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ABSTRACT
This thesis study uses a mixed-methods approach to seek a deeper understanding of the
religious and spiritual care preferences of nursing home residents. The study uses a religious
preference stem (how important is it to you to participate in religious services or practices) and
a spiritual preference stem (how important is it to you to talk about spiritual matters). A
quantitative Phase 1 analyzed a sample of 255 residents from 35 nursing homes. The religious
stem was important to 77.56 percent of residents and was significantly related to gender (p =
.0057) and religious affiliation (p = .0001). A qualitative Phase 2 examined cognitive interviews
of 39 residents from 7 nursing homes. The religious and the spiritual preference stems were both
evaluated. 8 topical categories emerged, including language confusion and definitional wordage
differences. Both phases assured that clinical and research arenas need terminology clarity to
eliminate these disparities. This study recommends more, diverse religious and spiritual
preference stems to ensure clear, accurate, and actionable assessments.
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Chapter 1: Introduction

Person-Centered Care
The past 40 years are marked by distinct changes in nursing home (NH) care philosophy.
This shift, known as culture change, represents NHs transitioning away from health care
institutions and toward person-centered homes (Koren, 2010). This evolution began in the 1980s
with strong advocacy from groups such as the National Citizens’ Coalition for Nursing Home
Reform, the Robert Wood Johnson Foundation, the Health Care Financing Administration, and
the American Association for Retired People (Koren, 2010). These groups influenced the 1986
Institute of Medicine (IOM) report, Improving the Quality of Care in Nursing Homes, which
called on facilities to emphasize the “home” more than the “nursing” (IOM, 1986). The
following year, congress passed the Nursing Home Reform Act through the Omnibus Budget
Reconciliation Act (OBRA) of 1987, requiring facilities to pursue residents’ “highest practicable
physical, mental, and psychosocial well-being” (Koren, 2010). Hence, much like hospitals’
patient-centered care, lawmakers launched and communicated person-centered care as a priority
for NHs.
In 2015, the American Geriatrics Society (AGS) maintained that a person-centered
approach is essential for producing flourishing care in NHs. AGS asserted that this model creates
an advanced vision of health care success by defining quality and value by dignity, personal
choices, and life outcomes achieved instead of mere technical benchmarks (Trucil, 2015). This
holistic view captures the broader nuances of quality care and produces more efficacious health
care for NH residents.
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Preferences
To narrow this broad concept of person-centered care, the AGA partnered with the
University of Southern California and received support from the SCAN foundation to better
define person-centered care (Trucil, 2015). From this research, the collaborators developed a
focus on identifying individual preferences to inspire care. Simply put, collecting personal
preferences is essential for helping a person residing in a NH achieve his future well-being and
reach his own health goals (Trucil, 2015). Further, as everyday aspects of life influence values
and goals, these preferences must be gathered too.
In addition to AGA’s expert panel on person-centered care, emphasis on preferences has
been displayed elsewhere. For example, the Centers for Medicare and Medicaid Services’ (CMS)
minimum data set (MDS) comprehensively assesses NH residents. The most recent, MDS RAI
3.0, includes a Section F specifically dedicated to acquiring resident preferences for customary
routines and activities (CMS, 2010). CMS explains that collecting these daily preferences will
help in creating appropriate individualized care plans. Similarly, Congress’ Improving Medicare
Post-Acute Care Transformation (IMPACT) Act of 2014, which requires NHs to submit quality
data, importantly mandates collecting patient preferences and goals (CMS, 2015). Likewise, the
2015 White House Conference on Aging (WHCOA) sought a future vision for public and private
initiatives for healthy aging and care providing. WHCOA declared the promotion of personcentered care and enabling independence and choice as a main theme, specifically focusing on
maximizing personal preferences (WHCOA, 2015). These policies continue to promote both the
conceptual ideation of person-centered care as well as its practical implementation through
collecting individual preferences to influence care.
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Religious and Spiritual Care
Foundations of person-centered care and preference implementation have led to the rise
of religious and spiritual approaches to health care. Spiritual care is key to quality of life, as each
individual has his/her own dynamic approach to spirituality; thus, each patient has a different
perception of the meaning of life and the acceptance of death, both of which influence
experiences in healthcare (Morey, 2014).
The bulk of research in this field has focused on hospital settings that treat patients with
chronic and life-threatening diseases, especially in respect to coping with the end of life
(Erichsen & Bussing, 2013). However, less research has examined those living in
institutionalized settings such as NHs, especially the day-to-day activities and preferences of
these residents’ lives. In NHs, spirituality is a significant predictor of hope (Touhy, 2011) and an
influence on positive psychological well-being (Scandrett & Mitchell, 2009). Yet spiritual needs
of residents often remain unmet (Erichsen & Bussing, 2013), creating an important need for
advancement.
A literature review of current research of religious and spiritual care in NHs was
completed to identify and describe existing gaps that need to be addressed. In total, nine articles
were collected, evaluated, analyzed, and synthesized for this review; a review matrix appears in
Appendix A.

Literature Review Search Criteria and Methodology
A Cinahl database search used the key words “nursing home residents” and varying
choices among the keywords “religion or religious,” “spiritual care,” or “spirituality.” These
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keywords were identified using the Cinahl headings function. Functionally, the search displayed:
[(“nursing home patients") AND (("religion and religions") OR ("spiritual care") OR
("spirituality"))] and yielded 100 academic article results.
A similar search in the PubMed database used Medical Subject Headings to search for the
keyword “nursing homes” in tandem with “religion” or “spirituality.” In the database, the
searched appeared as [(("religion") OR ("spirituality")) AND ("nursing homes")] and produced
139 academic article results.
PubMed was used to narrow results to only those that were literature reviews. Five
reviews were identified and one was seen as topically relevant: Hicks, 1999. This article became
the first included work for this review, as shown in Appendix A. The articles included in Hick’s
reference section (21 total) were added with the 100 results from the Cinahl search and 139
results from the PubMed search in order to be considered for further inclusion; duplicates
predictably existed when adding these three sources.
The remaining articles were then put through a manual title search, identifying if any of
the previously searched terms were listed or alluded to in each article’s title. This semi-objective
evaluation tested if both NHs and spirituality/religiosity were central to the considered article.
Literature that specifically targeted questions of end-of-life care and/or dementia was not
considered. This criterion narrowed the results to the eight additional works displayed in
Appendix A for a total of nine. Figure 1 illustrates this process.
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Figure 1. Illustration of Article Selection Process

139 Pubmed
Results
21 Articles
from Hicks'
References

100 Cinahl
Results
9 Total
Articles
for Review

Literature Review Results

Standardized Terminology
Issues of terminology standardization within NH spiritual and religious care research
became evident. Across the literature, large discrepancies exist in whether and how to
differentiate the terms religious, spiritual, and pastoral in regard to caregiving. Some articles did
not draw any distinction from these terms and used them interchangeably throughout their works
(Morey, 2014; Brandeis & Oates, 2007; Scandrett & Mitchell, 2009; Haugan, 2013). Within
these articles, some authors used religious more frequently (Brandeis & Oates, 2007; Scandrett
& Mitchell, 2009) while others predominately focused on spirituality (Morey, 2014; Haugan,
2013). However, more confusion arose when these terms were used differently. Uhlman and
Steinke (1985) used the terms religious and spiritual interchangeably, while distinguishing
pastoral care as a type of care exclusive to the Christian faith. Conversely, Wilkes (2011) used
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the term pastoral care as synonymous with spiritual care but noted it to be distinctive from
religious care. Other articles that differentiated religious and spiritual care (Hicks, 1999; Touhy,
2011; Erichsen & Bussing, 2013), in general, defined spirituality to be more internal,
encompassing, and vague and religiosity to be more external, finite, and behavioral. Overall,
these articles did not share consistent, standard definitions.
In lieu of term inconsistencies, research and work is needed to create standard definitions
within the discipline. With instability of term usage, comparison and application of scholarly
results becomes exceptionally difficult. Authors who clearly define terms within their
publications aid in bringing understanding to terminology; yet universal, standardized
terminology is still a desired goal (Miller & Thoresen, 2003). Future research must address these
issues as they pertain to religious and spiritual care in NHs.

Variation of Methods and Purpose
The literature shows little variation in both methodological design and research purpose.
Analysis showed that religious and spiritual care lends itself toward qualitative study design
since knowing patients’ perspectives is important for understanding emerging questions and
problems. However, potentially introducing quantitative study measures through a mixedmethods approach could produce new, unique, and applicable statistical findings for the field.
Disciplines, like religious and spiritual care, often need both quantitative and qualitative research
to best develop.
Similarly, while the reviewed articles evaluate the benefits of spiritual care (Hicks, 1999;
Morey, 2014; Touhy, 2001; Haugan, 2013) and residents’ needs for such care (Scandrett &
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Mitchell, 2009; Erichsen & Bussing, 2013; Uhlman & Steinke, 1985), most research is focused
on end of life care, instead of application to everyday activities and preferences. Further, little is
known about barriers to fulfill preferences or about situations in which these preferences may
change or depend on alternative factors.

