This may be explained by religiosity’s protective effects against mental illness among
individuals with chronic medical diseases. The first protective effect is through many religions’
encouragement of healthy behaviours as well as through its prohibition of behaviours that place
health at risk such as the use of tobacco, alcohol, risky sexual behaviour and drugs. Secondly,
religion leads to active involvement in religious activities for many religious people, which
broaden one’s network of friends, leading to more frequent interactions, receiving more
assistance, and attaining higher levels of satisfaction within the social network. Thirdly,
religion benefits health by providing a sense of coherence and meaning to life (George, et al.,
2000). Religion serves as a framework for making meaning out of experiences and events that
individuals go through. Particularly in events which are deemed to be highly stressful,
individuals tend to change the appraised meaning of events by understanding them in a
different and less stressful way, or by changing the global beliefs and goals that were violated
to bring them more in line with their understanding with what is currently happening. Thus
religion is seen to be highly involved in the positive changes that individuals report following
stressful experiences (Park, 2005).



Studies on religiosity and mental health among patients with chronic illness, particularly
cancer, have been accumulating, especially in the US which is largely represented by Judeo-
Christians. Moreover, research on spirituality and religiosity among cancer patients from
diverse cultures and religions have been on the raise. For example, several studies have
examined the role of religiosity and/or spirituality of women in dealing with breast cancer in
samples representing several cultures and religions such as Taiwanese women (Chiu, 2000),
African American women (Bowie et al., 2001), Catholic and Evangelical Hispanic women
(Alferi et al., 1999), and Muslim women in Malaysia (Ahmad, Muhammad, & Abdullah, 2010).
Overall, these investigations included both qualitative and epidemiological studies which
provided deeper understanding and insights into the spiritual experiences and its influence on
the psychological well-being of cancer patients. However, the results could not be simply
generalized to people from other cultures and faiths, such as Islam. For example, in the
literature, religious involvement are often measured in terms of affiliation or frequent
attendance at religious services (Strawbridge, Shema, Cohen, Roberts, & Kaplan, 1998)
whereas for the Muslims faith, religious involvement is not constrained only with worship acts,
but also involves their daily interactions with other fellow human beings. The present study
adds to the literature on Muslim cancer patients, aiming to investigate the relationship between
Islamic religiosity with depression and anxiety among Muslim cancer patients.

Islamic religiosity

The Muslim faith taught that Islam is a way of life (deen), and it is defined by the following
concepts: Al-Islam, (the five pillars, as the outward actions of the limbs), A/-Iman (associated
with belief- the inner actions of the heart) and Al-IThsan, (fearing and glorifying Allah and the
best actions of the heart). Hence, a Muslim is taught to believe in the heart (4/-Iman), manifest
their beliefs through worship and daily conducts (4/-Islam) and being sincere in everything
they do with the consciousness that Allah is watching over them all the time (A/-Ihsan). If the
Al-Iman (belief- the inner actions of the heart) is weak, it will affect Al-Islam (good
deeds/actions) thus, A/-Iman necessitates the actions (“Hadith No: 27, 2010, para. 3). A
measure of these three aspects signifies a comprehensive understanding and practising of
Islam. The religiosity scale used in the present study will measure these aspects that define
Islamic religiosity.

Accordingly, the scales used in almost all of the studies on religiosity and spirituality in the
literature are not valid to be used to measure religiosity from Islamic perspective having
measured different aspects of religiosity or spirituality per se. Furthermore, researchers have
been divided with the definitions of religiosity and spirituality. Some believe that terms
religiosity and spirituality constitute the same meaning, whereas others define them as two
separate concepts and measure them independently. For example, researchers who viewed both
constructs as separate entities define religiosity as a shared system of organized beliefs and
practises involving a higher power. However, spirituality was defined in a broader context; i.e.,
people’s understanding of their lives in terms of their ultimate meaning and value (Mystakidou,
Tsilika, Parpa, Smyrnioti & Vlahos, 2007), and an aspect of the self which seeks to reconcile
one’s experiences with personal beliefs (Boeving, 2000). Therefore, spirituality is seen as an
outcome determined by something within an individual and not through an organized religion
(Levine, 2007). Some other researchers (e.g., Meragvilia, 1999; Unterrainer, Ladenhauf,
Moazedi, Wallner-Liebmann, & Fink, 2010) used the terms religiosity and spirituality as if
they constitute the same meaning. Another researcher, (Strawbridge et al., 1998) defined
religiosity into two dimensions namely organizational (e.g., attendance at religious services



and being active in religious organizations) and non-organizational (e.g., praying and believing
in the importance of religious and spiritual beliefs).

