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The diagnosis of cancer can initiate considerable distress
for patients. The threat to physical health and life can
challenge a person’s previously held beliefs concerning
life and well-being. Religious beliefs and practices have
been demonstrated to have positive effects on illness
prevention, recovery from surgery, mental illness, and
coping with physical illness. The aim of this study was
to determine psychometric characteristics of the adapted
prayer scale in Turkish patients with cancer. The sample
of this study consisted of patients with any cancer in
the outpatient and inpatient medical oncology clinics of
this hospital. Factor analysis revealed 4 factors (meditative
prayer, prayer activities, prayer experiences, and attitude
toward prayer) with an eigenvalue of higher than 1.0.
The 4 factors together explained 53.5% of the variance.
Internal consistency of the scale had an overall coefficient
Cronbach’s ! of .82. The subscales of the instrument had
adequate reliabilities with Cronbach’s !’s ranging from
.67 to .88. The scale has potential applications for use both
in research and as a screening tool in clinical settings. This scale
should be further evaluated with a larger sample, in different
regions in Turkey, andwithdiversepopulationsof theworld.
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The past decade has seen a growing body of re-
search examining the relation between religion
and health. Studies have examined this relation-

ship in community samples,1-3 amongmedical and surgical
patients,4,5 and among cancer patients.6-9 Religious beliefs
and practices have been demonstrated to have positive ef-
fects on illness prevention, recovery from surgery, mental
illness, and coping with physical illness.10

The most commonly used religious practice is prayer.11

Prayer is one of the religious behaviors related to mental

health and well-being,12 which is used more than other
rituals.13 The concept of prayer is defined as communi-
cation with God as an experience and expression of the
human spirit. ‘‘Prayer is love for God, ameans to fly toward
a secret sky, and to cause a hundred veils to fall’’ in Islam.
The human soul’s real and ultimate comfort (Râhat) for the
Muslim population lies in accepting God, loving Him and
expressing this love to Him in worship and prayer, and
obeying Him. At the time of the creation of the human be-
ing, God named the human being Rûh, the soul. He also
called him Nafs, because he was able to attain a union with
Him through prayer, worship, and obedience in Islam.13

In the Islamic world, religion has to contribute to the
health and well-being of its believers. In Islam, religion
and medical care share similar basic premises concern-
ing the nature of human beings and their responsibilities.
Both Islamic religion and medicine consider human be-
ings to be imperfect creations that need elevation onto the
ideal status as Islam sees it. Consequently, the ‘‘imper-
fect human being’’ needs to obey the recommendations
conveyed to him by both his religion and the medical
professionals.14

People’s attitudes to cancer and its treatment are influenced
by the patient’s and his family’s faith, beliefs, societal traditions,
and cultural taboos and stigmatism. Islamic beliefs and prac-
tices constantly remind humans to be prepared for death,
as death cannot be delayed when the time has come. For
Muslims, the ultimate hope for eternal life rests with the
merciful God. When the family realizes that the patient is
reaching his/her final hours, family members should pray
that death will occur with as little suffering as possible.15

Harandy et al16 found thatmanyparticipants believed that
their disease is a divine test, and it is God’s will that rules
over the life and death of human beings. Not only did the
participants believe that getting cancer was the will God,
but they also regarded their diagnosis as God’s will. In ad-
dition, they believed that they would not necessarily die of
cancer, because any particular person lives as long as God
decides.16 Moreover, researchers have investigated prayer
among people who are undergoing stressful situations as
well as the association of prayer with well-being. Several
studies have investigated the prayer activities and experi-
ences of patients with cancer. One study reported that sur-
vivors of breast cancer emphasized the positive benefits of
the spiritual resources of prayer and a relationship with
God.14 In addition, long-term cancer survivors reported
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prayer and putting trust in God as important coping strate-
gies during their cancer experiences.15

Some people with cancer have found that their spiritu-
ality, particularly prayer, provides a resource to withstand
their own physical and psychological crises brought on by
the diagnosis and subsequent treatment of cancer.16 Cancer
patients described both praying personally and asking others
topray for themas spiritual coping strategies. Theyuseprayer
to cope with distressing symptoms, anxiety-provoking med-
ical procedures, and the illness experience in general.17

