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Why do we need some more questionnaires to measure aspects of spirituality/religiosity when
we already have so many well-tried instruments in use?
One answer is that research in this ﬁeld is growing and that new research questions continuously
do arise. Several of these new questions cannot be easily answered with the instruments designed for
previous questions. The ﬁeld is expanding and, consequently, the research topics.
A further answer is that several of the already established and conceptually very clear instruments
are rather ‘exclusive’ as they are speciﬁc for distinct groups with circumscribed views and religious
orientations. The disadvantage is that they are not inclusive enough to be used for persons with distinct
spiritual views or even secular perspectives. To overcome this problem, multidimensional instruments
were developed which cover existential, prosocial, religious and non-religious forms of spirituality,
hope, peace and trust—and several more. The disadvantage of these ‘inclusive’ instruments is the
fact that some are conceptually broad and rather unspeciﬁc, but they might be suited quite well
for culturally and spiritually diverse populations when the intention is to compare such diverse
groups. On the other hand, some of the instruments may be ‘contaminated’ with personality traits and
dimensions of mental health and wellbeing, and thus the results might be ‘false positive’ because they
do not measure speciﬁc aspects of spirituality (with the multiple attempts made so far to deﬁne it).
In fact, there is a multitude of deﬁnitions, ranging from ‘exclusive’ to ‘inclusive’ deﬁnitions.
Two statements may exemplify this:

•
•

Spirituality means “the succession of Christ (...) in a life enwrought by the Holy Spirit, which also
includes the experience of the world and responsibility for the world” [1].
Spirituality is “a search for the sacred” [2] and “has to do with the paths people take in their
efforts to ﬁnd, conserve, and transform the sacred in their lives.” [3]

For research it might be unsatisfactory that researchers cannot rely on one consented deﬁnition.
However, when the points of view are so heterogeneous, we may talk about different spiritualities
(plural) which might be relevant for persons (either religious or non-religious). This approach opens
the ﬁeld of research and makes it even more attractive.
Further, we need conceptually plausible instruments for research, but also for practical use in
various settings. Maybe there is not one perfect instrument to measure a multifaceted dimension
such as spirituality, but several instruments, to cover: (1) the behavioral components of spirituality;
(2) the attitude components; and (3) the ‘background’ (the numinous) which is often difﬁcult enough
to operationalize and to measure. We also need instruments to measure spiritual coping strategies
and spiritual needs on the one hand, and spiritual wellbeing on the other hand, as independent
and additional measures. We also need sensitive and intelligent cultural adaptations of established
questionnaires in order to acquire data from different societies and cultures. However, we should
retain the original items, structure and scaling in order to compare such ﬁndings later on.
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This is the reason why more research on new instruments is needed as can be found in this Special
Issue, and to stimulate a critical debate about their pros and cons.
Conﬂicts of Interest: The author declares no conﬂict of interest.
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Abstract: Previous researchers who have studied children’s spirituality have often used narrow
measures that do not account for the rich spiritual experiences of children within a multi-faith context.
In the current study, we describe the initial stages of development of a children’s spirituality measure,
in which items were derived from children’s spiritual narratives. An exploratory factor analysis of the
items revealed three main factors, including Comfort (Factor 1), Omnipresence (Factor 2), and Duality
(Factor 3). As rated by their parents, children from families that were more spiritual and religious
had higher scores on the newly-developed measure. Limitations and future directions are discussed.
Keywords: spirituality; children; measures