It is of note that the dichotomy between spirituality and religiosity is not accepted in the Islamic
way of life as Islam views spirituality as an inner dimension of religion. The Muslims believe
that religion is the prescribed religious activities which provide the roadmap to one’s ultimate
purpose in life; that is to live continuously in relationship with God; the essence of spirituality.
It is believed that to be spiritual but not religious may make a person spiritual but without
religion or a road map to reach God, he or she may be misguided. Similarly, to be religious but
not spiritual may make a person religious, but without self-understanding and consciousness,
he or she is considered spiritually dead (Ahmad, et al., 2010).

Therefore, this study explores the unique comprehensive aspects of religiosity as defined by
Islamic religiosity. This will be measured using an Islamic religiosity scale that will measure
the understanding and practising aspects of Islam. It is hypothesized that among Muslim cancer
patients, a high Islamic religiosity score will lower the tendency of depression and anxiety, and
a low Islamic religiosity score will increase the tendency of depression and anxiety, i.e. an
inverse association is expected.

Methods
Participants and Procedures

In this cross-sectional study, participants were approached while attending oncology daycare,
warded in a public hospital in Kuala Lumpur and while attending cancer support group activity
held in a public university. Patients were seen individually or with their family members.

The sample comprised of 59 Muslim cancer patients, 16 (27%) of whom were male and 43
(73%) were female. The mean age for the entire sample was 49 years with a range from 15 to
65. There were 57 Malays, an Italian and a Javanese. 50 patients were married, one widowed
and seven single patients with a missing data. As for their education levels, 49% (n=29) did
not continue education after school, 22% (n=13) had a certificate or diploma, 20% (n=12) had
a bachelor degree while 8.5% (n=5) studied up to postgraduate level.

As for the cancer stages, for stage 1, 2 and 3, there were 12 patients for each of the stages while
for stage 4, there were 21 patients. Two participants had missing data.

Inclusion criteria included being Muslims, having been diagnosed with cancer, aged between
15-65 years old, able to communicate effectively with interviewer and must be able to give a
written informed consent. Respondents were excluded from the study if they showed any signs
of psychiatric illness or if they were on any psychoactive medication. The study was conducted
between July to August 2010.

An information sheet regarding objective of the study was given to the patient; then, the
researcher explained the study’s purpose and informed each subject about their rights and
confidentiality issues. If patients agreed to participate, they were given an informed consent
form to indicate their agreement. For patients who were under 18 of age, a separate consent
form was given for their guardians or parents to indicate their agreement.



Three sets of questionnaires were then distributed to the patients along with information about
their basic demography. Patients who were not able to fill in the questionnaires due to physical
incapability or sight problems were assisted by the researcher by reading out the questions to
them.

In the cancer support program, the researcher, who was also a participant, approached
individual patients, after the program and explained about the study and gave the questionnaires
with a self-addressed envelope for which patients were asked to return after they filled in the
questionnaires.

The time taken to complete the questionnaires was about 15-30 minutes. All of the
questionnaires were self-administered scales and were in Malay language.

Ethical consideration

This study was conducted under the permission of the Ethics Committee of the hospital in
which the study was conducted. Each questionnaire was accompanied by an informed consent
that described the nature and purpose of the study. Respondents had given written agreement
to allow their questionnaire data to be used for research purpose, and their confidentiality was
ensured.

Measures

The Muslim Religiosity and Personality Inventory. The Muslim Religiosity and Personality
Inventory (MRPI) is an Islamic religiosity measurement developed for Muslims in Malaysia
(Krauss et al., 2006). This study uses a validated short version of the questionnaire. It has two
subscales, namely Islamic Worldview with 23-items and Religious Personality with 33-items.

Islamic Worldview is rated on a 5-point scale from 1 (strongly disagree) to 5 (strongly agree).
Higher scores on this subscale represent greater knowledge and perceptions towards the pillars
of Islam. Religious Personality is rated on a 5-point scale ranging from 1 (never) to 5 (always).
Higher scores on this subscale represent greater practice of the Islamic obligations. A scoring
table provides the norm score as a measure of high or low scores for the two subscales relative
to the population.

A total Islamic religiosity score was obtained by summing the subscale scores. Higher score
on this represent greater understanding and practice of Islam in a comprehensive manner. The
MRPI has been found to have high validity and reliability among Muslims in Malaysia with
item analysis at alpha value of .91 and Cronbach Alpha ranging from .74 to .89 (Hamzah et al.,
2007).

Beck Depression Inventory (Malay). The Beck Depression Inventory (BDI) (Beck, Steer &
Brown, 1996) is a 21-item scale to assess the severity of depression in diagnosed patients and
for detecting possible depression in normal populations. It consists of questions on how the
subject was feeling in the past week. Each set of 4 possible answer choices range in increasing
intensity.



