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Abstract:  

Purpose. The purpose of this study was to examine the associations between self-reported spiritual/religious concerns 

and age, gender and emotional challenges among cancer survivors who have completed a five-day rehabilitation course 

at a rehabilitation centre in Denmark (the former RehabiliteringsCenter Dallund (RC Dallund)). 

Methods. The data stem from the so-called Dallund Scale which was adapted from the NCCN Distress Thermometer 

and comprised questions to identify problems and concerns of a physical, psychosocial and spiritual/religious nature. 

Descriptive statistics were performed using means for continuous variables and frequencies for categorical variables. 

Odds ratios were calculated by logistic regression. 

Results. In total 6640 participants filled in the questionnaire. Among participants 21% reported one or more spiritu-

al/religious concerns, the most reported concerns related to existence and guilt. Having one or more spiritual/religious 

concerns was significantly associated with age (OR 0.88), female gender (OR 1.38) and by those reporting emotional 

problems such as being without hope (OR 2.51), depressed (OR 1.49) and/or anxious (OR 1.95). Among participants, 

8% stated they needed help concerning spiritual/religious concerns. 

Conclusions. Cancer patients, living in a highly secular country, report a significant frequency of spiritual/religious and 

existential concerns. Such concerns are mostly reported by the young, female survivors and by those reporting emotion-

al challenges. Spiritual/religious and existential concerns are often times tabooed in secular societies, despite being 

present in patients. Our results call for an increased systemic attention among health professionals to these concerns, 

and a particular focus on identifying and meeting the spiritual/religious and existential concerns of women, the young 

and those challenged by hopelessness, depression and anxiety.  

 

Keywords: Cancer Rehabilitation; Spiritual/religious concerns; Spiritual and religious coping; Struggle; Cancer re-

sources.  
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Introduction  

In most Western countries, significant improvements in cancer survival in the past decade have given 

rise to a new reality of cancer survivorship and rehabilitation. As a consequence, and with the purpose of generating 

knowledge about how best to provide survivorship care, a large number of research studies have investigated how can-

cer survivors experience their everyday lives post-treatment [1]. 

Findings show that apart from suffering from physical, psychological and social late effects, cancer 

survivors frequently experience multiple spiritual/religious and existential concerns, in many cases leading to distress 

that impacts negatively on their mental health [2]. Having completed their biomedical treatment many cancer survivors 

feel alienated within their life and body, struggling with the challenge of integrating meaningfully into their lives [3]. 

A vast body of literature investigating the impact of spiritual/religious and existential factors on coping 

and meaning-making related to cancer demonstrate that spirituality and religiousness may constitute important coping 

resources to many cancer survivors; furthermore, that empirical links can be established between spirituali-

ty/religiousness and psychological well-being, adjustment to late effects and stress-related growth [4]. Given this evi-

dence base, clinicians and researchers working within the field of psycho-oncology have stressed the importance of 

enhancing a focus on interventions that are attentive to cancer patients’ and cancer survivors’ spiritual/religious ways of 

meaning making and coping [5, 6]. 

Although associations have been identified in a large number of international studies between spiritu-

al/religious factors, existential meaning making and psychological adaptation to cancer, the question of what role spirit-

uality/religiousness might play for cancer survivors in highly secular cultures such as Denmark has only received lim-

ited attention in a clinical setting and within Danish cancer survivorship research. Part of the reason for this lack of 

attention on spiritual/religious aspects of cancer survivorship might be due to the fact that spirituality/religiousness is 

assigned low priority and assumed by many to play an insignificant role in the lives of most Danes. Because of socie-

ty’s predominant secular nature many consider Denmark to be a “Society without God” [7]. Supporting this assumption, 

results of social surveys show that the majority of Danes are reluctant to identify themselves as “religious”; however, 

around 70% see themselves as “believers” [8, 9].  