Study Significance
The literature reveals a need for more mixed-methods research focused on religious and
spiritual care in NHs. Further, the pertinent need to clarify language and terminology
surrounding this field looms. The purpose of this thesis is to address these research gaps through
empirical analysis. A quantitative and a qualitative phase will be utilized to provide a thorough
and diverse analysis of religious and spiritual care in NHs. Phase 1 (quantitative) and Phase 2
(qualitative) include separate research questions, samples, and methodologies. Quantitative
analysis exposes statistical insight into demographic variable relationships and uniquely reveals
trends in a large data set. Qualitative analysis inductively uncovers themes from a smaller,
interview-based sample. This different approaches will provide rich, detailed data from residents.
Thus, both the quantitative and qualitative phases offer novel perspective of religious and
spiritual care in NHs. Accordingly, long-term care leaders, regulators, and policy makers may
use this research to grow in a deeper understanding of this topic. Hopefully, in effect, such
findings will lead to more advanced, future research and applied knowledge that produces better
care for NH residents.
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Chapter 2: Phase 1—Quantitative

Research Questions
Quantitative analysis of a large data set can provide rich statistical information regarding
an examined population and, in the case of this study, its residents’ religious and spiritual care
preferences. Proper quantitative analysis and conclusive evidence may, in fact, produce results
that generalize to reflect greater populations. For Phase 1, three central research questions were
developed and pursued:
1) How important is it to residents to participate in religious activities?
2) Does a relationship exist between residents’ reported importance of participating in
religious activities and other descriptive characteristics such as gender, age group, marital
status, race, and religious affiliation?
3) Does a relationship exist between residents’ importance of participating in religious
activities and their perception of their own health and well-being?

Methodology

Sample
The sample for this project consisted of 255 NH residents from 35 NHs in the greater
Philadelphia area and was drawn from the larger PELI project entitled Assessing Preferences for
Everyday Living in the Nursing Home Reliability and Concordance Issues (Grant No: R21
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NR011334-01 PI:Van Haitsma). Selected residents were referred by NH staff if they were
English speaking, had been at the NH for at least a week, were expected to remain at the facility
for at least another week, and were cleared by a physician as cognitively capable and medically
stable (Bangerter, Abbott, Heid, Klumpp, & Van Haitsma, 2015). Participants also needed to
surpass a score of 13 on the Mini-Mental State Examination as further screening for cognitive
impairment (Bangerter et al., 2015; Folstein, Folstein, & McHugh, 1975). Such a cutoff was
chosen due to research showing that individuals with mild to moderate dementia can reliably
report their values and preferences (Bangerter et al., 2015; Whitlatch, Piiparinen, & Feinberg,
2009). Informed consent for participation was obtained in person.

PELI
Many tools have been developed in an effort to properly discover and evaluate essential
preferences of NH residents; these assessments hope to influence policy and practice in longterm care (Bangerter, Van Haitsma, Heid, & Abbott 2015). Using 500 community-dwelling older
adults, The Preferences for Everyday Living Inventory (PELI) was created to be a
comprehensive questionnaire about individual preferences for everyday living (Curyto, Van
Haitsma, & Towsley, 2015). It includes personal preferences identified as important by older
adults in the community and incorporates two items related to religion and spirituality (Curyto et
al., 2015).
The content validity of the PELI was initially examined through a panel of 16 experts in
long-term care. Eight participants had research expertise and eight others had clinical experience
in varied areas of care (Curyto et al., 2015). The panel rated 67 PELI items on a 4-option rating
scale that ranged from ‘not relevant’ to ‘relevant’ for long-term care. Eleven expert researchers
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(n = 6) and clinicians (n = 5) completed the survey, meeting the maximum recommended
number of content validity judges described by Lynn (1986) (Curyto et al., 2015). Nine of eleven
judges were required to agree of the items’ validity via the standard error of proportion to reach
the 0.05 level of significance (Lynn, 1986; Curyto et al., 2015).

Procedures and Results
Statistical procedures were completed and then analyzed through SAS in order to answer
the research questions posited. In sum, eight variables were viewed and processed; examples of
residents’ observations of these variables can be seen in Table 1.
In order to understand how important participating in religious activities was to this
sample of NH residents (research question 1), a procedure was done to look at the frequencies
within resident responses to the question “How important is it to you to participate in religious
services or practices?”. Responses included, ‘Very Important,’ ‘Somewhat Important,’ ‘Not
Very Important,’ and ‘Not Important at All’. A table of these frequencies is shown in Figure 2. A
pie chart and bar graph of these frequencies are provided as well in Figures 3 and 4, respectively.
Results indicated that participating in religious services or practices is quite important (77.56%
answered either ‘Very Important’ or ‘Somewhat Important’) to this sample of NH residents.
To answer the second research question regarding the relationship between residents’
importance of participating in religious services or practices and other demographic
characteristics, cross-tabulations with Chi-square tests were run. Chi-square tests are best for
analyzing the relationships of categorical variables, such as gender, age group, marital status,
race, and religious affiliation. Each of these demographic variables was crossed with the
religious participation importance variable, and results are shown in Figures 9-13, respectively,
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in Appendix B. An analysis (using a p < .05 cut off) of the p-values produced by the Chi-square
tests found that gender (p = .0057) and religious affiliation (p = .0001) are both significantly
related to importance. Conversely, no significant relationship appears to exist between
importance of religious participation and age group (p = .54), marital status (p = .33), or race (p
= .08).
As demonstrated in Figure 13, the statistically significant (p = .0001) relationship
between religious importance and religious affiliation was intriguing. 225 NH residents (88%)
from the sample indicated a religious affiliation, while 30 residents (12%) abstained. Of the 225,
87 residents (38.67%) identified as Protestant, 82 (36.44%) identified as Catholic, and 56
(24.89%) identified as Jewish. The most significant distinction in this data was among the 121
individuals (53.78%) who rated participating in religious services or practices as ‘Very
Important’. 50 (41.32%) of these residents were Protestant, 56 (46.28%) were Catholic, and only
15 (12.40%) were Jewish. In fact, while 57.47 percent of reporting Protestants and 68.29 percent
of reporting Catholics labeled religious participation as ‘Very Important’, only 26.78 percent of
reporting Jewish individuals did the same.
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Table 1. Examples of Observations
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Figure 2. Frequencies of Importance of Religious Participation

Figure 3. Importance of Religious Participation Pie Chart
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Figure 4. Importance of Religious Participation Bar Graph

Finally, the composite general health variable was analyzed to understand whether a
relationship existed between residents’ self-reported importance of participating in religious
services or practices and their perception of their own health and well-being. The composite
general health variable is a composite score of five self-rated health items pulled from the SF-36
questionnaire. The SF-36 allows participants to rate their health, particularly in comparison to
others they know of the same age (Ware & Sherbourne, 1992). Within this sample, one item
asked residents to rate their general health on a scale of 1 (excellent) to 5 (poor), while the 4
other items asked about health compared to others on a scale of 1 (definitely true) to 5 (definitely
false). Thus, lower scores convey a healthier perception of oneself. The five items used to create
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the composite general health variable can be viewed in Appendix C. The characteristics of the
composite general health variable are shown in Figures 5-7. Notably, the variable appears to be
quite normally distributed within the sample, making it optimal for statistical testing.

Figure 5. Descriptive Statistics of Composite General Health
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Figure 6. Quantiles and Extreme Observations for Composite General Health
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Figure 7. Distribution and Probability Plot for Composite General Health

An ANOVA test was run to examine the relationship between composite general health
and religious participation importance. This procedure tests whether composite general health
means differ across the four categories of religious participation importance: ‘Very Important,’
‘Somewhat Important,’ ‘Not Very Important,’ and ‘Not Important at All’. The results of this test
are shown in Figure 8 and convey the unlikelihood that any such relationship exists (p = .73).
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Figure 8. ANOVA of Composite General Health and Religious Participation Importance
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Chapter 3: Phase 2—Qualitative

Research Questions
Qualitative analysis seeks to inductively discover themes and information through a deep,
thorough examination and analysis of a smaller sample. A holistic account of participants’
perspectives is desired over merely measurable data and statistics so that a topic may be
understood in greatest detail (Creswell, 2014). For this phase, NH residents’ perceptions of
religious and spiritual care were sought through gathering and analyzing interview responses.
Due to Phase 2’s inductive nature, no specific research questions were developed; rather,
questions, discrepancies, patterns, and meaningful data was allowed to emerge organically.

Methodology

Sample
This phase used a convenience sample of 39 non-veteran, older adults living in seven
NHs in the greater Philadelphia region. Table 2 showcases the characteristics on the 39
participating individuals, and Table 3 includes the facility characteristics. Both of these tables are
adapted from Heid, Eshraghi, Duntzee, Abbott, Curyto, and Van Haitsma (2014). Social workers
at the NHs identified potential participants. These individuals were screened for cognitive ability,
ensuring that they scored at least a 22 on the widely used and accepted Mini-Mental State
Examination (Heid, 2014; Crum et al., 1993). Further, interviewed residents were English
speakers, had been at their NHs for at least one week, were expected to remain at that facility for
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at least one more week, and were cleared by their physician for capacity to consent and for
mental stability (Heid et al., 2014).