This study uses the BDI-Malay version which has been validated among Malays in Malaysia
by Mukhtar and Oei (2007). It consists of 20-items, with item 21 omitted for the reason of
being unfit for the culture and religion of the Malays. The validity and reliability of the BDI-
Malay has been found to be satisfactory with Cronbach Alpha ranging from .71 to .91.

Beck Anxiety Inventory (Malay). The Beck Anxiety Inventory- Second Edition (BAI-II)
(Beck & Steer, 1993) is a 21-item scale that measures the severity of self-reported anxiety in
adults and adolescents for the past week. The score is rated on a 4-point scale ranging from 0
(not at all) to 3 (severely; I could barely stand it). The psychometric properties study of the
Malay version of the BAI-II was conducted by Mukhtar and Zulkefly (2011). BAI-Malay was
found to be a reliable and valid with Cronbach Alpha ranging from .66 to .89.

Statistical Analysis

Data were analyzed using the Statistical Package for Social Science (SPSS Version 15.0).
Analyses were generated using Pearson correlation to identify the relationship between Islamic
religiosity with depression and anxiety. Independent t-test and ANOVA were used to analyze
the demographic information of the participants.

Results

Negative Relationship between Islamic Religiosity and Depression

Analysis using Pearson correlation indicated a significant negative correlation (<0.01) between
depression and MRPI subscale of Religious Personality (-.347) and with the total score of
MRPI (-.350). This is presented in Table 1.

Table 1

Correlation between Muslim Religiosity Personality Inventory (MRPI) subscale and total
scores and Beck Depression Inventory (BDI). (n=59)

Islamic Worldview  Religious Personality MRPI Total

BDI
Pearson r=-.161 r=-.347 r=-350
correlation

*p<0.01

Negative relationship between Islamic Religiosity and Anxiety

Analysis using Pearson correlation indicated a significant negative correlation (<0.05) between
anxiety and the total score of the MRPI (-.287).



Table 2

Correlation between Muslim Religiosity Personality Inventory (MRPI) subscale and total
scores and Beck Anxiety Inventory (BAI)

Islamic Worldview Religious Personality MRPI Total
BAI
Pearson r=-.239 r=-.237 r=-287*
correlation
*p<0.05

Gender and religiosity. No significant relationship was found between gender and Islamic
religiosity.

Education and religiosity. Significant relationship was found between education levels and
religiosity scores (F=2.553, p=.025). Means plot indicate that the higher the patients’ level of
education, the higher they scored in the Islamic Worldview subscale.

Age and religiosity. Age groups were found to be significantly related (p<0.05) with Religious
Personality subscale (F=4.170, p=.005), Islamic Worldview subscale (F=3.019, p=.026), and
MRPI overall scores (F=6.493, p=.000). Means plot comparing the means of the scores with
age groups revealed that the higher the age group, the higher they scored in both the subscales
of the Muslim Religiosity Personality Inventory.

Marital status and religiosity. Results revealed a significant difference between groups of
marital status (p<0.05) in the Religious personality subscale (F=4.627, p=.014) and the overall
MRPI scores (F=5.201, p=.009). Means plot comparing the means revealed higher scores were
obtained by widowed and married patients, compared to single patients.

Cancer stage and survival time with religiosity. No significant relationships were found
between Islamic religiosity, cancer stage, and length of time since diagnosis.

Discussion

The present study aims to investigate the association between Islamic religiosity with
depression and anxiety. It utilizes a religious scale that was developed and validated
particularly for Muslims in Malaysia. Results demonstrated a significant negative relationship
between Islamic religiosity with depression and anxiety among the Muslim cancer patients,
hence confirming the hypothesis of this study.

Consistent with previous studies, correlational results showed that spirituality and depression
had a significant negative association (Mystakidou et al., 2007; McCoubrie & Davies, 2006)
in cancer patients. But they did not find a significant association between private religious
practices (Mystakidou et al., 2007) and religious faith (McCoubrie & Davies, 2006) to anxiety
and depression. However, in the present study, Islamic religiosity which incorporates both
spirituality and religiosity resulted in significant association with both depression and anxiety.



While the results demonstrated a significant negative relationship between Islamic religiosity
with depression (.007) and anxiety (.027), anxiety was somewhat lower in significance. This
finding is consistent with previous studies on psychopathology which revealed a smaller
relationship between anxiety and religiosity than depression (Miller & Kelley, 2005), the
reason of which is unclear.

Results of the present study also demonstrated a significant association in the religious
personality subscale of the MRPI with depression. The religious personality subscale is the
practicing aspect of the scale, the good morality that is portrayed through everyday conduct.
The religious personality subscale measures the direct relationship with God (A4/-Islam) and
relations with other human beings and creations (resulting from God-consciousness; Al-Ihsan)
whereas the Islamic worldview subscale measures the Islamic foundation or beliefs and
understanding of the six articles of faith (4/-Iman). The results indicate that participants that
scored high in the subscale that measured A/-Islam and Al-Thsan shower lower tendency to be
depressed. It could be that such persons were too distracted with improving their relationship
with God and with other beings that they do not have the time to be emotionally down and
depressed.