Findings from the few studies that have investigated the influence of spirituality/religiosity on adjust-

ment to and coping with cancer and survivorship show that many cancer survivors experience problems (harmful or 

unwanted matters that should be dealt with), concerns (i.e. worries, preoccupations, disquietness),  and needs (i.e. re-

quirements for physical and mental wellbeing) of an existential nature, that spiritual/religious beliefs are experienced to 
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be positive coping resources and that spiritual well-being is associated with reduces levels of distress and better mental 

adjustment [10-12]. Studies also found that women, older people and those who are emotionally challenged are more 

oriented towards spirituality and religion than the average population [13-15]. A survey-study based on responses from 

1043 cancer survivors attending a rehabilitation course at RehabilitationCentre Dallund (RcDallund) in Denmark from 

2006 to 2008, found spiritual wellbeing to be associated with less distress and better mental adjustment [12]. However, 

it found specific aspects of faith to be both positively and negatively associated with distress and mental adjustment, 

highlighting “the complexity of associations between spiritual well-being and specific aspects of faith with psychologi-

cal function among cancer survivors”. Thus, many studies confirm that religion may be not only a resource in the lives 

of cancer survivors but that they may experience concerns of a spiritual/religious and existential nature [16-18] and that 

such concerns require competent and systemic attention and care [19]. These results point to the importance of incorpo-

rating an assessment of existential and spiritual/religious concerns among Danish cancer survivors in order to provide 

them with a survivorship care that helps them restore a life of meaningfulness and well-being.  

Thus, the purpose of this study was to examine the associations between self-reported spiritual/religious 

concerns and age, gender and emotional challenges among cancer survivors who have completed a five-day rehabilita-

tion course at the former RcDallund.  

We thus propose the following hypotheses:  

Hypothesis 1: Older cancer survivors report more spiritual/religious concerns than younger 

Hypothesis 2: Women reports more spiritual/religious concerns than men 

Hypothesis 3: Those who are emotionally challenged experience more spiritual/religious concerns than their counter-

parts.  

 

Methods 

Setting and Population 

The setting in this study was RcDallund that was established in 2001 by the Danish Cancer Society. 

The establishment of RcDallund can be seen as forming part of a development process in the middle of the 1990s, dur-

ing which the broader focus on psychosocial problems pertaining to cancer was evolved into a more specific focus on 

cancer rehabilitation, including psychosocial issues [20]. RcDallund was the first rehabilitation centre in Denmark to 

offer rehabilitation to cancer survivors in the form of a residential program. RcDallund was housed in a restored medi-

aeval castle in a scenic rural area. The rehabilitation intervention was a coordinated initiative with several cooperating 
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specialists. The program focused on meeting physical, psychological, social, work related and existential needs through 

bodily and cognitive activities (lectures, group discussion sessions, individual consultations with specialists, creative 

arts, leasure and activities in nature, etc.). Each participant could choose one consultation with one of the specialists. All 

participants devised an action plan for the future at the end of their stay. Each week, 20 cancer survivors attended the 

week long course following the same overall schedule. However, in order to recruit cancer survivors with similar chal-

lenges, every week focused on a specific theme that was for example based on a diagnosis (e.g. breast cancer, gyneco-

logical cancer), late effect (e.g. lymphedema, fatigue, having an ostomy), or life situation (e.g. being young of age, 

having children, returning to work, suffering from incurable cancer). All participants were referred by a physician and 

they could rank three rehabilitation weeks they wished to attend, from a published program. RcDallund’s annual capaci-

ty was around 700 participants [21]. 

Since 1st of January 2013 the Region of Southern Denmark (one of the five administrative units in 

Denmark) took over the centre in a series of implemented changes in which RcDallund moved out of the Dallund Castle 

in 2015 and was transformed and merged with PAVI – the former Danish Knowledge Center for Palliative Care into a 

national knowledge center for rehabilitation and palliation based at Nyborg Hospital (REHPA – see www.rehpa.dk). 