1. Introduction
Researchers exploring children’s spirituality have tended to use narrow quantitative measures
and questionnaires (e.g., frequency of religious service attendance) that do not account for the rich
spiritual and religious experiences of children in a multi-faith context [1]. Despite increases in
religious and spiritual diversity, and the interactions of faith groups in pluralistic contexts, most
measures of spirituality used in North America are often derived from Christian-based ideologies [2].
This ﬁnding is especially germane to Canada, which is very heterogeneous with respect to spiritual and
religious practices. In Canada, Christianity is the predominant religion with approximately 22 million
adherents from various denominations. There are over one million adherents to Islam. Sikhism and
Hinduism each have approximately half a million followers, whereas Judaism and Buddhism each
have approximately 400,000 observers [3].
Existing measures often inadequately reﬂect the variety of religious and spiritual identities that
are present in North American society [4]. Researchers such as Cotton, Larkin, Hoopes, Cromer,
and Rosenthal [5], challenge the research community to extend its investigation beyond religious
service attendance to include broader spiritual concepts, such as the personal relationship with a
higher being. In response, the purpose of the current study was to develop a spirituality measure for
children from diverse faith backgrounds in order to capture dimensions of children’s spiritual lives
common to many faith traditions.
Given that the objective of this research was to examine spirituality in the lives of children living
within a pluralistic context, ubiquitous spiritual notions (e.g., relationship with a higher power, purpose
and meaning in life, spirit-body dualism) [6] that transcend cultures and creeds were of particular
relevance. Our intention was not to oversimplify the complexity of spirituality, but to explore spiritual
experiences that appear across religious groups. In particular, children’s personal relationship with
Religions 2016, 7, 95; doi:10.3390/rel7080095
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the sacred was of special importance, as it is often deemed a robust protective factor against negative
psychological outcomes (e.g., [7,8]), and thus may play an important role in their lives.
1.1. Children’s Spiritualty
In psychology, the conceptualization of spirituality dates back to the very beginning of the
discipline with the work of William James [9]. James advanced the notion of connecting religion to
the experiential dimensions of spirituality rather than the institutional aspect, observing that different
religions often use similar concepts, such as divinity and transcendence. Given that the main objective
of the current study is to better understand children’s spiritual lives, it is germane to understand the
evolution of theories concerning children’s spiritual development.
James Fowler [10] developed a faith development theory based on the notion of discontinuous
stages of spiritual development. This theory is presented in relation to Jean Piaget’s theory of cognitive
development, Erik Erikson’s theory of psychosocial development, and Laurence Kohlberg’s theory
of moral development. In each of these models, children are acknowledged as having the capacity
to progress from concrete to abstract thinking as they mature. Fowler situates the stages of spiritual
development within these developmental models, suggesting that, as children mature, they have an
increased ability to become more aware and engaged with their spirituality.
In a move away from Fowler’s spiritual developmental framework, proponents of the “spiritual
child movement” ([11], p. 968) distanced themselves from traditional stage-structural cognitive-based
theories. For instance, Hart [12] proposed that the stages of spiritual development are more ﬂuid
than were once understood, as children often have the ability to understand complex issues, but may
struggle to express themselves. Although children are often perceived at large as egocentric or
unable to take another’s perspective, Hart emphasized children’s seemingly innate ability to recognize
complex issues, such as injustice, suffering, and compassion. Based on his anthropological studies and
interviews with hundreds of individuals about their spiritual experiences, Hart argued that children
often ask existential questions and have the ability for “deep metaphysical reﬂection” ([12], p. 9).
To date, the study of children’s spiritual development continues to challenge researchers [13].
According to Hart ([12], p. 8), deﬁning spirituality is like “trying to hold water in our hands”,
and so it is not surprising that trying to understand its developmental trajectory is perplexing.
However, the ﬁeld is moving towards clearer deﬁnitions of spirituality and conceptualizations
of its development [14]. For instance, a social-ecology model has been put forward as means
to better understand children’s varied contexts and how these factors shape their religious and
spiritual development [14]. Boyatzis [13] contends that “children are spiritual beings ﬁrst and then
are acculturated (or not) in a religious tradition that channels intuitive spirituality into particular
expressions (rituals, creeds, etc.) that have been passed through the faith tradition” ([13], p. 153).
Drawing on Bronfenbrenner’s ecological model of microsystems (e.g., school, religious group) and
macrosystems (e.g., cultural landscape and ideology), he suggests that children’s relationship with
the divine emerges prior to “religious socialization” ([13], p. 153) and is subsequently shaped by the
way in which it is cultivated in their environment. Through this framework, children are seen as very
much capable of understanding the relation between themselves and a divine entity from a very early
age [15]. In the same vein, Hart (2003) argues that spirituality is accessible throughout development, but it
is often erroneously considered at the “top of the developmental ladder” ([12], p. 9) and, therefore, out of
reach for children.
1.2. Measuring Spirituality
In general, researchers have developed measures mainly oriented to members of Judeo-Christian
traditions [2]. Hill [16] proposes that most spirituality measures have been developed in the United
States and are often deliberately, or unintentionally, rooted in Christian traditions. As summarized by
Hill, experts in the area of measuring development have discussed both the strengths and limitations
of developing overarching broad measures of spirituality versus more focused measures of speciﬁc
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religious traditions. The main challenge, as outlined by Hill, is to then use these measures in
studies with appropriate populations to achieve validity and reliability. Sustained research and
longitudinal data are necessary to better understand the strengths and weaknesses of both types of
spirituality measures (i.e., concepts speciﬁc to a religious group versus broad concepts that transcend
religious groups).
Underwood and Teresi [17] found that when they used a spirituality measure with adult
participants, the term God was the most easily understood across religious and spiritual groups.
They suggested: “those outside the Judeo-Christian orientation, including Muslims, people from
indigenous religious perspectives, and agnostics, were generally comfortable with the word, being
able to translate it into their concept of the divine” ([17], p. 24). They reported that questions, in which
the term God was used, were not problematic in their factor analysis, which led them to conclude that
this term may be appropriate to use across religious groups. Evidently, in recent years, researchers
have begun to invest in the development of spirituality measures and have discussed the nuances
of item development. However, researchers have tended to place more focus on the development of
these measures for adult populations (e.g., [1,18]).
1.3. Children’s Spirituality Measures
Despite a recent proliferation of spirituality measures, most of these measures are oriented towards
adults [19]. In the early 2000s, Fisher [20] reported ﬁnding only one measure designed speciﬁcally for
children, which was in an unpublished doctoral dissertation. As a result, Fisher developed a children’s
spirituality measure (i.e., Feeling Good Living Life questionnaire) to provide educators with a tool to
efﬁciently assess the role of spirituality in the lives of children in school. More recently, Fisher [21]
reviewed all known spiritualty measures for children and adolescents. In his review of approximately
30 multi-item measures, he identiﬁed very few published measures that were speciﬁcally developed for
school-aged children (7–11 years). The Multidimensional Life Satisfaction Scale for Children (primary
school age; [22]), Feeling Good Living Life Spiritual Well Being Questionnaire (5–12 years; [20]),
Spiritual and Religious Thriving in Adolescents (9–15 years; [23]), and the Beneﬁt Finding Scale for
Children (7–18 years; [24]) are all published scales that have been subjected to factor analysis with
child populations.
Since Fisher’s [21] review, there have been a small number of newly-developed children’s
spirituality measures (e.g., [25,26]). For instance, Stoyles et al. [25] developed the Children’s Sensitivity
Scale for Children, which is centered on children’s ability to reﬂect about themselves and the
world but does not include any questions pertaining to a child’s relationship with the transcendent.
Sifers et al. [26] used a diverse sample to develop and validate a Youth Spirituality Scale for children
(7–14 years). The measure was piloted and showed signs of validity and reliability, but is still in the
stages of requiring further validation. To date, there are no known spirituality measures that have
been developed for school-aged children from a diversity of religious and spiritual backgrounds in
Canada. Furthermore, no known measures use Canadian children’s multi-faith spiritual narratives as
the basis of measure item development.
Notably, Fisher’s [20] spiritual measure is the only aforementioned scale that includes items
pertaining to children’s relationship with the transcendent. Speciﬁcally, this measure draws on four
domains entitled personal, communal, environmental, and transcendental spiritual wellbeing [20,27].
This measure has been used to examine young children’s spirituality in relation to variables, such as
children’s happiness (e.g., [28]). More recently, Fisher [7] demonstrated that the transcendental domain
on his scale had the strongest relation to overall wellbeing. He states that his research “present[s]
good evidence for claiming that relating with God is the most important factor for spiritual well-being
(from the four factors studied)”. Similar to items captured in Fisher’s [20] transcendental domain,
an objective of the current study is to gain a more nuanced understanding of the qualities that comprise
the relationship between children and the transcendent; thus, the Children’s Spiritual Lives measure
was developed.
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1.4. Children’s Spiritual Lives
Based on the evolving theories of children’s spirituality discussed in recent literature (e.g., [12,13]),
researchers should be cautious not to underestimate children’s ability to engage with their spirituality;
items that comprise quantitative measures should be more sensitive to children’s sophisticated spiritual
perspectives. Certainly, children’s answers on a Likert scale will not capture the complexities and
intricacies of spirituality, but can serve as a research tool to quickly gain a better understanding of
children’s spiritual lives. Indeed, a future objective, for which this study is a stepping-stone, is to reﬁne
and validate this measure so that it may eventually be used to better understand the relation between
spirituality and psychological health in the lives of children. A quantitative measure, such as this one,
can be used to quickly assess the role of spirituality in relation to psychological health in children in
both clinical and research settings.
As previously mentioned, items on this newly-developed measure were derived from a qualitative
study in which children’s rich spiritual narratives were elicited in semi-structured interviews [29].
In this qualitative study, sixty-four children from diverse religious and cultural backgrounds were
asked about their thoughts and feelings related to spiritual concepts. Semi-structured interviews were
used to better understand the breadth and depth of children’s spiritual perspectives; these interviews
were coded into salient themes, which were subsequently used to guide item development.
Thus, this newly-developed measure was derived from children’s narratives and developed in the
context of literature supporting the notion that children may have a more sophisticated understanding
of spirituality than was once perceived.
2. Methods
2.1. Participants
A total of 368 Canadian children (7–11 years, 54% female; M = 9.2 years, SD = 18.44) from diverse
faith and cultural backgrounds participated in the study (see Table 1). In an effort to recruit a diverse
sample, participants were recruited through community centers, local newspapers, and public places;
on several occasions, a researcher went to these public places and set up a booth to advertise the study
and those who were interested participated. Participants were also recruited through a research lab
located in a multicultural Canadian city. At the lab, parents and children who were participating
in non-related studies in the lab’s waiting room were asked if they would like to hear more about
an opportunity to participate in a study on children’s spirituality. Those that expressed interest
participated. As a result of this recruitment strategy, an accurate response rate cannot be reported.
Three hundred is the recommended number of participants for conducting factor analysis [30].
Table 1. Parent-reported demographics and religious and spiritual information.
Variable

Response Choices

Frequency (%)

How Religious

Not Religious
Somewhat Religious
Very Religious
Not Identiﬁed

77 (20.9)
190 (51.6)
90 (24.5)
11 (3.0)

How Spiritual

Not Spiritual
Somewhat Spiritual
Very Spiritual
Not Identiﬁed

51 (13.9)
216 (58.7)
83 (22.6)
18 (4.9)

Place of Worship

Not at all
Once a week
Once a month
3–4 times a year
Once a year
Not Identiﬁed

90 (24.5)
111 (30.2)
58 (15.8)
69 (18.8)
35 (9.5)
5 (1.4)
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Table 1. Cont.
Variable

Response Choices

Frequency (%)

Religious Afﬁliation *

Catholic
No Religion
Muslim
Jewish
Hindu
Christian (no denomination)
Eastern Orthodox
Protestant
Anglican
United
Baptist
Presbyterian
Greek Orthodox
Baha’i
Wiccan
Sikh
Buddhism
Evangelical
Pentecostal
Lutheran

138 (37.5)
52 (14.1)
48 (13.0)
48 (13.0)
23 (6.2)
14 (3.8)
12 (3.3)
11 (3.0)
11 (3.0)
11 (3.0)
5 (1.4)
9 (2.4)
6 (1.6)
4 (1.1)
1 (0.3)
1 (0.3)
1 (0.03)
1(0.03)
1 (0.03)
1 (0.03)

Cultural Group **

North American
South American
European
Oceanian
African
Asian

146 (39.7)
16 (4.4)
245 (66.6)
0 (0.0)
14 (3.8)
88 (24.0)

Languages Spoken

One
Two
Three or more

110 (29.9)
144 (39.1)
114 (31.0)

Note: * Approximately 10 percent of parents reported more than one religious afﬁliation. For example, one parent
reported that their family was Catholic and Muslim; ** Approximately 60 percent of parents reported more
than one afﬁliated cultural group. For example, one parent reported that their family was Filipino, Canadian,
and Irish. Reported groups included: French, Scottish, Greek, Korean, Irish, Polish, English, Canadian, German,
Dutch, Italian, Jewish, Romanian, Chinese, Mexican, Belgium, Cherokee Indian, Welsh, American, South Asian,
Ukrainian, Indian, African American, Afghani, Lebanese, Swedish, Danish, Portuguese, South African, Finnish,
Pakistani, Arabic, Egyptian, Persian, Czech, Spanish, French-Canadian, Filipino, and English.