The researchers reported that the frequency of prayer
was positively related to existential well-being and reli-
gious satisfaction. Experiences during prayer were also
positively correlated to religious satisfaction and existential
well-being.18-24 An instrument assessing prayer is helpful to
understand the importance of prayer activities and experi-
ences in patients with cancer. The prayer scale is a sensitive
instrument for assessing prayer activities, prayer experiences,
and attitudes toward prayer in people with cancer. A re-
view of the literature revealed Poloma and Pendleton’s25

Prayer Scale (PS) was the most acceptable tool. Poloma and
Pendleton25 developed their scale to assess types of prayer
activities, prayer experiences, and attitudes toward prayer.
The scale was adapted by Poloma and Pendleton25 to use
for peoplewith cancer because the original instrument was
not sensitive enough to reflect cancer illness. The adapted
and revised PS has 36 items, which include 3 general items
about prayer, 1 item on perceived relationship with God,
17 items on prayer activities, 9 items on prayer experi-
ences, and 6 items on attitudes toward prayer. The 2 sub-
scales had 1 to 30 items at a 5-point Likert scale: 1 = never,
2 = once/twice, 3 = occasionally, 4 = regularly, 5 = contin-
uously. Attitude-toward-prayer subscale of the scale had
31 to 36 items using a 5-point Likert scale: 1 = strongly dis-
agree, 2 = somewhat disagree, 3 = don’t know, 4 = some-
what agree, 5 = strongly agree. Total scoreswere computed
for each subscale by adding the item scores. High scores
reflected a high degree of prayer activity, prayer experi-
ence, or positive attitude toward prayer. Subscale scores
could range from 17 to 119 for prayer activities, 9 to 63
for prayer experiences, and 6 to 42 for attitudes toward
prayer.26 Prayer is a valuable internal resource, which
can lessen the effect of cancer.26 The adapted prayer scale
can be useful for cancer patients and health professionals
because cancer prevalence is high in Turkey.

This study aimed to determine psychometric charac-
teristics of the adapted prayer scale in Turkish patients
with cancer.

METHODS

Design
This study used psychometric methods to test the adapted
tool. To ensure the quality of the adapted scale, international

norms were performed while carrying out the adaptation.
The phases carried out were (i) translation, (ii) content
validity, and (iii) pretest and psychometric testing (factor
analysis, a reliability coefficient, and inter-item correlations).

Participants
The participants of this study are patients with a diagnosis
of any cancer at a university hospital medical oncology de-
partment in Turkey. The patients have Islamic religion. The
sample size consisted of 124 patients with cancer in the
outpatient and inpatient medical oncology clinics of this
hospital. Guadagnoli andVelicer27 argue thatwhen a factor
has at least 4 loadings greater than 0.6, the analysis is reli-
able irrespective of sample size, although literature sug-
gests that it is necessary to include 5 to 10 subjects for each
scale item in studies of validity and reliability.28,29 In the pres-
ent study, many loadings were 0.60 or higher in the all fac-
tors. Thus, the sample size in the present studywas adequate
to perform the factor analysis, although onemay argue that a
greater sample size is preferable. For this reason, the sample
size of the research is adequate.

The patients were selected through convenience sam-
pling. The eligibility criteriawere as follows: (1) aged 18 years
or older, (2) no history of psychiatric illness that was deter-
mined from records of the patients, and (3) able to read
and understand Turkish language.

Translation Procedures
For the instrument used in the present study, back translation
was used to translate the Turkish version back into En-
glish. The translation was carried out by 2 Turkish people,
who worked independently on the translation. They were
both teachers of English. We compared the 2 translated ver-
sions and discussed them to reach a consensus regarding the
initial translation. The initial translation into Turkish was
back translated into English by 2 different, independent, bi-
lingual translators, whose native language was Turkish. Both
were attending the University of York in England while pur-
suing doctoral studies there, and neither had participated in
the previous phase of the study. The translation phase had
the purpose of checking for discrepancies between content
andmeaningof the original version and the translated instru-
ment. We analyzed and compared all versions to achieve
the final version.