Research and rehabilitation courses continue in this new setting. 

 

Data Collection 

The following information was obtained from all participants attending the residential courses at RCDallund: infor-

mation about diagnosis, treatment, current disease status (obtained from referring physician), marital status, education 

and employment status. From 2004, all participants filled in The Dallund Scale that was inspired by the National Com-

prehensive Cancer Network (NCCC) Distress Thermometer and Problem List, first developed by Andrew Roth and 

colleagues in 1998 [22] and later translated to and validated across many languages and cancer settings [23, 24]. The 

Danish Dallund version was adapted and further developed by Kristensen on the basis of Dallund experience, earlier 

visitation instruments,  as well as interviews in focus groups [25, 26]. The first version of the Dallund Scale was tested 

with two rounds of course participants (36 total), resulting in further optimization, mainly towards linguistic clarity. 

This optimized version of the Dallund Scale was then tested twice over two weeks with 102 healthy blood donors and 

88 random earlier course participants. Test-retest reliability was performed resulting in Cronbachs alpha scores of  

>0,81. These were followed by statistical factor analyses indicating the Dallund Scale contained six factors with high 

internal consistency that resulted in the final structure of the Dallund Scale.  

http://www.rehpa.dk/
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The Dallund Scale is thus a short questionnaire comprising, firstly the question of how close or how far the respondents 

perceive they are from achieving their personal rehabilitation goals (indicating their assessment on a 10-step scale with 

1 indicating “Very close” and 10 “Infinitely far away”). Secondly, the Dallund Scale comprised six batteries of items 

indicating problems and concerns, that inhibited the achievement of their rehabilitation goals, where participants could 

tick a box indicating whether they had the problem or concern. These six batteries related to various problems: eight 

practical, six work-related, two related to family, eight physical and 29 psychological “problems” as well as to five 

spiritual/religious “concerns” and the total of these problems and concerns qualified to what degree they had not yet 

arrived where they wanted to be in their cancer trajectory. All questions were added on the basis of extensive literature 

searches.  

For the spiritual/religious concerns, respondents could tick a box indicating whether they had any or all 

of the five concerns relating to: “God”, “faith”, “moral”, “guilt”, “existence”, and / or “other concerns” and finally 

whether they needed help to handle these concerns. For the psychological concerns, respondents could indicate whether 

they were “worried”, “sad”, “hopeless”, “lonely”, “depressed”, “nervous”, “stressed” or “anxious”, or whether they 

experienced “other emotional problems”, and finally, whether they needed help. The purpose of filling in the question-

naire was twofold: To be able to plan an individualized programme for each participant during the rehabilitation week 

at Dallund and to be able to analyze the results for research purposes.  

 

Statistical Analysis 

All statistical analyses were performed using SAS 9.3. Descriptive statistics were performed by using means for contin-

uous variables and frequencies for categorical variables. Age at the beginning of the rehabilitation stay was calculated 

and age groups were coded in the following groups: <40, 40-49, 50-59, 60-69 and > 70 years. Cancer diagnosis was 

grouped according to cancer site into either breast cancer or other diagnosis. Odds ratios for reporting spiritual/religious 

concerns were calculated by logistic regression (proc logistic) with the spiritual/religious concerns as dependent varia-

bel (0/1)  and age decades, gender, being without hope (0/1), depressed (0/1) and anxious (0/1) as independent variables 

in the model. In a further calculation, marital- and employment status was included in the logistic regression to test a 

possible impact. Results are presented as odds ratios and thus a value below 1 means lower odds and a value of more 

than 1 higher odds of having the spiritual/religious concern in each column. We did not make any corrections as this is 

an explorative study that does not allow researchers to draw solid conclusions and because Bonferroni will lower the 

risk of a type I error, but increase the probability of a type II error [45]. 
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Results 

From 2004 to 2015, RcDallund conducted 360 rehabilitation weeks. 6640 out of 6640 participants (100%) completed 

the questionnaire two to four weeks prior to their stay. Most of the participants were women (86%) and the most com-

mon diagnosis was breast cancer. The women were on average younger (54.8±11.0 years) than the men (59.7±12.1 

years). Characteristics of the population are shown in Table 1.  