2.2. Materials and Procedure
Parents signed a consent form and completed a brief demographic questionnaire with questions
pertaining to their cultural background, socio-economic status, and religious afﬁliation. In addition,
on the demographic questionnaire, parents rated the level of religiosity and spirituality in their family
(i.e., very religious/spiritual, somewhat religious/spiritual, not at all religious/spiritual). Parents also
reported how often they go to a place of worship (i.e., not at all, once a year, 3–4 times per year, once a
month, once a week).
Children’s assent was obtained before the completion of the Children’s Spiritual Lives measure.
Children completed the questionnaire by answering questions relating to spirituality on a ﬁve-point
Likert scale, ranging from strongly disagree to strongly agree. The researcher read the questionnaire aloud
to children who then answered the question by indicating their response on the measure. In some cases,
children who could read verbalized that they wanted to complete the items independently and were
permitted to do so. Consistent with Ubani and Tirri [31] and Cotton et al. [5], the term God was
used in the measure’s items, but children were encouraged to use their preferred term for a higher
power. To respect certain faith orientations and traditions that do not use the word God, this term was
presented as G-d on this spirituality measure. Children received a small toy for their participation.
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3. Analyses and Results
3.1. Initial Item Development
In the initial stage of this measure’s development, a pool of items related to children’s spirituality
was created. This pool consisted of 64 items that were largely based on themes that emerged in a
qualitative study in which children’s diverse ideas of spirituality were explored (i.e., for more detail
regarding the themes in which the questions were rooted, please see [29]). Items were developed
in the context of existing research and theory in the ﬁeld of children’s spirituality. Following item
development, these items were reviewed and edited for clarity and theoretical relevance by expert
researchers in developmental and educational psychology, both of whom have an expertise in children’s
spiritual and moral development.
3.2. Exploratory Factor Analysis
A factor analysis is typically used to examine the inter-correlations between large numbers of
items and to reduce the items into smaller groups known as factors [32]. In the current factor analysis,
the reported factors contain correlated variables that measure similar underlying dimensions in the
data that are interpretable in a theoretical sense. Given the fact that some participants did not answer
all 64 items (11% of the total number of observations), the pattern for the missing values was examined
using the multiple imputation option in SPSS version 20 (Armonk, NY: IBM Corp). The results
suggested that the missing values did not follow a pattern; thus, missing data fell into the Missing
Completely at Random (MCAR) category. In order to address the problem of missing observations,
multiple imputations were computed. The Mersenne Twister generator was used as the option that ﬁts
best to impute MCAR. This process yielded ﬁve datasets with no missing values.
Examination of these ﬁve datasets suggested that there were no differences across them; for that
reason, the ﬁrst imputation was used for the current factor analysis. A principal component analysis
was run with Varimax extraction and Kaiser normalizations. Factor solutions were considered in the
rotated matrix based on the following criteria: (a) Eigenvalues of 1.0 or greater; and (b) factor loadings
greater than 0.3 [33]. The rotated solution included 12 factors. Items and loadings on three factors are
presented in Table 2. Thirty-three items were eliminated, as they did not load onto these factors.
Table 2. Factor loadings for exploratory factor analysis with Varimax rotation.
Factor 1 (Comfort)

Factor Loadings

I pray to G-d or talk to G-d when I feel sad
When I want to feel better, I talk or pray to G-d
I ask G-d for help
When I pray to G-d or talk to G-d I feel better about things
G-d helps me by making me feel strong
G-d helps me by making me think of new ideas
I pray to G-d or talk to G-d when I feel sad or worried about something
G-d helps me by giving me advice
I pray to G-d because I want to thank G-d for all of the good things in my life
When I think about G-d, I feel happy
G-d can make people feel better
I pray to G-d or talk to G-d when someone is sick or when someone dies
G-d keeps people company when they feel sad and lonely
G-d listens to my thoughts and wishes
I make wishes to G-d and the wishes come true
% Variance
Eigenvalues
Cronbach’s Alpha
Skewness
Kurtosis

0.84
0.81
0.76
0.76
0.75
0.74
0.73
0.72
0.71
0.71
0.69
0.69
0.63
0.68
0.58
220.70
140.52
0.96
0.78
´0.04
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Table 2. Cont.
Factor 2 (Omnipresence)

Factor Loadings

G-d always knows how I feel, even without talking
G-d is everywhere in the world and watches over everybody
G-d created all the people in the world and knows all of them
I think G-d listens to everyone
It is impossible for G-d to watch over everybody (reversed item)
There are too many in the world for G-d to know all of them (reversed item)
There are too many people in the world for G-d to listen to (reversed item)
G-d will never know what I am thinking to myself (reversed item)
% Variance
Eigenvalues
Cronbach’s Alpha
Skewness
Kurtosis

0.45
0.50
0.46
0.50
0.63
0.62
0.68
0.57
80.66
50.54
0.91
0.79
´0.05

Factor 3 (Duality)
Every person has a body and something inside them, like a soul or spirit
People do not have a soul or a spirit (reversed item)
Everyone has a body, but having a soul or a spirit is fake (reversed item)
I think that people have something like a soul or a spirit that lives inside them

0.78
0.66
0.66
0.64

% Variance
Eigenvalues
Cronbach’s Alpha
Skewness
Kurtosis

50.62
30.60
0.81
1.06
1.24

3.3. Description of Factors
Although 12 factors emerged, three factors that showed the strongest factor loadings and that
could be interpreted in a theoretical sense were chosen. Factor 1 (i.e., Comfort) includes 15 items that
focus on God as a key source of support and comfort. Items range from seeking help or new ideas from
God to talking or praying to God to feel happy or comforted. Factor 2 (i.e., Omnipresence) includes
eight items that concern the ubiquity of God. These items are centered on themes of God being able
to hear and see everyone as an omnipresent being and creator of the world. Factor 3 (i.e., Duality)
includes four items and encompasses the notion of dualism, that is, having a soul or a spirit apart from
the body (see Table 2). A fourth factor was initially included on the measure (i.e., four items), but was
later eliminated, as it was not interpretable in a theoretical sense.
3.4. ANOVAS and Post-Hoc Analyses
There were signiﬁcant differences between parents’ reports of their families’ religiosity (not
religious, somewhat religious, very religious) and children’s scores on Factor 1 (Comfort) F = (2,356),
71.86, p < 0.001, Factor 2 (Omnipresence) F = (2,356), 53.97, p < 0.001, and Factor 3 (Duality) F = (2,356),
20.04, p < 0.001. Post hoc analyses revealed that there were signiﬁcant differences (p < 0.05) between
all three levels of religiosity on all factors. In sum, the more religious parents rated their families,
the higher their children’s scores on the factors. There was one exception; there was no signiﬁcant
difference between very religious and somewhat religious groups and children’s scores on Factor 3
(see Table 3).
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Table 3. Means and standard deviations by group (parent reported levels of religiosity and spirituality)
on children’s factor composite scores.
Factors

Level of Religiosity/Spirituality

M (SD)

Factor 1 (Comfort)

Not Religious
Somewhat Religious
Very Religious
Not Spiritual
Somewhat Spiritual
Very Spiritual

42.79 (14.65)
57.96 (11.91)
63.76 (7.56)
42.33 (14.48)
55.97 (13.18)
63.15 (8.69)

Factor 2 (Omnipresence)

Not Religious
Somewhat Religious
Very Religious
Not Spiritual
Somewhat Spiritual
Very Spiritual

24.99 (8.54)
32.56 (6.46)
35.15 (4.78)
24.55 (8.93)
31.75 (7.08)
34.80 (5.30)

Factor 3 (Duality)

Not Religious
Somewhat Religious
Very Religious
Not Spiritual
Somewhat Spiritual
Very Spiritual

15.01 (3.68)
16.95 (2.79)
17.79 (2.33)
14.65 (3.85)
16.77 (2.79)
17.88 (2.50)