Content Validity
To test item clarity and content validity, the translated ver-
sion was submitted to panel members consisting of 3 ex-
perts who were cancer nursing specialists and were
working in the area of knowledge of the instrument, who
had published works on instrument development. The ex-
perts were informed concerning the measures and con-
cepts involved by the authors. Each of the experts was
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asked to evaluate the final translated version of the adapted
prayer scale compared with the original instrument. In ad-
dition, experts were asked to evaluate from 1 to 30 items at
the scale byusing a 5-point Likert scale: 1 = never, 2 = once/
twice, 3 = occasionally, 4 = regularly, 5 = continuously. In
addition, experts were asked to evaluate from 31 to 36 items
on an attitude-toward-prayer subscale of the scale by using
a 5-point Likert scale: 1 = strongly disagree, 2 = somewhat
disagree, 3 = don’t know, 4 = somewhat agree, 5 = strongly
agree. Any changing was not done for the rankings of the
scale items. The items of the scale were based on these
evaluations. The experts were in agreement for these eval-
uations. Conceptual adjustments did not require after
translation and review.

Psychometric Testing

Internal Consistency
Internal consistency refers to the overall degree towhich the
items that make up a scale are intercorrelated. Cronbach’s !
was calculated to determine internal consistency. Clark and
Watson30 indicated that internal consistency may be a nec-
essary condition for homogeneity or unidimensionality of
a scale, and Cronbach’s ! should be .70 and greater. The
item-total correlations and themean inter-item correlations
were included in the analysis. Clark and Watson30 recom-
mended using the inter-item correlation as a criterion for
internal consistency. This should be .15. One can only be
ensured of unidimensionality if all individual inter-itemcor-
relations are clustered closely around the mean inter-item
correlation.

Construct Validity
The data were analyzed using factor analysis (principal
component analysis and varimax rotation). To attain the
best-fitting structure and the correct number of factors, the
following criteriawere used: eigenvalues 1.0, factor loadings
0.40, and the so-called elbow criterion regarding the eigen-
values.31 In addition, literature stated that factor loadings
greater than 0.30 are considered to meet the minimal level;
loadings of 0.40 are considered more important.32 Before
conducting the factor analysis of the adapted prayer scale,
Kaiser-Meyer-Olkin andBartlett’s test (KMO)was calculated
to evaluate whether the sample was large enough to per-
form a satisfactory factor analysis with P = .05 level.

Procedure and Data Collection
Data were collected using demographic characteristics
questionnaire and the adapted prayer scale in 2012. The
researchers visited the oncology clinic on 5 working days
every week and conducted interviews with the patients.
The questionnaire and the scale were explained to the par-
ticipants, who then read it andmarked their answers on the

sheets. Patients completed the questionnaire under the su-
pervision of the researchers in a separate quiet room of the
oncology clinic to ensure they correctly understood items in the
questionnaire. All of the participants found the questionnaire
understandable and easy to complete. The questionnaires
took approximately 15 minutes to complete.

Data Analysis
Pearson product-moment correlation was used to deter-
mine correlation scores of items and the total scale. Fac-
tor analysis was used to establish the construct of the
scale and factor loadings of items of the scale. A principal
component factor analysis was used to explore the
scale’s construct validity and factor loadings of items of
the scale. This analysis enables specification of the method
of factor extraction, and it can either retain all factorswhose
eigenvalues exceed a specified value or retain a specific
number of factors. Cronbach’s ! was calculated to find in-
ternal consistency reliability.

Ethical Considerations
Permission to undertake this study was gained from the
ethical committee at Atatürk University, and informed con-
sent was obtained from each participant. The patients were
informed about the purpose of the research. The partici-
pants were assured of their right to refuse to participate or
towithdraw from the study at any stage. Anonymity and con-
fidentiality of participants were guaranteed.

RESULTS

The demographic characteristics of the participants were
given in Table 1. The majority of the sample was women,
82.3% were married, and 34.7% had graduated from pri-
mary school. Cancer site of the majority was the digestive
system.

Content Validity
The translated scale consisted of 36 items. The experts
were in agreement regarding the phrasing of the items
for the translated scale. For each item, the experts could
suggest possible improvements in phrasing. Subsequent
revisions of the Turkish version were made and discussed
again by the experts until agreement on contentwas reached.
Thirty-six items in the scalewere adequate for assessingmed-
itative prayer, prayer activity, prayer experience, and attitude
towardprayer inpatientswith cancer. Themajority of thepar-
ticipants’ response options was ‘‘occasionally’’ and ‘‘don’t
know’’ (Table 2).