Park (2005) noted that religion can be highly involved in the positive changes that individuals
report following stressful experiences such as the cancer experience. Consistent with this view,
Koenig et al. (2001) reported that chronic illness provided the pathway to develop a personal
relationship with God which motivates the patient to please and serve God. Hence whatever
ability a disable person still has, he may offer the ability in God’s service. This “ability” need
not require any physical activity-sometimes the attempt to be kind, grateful or appreciative for
services rendered by others can itself be considered a service to others. This is reflected in the
religious personality subscale of the MRPI which measure items such as hiding someone else’s
weaknesses to themselves and feeling grateful when there arises a chance for them to donate
to the poor such as when a beggar approaches them for some help.

The result that high levels of Islamic religiosity are associated with lower tendency of
depression and anxiety signifies the importance of Islamic religiosity in the treatment of
Muslim cancer patients. A review of the literature noted that the majority of studies found that
the religious intervention was associated with a more rapid reduction in symptoms of
depression and anxiety (Koenig et al., 2001). This was found to be particularly true for those
with higher religiosity. Razali et al., (1998) had demonstrated that that their psychotherapy
treatment that incorporates a religious and sociocultural component rapidly improved anxiety
and depressive symptoms in patients with strong religious and cultural backgrounds. It is of
note that in the present study, most participants consider their religion as a significant part of
their lives.

Meanwhile, Grant et al. (2004) demonstrated that unmet spiritual needs may give rise to
spiritual distress in some individuals that may worsen physical and emotional symptoms and
the ability to cope with them. They called for professionals to adopt a patient-centred approach;
by supporting patients in their worldview, and providing openings for expression of fear, doubt,
and anxiety which may help patients in their search for meaning and prevent spiritual need
amounting to disabling spiritual distress. Inevitably, professionals who were able to develop
positive relationships with patients inadvertently would reduce spiritual distress in them.

It is hence recommended that the palliative care team to be composed of health care
practitioners who are trained to include a religious or spiritual component in their treatment.



These include talking about meaning of life, reflection about their lives and their relationship
with the Creator. Religious scale such as the MRPI is also recommended to be used by health
care professionals in integrating Islamic religiosity with medicine. Besides providing
physicians with a quantitative, credible method of spiritual inquiry with their patients, it also
provides an avenue for integrating spiritual assessment with traditional medicine (Mystakidou
et al., 2007).

The observed association of older age in Islamic religiosity is consistent with findings by
Strawbridge et al. (1998) in their two dimensions of religiosity, i.e. organizational (attending
services and other activities) and non-organizational religiosity (private practices such as
prayer). However they also found a significant association in gender, which was not
demonstrated in the present study. In addition, the present study found association in education
with Islamic worldview subscale and marriage in association with religious personality
subscale.

The present study explored the unique measures of Islamic religiosity compared with other
religiosity scales used in previous studies. It calls for the definition of religiosity to be extended
beyond the measure of attendances in worship services and prayers. This study shows the
significance of selecting a religiosity measure that was specifically constructed to measure the
aspects of religiosity of a particular faith for such measures vary considerably from one faith
to another.

Limitations

There are several limitations to the present study. As this study is a cross-sectional one, the
results could not be used to determine causality. A longitudinal study may be beneficial in
assessing the change of Islamic religiosity in a Muslim cancer patient from their early diagnosis
to some months or years after their diagnosis.

Another limitation is social desirability. Since MRPI is a religiosity instrument, there are bound
to be some issues related to social desirability whereby individuals often describe their own
behaviour inaccurately by answering questions according to what they think they should be
doing (Krauss & Hamzah, 2010). It is possible that the associations among constructs in this
study are simply the results of consistency in individuals’ tendencies to express positive views
and feelings in relation to Islamic religiosity, depression and anxiety.

In addition, a religiosity measurement can never be perfect and complete due to the fact that
religiosity resides in an individual’s heart. Researchers are just limited to assessing the external
or manifested elements of an individual’s religious practice. Hence this study has a limit in that
it can only measure the manifested elements of religiosity.

Conclusions

The present study indicated the significance of Islamic religiosity in lowering the tendency of
depression and anxiety in Muslim cancer patients. It also provided an understanding of the
Islamic religiosity which were defined by A/-Islam, Al-Iman and Al-Ihsan. This pointed
towards the high potential of Islamic religious intervention in contributing towards increasing
the quality of life of cancer patients particularly among Muslims in Malaysia. The authors call
for the health professionals to adopt a patient-spiritual centered approach that meets the
spiritual needs of Muslim cancer patients.
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