There were signiﬁcant differences between parents’ reports of their families’ spirituality (not
spiritual, somewhat spiritual, very spiritual) and children’s scores on Factor 1 (Comfort) F = (2,350),
43.01, p < 0.001, Factor 2 (Omnipresence) F = (2,350), 33.73, p < 0.001, and Factor 3 (Duality) F = (2,350),
19.20, p < 0.001. Post-hoc analyses revealed that there were signiﬁcant differences (p < 0.05) between all
three levels of spirituality on all factors (see Table 3). In sum, the more spiritual parents rated their
families, the higher their children’s scores on the factors.
4. Discussion
The Children’s Spiritual Lives measure was developed speciﬁcally for Canadian school-aged
children and grounded in their narratives. An exploratory factor analysis revealed items that clustered
together to create three interpretable factors (i.e., Comfort, Omnipresence, Duality). As expected,
children of parents who rated their families as very religious or very spiritual had higher scores on
the Children’s Spiritual Lives measure. This is consistent with Boyatzis’ [13] conceptualization of
spiritual development. Although spirituality may be deeply intrinsic, it is fostered and channeled by
one’s environment. Thus, it can be conjectured that children who have more opportunities to interact
in highly religious and spiritual contexts, may have a spiritual life that is being more intentionally
nurtured and supported.
Indeed, these emergent factors suggest that children have the ability to think about abstract spiritual
concepts in a very personal manner, such as seeking comfort from a higher power. Children were also
able to engage with concepts of the divine being omnipresent. That is, they perceived the transcendent
as having supernatural qualities that go beyond time and space. They were also able to respond to
items on the measure, which were related to the idea of having a body that is separate from a spirit
or a soul. This suggests that children have some degree of understanding concepts related to duality
and may draw distinctions between human and divine properties. Consistent with the underpinnings
of the spiritual child movement [11] children may be more inclined to connect with their spirituality
than was once thought and, thus, their ability for spiritual engagement should not be overlooked.
This measure makes a valuable contribution by offering a more elaborate and nuanced depiction of the
relationship between children and the transcendent through its identiﬁcation of three common factors.
These factors give insight into the ways children view and relate to the transcendent.
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5. Limitations and Future Directions
This newly-developed measure has not yet been validated by a conﬁrmatory factor analysis;
thus, continued exploration of the scale’s strengths and weaknesses is warranted to ensure that it is
appropriate to use with children from diverse faith and cultural backgrounds living in a pluralistic
society. As recommended by Hill [16], this measure should be further validated with a population
similar to the one for which it was developed. The diversity in this sample is reﬂective of the religious
landscape found in Canada [3]. Nonetheless, it should be noted that a large percentage of the sample,
albeit from various denominations, is Christian. Continued efforts should continue to be made to
recruit a diverse sample to better understand how these factors are perceived across cultures and
creeds. In future iterations of this measure’s development, participant response rates will also be
collected to better understand the sample; this was a limitation of the current study.
In future research concerning this measure’s development and reﬁnement, items will be reviewed
by expert researchers and clinicians in the ﬁeld of children’s spirituality and spiritual development.
Focus groups and interviews with children considered to be “spiritual exemplars” [34] from diverse
traditions could also provide deeper insight into the applicability of these items across religious and
spiritual groups. Alternate styles of response-choices will also be considered. For instance, allowing
the opportunity for children to add qualitative comments after responding to a Likert question may
yield richer responses (e.g., mixed methods design) and a deeper understanding of children’s spiritual
perspectives. Once the scale has reliable and valid psychometrics, convergent validity with existing
measures, such as the transcendental subscale of the Feeling Good Living Life questionnaire [20]
and the religious well-being subscale on the Spiritual Well Being Scale [35], should be explored.
Taken together, the present study provides an examination of the initial stage of measure development
in a sample of diverse school age Canadian children.
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Abstract: This paper extends the reporting of contemporary use of the Spiritual Health and
Life-Orientation Measure (SHALOM), which provides ﬂexibility to researchers, enabling them to
choose the version of the instrument that best suits the cohort under investigation. SHALOM
was built on a solid theoretical foundation, provided by the Four Domains Model of Spiritual
Health/Well-Being. It comprises 20 items that assess spiritual well-being, as reﬂected in the
quality of relationships that each person has with themselves, others, the environment, and/or
with God. Summary results are reported from 30 recent studies. SHALOM provides a unique
form of assessment that is statistically stronger than just assessing lived experiences, in that spiritual
harmony/dissonance is studied by comparing each person’s “lived experiences” with her/his “ideals”
for spiritual well-being. SHALOM has been sought for use with hundreds of studies in 29 languages,
in education, healthcare and wider community. A generic form of SHALOM was developed to
expand the Transcendental domain to include more than God. However, recent studies have shown
that relating with God is most important for spiritual well-being. The best version of SHALOM to
assess spiritual well-being depends on the needs of the clients/participants and the project goals
of the researcher. This will involve a selection between the original form of Spiritual Well-Being
Questionnaire-SHALOM for comparison with other measures and investigation of characteristics
inﬂuencing spiritual well-being; or the dissonance method for spiritual care; and either the original
or the generic version of SHALOM for use with non-religious/secular participants.
Keywords: spiritual well-being; assess; SHALOM; God

1. Introduction
Many, if not most, papers about it say that, “Spirituality is hard, if not impossible, to deﬁne.” It is
difﬁcult to declare the exact meaning or scope of spirituality. However, that is also the case for concepts
such as “love” and “beauty”, but people still use these terms as if they agree on what they mean. With
spirituality, people have attempted to describe its properties in various ways, including outlining the
historical contexts in which the term has been used [1], epistemologically [2,3], or by type [4].
When the positive psychological construct of well-being is added to spiritual aspects of humanity,
there is potential for greater confusion. However, the National Interfaith Coalition on Aging’s (NICA)
framework deﬁnition of spiritual well-being (SWB), as “the afﬁrmation of life in a relationship with
God, self, community and environment that nurtures and celebrates wholeness” [5], was supported by
an intensive qualitative study, which provided an expanded description of spiritual health as:
A, if not the, fundamental dimension of people’s overall health and well-being, permeating and
integrating all the other dimensions of health (i.e., physical, mental, emotional, social and vocational).
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Spiritual health is a dynamic state of being, shown by the extent to which people live in harmony
within relationships in up to four domains of spiritual well-being:
Personal domain—wherein one intra-relates with oneself with regards to meaning, purpose and
values in life.
Communal domain—as shown in the quality and depth of interpersonal relationships, relating to
morality, culture and religion.
Environmental domain—beyond care and nurture for the physical and biological, to a sense of
awe and wonder, for some, the notion of unity, with the environment.
Transcendental domain—relationship of self with some-Thing or some-One beyond the human
level (i.e., ultimate concern, cosmic force, transcendent reality, or God) [6].
This description of SWB in four domains encompasses the vast majority of components of SWB
mentioned in contemporary literature, which has expanded exponentially over the last two decades [7].
It is one thing to describe spirituality, but another to measure it. Moberg [8], and Koenig [9], have
raised concerns about measuring spirituality in research projects. Judicious selection of an appropriate
instrument is needed. With the increasing interest in spirituality and well-being, especially over the
last 30 years, numerous quantitative surveys have been developed to investigate this area [10–13].
Quantitative survey is an accepted and sound research method to be employed in this area [14–18].
Expanding on a previous report of spirituality measures [19], the Four Domains Model of SWB
provided a theoretical foundation to critique 260 available measures of spirituality and well-being [20].
This compendium of multi-item measures is organised by year of development within three types
of spirituality measures, namely (i) spiritual health/well-being measures; (ii) spirituality measures;
and (iii) related/partial spirituality measures, for four sections of studies (i) of a General nature; (ii) in
University only; (iii) in Schools (with youth); and (iv) Health settings. The advice of Zwingmann et al.
needs to be heeded in selecting instruments for studies in spirituality. As well as “measurement
intentions and item wording . . . psychometric properties, length of the instruments, and the possibility
for comparisons with prior studies” need to be considered [21]. The 260 instruments mentioned
were described by composition of items within the four domains of spirituality, plus religious items
and “others”. Comment was made regarding the status of each instrument with respect to Factor
Analysis. The number and type of people in each study were reported together with place (country)
in which each study was performed. The ﬁrst author was named to readily access the reference list,
with the ﬁnal column providing information regarding the source through which to retrieve a copy of
each instrument.
Of available measures used to assess spirituality, recent comments have reported that the Spiritual
Well-Being Questionnaire (SWBQ)-SHALOM (Spiritual Health and Life-Orientation Measure) is
well-accepted ([22,23]; [24], p. 41). The survey design, content, style of responses and statistical
analysis employed in SWBQ-SHALOM are consistent with standard quantitative research methodology.
National and international studies have shown the suitability of SHALOM for research in SWB in a
variety of settings and languages [25]. A summary of this research has spawned considerable interest,
being downloaded 10,069 times from the time of its publication in December 2010 to March 2016.
2. Development of SHALOM (the Spiritual Health and Life-Orientation Measure)
The history of the development of SHALOM has been detailed previously [25–27]. The 20-item
SHALOM comprises ﬁve items in each of four factors that investigate the quality of relationships
that people have with themselves, with others, with the environment, and/or with a Transcendent
Other (most often called God). The items chosen for the personal SWB were “a sense of identity,
self-awareness, joy in life, inner peace and meaning in life”; those for the Communal SWB were “love
of other people, forgiveness toward others, trust between individuals, respect for others, kindness
toward other people”; Environmental SWB investigated “connection with nature, awe at a breathtaking
view, oneness with nature, harmony with the environment, sense of ‘magic’ in the environment”;
Transcendental SWB inspected “personal relationship with the Divine/God, worship of the Creator,