Internal Consistency
The instruments completed by 124 the patients were
used for the analyses. The adapted prayer scale had
an overall coefficient ! of .82. The coefficient ! of the
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subscales ranged from .67 to .88 (Table 3). Also, the
item-total correlations ranged from 0.18 to 0.60 (Table 2)
but indicated a nonunidimensional scale.

Construct Validity
The KMO was 0.80, indicating that the sample was large
enough to perform a satisfactory factor analysis and that
the sample size was sufficient for psychometric testing of
a 36-item scale. The first action of the factor analysis was
a principal component analysis revealing 4 factors with an
eigenvalue of higher than 1.0 (Table 3). Any items in the
scale load on 1 factor. The 4 factors together explained
53.5% of the variance. The first factor was ‘‘meditative
prayer,’’ with an ! of .75. This factor explained 18.4% of
the total variance. The second factor was ‘‘prayer activities,’’
with an ! of .88; item factor loadings related primarily with
prayer activities. This factor explained 14.0% of the total var-
iance. Item factor loading of the third factor referred to
‘‘prayer experiences,’’with an! of .76. Theprayer experiences
subscale explained 12.0 of the total variance. The fourth
factor (! = .67) exclusively referred to items that deal with
‘‘attitude toward prayer.’’ The factor explained 9.1% of the
total variance. The factor loadings of the items of the scale
ranged from 0.31 to 0.70.

DISCUSSION

The results of this study showed that the psychometric
characteristics of the Turkish version of the adapted prayer
scale were promising. The Cronbach’s !, range of individ-
ual interitem correlations, and the homogeneity of the
adapted prayer scale seemed to be sufficient.

Content Validity
The results of the study show that the psychometric charac-
teristics of the adapted prayer scale are hopeful. The panel
review of its content indicated that there was no need to
modify its translation or content. In that case, it is likely said
that content validity of the instrument has been satisfactory.

Internal Consistency
Internal consistency of the scale had anoverall coefficient !
of .82. The subscales of the instrument had adequate reliabil-
itieswith ! ranging from .67 to .88.Meraviglia26 determined

TABLE 2 According to Response Options
of the Participants’ Disruption

Response
Options (From
1 to 30 Items) Percent

Response
Options (From
31 to 36 Items) Percent

Never 14.3 Strongly disagree 20.3

Once/twice 13.4 Somewhatdisagree 17.3

Occasionally 28.9 Don’t know 27.2

Regularly 22.9 Somewhat agree 20.0

Continuously 20.5 Strongly agree 15.2

TABLE 1 Demographic Characteristics of
the Participants (n = 124)

Demographic Characteristics n %

Gender

Women 65 52.4

Men 59 47.6

Education level

Less than primary school (literate) 15 12.1

Primary school 43 34.7

High school 59 27.6

University 7 5.6

Marital status

Married 102 82.3

Single 22 17.7

Occupational status

Housewife 51 41.1

Commercea 34 27.4

Workerb 17 13.7

Civil servantc 14 11.3

Retirement 8 6.5

Cancer site

Digestive system 36 29.0

Breathing system 17 13.7

Breast 24 19.4

Ovarian 16 12.9

Lymphoma 13 10.5

Other 18 14.5

Mean (SD)

Age, y 45.91 (12.69)

Monthly income of family, US $ 1087 (821)

aThe buying and selling of goods, especially on a large scale, as between
cities or nations.
bLaborer or employee.
cA civil-service employee.
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that reliability coefficient for the prayer-activity subscale
was 0.75, for the prayer-experience subscale it was 0.78,
and for the attitude-toward-prayer subscale it was 0.72.
Breslin and Lewis33 found that internal consistency of the
measure of prayer experience was .91. Meraviglia34 re-
vealed internal consistency reliability for the adapted
prayer scale was acceptable, which was .96 for the total
scale and ranged from .77 to .95 for the subscales.

In our study, ! coefficient of the other 3 subscales and
the total scale were at the satisfactory level except for the
attitude-toward-prayer subscale. However, ! coefficient
of the attitude-toward-prayer subscale (! = .67) was ac-
ceptable at a minimal level. It is known that ! coefficient is
affected by many factors and therefore may be unsatisfac-
tory in some study groups. Also, DeVellis35 stated that an !
of .65 to .70 may be acceptable at a minimal level.

