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Abstract
Objectives: Studies concerning the psychosocial aspects of cancer diagnosis and treatment among older
Muslim patients are scarce. The goal of this research was to compare  depression, hope, and  perceived
social support between older Muslim Palestinians and Jewish Israelis diagnosed with cancer.

Design: The study sample included 149 Muslim Palestinian and 122 Jewish Israeli cancer patients.
Outcome measures: Self-administered measures of depression (5-Item Geriatric Depression Scale) and
perceived social support (Cancer Perceived Agents of Social Support Questionnaire). Hope was measured
via Snyder’s Adult Hope Scale and 6 speci�c hope items.

Results:  General hope was signi�cantly higher among Muslim patients, speci�c hope items were
signi�cantly higher among Jewish patients, and depression was signi�cantly higher among Muslim
patients. Hope was the most signi�cant predictor of depression in both samples, particularly among
Jewish patients, with higher hope relating to lower depression.

Conclusion: Healthcare providers should show cultural sensitivity and incorporate the perspectives of
older cancer patients and their families in order to improve patients’ psychological well-being. The
inclusion of the concept and language of hope within the therapeutic dialogue may improve
psychological wellbeing and synchronize the needs and expectations of patients, caregivers, and health
care professionals, resulting in more equitable and value-oriented care. 

Introduction
The global number of older people diagnosed with cancer is estimated to increase rapidly in the next
decade [1]. While general research concerning the psychosocial aspects of cancer diagnosis and
treatment among older people is not extensive [2], the literature is particularly sparse regarding older
Muslim patients, both in Muslim majority and minority countries [3,4].

The goal of this research was to examine psychosocial variables (hope, perceived social support, and
depression) relating to cancer among older Muslim Palestinians and Jewish Israelis diagnosed with
cancer. The crude incidence of cancer mortality in the West Bank is 49.2 and in Gaza 32.7 (rate per 100,
above). About 30% of new cancer cases in the Palestinian territories are among people aged 65 and over
[5]. Palliative care in the Palestinian Authority is an emerging specialty, with no organized formal program
at present [6]. In Israel, cancer is the leading cause of mortality (26% among Jews) [7]. Depression rates
among Muslim Palestinians are 1.5 (men) and 1.7 (women) times higher than among Jewish Israelis [8].

Cultural differences are pivotal concepts for identifying, understanding, and delivering appropriate cancer
healthcare, especially in countries where diverse populations embrace strong and pervasive religious
beliefs [9]. In comparison to contemporary Jewish culture in Israel, Muslim culture tends toward more
traditional family and religious values. The Muslim belief system is generally considered more
deterministic and collective oriented than the Jewish belief system [10,11] which emphasizes obligation
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within duty-based ethics [12,13]. In addition, Palestinian social attitudes often demonstrate greater
conservatism, and typical Palestinian households tend to comprise more members than Jewish Israeli
households [14,15].

Regarding healthcare, Muslim tradition provides the extended family collective with the medical
responsibility for disclosing information and treatment decisions and tasks them with protecting the
patient from the emotional and physical anguish of directly addressing the diagnosis and prognosis of
cancer. Palestinian patients may, therefore, know much less than their families about their own medical
condition [16] in comparison to the average Israeli patient.

The current study examined differences between Muslim and Jews in external factor (perceived social
support), and internal factor (hope), and their relation to depression among older patients diagnosed with
cancer in the two groups. Perceived social support was conceptualized as related to the agent of support,
i.e., spouse, family, friends, and beliefs, and the type of support, i.e., emotional, cognitive, behavioral [17].
Hope was measured as both an overall general orientation and directed toward speci�c issues. The
former was based on Snyder et al.’s [18] conceptualization of hope, according to which hope consists of
the perceived ability to �nd routes to reach one’s goals – pathways – and the determination to progress
toward and preserve these goals – agency. We also examined more speci�c aspects of hope through six
speci�c items which target the contents of hopes that occupy older patients: for example, the hope to be
with one’s family.  