15

Religions 2016, 7, 45

oneness with God, peace with God, prayer life.” Responses are given on a 5-point Likert scale
from 1 = very low to 5 = very high. Exploratory factor analyses strongly supported the four domains
of SWB, which also cohered into a single higher-order factor labelled spiritual well-being [27].
SHALOM is actually two instruments in one. Two responses per item were gleaned for the
Spiritual Health measure (which assesses “lived experience”) And the Life-Orientation Measure (which
assesses “ideals” for spiritual well-being). The difference between the ideals and lived experience
scores was used to investigate the level of spiritual harmony/dissonance, as a basis for pastoral care.
Before SHALOM was developed, all but one of reported quantitative SWB studies had been
undertaken with adults and older youth, who were mainly in universities. Apart from the desire
to produce a spiritual health/well-being measure for use with young people, it was asserted that
development of a measure that had language that was meaningful to young people should also be
useful for a wide range of adults. Subsequent studies with secondary school students, together with
university students and church attenders were used to show that the SWBQ, the lived experience
sector of SHALOM, had good reliability, with Cronbach’s alpha, composite reliability and variance
extracted. The SWBQ also has good construct, concurrent, discriminant and predictive validity, and
also shows factorial independence from personality [27]. Further analyses revealed “general support
for the psychometric properties of the SWBQ from an Item Response Theory (IRT) perspective” [28],
making this instrument the ﬁrst of only three spiritual well-being questionnaires to report IRT [29,30].
“Multi-group factor analysis also [showed] gender equivalencies for the SWBQ” [31].
3. Applications of the SWBQ—SHALOM
Since its development in 1999, the SWBQ-SHALOM has been sought for use in hundreds of
studies in 29 languages. However, only a minority of those requests have so far resulted in publications
from completed projects, many of which are still in the planning and data-gathering stages. The best of
intentions can also be way-laid for a variety of reasons, including changes in priorities or employment
during the project; lack of funding or other support for the project; inclement health by researcher or
family member; political inﬂuence such as “separation of church and state” in the USA; search for
culturally-speciﬁc content. Using such speciﬁc measures has disadvantages in that the results cannot
be compared with those in other groups. Moberg has emphasised the need to “combine particularistic
and universal strategies for clinical assessments and scientiﬁc research in SWB” [14].
The SWBQ—SHALOM is a measure that has shown its general applicability in a wide range of
settings. Summary ﬁndings have previously been reported from 28 projects, which employed the
original 20-item form of SHALOM, and from another three that used variations on the original. Several
studies were mentioned there in which only total scores for SWB, not the individual factor scores, were
used [25]. Findings from another 30 recent studies using the complete measure are listed in Table 1.
Table 1. Spiritual well-being (SWB) levels from recent studies using the Spiritual Well-Being
Questionnaire–Spiritual Health and Life-Orientation Measure (SWBQ–SHALOM).
Four Domains of SWB
Schools
Ref

Sample

PER

COM

ENV

TRA

Country

n

x

SD

x

SD

x

SD

x

SD

UK

228

4.00

0.86

4.24

0.72

3.19

0.97

2.73

1.26

Spain
Hong Kong

114
305
341
409
14828
114

3.75
3.53
3.73
3.57
3.54
3.86

0.80
0.80
0.65
0.71
0.78
0.68

3.82
3.59
3.75
3.66
3.64
4.12

0.69
0.78
0.63
0.67
0.76
0.56

3.18
3.00
3.25
3.18
3.10
3.54

0.92
0.85
0.75
0.71
0.85
0.85

2.65
2.51
3.09
2.72
2.71
3.14

1.17
1.05
1.01
1.06
1.03
0.97

students
[32]
[33]
[34]

[35]
[36]

Sec Anglican
Female
Secondary
Sec nonreligious
Religious school1
Religious school2
Secondary
Secondary

Hong Kong
Australia
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Table 1. Cont.
Four Domains of SWB
UNIVERSITY

PER

COM

ENV

TRA

Ref

Sample

Country

n

x

SD

x

SD

x

SD

x

SD

[37]
[38]

AOG Liberal Arts
Nurse education

USA
Indonesia

375
105

3.94
4.09

0.54
0.67

4.08
4.04

0.66
0.73

3.06
3.92

0.91
0.78

3.82
4.20

0.91
0.73

[39]

Teacher ed.
students

Hong Kong
Australia

573
557

3.95
4.06

0.64
0.67

4.05
4.28

0.60
0.60

3.46
3.26

0.71
0.83

2.95
2.56

1.11
1.12

RE students
Divinity students
Ed Psych students
Psych students

Turkey

137
122
151
101

4.22
4.03
4.29
3.75

0.77
0.79
0.61
0.81

4.31
4.05
4.21
3.87

0.62
0.72
0.56
0.71

4.07
3.88
3.51
3.01

0.81
0.76
0.89
1.02

4.43
4.22
2.26
2.35

0.75
0.77
1.15
1.30

[40]
[33]
[41]

Spain
UK

Four Domains of SWB
Health
Ref
[42]
[43]
[44]
[45]
[46]

Sample
Nurses of
dementia pts
Family
Nurses
Cancer patients
Renal patients
Organ donor

PER

COM

ENV

TRA

Country

n

x

SD

x

SD

x

SD

x

SD

Australia

21

4.51

0.60

4.60

0.52

4.01

0.86

3.44

1.21

23
33
169
72
312
260
*
157

3.69
3.98
3.10
2.43
3.92

0.77

0.66

0.97
1.10
0.86

3.62
4.03
3.66
2.40
1.99

0.89

0.57
1.08
0.58

3.64
3.15
3.25
2.39
3.43

0.95

0.84
1.16
0.63

4.25
3.95
3.47
2.37
3.99

4.43

0.73

4.31

0.69

4.17

0.76

4.58

0.73

USA
Portugal
UK
Israel

[47]

Nurses

Israel

[48]

Medical sciences

Iran

4.06

4.04

2.84

0.92
1.18
1.11

3.38

Church

[50]
[51]
[52]

Chinese
immigrants
Religious sisters
Buddhist chaplains
Religious sisters

[53]
[54]

Home economists
Public Corporation

[49]

Ireland

68

3.65

0.63

3.80

0.72

3.33

0.67

3.66

0.69

Indonesia
USA
Vietnam

186
48
271

4.14
3.16
3.89

0.52
0.82
0.58

4.13
3.66
3.72

0.44
0.65
0.57

4.10
3.41
3.59

0.48
0.91
0.65

4.46
2.58
4.12

0.44
1.27
0.64

International
Puerto Rico

66
265

4.03
4.58

0.85
0.66

4.05
4.36

0.75
0.74

3.50
3.92

1.04
0.95

2.93
4.33

1.25
0.96

Portugal
Portugal
Portugal
Australia
UK
Portugal

439
342
52
1011
43 *
320

3.77
3.80
2.99
3.54
3.53
3.60

0.58
0.62
1.11
0.79

3.72
3.82
3.44
3.64
3.83
3.71

0.54
0.57
0.84
0.73

3.56
3.67
3.62
3.15
3.17
3.41

0.74
0.74
0.84
0.87

2.90
3.12
3.19
2.65
1.61
2.71

0.96
0.87
0.99
1.26

Business

Community
[55]
[56]
[57]
[58]
[59]
[60]

Community
Physical Activity
Elderly
Consumers
Public
Public

0.66

0.58

0.74

1.01

Notes: (Some studies did not provide SD data); * = estimated values extracted from results;
PER = Personal domain of SWB; COM = Communal domain of SWB; ENV = Environmental domain of SWB;
TRA = Transcendental domain of SWB.

A cursory inspection of means between the two batches of results using SHALOM showed:
For School students—comparable values for each domain across the two samples, with variations
on Transcendental SWB by religious afﬁliation, but students’ scores were lower than those reported by
school staff.
For University students—the more religious students in the second batch scored higher on
Environmental and Transcendental SWB.
In Health settings, providers scored higher than patients on each domain.
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In Churches—it was not surprising to note that those in religious orders scored higher on
Transcendental SWB than church attenders.
In Business—there appears to be a marked cultural variation, with people from Puerto Rico
outscoring others on each domain of SWB.
In Community—domestic violence victims from South Africa reported a stronger relationship
with God (Transcendental SWB) than did others.
Alternative Versions of the SWBQ
SHALOM was built on the four domains model of spiritual health/well-being from which twelve
items were selected to represent each domain, being reduced to the ﬁve items with highest item-total
correlation. No instrument can give an absolute measure of SWB. However, in order to check the
consistency, or otherwise, of responses using different items, a second set of ﬁve items per domain
were extracted from the same cohort as for the original SHALOM to form another psychometrically
sound measure called SWBQ2 [61]. As their items varied, it was not surprising to ﬁnd that the factor
scores varied between SHALOM and SWBQ2 for Personal, Communal and Environmental SWB, but
not the Transcendental domain, due to positive and negative variations between schools cancelling
each other on this factor (see Table 2).
An additional alternative version of the SWBQ—SHALOM employed a scale score from 1 to 6 [24].
Two further researchers only used selected items from the total 20-item instrument [62,63] and one
more used the total score instead of factor scores [64].
Table 2. Alternate versions of the SWBQ-SHALOM used to assess SWB.
ALTERNATE
SWBQS
Ref
[24]
[61]
[61]

Sample
Mental
health
SWBQ2
SHALOM

Four Domains of SWB

cf SHALOM

PER

Country

n

USAˆ

4667

Australia

460
460

x

Web survey:
Theistic T
other
religious T
Non-religious
T
Non-belief

I’nat

ENV

TRA

x

SD

x

SD

x

SD

3.44

0.89

3.70

0.82

3.00

1.13

0.85

1.38

3.67
3.75

0.75
0.79

3.59
3.93

0.67
0.69

3.36
3.18

0.79
0.95

3.20
3.17

0.98
1.16

Generic Version
[65]

COM
SD

PER

COM

ENV

TRA#

453
262

4.02
4.08

0.74
0.70

4.04
4.08

0.70
0.68

3.38
3.36

0.96
0.94

3.41
3.94

1.20
1.87

84

4.06

0.71

4.03

0.75

3.62

0.91

3.15

1.08

70

3.88

0.75

3.91

0.64

3.45

0.82

2.79

1.11

37

3.75

0.90

4.05

0.81

2.83

1.18

1.45

0.87

Note: ˆ scale scores 1–6, instead of normal 1–5; PER = Personal domain of SWB; COM = Communal domain
of SWB; ENV = Environmental domain of SWB; TRA = Transcendental domain of SWB; I’nat = International;
T = Transcendent; # the generic version used the word “Transcendent” instead of theistic words.