In this study, the item-total correlations ranged from
0.18 to 0.60 but indicated a nonunidimensional scale.
Meraviglia26 and Breslin and Lewis33 did not report the
item-total correlations of the original scale. The literature
advises that the acceptable minimum point for individual
item-total correlations is 0.15.36,37 Item-total correlations
were acceptable in the current study.38

Construct Validity
The KMO was 0.80, indicating that the sample was large
enough to perform a factor analysis for psychometric test-
ing of the scale. Literature stated that KMO0.80 to 89 is very
good, and it should be minimum .70.28 It was very good in
the present study.

The factor analysis revealed 4 factors with an eigen-
value of higher than 1.0. The 4 factors together explained
53.5% of the variance. Meraviglia26 did not report the to-
tal variance of the original scale. It is stated that total var-
iance explained by a scale must be minimum 30% for a
scale tobeacceptable.39 In this study, total varianceexplained
by the scale was adequate.36,39

Factor analysis explained 4 factors; they were meditative
prayer, prayer activities, prayer experiences, and attitude to-
ward prayer. In the study, the total scale was found to be
similar to the original scale with respect to the whole scale
and the subscales. The first factor was ‘‘meditative prayer’’;
its item-factor loadings related components of intimacy and
personal relationship and ‘‘communicating with God’’ and
‘‘thinking aboutGod.’’ This findingwas similar to theoriginal
scale.27 This factor explained 18.4% of the total variance.

The second factor was ‘‘prayer activities’’; factor load-
ings of its items associated primarily with prayer activities.
This factor explained14.0%of the total variance. Item-factor
loading of the third factor referred to ‘‘prayer experiences.’’
The prayer-experiences subscale explained 12.0%of the to-
tal variance. The fourth factor exclusively referred to items
that dealwith ‘‘attitude towardprayer.’’ This factor explained
9.1% of the total variance.

In the study, factor analysis yielded factor loadings greater
than 0.30, and the factor loadings of the items ranged 0.31 to
0.70. Poloma andPendleton25 andMeraviglia26 did not report
the factor loadings of the items of the adapted prayer scale.
The acceptable minimum point is 0.30 for factor loading.
Literature stated that factor loadings greater than 0.30 are
considered to meet the minimal level.32 So, the items of
the scale factor loadings were sufficient.

The scale is appropriate for theMuslim faith community,
although itwas developed for theChristian faith community.
The scale has potential applications for use both in research
and as a screening tool in clinical settings.

Limitation
The findings must be interpreted cautiously because of
the study limitations. The sample was selected by conve-
nience sampling. Statistical interpretation of the results
was difficult because of the small sample. The sample re-
flects only 1 area of Turkey and therefore cannot be gen-
eralized to all patients with cancer in Turkey.

CONCLUSION

The scale is important because it provides standardized data
for spiritual care patient with cancer. This study confirmed
the reliability and validity of the scale in this sample of
Turkish patients with cancer. The Turkish version of the
adapted prayer scale has shown statistically acceptable
levels of reliability and validity. The application of a meth-
odology accepted by the scientific literature makes avail-
able the comparison of the data obtained in different
languages. It is recommended that this scale should be fur-
ther evaluated both in different regions of Turkey and in
diverse populations. Once a valid and reliable scale is ready
to be used, it can be used to measure outcomes in an inter-
vention study and, as mentioned above, be tested in differ-
ent cultures.

References
1. Pargament KI. APA Handbook of Psychology, Religion, and

Spirituality. Washington, DC: American Psychological Association;
2013.

2. Blank TO. Cancer from both sides now: combining personal and
research perspectives on survivorship. J Gen Intern Med. 2009;
24:5425-5428.

3. Clemmens DA, Knafl K, Lev EL, McCorkle R. Cervical cancer:
patterns of long-term survival. Oncol Nurs Forum. 2008;35:897-903.

4. Rowland JH. What are cancer survivors telling us? Cancer J.
2008;14:361-368.

5. Alderfer MA, Navsaria N, Kazah AE. Family functioning and
posttraumatic stress disorder in adolescent survivors of childhood
cancer. J Fam Psychol. 2009;23:717-725.