According to their religious beliefs, Muslims may feel that they have fewer barriers preventing individuals
from achieving their goals, which may, in turn, result in higher levels of general hope and lower levels of
speci�c hope [19]. Accordingly, the �rst hypothesis of this study was that higher levels of general hope
would be reported by Muslim patients (in the Palestinian territories) than by Jewish patients (in Israel).

Our second hypothesis was that lower levels of speci�c hope would be found among Muslims in
comparison to Jews. Third, we expected higher levels of perceived social support to be reported among
the Muslim patients than among the Jewish patients due to traditional social values, the family structure,
and the high number of family members in each household. Finally, we hypothesized that higher levels of
general hope would be related to lower levels of depression in both cultures.

Methods

Study Population
The study population is part of an ongoing cross-sectional study on distress, coping, and hope among
patients aged ≥ 65 years diagnosed with cancer and their informal caregivers [20,2,21]. The current study
included a Muslim group and a Jewish group. The inclusion criterion for both groups was patients
diagnosed with cancer, aged>=65 years, who had concluded a course of treatment within six months of
the date of enrollment. Patients with non-metastatic cancer who were >2 years following diagnosis were
considered survivors and not included in the study.
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Muslim Group
 The Muslim patients were recruited from the outpatient oncology clinic in the Makassed Hospital in East
Jerusalem which provides tertiary care to the Palestinian population of East Jerusalem, the West Bank,
and the Gaza Strip. A total of 153 eligible patients were identi�ed and all gave their consent to participate
in the study. Three of the caregivers refused to sign the formal informed consent document, and one
patient was excluded after failing to meet the active disease criterion. The �nal sample thus included 149
patients.

Jewish Group
The Jewish patients were recruited from the outpatient clinics of three major cancer centers in Israel. The
Jewish patients sample included 350 patients with a substantially larger group of oldest old (aged>85
years) patients. In order to ensure a similar age and sex distribution within the two samples, the Jewish
participants were randomly selected according to sex, age, cancer stage (metastatic vs. non-metastatic),
and time from diagnosis matching (age tolerance for matching was ±4 years and time from diagnosis
tolerance for matching was ±6 months). The �nal sample of Jewish participants included 122
participants randomly selected to match 122 Muslim participants. It was di�cult to �nd a matching
Jewish participant for every Muslim participant since the latter were generally younger with a shorter time
from diagnosis; therefore, 27 Muslim participants could not be matched with a corresponding Jewish
participant.

Patients’ Characteristics
 Table 1 presents the patients’ sociodemographic and medical data by study group. The mean age was
73 for Muslims and 74 for Jews, with 55% of the Muslim sample and 45% of the Jewish sample being
men. 78% of the Patients in the Jewish sample have completed more than 12 years of schooling in
comparison to 22% of the patients in the Muslim sample (p<0.0001). All the Muslim participants except
four de�ned themselves as religious or traditional in comparison to only 46% of the Jewish participants.
Common cancer types in both samples included lung, colorectal, prostate, and breast. Functional levels
were similar between the two samples (63.5% of the Muslim participants and 64% of the Jewish
participants had no symptoms or low levels of symptoms). 32% patients in each grouphad metastatic
cancer. Muslim patients had more comorbidities than Jewish patients (mean of 1.19 vs. 0.8 respectively,
p<0.01). Mean time from diagnosis was 5.06 months among Muslim patients and 5.5 months among
Jewish patients. 

Ethical Approval and Procedure
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The study protocol was approved by the Medical Ethics Review Committees of Hadassah-Hebrew
University Medical Center, Sheba Medical Center, Assuta Ashdod University Hospital and the Medical
Ethics Review Committee of Makassed Hospital. After obtaining the permission of the attending
physicians, patients were approached during routine medical visits to the outpatient clinics or during
chemotherapy sessions. Each participant signed an informed consent form. Data were collected between
May 2013 and June 2020 (Jewish participants) and December 2019 and June 2020 (Muslim
participants). 