The above results show that using different scale scores or adding, subtracting, or modifying
any of the ﬁve items in each of the four domains of SHALOM yields different instruments, results
from which cannot be compared with other studies using the original SHALOM, with its 20 items and
5-point Likert scale. They should therefore be given different names.
4. Generic Version of SHALOM
At conferences, three people made comments that SHALOM was too God-oriented, even though
the word was only mentioned in three of the twenty items in SHALOM, in contrast to, for example,
the ten times in the 20 items in the Spiritual Well Being Survey [66]. It appears that what these people
were really saying is that they would only be happy with no reference to God, in accord with their
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world-view. This limited view of the world does not ﬁt with most Western civilisations, where census
data show that a majority of the populace claim adherence to God-based religions [67]. Traditional
Western views of spirituality arose from religious studies, especially in the Catholic Church [68].
Many authors concur with Seaward’s view, “Although spirituality and religion are separate but
related concepts that often overlap, it is inconceivable to separate the concept of spirituality from the
divine aspect of the universe” ([69], p. 77). That notwithstanding, in light of the claim of theistic
bias levelled at the existing SHALOM, four of the ﬁve original Transcendental factor items had the
words “God”, “Divine” and “Creator” replaced by the word “Transcendent”. In the revised version,
respondents were presented with the statement, “When people believe their lives are inﬂuenced
by SomeOne or SomeThing beyond the human and natural worlds, they use different words”. To
effect the instruction for participants to “Please choose one of the following to show what best describes
the supernatural inﬂuence in your life”, eighteen alternatives were provided, namely “Allah, Angel/s,
Buddha, Deceased person, Deity/deities, Divine, Fate, Father God, Gaia, God, Heaven, Higher power,
Higher self, Mystery, Otherness, Presence, Something there, Universe/universal spirit,” or respondents could
indicate “Not an area in which I believe” (see results in Table 2). The “Tao” was inadvertently omitted from
the list, although no respondents in that study indicated Taoism as their preferred religion/world-view
from 26 alternatives provided. Tao has now been added to the generic version of SHALOM.
Conﬁrmatory factor analyses revealed that the modiﬁed, generic form of SHALOM showed
acceptable model ﬁt, comprising four clearly delineated domains of spiritual well-being. Of particular
interest was the ﬁnding that the modiﬁed Transcendental domain of spiritual well-being holds together
well statistically and provides the greatest explanation of variance in spiritual well-being overall [65,70],
as has been shown with the original version of SHALOM [61,71,72] and in a junior spiritual well-being
questionnaire called “Feeling Good, Living Life” [73]. Those respondents who indicated relating with
God as their Transcendent revealed that this relationship enhances relationships with themselves and
other people more strongly than that done by alternative religious or non-religious Transcendents, or
none [65]. This study and others have shown that relating with God is most important for spiritual
well-being [61,71,72]. Thus, it appears that NICA correctly listed God ﬁrst in their description of
SWB [5]. It is also interesting to note that ninety per cent of 260 available multi-item measures of
spirituality/well-being reported items assessing relationship with God [20]. It is important to note
that removal of God from any study would leave only humanistic, existential well-being. For example,
this would be the case if the ten items on Religious well-being (querying relationship with God) were
removed from the Spiritual Well-Being Survey then only ten items on Existential well-being would
remain [66]. It is valid then to question whether any study that deletes God is truly a measure of
spiritual well-being.
Although some words have been changed in it (see Section 3 above), the modiﬁed SHALOM
can be employed in future studies as a generic measure of spiritual well-being across a variety of
worldviews, because the inherent structure of the instrument remains intact. However, the nature of the
cohort under investigation should determine which version of SHALOM is used, not the world-view
of the investigators.
5. Spiritual Harmony/Dissonance
Almost all available spirituality/well-being measures [20] only seek a single response to
indicate respondents’ level of lived experience on items/factors investigated by the nominated scales.
Instruments developed by Fisher [26,65,74] use a novel technique, in that they compare each person’s
“lived experience” with their “ideals” for spiritual well-being. In other words, each person becomes
the standard against which they are measured, rather than being compared or grouped by using some
arbitrary norm. The difference between the “ideals” and “lived experience” score indicates the level
of harmony or dissonance in each domain. This is a fairer approach of assessing spiritual well-being
because each person is allowed to view each term in light of their own understanding of it, rather than
having their view compared with someone else’s.
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Analyses have shown that using dissonance scores for each of the 20 items in SHALOM actually
provides a statistically stronger instrument than just using the “lived experience” scores, as is done
in other spirituality measures [61]. The dissonance technique thus provides a better measure of
quality of relationships in the four domains, which reﬂect spiritual well-being. An application of
this technique, in a recent web survey using SHALOM, revealed that “spiritual harmony shared the
strongest relationship with mental health when compared to any other variable used in this study”
([24], p. 84). This ﬁnding applied equally well to the religious and secular participants in that study.
Dissonance, referred to as “spiritual incongruence”, was found to be a signiﬁcant predictor of burnout
among Buddhist chaplains [51].
Dissonance scores generated using SHALOM can provide carers with insight into their clients’
spiritual well-being in the four domains assessed. For example, secondary school students with large
dissonance scored lower on the Oxford Happiness Inventory, higher on psychoticism (assessed using
the Junior Eysenck Personality Questionnaire-Revised), and reported less help from God, parents
and self for developing spiritual well-being. As teachers and religious leaders were not implicated in
the lower levels of help, they need to be aware of the supporters who are, in order to aid the holistic
development of their students [75]. Such insights can be invaluable to carers such as teachers, chaplains
and those in aged and palliative care. However, these spiritual nurturers need appropriate training and
experience in this area to become aware of their clients’ needs and to adequately help their clients, as
previous studies have shown that carers’ lived experience inﬂuences how well they provide spiritual
care [76,77].
6. Truncated Version of SHALOM?
A few researchers are looking for quick and easy ways to assess spiritual health/well-being.
Considerable effort has recently been expended investigating 26 studies that have employed the full
20-item version of SHALOM, with a total of 30,514 participants, to see if SHALOM could be reduced
in size, whilst maintaining its integrity.
Item-total correlations were inspected for the ﬁve items in each of the four domains comprising
SHALOM. At the outset, it needs to be noted that each of the items showed large (> 0.5) correlational
values in each factor, within the 26 studies for which full data were available.
In the Personal domain, the two items which consistently showed highest item-total correlational
values were “inner peace” and “joy in life” followed closely by “meaning in life”. Although “a sense
of identity” and “self-awareness” trailed the ﬁeld equally, they were still statistically strong items in
this domain. Theoretically, according to the Four Domains model of SH/SWB, these latter two items
are key elements of relationship with oneself.
In the Communal domain, the two items that consistently showed highest correlational values
were “kindness towards other people” and “respect for others”, with “trust between individuals”
a close third, followed by “forgiveness towards others” and “a love of other people”. All were
still statistically strong items in this domain. Forgiveness and love are also strong features, which
theoretically reﬂect quality of relationships with other people.
In the Environmental domain, the three items with highest correlational values were “oneness
with nature”, “connection with nature” and “harmony with the environment”, followed by “a sense of
‘magic’ in the environment” and “awe at a breathtaking view”. Once again, all were still statistically
strong items in this domain. The wording of the ﬁrst three items was sufﬁciently similar to yield strong
correlations. The last two items reﬂected different aspects of relationship with the environment.
In the Transcendental domain, the three items with highest correlational values were “oneness
with God”, “peace with God” and “worship of the Creator”, followed closely by “personal relationship
with the Divine/God” and “prayer life”. All were remarkably strong statistically, with average
item-total correlation values exceeding 0.9. The last two items are theoretically paramount in terms of
relationship with God.
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Exploratory factor analyses were performed to test the underlying structure of each of the four
factors, beginning with the 5-item sets, reducing to 3, then 2. The Kaiser-Meyer-Olkin (KMO) test of
sampling adequacy requires 0.6 as a minimum for good factor analysis [78]. The 5-item factors showed
highest KMO values, all at 0.80 and above (shown in bold in Table 3), whereas the 3-item factors were
weaker, especially in the Personal and Communal factors, with KMO values less than 0.7 (see Table 3).
The 2-item “factors” were completely inadequate with KMO values of only 0.5.
Table 3. Sampling adequacy for 5- and 3-item versions of SHALOM.
PER

SHALOM
5-item
3-item

COM

ENV

TRA

KMO

%var

KMO

%var

KMO

%var

KMO

%var

0.80
0.69

58
68

0.83
0.68

60
70

0.83
0.72

63
75

0.89
0.74

80
83

Note: KMO = Kaiser-Meyer-Olkin values of sampling adequacy; %var = % variance explained.