The frequency of self-reported spiritual/religious concerns is seen in Table 1. Among participants 21% 

reported one or more spiritual/religious concerns. Concerns related to existence (11%) and guilt (8%) were the most 

commonly reported spiritual/religious concerns. Younger women reported spiritual/existential concerns more often than 

men (figure 1). For both genders the existential concerns were most common among younger participants. 

Emotional problems were reported by the participants more often than spiritual/religious concerns. “Be-

ing concerned” was the most common emotional problem, reported by 57% of all participants. Women reported more 

psychological problems than men. For both genders those being without hope reported a high level of spiritu-

al/existential concerns (figure 2). 

Logistic regression analysis showed that age group, gender, being without hope, being anxious and be-

ing depressed were all associated with all three spiritual/religious concerns (One or more spiritual concerns/in relation 

to existence/do you need help?). Table 2 shows adjusted odds ratios, where all the dependent variables were in the 

model, for these three spiritual/religious items 

Crude analysis with one dependent variable at a time showed higher point estimates, but they were in 

the same magnitude. Diagnosis and year at RcDallund were not significant, neither in crude nor adjusted logistic regres-

sion analyses. Inclusion of marital- and employment status did not change the point estimates much. The frequencies of 

spiritual/religious concerns by age group, is presented in Figure 1. and self-reported emotional problems in Figure 2. 

 

Discussion 

This paper is the first large scale study on spiritual/religious and existential concerns of cancer survi-

vors in a highly secular country focusing on association with age, gender and emotional challenges. We found that 21% 

of cancer survivors attending a rehabilitation course reported one or more spiritual/religious concerns. The most fre-

quently reported spiritual/religious concerns in our study were related to guilt/blame (Women (W): 8.8 %; Men (M): 4.1 

%) and existence (W: 11. 5 %; M: 8.9 %). We furthermore found significant associations with age, gender and emo-
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tional problems. Concerns regarding guilt and existence were most commonly reported by women, young participants 

and participants who also reported that they were without hope, depressed and/or anxious. 

Our overall findings on reported spiritual/religious concerns are in line with former studies, both quali-

tative and quantitative, demonstrating that spiritual/religious concerns and emotional problems are present in all treat-

ment and survivorship stages of cancer. Receiving a cancer diagnosis has been described as evoking existential prob-

lems related to control, guilt and shame, identity, meaning, relationships and mortality [2]. Negative associations be-

tween these existential problems and physical health, psychological adjustment and spiritual well-being have been 

acknowledged [27]. Survivorship research into the existential consequences of a cancer disease show that the transition 

from active treatment to post-treatment and long-term survivorship is a critical time, when the biomedical treatment 

may leave the individual feeling alienated within his or her life and body, and in surroundings in which the individual 

no longer feels at home [28, 29]. Existential problems in these post-treatment phases are related to the challenges of 

how to integrate the experience of illness and treatment into life [3].  

Whereas spiritual/religious concerns related to existence constituted the largest percentage in our study, 

spiritual/religious concerns in relation to God (W: 2,2 %; M: 2,3 %), faith (W: 3,6 %; M: 3,1 %) and morality (W: 1,6 

%; M: 1,7 %) were less frequently reported. These findings might reflect the cultural context in which the participants 

are embedded. It is plausible to assume that individuals embedded in a highly secular culture [7, 30], relate to more 

secular concepts such as guilt, blame and existence than to the more traditional religious concepts such as God, faith 

and morality [31]. According to a Swedish study [32], the most frequently posed questions by palliative cancer patients 

to the hospital chaplain, were of a general existential nature concerned with meaning-related issues and with death and 

dying. The authors suggest that the low prevalence (8%) of explicit religious concerns is a consequence of low religious 

belief and practice in a secular society. However, general existential problems seem to be of great importance to cancer 

patients across cultures and regardless of faith inclinations as demonstrated by an American study concluding that the 

ten most intense demands of colorectal cancer patients were predominately psychosocial and existential [33].  