Measures

Background Data
Sociodemographic data were collected directly from the patients. Data regarding the patients’ diagnosis,
treatment, cancer stage, Eastern Cooperative Oncology Group (ECOG) performance status [22], and
Charlson Comorbidity Index (CCI) [23] were obtained from the medical records.

Depression
Depression was measured using the �ve-item version of the Geriatric Depression Scale (5-item GDS). This
is a shorter version of the 15-item Geriatric Depression Scale, which has proven to be as effective as the
longer validated version (Weeks et al., 2003). The scale consists of �ve binary items (i.e., “Are you
basically satis�ed with your life?,” ) with each individual item scoring 0–1 and the �ve items thus scoring
in a range of 0–5. The English and Hebrew versions were reported as valis and reliable [24, 25] as has the
longer Arabic version [26]. For the current study, we used the �ve relevant items from the longer validated
Hebrew version and a professional translation of the English version into Arabic (as required by the
Helsinki Committee). The recommended cutoff score ≥ 2 is the clinical cutoff for susceptibility to
depression [27].

Perceived Social Support
 Caregivers’ support was assessed using the Cancer Perceived Agents of Social Support [17], which is a
12-item questionnaire (i.e., “To what extent do you feel you receive helpful information from your
spouse?”), with each item scoring in a range of 1–5. The scale combines two theoretical content facets
of social support: agent of support and type of support. The current research uses the aggregated score
of the agents (spouse, family, friends, beliefs), each based on the mean of three items (instrumental,
cognitive, and emotional support). The Hebrew version of the scale was previously proven to be valid and
reliable for Jewish patients and their spouses in Israel [17]. For the Muslim sample we used a
professional translation of the Hebrew version into Arabic. Internal reliabilities (Cronbach’s alpha values)
were as follows: Muslim group, Cronbach’s alpha = 0.78, 0.77, 0.62, and 0.845 (spouse, family, friends,
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beliefs, respectively); Jewish group, Cronbach’s alpha = 0.75, 0.845, 0.89, and 0.97 (spouse, family,
friends, beliefs, respectively).

Hope
Hope was assessed by the Adult Hope Scale (AHS) [18] and by six single items targeting speci�c hope
content. The AHS is a 12-item measure (4-point Likert-type scale) comprising two components: agency
(goal-directed determination) and pathways (routes to achieving goals). The AHS contains eight hope
items and four �llers. For the Jewish sample we used a translation of the English version into Hebrew
[28]; for the Muslim sample we used a professional translation of the English version into Arabic.
Cronbach’s alphas for the aggregate measure of the eight hope items were 0.85 for Muslim patients and
0.895 Jewish patients. We also included six single items targeting speci�c hope content and measuring
the extent to which the patients hope to: 1. stay alive; 2. have no pain; 3. be with their family; 4. be more
active and less tired; 5. die without pain; and 6. be cured. Each item was rated on a Likert-type scale of 1–
5.

Statistical Analysis

Matching
The two samples were matched for sex, age, cancer stage, and time from diagnosis. Nevertheless, based
on the basic characteristics of the samples (Muslims vs. Jews), the samples were treated as independent
(non-paired).

Missing Value Analysis
All variables (study variables and background variables) were screened for missing values. None of the
missing values exceeded 2% except ECOG (3.7%) and treatment (7.4%). The data were found to match a
“missing completely at random” (MCAR) pattern (Little’s MCAR test Chi2 (83)=93.78, P=0.196 N.S), hence
no further steps were taken to complete the missing data.