Retention of the three items with highest item-total correlations for each factor yielded an
improved percentage of variance explained, which would be expected. More importantly, however,
lower KMO values, indicating less favourable measures, resulted from deletion of two items per factor.
The signiﬁcant loss in perspective regarding spiritual health/well-being that would be attained does
not warrant removal of any of these items. In effect, saving approximately two to three minutes in
completion of the questionnaire would markedly reduce the depth of understanding revealed by
respondents’ perspectives and life experiences related to spiritual well-being. Conclusion, “Take the
extra time. It is deﬁnitely worth it!” Justice cannot be done to a complex construct such as SH/WB by
attempting to assess it with a few, or even a handful of, items [20].
7. Limitations
While many of the studies provided results of exploratory factor analyses and some alpha values
for factors, only a small number reported conﬁrmatory factor analyses [35,37,56,61]. It would be
beneﬁcial if each study that used SHALOM provided results of conﬁrmatory factor analyses to further
validate this instrument in the wide range of settings and countries in which it is being used. This
would provide additional conﬁdence for other researchers comparing results from their studies with
those reported here and previously [25].
8. Conclusions
Spiritual well-being is a complex issue which cannot be adequately addressed in a few words,
nor can it be adequately assessed using instruments with only a few items. This paper has reviewed
the contemporary use of a 20-item spiritual well-being questionnaire called SHALOM. Although it
must be stressed that 20 items cannot provide an exhaustive assessment of spiritual well-being, this
instrument has been shown to be a sound statistical measure within a variety of age groups in a good
range of nations.
The “lived experience” component of SHALOM can be favourably compared with other standard
measures of spirituality/well-being, although SHALOM differs from them in that it uses the same
number of items in each of its four domains, thus not privileging any one domain over the others. As a
growing number of studies are reporting their ﬁndings using SHALOM, it is becoming increasingly
useful as a database upon which to compare other studies using a single-response technique.
However, SHALOM uses the unique double-response technique of comparing each person’s
“lived experience” with their “ideals” for SWB. This a fairer approach to assessing spiritual well-being
as it has been shown that the difference in scores between the “ideals” and “lived experiences”, called
“spiritual harmony/dissonance”, provides a statistically stronger measure than using only “lived
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experience”, which is what other measures employ. This dissonance technique is very useful for
spiritual carers to gain insight into their clients’ spiritual needs.
As each person is compared with themselves, in each domain, if they score low on both ideals
and lived experience in any domain, they do not reveal any spiritual dissonance therein. This
notion of spiritual harmony (statistical opposite of dissonance) applied equally well to religious
and secular participants in a study employing the original version of SHALOM [24]. Nevertheless,
a few non-religious people objected to the use of “God”-words in the Transcendental domain items.
These words have been modiﬁed to provide a generic version of SHALOM, which is not quite as
statistically robust as the original form. The question was also raised as to whether studies deleting
God could be considered “spiritual”.
In keeping with the title of this paper, the best version of SHALOM to assess spiritual well-being
depends on the needs of the clients/participants and the project goals of the researcher. This will
involve a selection between the original form of SWBQ–SHALOM for comparison with other measures
and investigation of characteristics inﬂuencing SWB; or the dissonance method for spiritual care; and
either the original or the generic version of SHALOM for use with non-religious/secular participants.
Conﬂicts of Interest: The author declares no conﬂict of interest.
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NICA
SHALOM
SH/WB
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Spiritual Health/Well-Being
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Abstract: Following the death of a loved one, many grievers endorse spirituality as a source of
both solace and strain. Studies show that some grievers struggle signiﬁcantly with both their
relationship with God and their faith community, a condition known as complicated spiritual grief
(CSG). However, researchers have lacked a simple, multidimensional, well-validated, grief-speciﬁc
measure of CSG. In this brief report, we reviewed the psychometric validation process and clinical
utility of a measure called the Inventory of Complicated Spiritual Grief (ICSG), which was tested
with 304 Christian grievers. The 18-item ICSG was shown to have strong internal consistency,
high test–retest reliability, and convergent and incremental validity and supported a two-factor
model, measuring one’s insecurity with God and the disruption in one’s religious practice.
Keywords: complicated spiritual grief; spiritual struggle; spiritual crisis; bereavement; complicated
grief; meaning making