Table 2: Sample Characteristics of Cognitive Interviewing Sample
Variable

N

Age (years)
Gender
Race
Caucasian
African American
Marital Status
Married
Divorced/Separated
Widowed
Never Married
Religion
Protestant
Catholic
Jewish
Eastern Orthodox
Muslim
Other
None
MMSE Total Score (0-30)
Length of stay (days)

39
39
39

𝑥𝑥̅

78.6

Frequency

%n

—
10

—
25.6

30
9

76.9
23.1

3
2
23
8

8.3
5.6
63.9
22.2

6
13
14
0
0
1
1
—
—

17.1
37.1
40.0
0.0
0.0
2.9
2.9
—
—

36

35

39
39

26.4
646.1

Table 3: Facility Characteristics
Facility
1
2
3
4
5
6
7

% of Sample (N)
33.3 (13)
12.8 (5)
12.8 (5)
12.8 (5)
10.3 (4)
10.3 (4)
7.7 (3)

Number of Beds
324
180
180
226
296
170
120

Star Rating
5
3
3
4
5
5
3

Ownership
Nonprofit- Corporation
For profit- Corporation
Nonprofit- Corporation
Nonprofit- Other
Nonprofit- Corporation
Nonprofit- Corporation
Nonprofit- Corporation
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Cognitive Interviewing Procedure
The PELI was designed to use language most important to NH residents when assessing
preferences, which are viewed as idiosyncratic representations of the way individuals like to
meet psychological needs (Curyto et al., 2015). A technique known as Cognitive Interviewing
was used to examine the language, content, and meaning of preferences items in the PELI
(Curyto et al., 2015).
Cognitive Interviewing helps adapt measurement tools, like the PELI, to reflect language
used by NH residents to describe preferences important to them (Curyto et al., 2015; Sullivan et
al., 2013; Willis, 2005). Interviewers were trained in the cognitive interviewing process
following methods outlined by Beck, Towsley, Berry, Brant, & Smith (2010) and Housen et al
(2008) (Curyto et al., 2015). Interviewers asked residents each preference question with the stem,
"How important is it to you to...?” (Curyto et al., 2015). This phase specifically looks at the two
preference stems related to religious and spiritual care, namely, “How important is it to you to
participate in religious services or practices” and “How important is it to you to talk about
spiritual matters.” Items were rated on a 4-point Likert scale (shown to participants in large, size
= 48, type font) with responses ranging from 1 = ‘Very Important’, 2 = ‘Somewhat Important’, 3
= ‘Not Important’, and 4 = ‘Not Important At All’. After each response, interviewers
immediately asked scripted questions, followed by additional prompts to assess the resident's
understanding and reason for response (Curyto et al., 2015). Cognitive interviews were audio
recorded and behavior observations were noted by the interviewer. Weekly research team
meetings addressed questions and concerns about process and technique (Curyto et al., 2015).
The interviewer guided the resident through questions related to importance, choice, and
preference fulfillment, asking why the residents answered as they did and/or what came to mind
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as they answered. Appendix D contains a blank form example of the cognitive interview
template used in this process to collect data.
Due to the large number of tested PELI items and foreseen interview burden, each stem
item was only asked of five residents. Therefore, five individuals were interviewed about how
important it is for them to participate in religious services or practices (individual characteristics
in Table 4) and five different individuals were interviewed about how important it is for them to
talk about spiritual matters (individual characteristics in Table 5).

Table 4: Sample Characteristics—Participating in Religious Services or Practices
Variable
Age (years)
Gender (male)
Male
Female
Race
Caucasian
African American
Marital Status
Divorced/Separated
Widowed
Never Married
Religion
Protestant
Catholic
Jewish
None
MMSE Total Score (0-30)

N
5
5

𝑥𝑥̅

75.6

Frequency

%n

—

—

3
2

60%
40%

5
0

100%

1
3
1

20%
60%
20%

0
0
5
0
—

100%

5

5

5

5

26.6

—
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Table 5: Sample Characteristics—Talking about Spiritual Matters
Variable
Age (years)

N
5

Gender
Male
Female
Race
Caucasian
African American
Marital Status
Divorced/Separated
Widowed
Never Married
Religion
Protestant
Catholic
Jewish
None
MMSE Total Score (0-30)

5

𝑥𝑥̅

78.4

Frequency
—

%n
—

1
4

20%
80%

2
3

40%
60%

1
3
1

20%
60%
20%

2
1
1
1
—

40%
20%
20%
20%
—

5

5

5

5
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Content Analysis Procedure
Similar to work done by Bangerter, Van Haitsma, Heid, and Abbott (2015), this study
sought to analyze how residents define and explain preferences from a qualitative perspective
from cognitive interviewing as well as the importance, choice, and preference fulfillment rates
associated with NH residents’ responses.
The qualitative content analysis procedures of Graneheim and Lundman (2004) as
modeled by Bangerter, Van Haitsma, Heid, and Abbott (2015) were used for the content analysis
of the importance of participating in religious services or practices and talking about spiritual
matters items. The thesis author (NPA) conducted an initial reading of the data commentary to
create an understanding of the responses and to form preliminarily emerging categories. Resident
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responses from the religious item were read and analyzed separately from the spiritual item in
order to avoid prematurely comparing the data. The inductive approach of allowing organic
thematic categories to emerge, as opposed to fitting responses into preconceived categories or
expectations, was essential to the qualitative analysis process.
In the second stage of analysis, more precise categories formed, as well as sub-categories,
which grouped similar words and phrases based off of the text and/or context of the responses.
The number of sub-categories varied on the depth and variety of content for that concept. Coding
notes documented the reasons for grouping similar preferences. These notes helped form
categories by interpreting various themes and patterns contained in the response text (Hsieh &
Shannon, 2005; Bangerter et al., 2015).
To enhance representativeness, clarity, proper data handing, and reliability, each category
was consulted and discussed with researcher and thesis adviser Dr. Kimberly Van Haitsma.
Multiple meetings per month were held to deliberate the formation and explanation of coded
categories and sub-categories, additionally bringing more individual perspective into the content
analysis process. The research duo collaborated to reach complete consensus on the definition of
categories and the placement of items into them. Saturation was not reached before all of the data
responses were analyzed and coded from the sample (Glaser & Strauss, 1967). Averages of
importance means, choice means, and satisfaction means were included and analyzed when
appropriate (Bangerter et al., 2015).
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Results
The described methodological procedure for content analysis was followed for the two
studied preference stems: How Important it is to Participate in Religious Services or Practices
and How Important it is to Talk about Spiritual Matters. From this analysis, eight prominent
themes emerged from the data. These included: 1) Language Confusion; 2) Definitional
Wordage; 3) Origin of Belief; 4) Level of Involvement; 5) Valence; 6) Time of Importance; 7)
Choice; and 8) Satisfaction. These themes are discussed below along with descriptive
commentary from the data set. Tables 6-21 encompass these results, and contain information on
the quantities of observations as well as the importance means of those offering commentary.

Language Confusion
The theme labeled language confusion observed comments that indicated that individuals
were confused about questions they were being asked related to this preference. Comments
indicating confusion with describing preferences were looked at, as well as those that thought
language was clear and understandable. Table 6 highlights observations from the importance of
participating in religious services or practices stem, whereas table 7 shows the importance of
talking about spiritual matters stem.
Only two total comments related to wording confusion were made in interviews for the
importance of participating in religious services or practices stem. Both comments were made
by a resident with a 4.00 importance score (e.g. not important at all). Five total comments from
each of the four other interviewed individuals (80%) referenced the language not to be
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confusing, claiming that questions were “very clear” pertaining to this item and meant “exactly
what it says” (108). These commenting individuals had an importance mean of 2.50 in contrast
to the 4.00 of the more confused individual.

Table 6: Language Confusion—Participating in Religious Services or Practices
Category
Presence of Confusion
Ambiguous
Illegitimate Question
Lack of Confusion
Clear
Worded Well

Frequency

%n

2

20%

Importance 𝑥𝑥̅

80%

2.50

4.00

1
1
5
3
2

For the spiritual stem, only two total comments were made communicating a lack of
confusion, and there was no difference in importance means between those indicating the
presence or lack of confusion. A total of 15 comments from all five interviewed residents
expressed confusion over the meaning of spiritual care and questions asked about this preference.
One resident blatantly asked: “What do you mean by spiritual? (160). And expressed doubts of
arriving at appropriate conclusions on the term: “I'm thinking about the wrong thing; I know I
am” (160). Another resident expressed “I'm not quite sure what you are driving at” and “Talking
about spiritual matters’ is just a wee bit overthought” (154). Such confusion made this resident
worry “that answer might be misconstrued” and lead to conclusions that “would not be true”
(154). A different resident showed difficulty answering questions about levels of choice in this
preference stating “I'd have to know what you were asking me first” (157).
Others articulated how their preferences depend on the meanings of the language used.
When asked what thoughts came to mind when asked about talking about spiritual matters, one
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individual expressed that would be “Depending what spiritual matters means to me” (117). When
considering importance, the resident insisted, “It depends upon what we are talking about
whether or not it is important to me or not. It depends upon the subject” (160).