Validity and Reliability of Hope Items
Prior to the analyses, validity and reliability of the single hope items was assessed (separately for each
sample) In the Muslim sample, Pearson correlations between the aggregate measure of the AHS and the
single hope items were all signi�cant; correlations ranged between r=0.20, p<0.012 (hope to be cured) and
r=0.55, p<0.0001 (hope to feel no pain). In the Jewish sample, all single items except the item “I hope to
feel no pain when I die” were signi�cantly correlated to the aggregate measure of the AHS; correlations
ranged from r=0.46, p<0.0001 (hope to feel no pain) to r =0.76, p<0.001 (hope to stay alive). Internal



Page 7/19

correlations between the single hope items were all signi�cant in the Muslim sample and ranged from
r=0.30, p<0.01 (between hope to stay alive and hope to be cured) to r=0.68, 0.01 (between hope to stay
alive and hope to feel no pain). Pearson correlations between the items in the Jewish sample were all
signi�cant except correlations to the item “hope to feel no pain when I die” and ranged from r=0.45,
p<0.0001 (between hope to stay alive and hope to feel no pain) to r=0.74, p<0.0001 (between hope to stay
alive and hope to be less tired). The internal reliability (Cronbach’s alpha) was 0.84 in the Muslim sample
and 0.79 in the Jewish sample (or 0.83 not including the item “hope to feel no pain when I die”).

Comparisons Between Study Groups
 A two-way MANOVA (ethnicity by gender) was used to compare reported levels of depression, levels of
hope, and perceived social support between the study groups. These comparisons were conducted while
controlled for (using as covariates) all background variables except cancer type since there were too
many types with low frequencies that were included in the “other” category. Religiosity was also not
included as a covariate since almost all the Muslims declared themselves religious or traditional.

Predicting Depression
 A separate regression model was calculated for each of the study groups. The predicted variable was
depression and the predictors were perceived social support, hope (AHS), and all the background
variables. In order to examine the role of the single hope items in predicting depression, we calculated a
separate regression model for each of the study groups including the single hope items as predictors of
depression. The data were analyzed using IBM SPSS Statistics (Version 25) predictive and analytic
software.

Results

Comparison of Study Variables Between Ethnic and Gender
Groups
 A two-way MANOVA (ethnicity by gender) including all covariates (depression, hope, single hope items,
and social support) revealed signi�cant main effects and interaction effects for 1) ethnicity – Wilks’
Lambda=0.18, F(12,229)=84.66, p<0.0001; and 2) gender– Wilks’ Lambda=0.12, F(12,229)=2.53, p<0.004;
interaction- Wilks’ Lambda=0.12, F(12,229)=2.64, p<0.003.

Ethnicity
Table 2 presents the univariate ethnicity statistics. As expected, the general hope score (AHS) was
signi�cantly higher among the Muslim patients than the Jewish patients. All the single speci�c hope
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items were signi�cantly higher among the Jewish patients. Contrary to our initial hypotheses, levels of
depression were signi�cantly higher among the Muslim patients and perceived social support (by spouse
and family) was signi�cantly higher among the Jewish patients.

Gender
Table 3 presents univariate gender statistics. Depression was signi�cantly higher among women in
comparison to men, and hope and perceived spouse support were signi�cantly higher among men in
comparison to women. The hope items “to stay alive,” “to be less tired” and “to be cured” were higher
among men in comparison to women.

Interaction
Interaction was signi�cant only for the hope item “to stay alive” (F(1,240)=2.18, p<0.034)). In the Muslim
group, there was almost no difference between men and women, while in the Jewish group, the hope to
stay alive was higher among men. A similar borderline effect (p<0.054) was found for perceived spouse
support: there was no difference between Muslim men and women in perceived spouse support, while
Jewish men reported higher levels of perceived spouse support than women.

Predicting Depression
 Depression was predicted separately in each group (Jews and Muslims). Both regression models were
found to be signi�cant (Muslims: Adjusted R2=0.155, F(13,129)=3.00, p<0.001; Jews: Adjusted R2=0.62,
F(13,96)=14.87, p<0.001 ). The signi�cant predictors of depression among Muslim patients were age and
hope: older age predicted higher levels of depression (b=0.033, Beta=0.16, t=2.02, p<0.046), while higher
levels of hope predicted lower levels of depression (b=-0.41, Beta=-0.32, t=-3.83, p<0.0001). Among the
Jewish patients, the signi�cant predictors of depression were education and hope: higher levels of
education were related to lower levels of depression: (b=-0.60, Beta=-0.18, t=-2.73, p<0.008), while higher
levels of hope were related to lower levels of depression (b=-1.25, Beta=-0.61, t=-7.795, p<0.0001).