The results showing that 8% of patients indicate a need for help and support in relation to their spiritu-

al/religious concerns highlight that cancer rehabilitation interventions should include systematic attention to the spiritu-

al/religious and existential aspects of survivorship. Thus, they point to the importance of a broader appreciation of and 

attention to spiritual/religious concerns across the cancer trajectory and of developing interventions that might meet 

these concerns.  
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Age  

In our sample the experience of spiritual/religious concerns was most intense for the young cancer pa-

tients, and our first hypothesis was not supported. Thus, it seems that the situation is entirely different when we are in a 

setting of suffering and crisis than the normal progress of healthy life. In this context, the younger a person is when 

falling ill with cancer the more meaningless it appears. When being a young parent, known to draw meaning in life 

from one’s children and parenthood, being struck by cancer makes life unbearably meaningless. 

An interpretation could be that the replies were given in a context of illness and suffering. One should 

remember again that the question in the Dallund Scale did not concern personal beliefs but the experience of spiritu-

al/religious concerns. It could be that the young are more open to life and cannot fathom non-existence or death as they 

are in the middle of their adult life. Or it could be, that they to a higher degree are propelled to believe, in order to find 

meaning in an often frightening and meaningless situation of suffering, at life’s zenith. It may also be that the young 

have had less time than the elderly to come to terms with their own beliefs and sources of meaning. In a study by Fitch-

ett [34] a similar difference between young and old cancer patients was found. Fitchett argued that the young people are 

more shocked by suffering earlier in life as “some forms of religious development or maturity come with age and pro-

tect older people against religious struggles”. As a general tendency, young cancer patients experience more religious 

struggles than older cancer patients [34, 17] something found in transplant survivors as well [35], whereas the older 

cancer patients experience higher levels of spiritual wellbeing as measured for instance with the FACIT-SP [36]. 

Obviously, one cannot rule out the possibility that the young in this sample actually are more religious 

than older people, and that this is why they report more spiritual/religious concerns. However, this is not consistent with 

general research literature documenting that young people in secular societies are much less religious than older people 

[37]. Furthermore, given that all types of reported spiritual/religious concerns are higher for the young people, this 

suggests that it is their level of concern (including guilt and existence) that is higher rather than their religiosity. This 

makes the unexpected finding of a higher degree of spiritual/religious concerns among the young in our sample of even 

higher clinical relevance, as it may suggest that the young are not prepared for navigating spiritual crises. 

 

Gender 

In line with others, we find more spiritual/religious concerns in women compared to men reflecting the 

general tendency that women are more religious than men for various reasons [14]. Men are likewise known to be less 

active in health seeking behaviour than women and less likely than women to want to discuss their ailments with other 
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patients [38]. Several barriers may explain this tendency, such as avoiding disclosure of their illness as it does not cor-

respond to “traditional masculine behaviour”: man’s perceived social role in society, a sense of immunity, difficulty 

relinquishing control, a feeling that asking for help is unacceptable, etc. [39]. Thus, it was a challenge for RcDallund to 

recruit men to the courses (the normal gender distribution at RcDallund patient courses was around 86% women, see 

figure 1). The men that did enrol at these courses may have had similar characteristics to women, both in terms of 

health seeking behaviour and spiritual/religious concerns as behaviours and characteristics might overlap [14]. Second, 

it might also be that the men who did enrol at RcDallund did so because they had more spiritual/religious concerns than 

most male patients and that taking action in relation to these concerns was their motivation behind enrolling.  