Table 7: Language Confusion—Talking about Spiritual Matters
Category
Presence of Confusion
Depends
Not clear
Other
Lack of Confusion
Clear
Understood

Frequency

%n

15

100%

Importance 𝑥𝑥̅

40%

2.50

2.40

4
2
9
2
1
1

While the participating in religious services or practices stem produced two comments
indicating a presence of confusion and five comments suggesting a lack of confusion, the talking
about spiritual matters stem generated 15 confusion based comments and two lack of confusion
sentiments. These results (p = 0.0035) are statistically significant and draw predominate
consideration from this project.
Notably, statistical clarity of this issue was not merely seen in the number of comments
made. In fact, all five residents interviewed (100%) about the spiritual stem made confusion
based comments, and four of the five residents (80%) interviewed about the religious stem made
lack of confusion statements.
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Definitional Wordage
Definitional Wordage encompasses what terminology residents used when discussing the
two studied preference stems. These terms were gathered into higher-order categories for both
stems. Resultantly, six sub-categories emerged: conversing, faith-based practices, locations,
clergy, religious affiliation, and beliefs. Table 8 portrays results from the importance of
participating in religious services or practices item, and Table 9 shows those from the
importance of talking about spiritual matters stem.
There were no comments from the participating in religious services or practices stem
related to conversing or beliefs. Rather, all definitional comments filtered into faith-based
practices, location, clergy, and religious affiliation sub-categories. Importance means varied
slightly but were close to one another and appear to be insignificant.
A total of 80% of the residents used 12 terms to define participating in religious services
or practices as a faith-based activity. This included references to holidays, services, Bar
Mitzvahs, or engaging with one’s preference. Specifically, the word “services” was used 7 times
(more than any other specific definitional word). Notably, this word already appears in the
religious preference stem.
Religious affiliation was referred to the second highest number of times (eight) by 60
percent of those interviewed. One’s “religion” was used six times, whereas “Jewish” was used
twice. 40 percent of residents referenced a location as a part of this preference; specifically,
synagogue was referenced four times. Rabbi’s (clergy) were referenced four total times by 60
percent of residents interviewed. Thus, residents’ preferences for participating in religious
services or practices appear to be mostly perceived as alluding to faith-based activities and/or
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religious affiliation. The lack of the conversing or beliefs language shows the lack of these words
in the vernacular of individuals discussing this religious preference stem.

Table 8: Definitional Wordage—Participating in Religious Services or Practices
Frequency
0

%n
0%

Importance 𝑥𝑥̅
—

12
7
2
1
1
1
4
4

80%

2.75

40%

2.50

Clergy
Rabbi
Religious Affiliation

4
4
8

60%

2.67

60%

3.00

Religion
Jewish
Beliefs

6
2
0

0%

—

Category
Conversing
—
Faith-based Practices
Service
Holidays
Bar Mitzvah
Sabbath
Keeping up
Location
Synagogue

—

With the spiritual preference stem, many more and varied definitional terms were used.
In fact, 100 percent of the residents explained talking about spiritual matters as related to
conversing activities or behaviors. In total, they amassed 16 total usages ranging from words like
“talking” or “discussing” to engaging in a “roundtable”. Three of the interviewed residents
(60%) defined talking about spiritual matters with a variety of language related to beliefs. This
included talking about what they believe, what matters to them, faith, ethics, and the question of
the existence of God. These high quantities of conversing and beliefs comments strongly contrast
with their absence in the importance of participating in religious services or practices stem.
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Comments also contained significantly more items in the faith-based practices, locations,
clergy, and religious affiliation sub-categories. For example, mentions of clergy where not solely
about rabbis, but included comments about pastors, chaplains, ministers, assigned persons, and
pastoral care. Within religious affiliation, mention was given to religion, Jewish, Catholic,
Buddhist, Hindi, and Christian terms. In sum, terminology used to define talking about spiritual
matters was extremely diverse, even with only five interviewed residents. Clearly, there is not
consensus on what this preference specifically means.
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Table 9: Definitional Wordage—Talking about Spiritual Matters
Frequency
16
12
3
1
12
4
3
2
3
6
1
5
10
2
1
1
2
1
3

%n
100%
60
20
20
40%
20
20
20
20
60%
20
40
60%
40
20
20
40
20
20

Importance 𝑥𝑥̅
2.40

Religious Affiliation
Religion
Jewish
Catholic
Buddhist
Hindi
Christian

14
3
1
5
1
1
2

40%
20
20
20
20
20
20

2.50

Beliefs
Beliefs
Existence of God
Ethics
Faith

23
7
4
1
6

60%
40
60
20
60

3.00

5

20

Category
Conversing
Talking
Discussing
Roundtable
Faith-based Practices
Service
Bible/Bible Study
Bat Mitzvah
Meetings
Location
Synagogue
Church
Clergy
Rabbi
Pastor
Chaplain
Minister
Assigned Person
Pastoral Care

What matters to me

1.50

2.00

2.33

32
Origin of Belief
Comments related to the origin of one’s belief surfaced in the importance to participate
in religious services or practices stem. These comments categorically broke up into references to
external and internal origins. An external origin notes a religious or spiritual preference or
orientation starting from outside of oneself. An internal origin relates to a personally sourced
belief. External and internal comments varied with residents commenting about the importance
of participating in religious services or practices (Table 10) and talking about spiritual matters
(Table 11).
For the religious preference stem, family and upbringing were particularly noted as an
external source of belief. In total, three of five interviewed residents (60%) commented about
family as an origin of belief. One resident stated, “I never thought about it much. It's automatic.
If your mother and father do it, it's a family thing” (104). Another said, “I was raised right, but I
don't go here.” (108). The third resident quoted, “I guess it was more important when I was
home. And it's still very important, but not as important cause I don't have my family here with
me” (111). Each of these residents captures the idea of an external origin of belief and show that
one’s upbringing and family life influence their understanding of religious services and practices
as well as his/her importance of the preference.
Two of the five (40%) residents interviewed about the importance of participating in
religious services or practices commented with references to an internal view of the origin of
belief. These comments were less robust, detailed, and clear but noted a personal quality. One
resident said, “It's a personal thing” (104), and another, “Well religion is your religion” (109).
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An importance mean of 2.00 for those who commented about the internal origin of belief
construct versus a 3.00 importance mean for those who noted an external origin of belief may be
meaningful.

Table 10: Origin of Belief—Participating in Religious Services or Practices
Category
External
Family

Frequency
3
2

Raised Right
Internal
Individual

1
3
3

%n
60%

Importance 𝑥𝑥̅
3.00

40%

2.00

Comments about internal and external origins of belief were less prevalent in the talking
about spiritual matters preference. In total, one external comment and one internal comment
were made about the preference. With an external perspective, one resident commented, “No, I
am not a fallen away anything. I was sent to Catholic school, but I don't consider myself to be a
fallen away Catholic (154). The internal comment appealed to common sense as a source: “I
didn't decide; it is just basic common sense” (160) With an exceptionally small sample size, the
same trend in importance mean is seen— an internal framework (2.00) correlating with a lower
importance mean than the external framework (4.00).

Table 11: Origin of Belief—Talking about Spiritual Matters
Category
External
Not Fallen Away
Internal
Common Sense

Frequency

%n

1
1
1
1

20%
20%

Importance 𝑥𝑥̅
4.00
2.00
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Level of Involvement
The level of involvement theme surfaced as different individuals spoke of participating
in religious services or practices and talking about spiritual matters with varying degrees. These
comments separated into three sub-categories: active involvement, passive involvement, and no
involvement. Active comments encompassed being committed, engaged, and participative in
religion or spirituality. Passive involvement comments were characterized by inconsistent
attendance or going without participating. No involvement labeled comments where a person did
not become involved with these activities at all. Results are shown in Tables 12 and 13.
Levels of importance were talked about significantly more through spontaneous
comments of the participating in religious services or practices preference stem. This included
21 total comments across the three categories, compared to only ten comments made on the
preference of talking about spiritual matters.
Seven active comments were made by four of the five (80%) interviewed residents. In
reference to committing to religious practices or services, one resident observed, “Every
Saturday there's a service. They go they never miss it” (108). Another resident showed the
distinction of not only committing to attending but to also participating by stating, “I have been
in the Synagogue and I have participated” (113). Similarly, one said “You want to go and want
to participate by doing what the sermon requires” (113). Another resident summarized this active
perspective by vocalizing, “Well, religion is your religion. You should be involved” (109)
Another eight comments made by four of the five interviewed residents (80%) held a
passive perspective of involvement in religious practices or services. These residents used
phrasing like “I've gone a couple times and I haven't gone” (113) or “One time I didn't feel like
going, so I didn't (111).
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Six total comments noted not going, not participating, or not being religious at all. Three
of the five interviewed residents (60%) made reference to not being involved in these practices
or services.
Interestingly, a balanced number of active and passive comments shows division among
perspectives of involvement in religious services or practices. Further, residents who mentioned
active involvement and those who mentioned passive involvement both have an average
importance mean of 2.50. Predictably, those who personally mentioned not participating
passively or actively had a high importance mean of 3.50—showing a lack of importance of this
preference to those individuals.