Post Hoc Analysis of Ethnicity as a Moderator of the
Relationship Between Hope and Depression
Since the effect of hope on depression was larger among the Jewish patients than the Muslim patients
(Beta=-0.41, Beta=-0.61, respectively), we examined the moderating effect of ethnicity (Muslims vs. Jews)
on the relationship between hope and depression. We used the PROCESS SPSS macro (Hayes, 2017) for
the analyses. All covariates were included in the model. The interaction between hope and ethnicity was
found signi�cant (F(1,244)=29.64, p<0.0001), implying that the relation between hope and depression
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(higher levels of hope are related to lower levels of depression) was stronger in the Jewish group. Figure 1
presents the predicted levels of depression for Muslim and Jewish patients at the 16th, 50th, and 84th

percentiles of hope (percentiles calculated from the overall sample).

Predicting Depression by the Single Speci�c Hope Items
In order to examine the role of the single hope items as predictors of depression within the study groups,
we examined separate regression models including all six single hope items as predictors of depression
for each study group (Table 4). The only signi�cant predictor of depression among the Muslim patients
was the hope to stay alive (higher levels of hope were related to lower levels of depression); among
Jewish patients the hope to stay alive and the hope to be cured predicted depression (higher levels of
hope were related to lower levels of depression).

Discussion
The goal of this research was to examine hope, perceived social support, and depression among older
Muslim Palestinians and Jewish Israelis who were diagnosed with cancer. In concordance with the
hypotheses, levels of the general measure of hope among Muslims patients were signi�cantly higher
than among Israeli patients. Similarly, as expected, speci�c single hopes (such as the hope to stay alive
or to be with one’s family) were higher among the Jewish patients. Higher levels of hope were found to be
signi�cantly related to lower levels of depression in both samples but stronger among the Jewish
patients. In contrast to our hypothesis, levels of depression were found to be signi�cantly higher among
Muslim patients than among Jewish patients.

The higher levels of general hope among the Muslims patients can be partially explained by their high
levels of religiosity and the known positive relations between hope (as de�ned by Snyder) and religiosity
among Muslims in general [29]. It can also be suggested that the more deterministic nature of Muslim
belief and their faith in God’s protection are perhaps expressed in high levels of generalized hope while
refraining from expressing more speci�c or concrete hopes that may re�ects a doubt in God’s will. [30].
Accordingly, levels of hope among Muslim cancer patients may re�ect not necessarily a positive
psychological state but rather a general belief in the power of God. This also corresponds with the �nding
that high generalized hope in the Muslim group had far less impact on depression than in the Jewish
group.

Surprisingly, Muslim cancer patients reported higher levels of depression than Jewish patients. This
�nding was even more surprising given the strong family values in Muslim culture. It may be cautiously
speculated that Muslims perceive cancer as terminal and, therefore, in some way as a divine death
sentence [26]. Consequently, a cancer diagnosis may, at least in some cases, carry a social stigma and be
characterized by secrecy and shame [16,31,32].
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The higher levels of depression among the Muslim patients may be also related to the tendency of
religious Muslims not to seek psychological support in case of psychological distress and depression
[33]. It should also be noted that 78% of the Jewish patients had 12 years of education or more in
comparison to only 22% of the Muslim patients. Education is considered a resource which can, to some
extent, protect against depression in general and among cancer patients in particular [34].

Limitations
Detailed data regarding speci�c systemic treatments, their results, and expected prognosis, which might
have affected the patient’s perceived prognosis and depression, were not available. Second, due to the
cross-sectional template of the study, it was di�cult to establish causality. Finally, the external validation
of these results to other societies needs some consideration. Further studies are therefore needed in order
to validate these results in other diverse Muslim and non-Muslim societies.