6. Banning M, Hafeez H, Faisal S, Hassan M, Zafar A. The impact of
culture and sociological and psychological issues on Muslim patients
with breast cancer in Pakistan. Cancer Nurs. 2009;32:317-324.

7. Harandy TF, Ghofranipour F, Montazeri A, et al. Muslim breast
cancer survivor spirituality: coping strategy or health seeking
behavior hindrance? Health Care Women Int. 2010;31:88-98.

Journal of Hospice & Palliative Nursing www.jhpn.com 501

Feature Article



8. Da SilvaG,Dos SantosMA. Stressors in breast cancer post-treatment:
a qualitative approach. Rev Latino Am Emfer. 2010;18:688-695.

9. Foster C, Wright D, Hill H, Hopkinson J, Roffe L. Psychosocial
implications of living 5 years or more following a cancer diagnosis:
a systematic review of the research evidence. Eur J Cancer Care.
2009;18:223-247.

10. Grov EK, Fossa SD, Dahl AA. Morbidity, lifestyle, and psychosocial
situation in cancer survivors aged 60-69 years: results from the
Nord-TrLndelag Health study (the HUNT-II Study). BMC Cancer.
2011;11:34-44.

11. Zhou E, Penedo FJ, Bustillo NE, et al. Longitudinal effects of
social support and adaptive coping on the emotional well-being
of cancer survivors of localized prostate cancer. J Support Oncol.
2010;8:196-201.

12. Kelly KM, Shedlosky-Shoemaker R, Porter K, Desimone P,
Andrykowski M. Cancer recurrence worry, risk perception, and
informational-coping styles among Appalachian cancer survivors.
J Psychosoc Oncol. 2011;29:1-18.

13. The Islamic concept of prayer. http://www.islam-info.ch/en/
Prayer_in_Islam.htm. Accessed August 11, 2014.

14. Silbermann M, Hassan EA. Cultural perspectives in cancer care:
impact of Islamic traditions and practices in Middle Eastern
countries. J Pediatr Hematol Oncol. 2011;33:S81-S86.

15. Wortmann JH, Park CL. Religion and spirituality in adjustment
following bereavement: an integrative review. Death Stud. 2008;
32:703-736.

16. Harandy TF, Ghofranipour F, Montazeri A, et al. Muslim breast
cancer survivor spirituality: coping strategy or health seeking
behavior hindrance? Health Care Women Int. 2010;31:88-98.

17. Rezaei M, Adib-Hajbaghery M, Seyedfatemi N, Hoseini F.
Prayer in Iranian cancer patients undergoing chemotherapy.
Comp Ther Clin Pract. 2008;14:90-97.

18. Breitbart W, Gibson C, Poppito SR, Berg A. Psychotherapeutic
interventions at the end of life: a focus on meaning and spirituality.
Can J Psychiatr. 2004;49:366-372.

19. McGrath P. Reflections on serious illness as spiritual journey by
survivors of haematological malignancies. Eur J Cancer Care.
2004;13:227-237.

20. Murray SA, KendallM, BoydK,WorthA,BentonTF. Exploring the
spiritual needs of people dying of lung cancer or heart failure: a
prospective qualitative interview study of patients and their
careers. Palliat Med. 2004;18:39-45.

21. Puchalski CM. Spirituality in health: the role of spirituality in critical
care. Crit Care Clin. 2004;20:487.

22. Stefanek M, McDonald PG, Hess SA. Religion, spirituality and
cancer: current status andmethodological challenges.Psychooncology.
2005;14:450-463.

23. Echeverri MRM, Porras CM, Ballesteros BP. Caracteristicas
espiritualesy religiosas de pacientes con cancer que asisten al
Centro Javeriano de Oncologı́a. Univ Psychol Rev. 2004;3:231-246.

24. AndoMA. Pilot study of life review interview for advanced cancer
patients. Jpn J Couns Sci. 2004;37:221-231.

25. Poloma MM, Pendleton BF. The effects of prayer and prayer
experiences on measures of general well-being. J Psychol Theol.
1991;19(1):71-83.

26. Meraviglia MG. Prayer in people with cancer. Cancer Nurs. 2002;
25(4):326-331.

27. Guadagnoli E, Velicer WF. Relation of sample size to the stability
of component patterns. Psychol Bull. 1988;103:265-275.
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