Table 12: Level of Involvement—Participating in Religious Services or Practices
Category

Frequency

%n

Active
Participate
Commit
Keep up

7
4
1
1

80%

Involved
Passive

1
8

Go When Feel Like

5

Open
Stay outside

1
1

Other

1

None
Don’t Participate
Don’t Go
Not Religious

6
2
3
1

Importance 𝑥𝑥̅
2.50

80%

2.50

40%

3.50

Three comments made by 40% of those interviewed indicated active involvement in
talking about spiritual matters. For example, one resident mentioned the importance of keeping
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up with reading and engaging in conversation saying, “She gives me scripts out of the Bible and
I read them. I talk to her a lot” (155).
Twice as many comments (six) were made by 60% of residents referencing a passive
perspective of involvement. For instance, one resident spoke conditionally saying, “If I see the
Rabbi we talk” (117). Another person referenced only going periodically and having people
passively come to him: “If I don't go to it they come and see why” (155).
Only one person (20%) noted a lack of passive or active involvement saying, “Because when a
pastor or a chaplain or a rabbi walks into the room and asks if I wish to talk to them I say, ‘No’
and they leave” (154).
A steady emerging trend can be seen in the importance means between those who made
comments with these perspectives. The active, passive, and none categories had mean
importance ratings of 2.00, 2.33, and 4.00 respectively. Potentially, those who view talking about
spiritual matters as an actively involved activity correlate with those who view it as more
important in their lives.

Table 13: Level of Involvement—Talking about Spiritual Matters
Category
Active
Act to Keep Church Up

Frequency

%n

3

40%

1

Read
Offer Opinion
Passive

1
1
6

Go When I Feel Like
People Come to Me
Listening
None
Don’t Want to Talk

2
3
1
1
1

Importance 𝑥𝑥̅
2.00

60%

2.33

20%

4.00
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Valence
Resident comments also made reference to the valence of participating in religious
services or practices and talking about spiritual matters. Valence is a psychological term that
refers to how attractive or aversive an item is. In the case of these samples, it refers to how
attractive or aversive religious and spiritual activities were to residents. Positive valence refers to
attractiveness, whereas negative valence refers to the preference’s level of aversiveness. Tables
14 and 15 show results.
Five total valence comments were made when residents were asked about participating in
religious services or practices. Two total comments were made about attractiveness by two of
the five residents (40%). One resident said, “Some people get a warm spot in their heart to talk or
pray to God” (113), and another said, “They find out that it is important… And they think it's
important and they go” (109). In these instances, developing a desirable feeling or a perceived
importance lead one to pursue these preferences more.
Three negative valence comments were made by three of the five interviewed residents
(60%). These comments included references to negative experiences with religion, exposure to
hypocrites, and antsy feelings (104, 108, 113). The importance mean for those making positive
valence comments was 2.50 as opposed to 3.33 for those who made negative valence comments.
This trend, though in a small sample size, corresponds with expected trends. Those who may
view religious services or practices as attractive view them as important; vice versa, those who
may view religious services or practices as aversive see them as unimportant.

38

Table 14: Valence—Participating in Religious Services or Practices
Category
Positive (Attractiveness)
Warm
Discover Importance
Negative (Aversive)
Hypocrites
Bad Experience
Antsy

Frequency
2
1
1

%n
40%

Importance 𝑥𝑥̅
2.50

3
1
1
1

60%

3.33

More comments relating to valence where made by residents who were asked about their
importance of talking about spiritual matters. In total, three of the five interviewed residents
(60%) made five positively valenced comments, whereas one of the interviewed residents (20%)
made six negatively valenced comments. Positive valence comments centered on things
transpiring or having a wake-up call, which lead to talking about spiritual matters. Similarly,
comments referred to seeking spiritual matters when fear or interest is peaked.
One resident commented about the negative valence of talking about spiritual matters
with strong language saying, “I just don't like an assigned person of the cloth trotting in with
their little smile asking if they can talk with me” and “I hold very little patience with most
religions” (154). Evidently, negative and positive valence are a continuum. Some individuals
find talking about spiritual matters to be very attractive, some find it very aversive, and many
fall elsewhere in between. The importance mean may begin to measure this valence
characteristic. The importance mean of those with positive valence comments was 2.66, and the
importance mean of the individual stating negative valence was 4.00 (not important at all).
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Table 15: Valence—Talking about Spiritual Matters
Category

Frequency

%n

Positive (Attractiveness)

5

60%

Seek in Fear
Wake-up Call
Something Transpired
Interesting
New Roundtable Event
Negative (Aversive)
Undesired
Disappointment

1
1
1
1
1
6
2
1

Reject in Depression
Little Patience
Person Trotting in

1
1
1

20%

Importance 𝑥𝑥̅
2.66

4.00

Time of Importance
Some residents referenced the time when participating in religious services or practices
(Table 16) or talking about spiritual matters (Table 17) was most important to them. A question
imbedded in the cognitive interview prompted these comments. A few residents noted its
significance and responded accordingly.
Four total time of importance comments were made about the participating in religious
services or practices stem. These came from three of the five interviewed individuals (60%).
One resident noted that this preference is currently most important to him saying, “I think it's
more important to me now than ever,” specifically because of increased age: “when you are older
it becomes more important. You realize it more” (109). Alternatively, two residents noted the
preference being more important before coming to their current facility. One said, “I guess it was
more important when I was home. And it's still very important, but not as important cause I don't
have my family here with me” (111). Another simply said participating in religious services or
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practices was more important “When I was younger” (108). Whether due to age or environment,
variability exists in when participating in religious services or practices may be more important
in a resident’s life.

Table 16: Time of Importance—Participating in Religious Services or Practices
Category
Current
Now
Realize When Older
Past
When Younger
When Home

Frequency
2
1
1
2
1
1

%n
20%

Importance x�
2.00

40%

2.50

Interestingly, no comments emerged from the talking about spiritual matters preference.
Individuals either did not indicate a time when talking about spiritual matters was more
important to them, or the question had no response listed. This juxtaposed the frequency of
comments made about the importance of participating in religious services or practices
preference stem.

Table 17: Time of Importance—Talking about Spiritual Matters
Category
Current
—
Past
—

Frequency
0

%n
0%

Importance x�
—

0

0%

—
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Choice
Residents surveyed on both preferences were asked how much choice they feel they have
in fulfilling the preference. Residents could respond with ‘free choice’, ‘some choice’, or ‘no
choice’ (coded as 1.0, 2.0, and 3.0 respectively). Residents could also provide spontaneous
commentary as to why they chose this rating. In response, comments related to free choice
dominated the interviews of both preferences, as portrayed in tables 18 and 19.
Six total comments from every interviewed resident (100%) surfaced about free choice in
participating in religious services or practices. Expectantly, this resulted in a 1.00 choice mean
average. Comments from residents included: “Anyone can go to services here, visitors can go.
It's open. I think it's wonderful” (108); “On my terms, yes. Cause I don't go, I don't go. Nobody
objects.” (108); “Well if it's open and there's something going on I go right in” (109). Whether
residents were actively, passively, or not involved, these consensus comments show that free
choice can be offered to residents. This free choice is responded to positively.

Table 18: Choice—Participating in Religious Services or Practices
Importance 𝑥𝑥̅

Choice 𝑥𝑥̅

0%

—

—

0%

—

—

Category

Frequency

%n

Free Choice
Nobody Forces
Nobody Objects
It’s Open
My Choice
My terms
Some Choice
—
No Choice
—

6
1
1
2
1
1
0

100%

0

2.8

1.00
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With the talking about spiritual matters preference, similar trends were seen. Four
residents (80%) commented about free choice, and one resident (20%) referenced some choice.
Similar to the participating in religious services or practices preference, residents said they had
free choice, “Because nobody's stopping you here from talking about anything (117) and
“Everybody treats me nice and I can say what I want to say. Naturally they have rules and
regulations and they are not hard. (160). Even with boundaries or limitations, choice could be
maximized according to this comment. The only individual who claimed there to be some choice
said that there were not really many opportunities and suggested a roundtable discussion as an
addition to the NH.

Table 19: Choice—Talking about Spiritual Matters
Importance 𝑥𝑥̅

Choice 𝑥𝑥̅

20%

3.00

2.00

0%

—

—

Category

Frequency

%n

Free Choice
Nobody stopping you
No one hoists themselves on you
They will listen
I can say what I want
Some Choice
Not really opportunities
No Choice
—

4
1
1
1
1
1
1
0

80%

2.25

1.00

Satisfaction
Similar to the choice item, residents were asked how they felt each preference was
fulfilled in the last month. Residents had the opportunity to respond with “mostly or completely,”
“little or somewhat,” or “not at all” (coded as 1.0, 2.0, and 3.0 respectively). Like the choice
measure, spontaneous commentary justifying responses could be offered. Table 20 contains
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results for the importance of participating in religious services or practices item, while Table 21
contains those for the talking about spiritual matters preference.
All five residents (100%) commented about having their participating in religious
services or practices preference mostly or completely met. Correspondingly, all five reported a
1.00 satisfaction mean by choosing “mostly or completely satisfied.” Commentary included: “I
don't participate. I'm satisfied” (104); “Because I enjoy it” (109); and “Because like one time I
didn't feel like going, so I didn't. And the rest of the time I participate in the service and I like
that” (111).