Conclusion
Signi�cantly higher levels of hope were found to be highly related to lower levels of depression among
both samples (although this relation was signi�cantly higher among the Jewish patients). Given the
central role of hope and its relevance to religious beliefs, healthcare professionals should consider hope
enhancing interventions as a therapeutic tool aimed at decreasing levels of depression. Recognizing that
hope correlates with a higher quality of life and lower levels of depression is an important �rst step
toward achieving the potential dividends of integrating factors that modify the oncology team’s approach
to hope [35]. Furthermore, alongside its medical and health rami�cations, hope also needs to considered
within the framework of religious beliefs. Thus, it is crucial that healthcare personnel adapt the language
they use with patients of different faiths and cultures [36-38]. Understanding different religious beliefs
about cancer, suffering, and distress gives health practitioners insight into their patients and allows them
to provide culturally competent care [39,40]. By viewing the illness from the perspectives of the patients,
their families, and their societies, the well-being of cancer patients can be signi�cantly upgraded [33]. The
inclusion of the concept and language of hope within this dialogue may help synchronize the needs and
expectations of patients, caregivers, and health care professionals and thus lead to more equitable and
value-oriented care.
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Table 1

Patients sociodemographic and medical data by study groups

  Muslims
(N=149)

Jews
(N=122)

Differences

Age (years)  mean ± SD

range

73.07 ± 6.44

65 - 92

74.39 ± 7.13

64 - 91

t(259)=1.6; N.S

Gender: Male n (%) 82 (55%) 67 (45%) Chi2(1)=0.63, N.S

Education: >=12 year n (%) 32 (22%) 115 (78%) Chi2(1)=60.26,p<0.0001**

Number of persons in household

mean ± SD

range

 

3.95 ± 2.53

 

2.34 ± 1.02

t(266)=6.58, p<0.0001**

Religiosity: traditional or
religious

145 (97%) 56 (46%) Chi2(1)=92.79,p<0.0001**

Cancer type  n (%)

Breast

Colorectal

Lung

Melanoma

Prostate

Brain

Bladder

Other

 

05 (3%)

16 (11%)

25 (17%)

0  (0.0%)

11 (7.0%)

15 (10%)

18  (12%)

59 (40%)

 

19 (16%)

08 (7.0%)

21 (17%)

6 (5.0%)

10 (8.0%)

00 (0.0%)

00 (0.0%)

58 (47.5%)

Chi2(7)=118.04,
p<0.0001**

ECOG n (%)

 0-1

 2-3

94 (63.5%)

54 (36.5%)

72 (64%)

41 (36%)

Chi2(1)=0.001, N.S

Cancer stage n(%)

 1-3

 4

 

101 (68%)

48 (32%)

 

83 (68%)

39 (32%)

Chi2(1)=0.002, N.S

CCI  mean ± SD 1.19 ± 1.24 0.77 ± 0.89 t (267)=3.11, p<.002**

Time from diagnosis 5.06 ± 6.10 5.54 ± 3.67 t (269)=0.76, N.S
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 mean ± SD (months)

ECOG=The Eastern Cooperative Oncology Group performance status (0=fully active; 1= symptomatic
but completely ambulatory; 2= symptomatic, <50% in bed during the day;3= symptomatic, capable of
only limited self-care);CCI=Charlson Comorbidity Index; Stage data was missing for one patient.

 

Table 2

Comparison of depression, hope, and social support between Muslims and Jews

  Muslims (N=141)

mean ± std. error

Jews (N=110)