 

Emotional problems 

The study shows a clear association between emotional problems such as hopelessness, depression and 

anxiety and the spiritual/religious concerns that we address in this article. Those most struck mentally by their cancer 

disease are those who report most unmet spiritual/religious concerns. Hopelessness in particular predicts concerns of a 

spiritual/religious nature, in particular with regards to the existential dimension. The findings are consistent with vast 

bodies of research that suggest that spirituality/religiousness are powerful sources of hope when other sources of hope 

seem to fail [40], and hence it is only natural that hopelessness propels spiritual/religious seeking. Thus, the saying 

“Faith moves mountains” is as true as its opposite – that mountains of disease and suffering seem to move faith [41]. 

This is true in particular for very secular nations where the most widespread type of religiosity is often described as 

“crisis religiosity” [42]. Similarly important is the strong association that we found between emotional problems in the 

sample and the experienced need for help. Such need for help obviously calls for action.  

 

Strengths and Limitations 

The most important strength of this study is the large sample size (6400 respondents) and the high re-

sponse rate (100%). Regarding limitations, the fact that the Dallund Scale was developed to serve both clinical purposes 

(assessing problems and concerns of cancer survivors attending the rehabilitation course so that the staff could target 

the rehabilitation interventions) as well as research purposes entails challenges. The fact that the Dallund Scale has not 

been developed primarily for research purposes means that it lacks scientific rigour (e.g. validation) and contains con-

ceptual inconsistencies. For example, the battery “spiritual/religious concerns” seems to contain a mismatch between 

concepts in that one of the items (“in relation to existence”) can be chosen without intending a reference to spiritu-
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al/religious concerns. It is likewise possible that many more respondents would have reported having concerns of 

guilt/existence etc. if it had not been categorized under the “spiritual/religious concerns” battery. Assessment of spiritu-

al/religious concerns presupposes both consideration on how conceptual constructs are understood and shaped by con-

textual factors as well as precise and explicit descriptions of how the concepts are employed in specific research con-

texts. The Dallund scale does not assess spirituality or religiosity per se, which also means that the interpretation of the 

age and gender effect is limited. We have dealt with conceptual discussions and scrutinizations elsewhere [43]. For the 

purpose of this study it suffices to specify that in line with an Anglo-Saxon understanding of “spirituality” the construct 

spiritual/religious is understood to potentially encompass both a broad non-religious and a narrower religious sense of 

meaning and purpose in life. As the construct is employed in the Dallund-scale, essential shared dimensions, such as 

faith, morality, guilt and existence, link the concepts spirituality and religion/religiosity as important existential do-

mains [43]. Furthermore, it should be underlined that the study is cross-sectional and not longitudinal with the methodo-

logical challenges this entails.  

 

Practical relevance and implications for research 

Although Denmark is considered the least religious nation in the world, our study shows that many 

cancer survivors enrolled at RcDallund experienced various spiritual/religious concerns and existential problems. This 

holds particularly true for the concerns related to guilt and to existence. The findings of this study suggest that rehabili-

tation professionals must be attentive to the concerns reported in this study, even in a secular culture where spiritu-

al/religious and existential issues are often considered taboo and private. Barriers are widely reported among health 

professionals in relation to communication about spiritual/religious and existential issues. Some of these barriers relate 

to factors such as lack of time, lack of training, fear of crossing professional boundaries, and experienced power inequi-

ties with patients [46], even in palliative settings [47]. 

The challenges of how to overcome such barriers might be addressed optimally in a systemic approach 

to multi-dimensional rehabilitation programmes where the entire team is able to identify and address such concerns and 

needs through training and continued learning but also through the presence of spiritual/religious/existential care spe-

cialists such as chaplains. Such optimization requires competent knowledge of best practice care, which in turn calls for 

further research in this complex field. The results of such research may continue to inform the targeted development of 

existentially- and spiritually-oriented approaches to support individuals with cancer.   
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