Table 20: Satisfaction— Participating in Religious Services or Practices
Category
Mostly or Completely
Satisfied
Because of choice
Enjoy
Like to Participate
Okay with not going
Little or Somewhat
—
Not at all
—

Frequency
5

%n
100%

1
1
1
1
1
0

Importance 𝑥𝑥̅
2.8

Satisfaction 𝑥𝑥̅
1.00

0%

—

—

0

0%

—

—

For the talking about spiritual matters preference, responses parallel to the choice results.
Four residents (80%) noted being mostly or completely satisfied and one resident (20%) selected
being a little or ‘somewhat’ satisfied. Those who felt their preference mostly or completely
fulfilled noted, “I'm completely satisfied with everything that has gone on” (117) and “I feel
they've given me what they felt in the service and they gave it back to me so I feel very satisfied
about that” (155). The individual who recorded only being little or somewhat satisfied alleged a
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lack of announcements for activities related to talking about spiritual matters: “If they
announced it or let it be known, then I would go” (157)

Table 21: Satisfaction—Talking about Spiritual Matters
Category
Mostly or Completely
Satisfied with everything
Give me what they feel

Frequency
4
1
1

%n
80%

Importance 𝑥𝑥̅
2.25

Satisfaction 𝑥𝑥̅
1

Respect
No problems
Little or Somewhat

1
1
1

20%

3

2

Need Announcements
Not at all
—

1
0

0%

—

—
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Chapter 4: Discussion

Phase 1
Quantitative analysis in Phase 1 revealed that 77.56 percent (53.15% ‘Very Important’,
24.41% ‘Somewhat Important’) of residents reported participating in religious practices or
services to be important to them. These results are in accordance with literature showing that
religion is important to a majority of older adults in NHs. Koenig and colleagues determined that
almost 60 percent of NH residents use religion when coping with their problems, with 34 percent
of residents listing it as their most important coping factor (Koenig et. al, 1997). As cohorts age
and preferences may change, researchers must continue to analyze this trend. Yet this large
sample (255 residents) maintains that religious preferences are important to a majority of NH
residents and establishes them as important indicators for study. This quantitative research phase
showed how religious importance measures differed across various demographic variables.
Specifically, Phase 1’s results showed interesting relationships between religious importance and
gender, health, and affiliation.

Gender
A significant relationship between religious importance and gender (p = .0057) was
consistent with numerous studies that found a correlation between these variables in the older
adult population (Argyle and Beit-Hallahmi, 1975; Bengtson, Kasschau, and Ragan, 1977;
Sloane and Potvin, 1983; Markides and Machalek, 1984; Koenig, Kvale, and Ferrel, 1988;
Chatters and Taylor, 1989; Cornwall, 1989; Thompson, 1991; Levin, Taylor, and Chatters, 1992;
Levin and Taylor, 1993; Levin and Chatters, 1998; Pudrovska, T. 2015). This relationship is well
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established and the results of the quantitative phase lend support to it. Specifically, these results
support a significant statistical relationship between gender and religious importance in the NH
population. Interestingly, many of the above studies also identified a significant relationship
between religious involvement/importance and race; however, race did not show a statistically
significant relationship (p =.08) in this project. This sample may not have been racially
representative and thus, may not have produced representative results. With 77.08 percent of
residents identifying as Caucasian, 22.92 percent as black, and 0 percent as other races, the
population lacks some racial diversity.

Health
Phase 1’s study of composite general health and religious participation found no
significant relationship between these constructs. This phase’s analysis, combined with existing
literature on religious and spiritual care for NH residents, illustrates the topic’s complex nature.
The composite general health variable has not been specifically applied to the study of
religious and spiritual health. The variable, which is made up of responses to 5 questions
(displayed in Appendix C), is meant to be general. The questions, taken from the SF-36, simply
refer to “health” without defining the term in physical, mental, emotional, or spiritual terms.
Participants are asked about their own health as well as their health relative to others. It is
difficult to determine or assume how participants interpret “health” or what they include in their
response.
Other studies examining the relationship between health and religiosity and spirituality in
NH residents have defined health differently. For example, religiosity or spirituality within NHs
have shown to be a significant predictor of hope (Trouhy, 2011), an influence on positive
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psychological well-being (Scandrett & Mitchell, 2009), a productive coping strategy (Koenig,
1997), and a beneficial social support system (Commerford and Reznikoff, 1996). However, the
composite general health variable does not assess hope, psychological well-being, positive
coping, and/or social support. Perhaps the composite general health is not an appropriate variable
to examine the relationship between religious activity, preference, and importance. Therefore,
this study cannot contribute to the discussion around the positive effects that religious and
spiritual care may have on NH residents’ health. Further research is needed to understand how to
optimally measure health outcomes as they pertain to religiosity and spirituality in NHs.

Affiliation
An interesting finding of this quantitative phase was the statistically significant (p=.0001)
relationship between NH residents’ importance of participating in religious services or practices
and their religious affiliation. Scarce research examines whether different religious affiliations
correlate with differences in religious involvement preferences. Therefore, this study’s finding of
a significant relationship (p=.0001) between religious affiliation and religious practice preference
indicates a need to investigate the relationship further in the NH population.
These findings raise interpretive questions as to why Protestants and Catholics in this
sample report high importance of religious participation, while Jewish residents do not. Perhaps
residents of these different religious affiliations interpret the stem, participating in religious
services or practices, differently (Pargament et al., 1995; Zinnbauer et. al, 1997; Zinnbauer,
Pargament, & Scott, 1999). Perhaps religious practices and services hold different importance to
the Jewish faith than to the Christian denominations (Iannaccone, 1990; Cohen, Siegal, & Rozin,
2003). Perhaps Protestantism and Catholicism are seen as more actively practicing religions
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whereas Judaism is a religious identity, descriptor, or cultural characteristic for individuals
(Smolicz, 1981; Cohen & Hill, 2007; Cohen, 2009). The analytical scope of this study is not to
verge into historical, sociological, metaphysical, or philosophical interpretations; yet these
results indicate a need for continued research with larger, statistically representative samples and
keenly designed methodology. Such research could more rigorously analyze this correlational
trend and begin to empirically question its origins.

Limitations
While results for each Phase 1 research question emerged, limitations exist to drawing
conclusions. Quantitative analysis of how important it is to residents to participate in religious
services or practices hinges upon an intended, shared, and clear understanding of what
participating in religious practices or services means. Disparities in defining these terms (as
demonstrated in Phase 2) questions whether a ubiquitous understanding has been reached.
Further, this preference stem does not allow for the context of differences in religious affiliation.
Differences may exist, affecting definitions of religious practices or service and impacting selfreported data. Similarly, the survey did not use a question to inquire about the importance of
residents’ spiritual preferences. If individuals hold conceptual frameworks that differentiate
religiosity and spirituality, the survey stem used (how important is it for you to participate in
religious services or practices) may not accurately capture their preferences.
Statistical analysis of the results was also quite basic. Researchers must use more indepth statistical modeling to draw conclusive results. Gender, religious affiliation, race, and
health relationships to religious participation must be studied more rigorously. Further, a small
sample size may have affected the accuracy of the Chi-square test results; for example, the 30
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individuals (11.76%) in this 255-person sample who did not indicate a religious affiliation pose a
barrier to analysis.
The sample used in this study may present a representative view of NH residents in
Pennsylvania, but a more nationally representative sample is needed to generalize the results of
this project. Further research projects much use these results to formulate research questions,
samples, and methodology to grow the quantitative research base of religious and spiritual care
preferences in NHs.

Phase 2
To date, there is no qualitative research that comparatively analyzes NH residents’
perceptions of participating in religious services or practices and talking about spiritual matters.
While no literature exists to which to compare results and findings, this study may serve as an
innovative base for future research and analysis. Clarity is needed in the research between care
providers and among NH residents. This phase uncovered three qualitative themes labeled
language confusion, preference stem differences, and choice/satisfaction factors. These themes
will be discussed in turn.