mean ± std. error

F(1,240) = P<

Depression 3.19 ± 0.12 1.35 ± 0.14 85.71 0.0001**

Hope (AHS) 5.01 ± 0.08 2.99 ± 0.09 231.47 0.0001**

Perceived spouse support 3.79 ± 0.06 4.64 ± 0.07 62.86 0.0001**

Perceived family support 3.91 ± 0.07 4.33 ± 0.08 14.26 0.0001**

Perceived friends support 3.04 ± 0.08 3.2 ± 0.1 1.32 0.252, N.S

Perceived faith support 2.58 ± 0.11 2.58 ± 0.13 0.00 0.996, N.S

Hope to stay alive 3.72 ± 0.07 4.33 ± 0.08 30.17 0.0001**

Hope to feel no pain 3.49 ± 0.06 4.52 ± 0.07 119.28 0.0001**

Hope to be with the family 3.74 ± 0.04 4.75 ± 0.05 202.68 0.0001**

Hope to be less tired 3.29 ± 0.07 4.17 ± 0.09 50.03 0.0001**

Hope to die with no pain 3.33 ± 0.08 4.48 ± 0.09 71.68 0.0001**

Hope to be cured 3.11 ± 0.08 4.23 ± 0.09 68.87 0.0001**

* p<0.05; **p<0.01.; AHS=Adult Hope Scale; Means are estimated marginal corrected for covariates
included in the model (age, number of persons in household, education, ECOG – performance status,
time from diagnosis, CCI – comorbidities); Number of participants is smaller than the original sample
due to missing values.
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Table 3

Comparison of depression, hope, and social support between men and women

  Men (N=144)

mean ± std. error

Women (N=107)

mean ± std. error

F(1,240) = P<

Depression 2.08 ± 0.11 2.47 ± 0.11 5.83 0.0165*

Hope (AHS) 4.2 ± 0.07 3.8 ± 0.07 13.71 0.0003**

Perceived spouse support 4.31 ± 0.06 4.13 ± 0.06 4.31 0.0389**

Perceived family support 4.13 ± 0.06 4.11 ± 0.06 0.03 0.8528, N.S

Perceived friends support 3.06 ± 0.07 3.17 ± 0.07 0.93 0.3367, N.S

Perceived faith support 2.73 ± 0.1 2.44 ± 0.1 3.52 0.0619, N.S

Hope to stay alive 4.14 ± 0.06 3.91 ± 0.06 6.11 0.0141*

Hope to feel no pain 4.03 ± 0.05 3.98 ± 0.05 0.44 0.5093, N.S

Hope to be with the family 4.3 ± 0.04 4.2 ± 0.04 3.07 0.0811, N.S

Hope to be less tired 3.86 ± 0.07 3.6 ± 0.07 6.38 0.0122*

Hope to die with no pain 4.01 ± 0.07 3.8 ± 0.07 3.38 0.0671, N.S

Hope to be cured 3.84 ± 0.07 3.51 ± 0.07 8.88 0.0032*

* p<0.05; **p<0.01.; AHS=Adult Hope Scale; Means are estimated marginal corrected for covariates
included in the model (age, number of persons in household, education, ECOG – performance status,
time from diagnosis, CCI – comorbidities); Number of participants is smaller than the original sample
due to missing values.
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Table 4

Regression: Single hope items as predicting depression

Muslims Jews

Hope to B Std.
Error

Beta t Sig. B Std.
Error

Beta t Sig.

Stay alive -0.56 0.26 -0.24 -2.17 0.0318* -0.44 0.15 -0.29 -2.98 0.0035**

Feel no
pain

0.09 0.23 0.04 0.37 N.S -0.20 0.18 -0.09 -1.14 N.S

Be with
the family

-0.23 0.24 -0.10 -0.95 N.S 0.02 0.27 0.01 0.07 N.S

Be less
tired

-0.30 0.23 -0.15 -1.30 N.S -0.15 0.15 -0.12 -1.01 N.S

Feel no
pain when
I die

0.09 0.21 0.05 0.42 N.S 0.14 0.08 0.11 1.72 N.S

Be cured -0.11 0.16 -0.07 -0.71 N.S -0.50 0.15 -0.38 -3.28 0.0014**

*p<0.05 **p<0.01 Both models were signi�cant. Muslims: F(6,140)=4.26, p<0.001 adjusted R2=0.12;
Jews F(6,115)=26.85, p<0.0001 adjusted R2=0.56

 

Figures
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Figure 1

Relations between reported levels of hope (16th, 50th, and 84th percentiles) and predicted levels of
depression by study group.