Language Confusion and Definitional Wordage
One of the clearest finding in Phase 2 revolved around language confusion between
religious and spiritual preference stems. Language Confusion describes how unsure or confused
residents were about their definitions of the religious and spiritual preference stems. From the
results, it appears this sample of NH residents was confident in their definitions of participating
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in religious services or practices, while they were confused about the talking about spiritual
matters stem. Perhaps participating in religious services or practices is more familiar to the NH
generational cohort. Alternatively, the religious preference stem may simply be more intuitive in
its wording than talking about spiritual matters.
The interviewed residents even raised concern over the implications of the language
confusion. While struggling to answer questions about levels of choice in talking about spiritual
matters, one resident acknowledged, “I’d have to know what you were asking me first” (157).
Others articulated how their preferences depend on the meanings of the language used. When
asked what thoughts came to mind with talking about spiritual matters, a resident stated
“Depending what spiritual matters means to me” (117). A different resident, when considering
her importance of the spiritual stem insisted, “It depends upon what we are talking about whether
or not it is important to me or not. It depends upon the subject … It depends on what it is in
terms of whether it is important to me” (160).
If residents are worried about the misinterpretation of their responses, concern should rise
for researchers, administrators, and care providers as well. How can desired religious and
spiritual care be provided to NH residents if accurate care preferences cannot be collected,
interpreted, or understood? How can conversations among researchers, policy makers, and caregivers take place without mutual understanding in terminology?
These concerns were augmented by results related to Definitional Wordage, which
reflected the terms residents used while attempting to define these preferences. The definitions
that residents associated with the preference stems likely increased confusion. The terminology
used for the talking about spiritual matters presence stem was significantly more inclusive and
diverse than for the participating in religious practices or services stem.
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Perhaps the terminology related to talking about spiritual matters is not merely more
confusing and less ubiquitous, but is actually meant to be more inclusive, personalized, and
subject to interpretation and individual differences. Experts within the fields of long-term
services and supports and religious and spiritual care should seek to create and refine objective
definitions for these care preferences. The barriers to communicating about religious and
spiritual care preferences in NHs cannot be ignored. Clarity would support the accurate, holistic,
and person-centered assessment of these preferences. Understanding origin of belief, levels of
involvement, valence, time of importance, choice, and satisfaction hinge on a basis of clear
communication and unity in terminology.
The consequences of confused preference language may be best understood through a
simple example. Instead of religious and spiritual preference stems, imagine that interviewed
residents are asked “How important is it to you to take care of your mouth?” Two residents may
both indicate that this matter is very important to them, yet simple conclusions and assumptions
cannot be made from that information alone. This is because one resident may explain that
brushing his teeth twice a day is an important hygiene principle, while another describes an
adversity to swearing or using inappropriate language. In short, language confusion and
definitional wordage must be addressed to properly fulfil NH resident preferences and provide
religious and spiritual care.

Preference Stem Differences
Qualitative analysis in Phase 2 revealed several differences between responses to the
participating religious services or practices stem and the talking about spiritual matters stem.
First, within the Origin of Belief category, results question why external and internal comments

52

emerged more in the participating in religious services or services stem than the talking about
spiritual matters stem. Perhaps talking about spiritual matters is seen more as a future event,
rather than a measure of one’s spiritual interest. Alternatively, spirituality may be seen as
something that does not have an objective beginning. The religious stem’s definition of religious
practices or service may be more objectively placed in a developmental context. The number of
comments in this category are small and may not be worthy of drawing conclusions upon.
Nevertheless, this preliminary trend in the data warrants attention in future research and study.
Comments related to active, passive, and no Levels of Involvement for the preference
stems show differences. More comments about involvement levels were made for the religious
stem than the spiritual stem. These comments were also more evenly split among the three
described levels (active, passive, none) in the religious stem than in spiritual stem, which showed
an influx in passive commentary. How active one views his involvement in religious or spiritual
preferences may affect how these preferences are fulfilled in NHs. Similar to results within the
Origin of Belief category, these emerging trends in the data should not lead to confidence in
these conclusions but, rather, should spur further investigation into the implications they may
have for NH residents.
Qualitative results showed that talking about spiritual matters led to more Valence
commentary from interviewees (both attractive and averse). Religious and spiritual preferences
appear to be divisive; individuals identified circumstances that would lead them toward or away
from religion and/or spirituality. With this in mind, religious and spiritual care preferences
require consideration in coping strategies and care planning, yet attention to the opinions of
individuals must be recognized and honored. These matters must be understood in the context of
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caregiving settings and future research. The reason why talking about spiritual matters
warranted more Valence commentary should be examined.
Lastly, it is noteworthy to consider that some residents viewed participating in religious
services or practices as being more important in one’s life currently or at a previous time
whereas no residents made similar references to the talking about spiritual matters stem.
The reason why the participating in religious services or practices stem generated more Time of
Importance comments is worthy of consideration in future research.

Choice and Satisfaction
Residents interviewed about participating in religious services or practices and talking
about spiritual matters both indicated that they had a significant amount of choice in the
fulfillment of these preferences and were satisfied with the fulfilment of these preferences. This
raises questions as to whether Choice and Satisfaction are more facility (environmentally)
dependent or a result of the preferences themselves. Similarly, what implication may culture of
choice have on caregiving and optimizing person-centered care? With a larger sample size,
would correlations between Choice and Satisfaction continue among residents? Such questions
emerge from the data conclusively, even in a small sample. High reporting of free choice and
high satisfaction are encouraging as they supersede whether residents view religious or spiritual
preferences as important.
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Limitations
Limitations of Phase 2 are significant. Primarily, the small sample size of 5 interviewees
per preference stem makes it exceptionally difficult to generalize results. Statistical relevance
cannot be achieved through such a small sample, yet trends begin in the data. Furthermore,
different residents were interviewed for the participating in religious services or practices than
were for the talking about spiritual matters item. This creates issues with consistency and
reliability in the data as it negates some conclusions comparing the results between the two
stems.
This design was not meant for comparison between the preference stem, and interviewee
differences could strongly influence qualitative results. For example, the different residents may
simply speak more or offer additional spontaneous commentary. This could skew the number of
comments about different stems and the analysis drawn upon them. Similarly, the questions in
Phase 2’s cognitive interviewing were not designed for specifically measuring religious and
spiritual care preferences. The cognitive interview structure influenced the development of
categories in the qualitative analysis, potentially preventing depth in the results.
Qualitative analysis is also influenced by author interpretation, as it is inherently more
subjective, even with proper methodology and checks in place. Only two individuals in total
were consulted in the process of interpreting the data, and thus, comments could have been
counted falsely or categorized inappropriately. Personal biases and conceptual frameworks,
though designed to be avoided, may unconsciously influence interpreting results. These biases
and frameworks cannot be ignored and must be considered as potential limitations of the study.
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Implications for Research and Practice
Results of this study most strongly support the need for clearer language and terminology
for the religious and spiritual care preferences of NH residents. Integrated analysis of the
quantitative Phase 1 and the qualitative Phase 2 both support these conclusions. Phase 1 revealed
religion’s importance to NH residents and demographic relationships to this importance.
However, the phase offered limited analysis, because of potential language confusion and varied
participant interpretations. Phase 2’s qualitative study more robustly exposed how diverse
resident definitions of religious and spiritual preferences are and how much confusion exists.
Effectively, these analyses combine to illustrate how undefined these preferences are and how a
lack of mutual understanding can negatively affect assessment and person-centered care in NHs.
The main implications of this mixed-methods study are related to care preference
assessment, which can occur in both the research and clinical arenas. While some NHs have
unique assessment tools, all NHs use the MDS to collect information from their residents.
Section F of the MDS uses the same religious stem that was used in this study: how important is
it to you to participate in religious services or practices? This study has uncovered interpretation
inconsistencies within this stem as well as within the spiritual stem: how important is it to you to
talk about spiritual matters? If care providers are to properly assess the religious and spiritual
preferences of their residents, language confusion and definitional wordage must be resolved.
The qualitative analysis of this project urges that more, diverse categories within religious and
spiritual matters be developed to collect accurate and actionable information from residents.
Residents asked about participating in religious services or practices and talking about
spiritual matters used wordage related to six major categories.
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1) Conversing: Talking about or discussing religious or spiritual topics through oneon-one relationships or small groups.
2) Faith-based practices: Activities related to a resident’s religion or spiritual
beliefs. E.g. Services, bible studies, ceremonies, meetings.
3) Locations: The places one could visit, attend, or engage in activities. E.g.
Synagogue, church.
4) Clergy: People who represent a religion formally and could visit, talk with
residents, or provide support. E.g. rabbi, pastor, chaplain.
5) Religious Affiliation: Religion itself or religious descriptors with which residents
identify. E.g. Jewish, Catholic, Christian.
6) Beliefs: A broad category encompassing what a resident believes to be religiously
or spiritually true. E.g. Faith, existence, ethics.
Simply, the breadth of these preferences cannot be contained in the two stems used in this
study, or, in the case of the MDS, the one religious stem used. Instead, a higher number of more
accurate preference stems should be formed for more accurate assessment. This project data
suggests creating question stems from the six subcategories that emerged from qualitative
analysis of resident cognitive interviews. Potential stems that flow from this study’s findings
could include:
1) How important is it for you to discuss religious or spiritual topics?
2) How important is it for you to participate in religious or spiritual activities?
3) How important is it for you to go to religious or spiritual locations?
4) How important is it for you to visit with religious or spiritual clergy?
5) How important is it for you to identify as a Christian, Jew, Muslim, etc.?
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6) How important is it for you to express your religious or spiritual beliefs?
Creating optimally worded preference stems is difficult; the procedure takes time and
careful word selection. However, this study as well as research done by Curyto and colleagues
(2015), Willis (2005), and Sullivan and colleagues (2013) show that cognitive interviewing is a
very effective methodology. If further research progresses in creating more and better religious
and spiritual preference stems, cognitive interviewing should be used to refine these stems.
These procedures would produce improved stems for care providers and researchers alike. These
stems could be added to unique provider assessments or to section F of the MDS. Such
intervention would hypothetically reduce language confusion and lead to more accurate intake;
with more accurate information, care providers can tailor care plans and provide higher quality
care. Improved stems would aid researchers in collecting more accurate data as well. In lieu of
using ineffective and limited questions, a new set of stems may get to the heart of what residents
think, feel, and believe. Clinical and research advancement could bring NH residents the studied
benefits of religious and spiritual care and result in higher quality of life.

58

Appendix A: Matrix of Reviewed Literature Articles
Author
(Date)
Hicks, T.J.
(1999)

Title

Journal

Purpose

Method and
Sample Size
Review article
of
21 articles

Location

Terminology

Main Findings

Spirituality and
the Elderly:
Nursing
implications
with Nursing
Home Residents

Geriatric
Nursing

To provide an
overview of
spiritual care
with NH
residents.

U.S. and
International

To present
research that has
shown
spirituality’s
presence and
effects in NH

Topical article
referencing
55 articles

U.S. and
International

To examine how
hope and
spirituality are
related in NH
residents.

Descriptive
correlational
design study,
interview
questionnaire
with 69 NH
residents

Florida, U.S.

Different
definitions for
religion
(behavioral)
and
spirituality
(internal).
Religion and
spirituality are
used
synonymously
with
spirituality
used more.
Religion as
behavioral and
external.
Spiritual as
broader and
internal.

Four distinct
dynamic phases of
providing spiritual
nursing care exist.
Nurses play a key
role in delivering
effective care.
Spiritual care is a
key to the quality
of life of NH
residents. Very
important to study,
discuss, and
implement.
Through
regression
analysis,
spirituality
emerged as the
only significant
predictor of hope
for those in longterm care.

Morey,
John
(2014)

The God Card
Spirituality in
the Nursing
Home

JAMDA

Touhy,
T.A.
(2001)

Nurturing Hope
and Spirituality
in the Nursing
Home

Holistic
Nursing
Practice
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Brandeis
and Oates
(2007)

The JudaicChristian Origin
of Nursing
Homes

JAMDA

To show how
NH originated
out of Judaic
Christian roots.

Topical article U.S.
referencing and
citing
20 articles in
its construction

Scandrett
and
Mitchell
(2009)

Religiousness,
Religious
Coping, and
Psychological
Well-being in
Nursing Home
Residents

JAMDA

To measure the
importance of
religion among
NH residents,
describe their
use of religious
coping
strategies, and
examine the
effect on
psychological
well-being

Cross sectional
study of 141
cognitively
intact residents
in 2 NHs with
standardized
questionnaires
-the SpNQ,
BMLSS,
FLQM, and a
mood states
scale: the
ASTS

Boston, U.S.

Erichsen
and
Bussing
(2013)

Spiritual Needs
of Elderly
Living in
Residential/
Nursing Homes

Evidence-Based
Complementary
and Alternative
Medicine

To analyze the
psychosocial and
spiritual needs
reported by NH
residents and
how these needs
are connected
with life
satisfaction and
mood states

Cross sectional
study of 100
residents of 12
NHs with
created survey,
14-item brief
RCOPE, and
Bradburn
Affect Balance
Scale;

Northern
Germany

Religious and
spiritual are
used
synonymously
with larger
focus on
religion.
Religion and
spirituality
used
synonymously
with a larger
focus of
religiosity.

Differentiates
religious and
spiritual
without
providing
clear
definitions.
Focus is on
spirituality.

NHs began out of
Judaic Christian
roots but for
different reasons.
These roots still
influence facilities
today.
Religion was
important to most
subjects studied.
Residents for
whom religion was
somewhat or very
important and who
did not use
negative religious
coping strategies
are more likely to
have better
psychological
well-being
Elderly living in
NH have specific
psychosocial and
spiritual needs,
which are in most
cases not
recognized and
cannot be
addressed.
Greatest needs are
for generativity.
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Uhlman
and
Steinke
(1985)

Pastoral Care
for the
Institutionalized
Elderly:
Determining
and Responding
to

Journal of
Pastoral Care
and Counseling

Wilkes
(2011)

Defining
pastoral care for
older people in
residential care

Contemporary
Nurse: A
Journal for the
Australian
Nursing
Profession

Haugan
(2013)

The
relationships
between selftranscendence
and spiritual
well-being in
cognitively
intact nursing
home patients

International
Journal of Older
People Nursing

To gather
empirical
information from
residents about
their own
perception of
pastoral care
needs.
To define
characteristics
and meaning of
pastoral care
from the
perspective of
older recipients,
family members,
and pastoral care
workers.

Cross sectional
study with 32item created
questionnaire
for 120 NH
residents

Across the
United
States
(sampled
different
regions)

Pastoral care
is defined as
religious or
spiritual care
exclusive to
the Christian
faith

Qualitative
descriptive
analysis of
interviews with
18 pastoral
care workers
and 11 older
adults in
residential care

Australia

Pastoral care
is used as
synonymous
with spiritual
care that is
broader and
more
encompassing
than religious
care.

To identify the
relationships
between selftranscendence
and spiritual
well-being in
cognitively
intact NH
patients.

Cross sectional
study with
Facit-Sp
spiritual wellbeing
questionnaire
for 202
cognitively
intact NH
residents from
44 NHs.

Mid-Norway Spirituality
and religion
are both
discussed and
not noted as
different.
Religiosity is
used in
methods to
determine
spirituality.

Those with illness
had highest desire
for pastoral care.
High preference
for inspirational
approaches to care
over those with a
punitive focus
The defining
characteristics of
pastoral care were
a trusting
relationship,
spiritual support,
emotional support,
and practical
support. Pastoral
care worker is a
spiritual guide,
confidante, and
supporter
Self-transcendence
(both inter- and
intrapersonal) is
significantly
related to NH
patients' spiritual
well-being
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Appendix B: Chi-Square Crosses
Figure 9. Religious Participation Importance and Gender
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Figure 10. Religious Participation Importance and Age Group
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Figure 11. Religious Participation Importance and Marital Status
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Figure 12. Religious Participation Importance and Race

65

Figure 13. Religious Participation Importance and Religious Affiliation
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Appendix C: Composite General Health Form
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Appendix D: Cognitive Interview Black Form
Respondent ID: _________________ Date of Interview: ________________

Interviewer: __________________

PELI IMPORTANCE QUESTIONS
Q__ How important is it to you to [insert
italicized stem]:

Very
Important

Somewhat
Important

Not Very
Important

Not Important
at All

Nonresponse

1

2

3

4

9

Barriers related to the Person

Barriers related to the Environment

If resident responds that “it is important,
1
2
3
4
5
but can’t do”
Functional
Sensory
Lack
of
Lack
of
Quality
of
(1) First ask, “why do you feel you
Impairment
Impairment Opportunity
Resources
Program
can’t do it?” [After recording the
person’s response, circle the
barrier that best exemplifies their Record resident response to “important, but can’t do”:
answer]
(2) Next ask, “if you could do that
preference, how important would
it be to you?” [Record response
on the Likert scale above]
Now I want to ask you some questions
about how you think about this topic.
A. "What were your thoughts as you gave your answer? What came to mind as I asked you this question? What did you
think about?

B. “Can you give me an example of the [insert italicized stem] you were thinking of when you gave your answer?"

C. “What does the phrase [insert italicized stem] mean to you?

D. [For participants who responded not important or only somewhat important, restate the question] “Has this ever
been more important to you?’’ [If respondent seems uncertain of response option, ask about source of uncertainty]
E. How did you decide that (insert italicized stem) is ____ to you?
F. Tell me in your own words what this question is asking? Is there a different way we could ask this question? In a
nutshell, what is this question asking?
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LATITUDE OF CHOICE QUESTIONS
How much choice do you feel you have in [insert italicized
stem]?

Free Choice

Some Choice

No Choice

1

2

3

Mostly or
completely
satisfied

A little or
somewhat
satisfied

Not satisfied at
all

A. If free choice, why do you feel you have free choice?

B. If some choice, why do you feel you have some choice?

C. If no choice, why don’t you feel you have any choice?

PREFERENCE FULFILLMENT QUESTIONS
How well do you feel the preference [insert italicized stem]
has been satisfied in the last month?

1
2
A. If mostly or completely satisfied, why are you satisfied with your preference being fulfilled?

3

B. If a little or somewhat satisfied, what would make you feel more satisfied with your preference being fulfilled?

C. If not satisfied at all, what are the reasons you have not been satisfied with your preference being fulfilled?

“Changing One’s Mind” QUESTION
In your opinion, what would make a person change their mind about how important [insert italicized stem] is to
them? (For example one week saying the preference is important and the next week saying it is not important)
Record verbatim response:
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