1. Introduction
Contemporary research has revealed that the death of a loved one can elicit a variety of responses
in survivors. Psychologically, many bereaved individuals are able to bounce back relatively quickly
after the death [1]. Some grievers experience symptoms of grief-related distress (e.g., anguish,
sorrow) for a year or more before they are able to incorporate the loss into their lives [2]. Still other
bereaved people struggle tremendously in coming to terms with the death or in making a life for
themselves without their treasured loved one. This chronic condition, known as complicated grief
(CG) [3], prolonged grief disorder [4], or persistent complex bereavement disorder [5], is a protracted,
debilitating, sometimes life-threatening grief response. CG is characterized by a state of persistent
grieving, wherein the mourner experiences profound separation distress, psychologically disturbing
and intrusive thoughts of the deceased, and a sense that life is empty and meaningless [6,7].
Mounting research also suggests that for a subset of mourners who are spiritually inclined,
bereavement can usher in a crisis of faith—a distinct time when their spiritual ways of experiencing
and understanding life and their long-held religious beliefs are called into question. In the context of
bereavement, prolonged and debilitating spiritual distress of this sort, which includes the collapse
or erosion of the griever’s sense of relationship to God and/or their faith community, has been
termed complicated spiritual grief (CSG) [8,9] and has shown an empirically consistent association
with CG [7,10–13].
For spiritual leaders, clinicians, and researchers who seek to create, apply, and assess
psycho-spiritual treatments for spiritually inclined mourners who struggle with their faith following
loss, this link between CG and CSG is critical. Until recently, however, in terms of measuring
levels and aspects of spiritual distress experienced by grievers, there has been a paucity of
bereavement-speciﬁc instruments to do so. This meant that those serving grievers were limited
Religions 2016, 7, 67; doi:10.3390/rel7060067
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to the use of generic measures of spiritual struggle. Thus, Burke, Neimeyer, Holland et al. developed,
tested, and validated a new measure of spiritual distress called the Inventory of Complicated Spiritual
Grief (ICSG; see Appendix) [14] to bridge this critical gap. In terms of evaluating a griever’s level
of spiritual distress in the context of bereavement, to our knowledge, the ICSG is the only validated
instrument in the ﬁeld.
2. The Need for a Bereavement-Speciﬁc Measure of Spiritual Distress
Historically, researchers have measured spiritual struggle by accessing negative emotions,
behaviors, and attitudes that an individual experiences in relation to God and, in some cases, to his/her
spiritual network of believers. Speciﬁcally, studies have been conducted that examine spiritual distress
using a single item (e.g., [15,16]), others use factor analysis to derive subscales [17], and still others
investigate this construct using event-speciﬁc scales (e.g., [16]). Pargament et al.’s [18] Brief RCOPE
includes two subscales, with one designed to capture signs of supportive spirituality (e.g., positive
religious coping (PRC) and the other to capture signs of spiritual distress (e.g., negative religious
coping (NRC); see also the Spiritual Assessment Inventory (SAI) [19]; Attitudes Toward God Scale-9
(ATGS-9); [20]). Although useful, these instruments assess spiritual struggle using only a few items.
Some researchers support the parsing of such subscales into speciﬁc items (e.g., [21]), ﬁnding that this
informs their exploration of aspects of spiritual struggle, such as anger and disappointment with God.
Now, however, the development and validation of a psychometrically sound measure designed
speciﬁcally to capture signs of spiritual distress in bereavement (i.e., ICSG) can advance grief research
in new ways. Speciﬁcally, a more nuanced understanding of spiritual aspects of bereavement processes
is now possible with the development of a measure of distinctive aspects of spiritual struggle,
such as doubt and resentment toward God, dissatisfaction with religious activities and fellowship,
and substantial changes in the griever’s spiritual beliefs and behaviors following the loved one’s death
(see also [11]).
Compared to the more generic assessment of spiritual struggle found in such scales as the SAI
(e.g., There are times when I feel betrayed by God; [19]), the Brief RCOPE (e.g., Felt abandoned by God; [18]),
and the ATGS-9; (e.g., Felt angry at God; [20]), the ICSG provides a more ﬁne-grained inquiry of spiritual
crisis (e.g., I don’t feel very much like joining in fellowship to praise God or to glorify Him; or I sense the absence
of God more than I do the presence of God). Thus, CSG can be more comprehensively evaluated using
the ICSG with its wide array of candidate items bearing on spiritually imbued responses reﬂective
of the grief associated with the loss of a loved one. Currently available scales, such as the SAI [19],
the Brief RCOPE [18], and the ATGS-9; [20], all of which were validated with non-bereaved adult
samples experiencing a wide assortment of life stressors, may fail to measure spiritual crisis in the
speciﬁc context of bereavement. Therefore, in an effort to help grievers reestablish a loving and close
relationship with God “during times of frightening vulnerability” ([8], p. 304) and derive meaning
from the deceased’s life and death [22], Burke and her colleagues’ [14] goal was to shed additional
light on mourners’ spiritually inﬂected struggles by testing their grief-speciﬁc scale with two diverse
samples of bereaved adults.
2.1. Development
The original 28 items on the ICSG (see Appendix A) were derived from the results of several
studies where data were collected from written self-reports and focus group participants, all of whom
endorsed a Christian religious framework [9,11] and from ongoing collaboration with church pastors
who routinely serve bereaved congregants. The original construct of CSG and interest in testing it arose
from a study conducted by Shear and her colleagues [9]. Pastors at a large, well-established, Protestant
church requested that Shear’s research team develop and test a two-session, faith-oriented treatment
for bereaved parishioners. To ascertain the affects of the loss on their faith, the researchers evaluated the
grief experiences of a sample of African American congregants (N = 31). With response options ranging
from “faith stronger than ever” to “faith seriously shaken,” 19% of participants endorsed feeling as if
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their faith had been negatively altered by the death. This type of “spiritual grief” ([9], p. 7), as Shear’s
group referred to it, reﬂects a form of spiritually permeated anguish that arises when survivors protest
the loss as being ostensibly untimely or unfair. Similarly, when believers, who view life events as being
mediated by the hand of God, sense that the death of their cherished loved one came as a direct result
of that same hand, this scenario can destabilize the griever’s spiritual sense-making, as all of life’s
well-established assumptions are now likewise called into question.
Many researchers view grief reactions as falling on a continuum of highly resilient to severely
complicated responses. For Shear and her colleagues [9], CSG occurs similarly. Grief that is expressed
in spiritual terms is similar to grief that is experienced psychologically, where CSG characterizes the
most problematic spiritual responses of all.
2.2. Validation
To more fully evaluate the psycho-spiritual construct of CSG, Burke, Neimeyer, Holland et al. [14]
developed and validated the ICSG. First, in one sample, exploratory factor analysis (EFA) was
used to test the scale’s factor structure. In another sample, conﬁrmatory factor analysis (CFA) was
used. Second, associated constructs were examined to test convergent validity. Third, with scores
from a general-purpose measure of spiritual struggle held constant, items that were correlated with
complicated grief symptoms were used to test incremental validity. Finally, the ICSG was evaluated
for test–retest reliability and internal consistency. Burke and her colleagues hypothesized that scales of
complicated grief and NRC would reveal a positive association with ICSG, and a negative association
with scales of meaning making and PRC.
The ICSG was tested using data from two samples [14]. One, the community sample, was made up
of 152 adult grievers. The second, the college student sample, was made up of 152 bereaved University
of Memphis psychology undergraduates. Psychometrically, an 18-item scale with two subscales
emerged—Insecurity with God and Disruption in Religious Practice. An exploratory factor analysis that
was conducted using data from the community sample supported this two-factor model. This model’s
generalizability was evidenced through use of conﬁrmatory factor analysis, which was conducted
using the student sample data. Consistent with initial hypotheses, the ICSG performed satisfactorily
in providing a stable and coherent measure of spiritual distress in bereavement, which was evident in
the high test–retest reliability and internal consistency of the ICSG total scores and both subscales.
Burke and her team [14] used the scale’s item content to show that Insecurity with God, which was
the ﬁrst seven-item factor, measured the level to which the bereaved person struggled with confusion
in relation to God, questioned His protective nature, and felt angry at God during bereavement.
Disruption in Religious Practice emerged as an 11-item factor that evaluated the extent to which the
death interfered with the mourner’s religious practices, ability to worship, and relationship with
his/her spiritual community. The sum of all items equals the ICSG’s total score.
Subscale scores and total scores were correlated with representative scales in expected directions,
indicating convergent and discriminant validity. In terms of convergent validity, for example,
the following measures were statistically signiﬁcantly associated with ICSG total scores in both
the community and college student samples, respectively: the Inventory of Complicated Grief-Revised
(ICG-R; [7]; r = 0.34, r = 0.49), the NRC subscale of the Brief RCOPE ([18]; r = 0.43, r = 0.50), and subscales
of the Religious Coping Activities Scale (RCA; [23]), including Discontent (r = 0.53, r = 0.57) and Plead
(r = 0.31, r = 0.23). In relation to discriminant validity, ICSG total scores showed a statistically signiﬁcant
negative association in both samples, respectively, with the following measures: the PRC subscale
of the Brief RCOPE (r = ´0.36, r = ´0.50), subscales of the RCA, including Spiritual Based Coping
(r = ´0.49, r = ´0.63), Good Deeds (r = ´0.32, r = ´0.45), Interpersonal Religious Support (r = ´0.15 n.s.,
r = ´0.31), and Religious Avoidance (r = ´0.27, r = ´0.42), and meaning making as assessed using the
Integration of Stressful Life Experiences Scale (ISLES; [24]; r = ´0.28, r = ´0.48). Thus, on the one hand,
higher ICSG total scores were related to elevated levels of complicated grief, negative religious coping,
religious discontent, and religious pleading. On the other hand, higher ICSG total scores were related
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to lower levels of positive religious and spiritual coping, religious good deeds, interpersonal religious
support, religious avoidance, and meaning made of loss.
Even after controlling for scores on the NRC subscale of the Brief RCOPE (a non-grief-speciﬁc
measure of spiritual crisis), elevated levels of complicated grief were correlated with high levels of
ICSG total scores in tests of incremental validity. This held true for both the college student samples
(β = 0.36, p < 0.001) and the community samples (β = 0.22, p = 0.009).
Good internal consistency was found for both subscales (Insecurity with God, α = 0.89 and 0.87;
Disruption in Religious Practice, α = 0.93 and 0.96) and for the 18-item ICSG as a whole (α = 0.92 and
0.95) in the community and college student samples, respectively.
Evidence of the ICSG’s long-term stability was documented in the form of high test–retest
correlations for both subscales (Insecurity with God, r = 0.96, p < 0.001; Disruption in Religious Practice,
r = 0.95, p < 0.001) and ICSG total scores (r = 0.97, p < 0.001) through use of follow-up data (3–4 weeks
after the initial evaluation) from a subset of the college-aged grievers (n = 31).
3. Clinical Applications
The ICSG is clinically useful in evaluating the spiritually inclined griever’s faith journey during
bereavement. Additionally, it can help determine speciﬁcally which religious/spiritual issues might
come up for a given believer while engaged in therapy. Because both mental health professionals and
their spiritually distressed clients often feel unsure about how to broach the topic of spiritual discord
following a death, use of an additional tool such as the ICSG is sometimes warranted. For example,
in some cases, it may be that a therapist approaches discussions of a spiritual kind with hesitation
and cautiousness. In other cases, it may be that a bereaved client feels a sense of self-disappointment
and shame in expressing his/her honest sentiments toward God. Whatever the scenario, introducing
conversations centered on such things as the survivor’s confusion about how to make spiritual sense
of the death, feelings of abandonment by fellow congregants, disappointment with God, or other
complicated and emotive topics, thoughts, and responses can be challenging for many mourners.
Prior to its empirical validation, Burke and her team [14] recruited spiritually inclined grieving
adults from a pool of eligible participants to partake in a focus group designed to reﬁne the ICSG’s
content to better reﬂect the experience of spiritually inclined mourners. Five grievers participated
in the focus group based on their endorsement of high levels of distress in terms of CSG, assessed
using quantitative scales (e.g., the NRC subscale of the Brief RCOPE [18] or the Discontent subscale of
the RCA [23]), or whose narrative responses to four open-ended questions (related to their thoughts
and feelings about their relationship with both God and their spiritual community following the
loss and about the ways in which the loss strengthened or challenged those relationships) suggested
present, or past, spiritual distress (i.e., earlier in the bereavement period). Focus group members were
diverse in terms of age, race, time since loss, and cause of death and are brieﬂy described here: Elaine,1
a 65-year-old African American woman who lost her 24-year-old son, Bronson, to homicide 6.6 years
prior; Latisha, a 36-year-old African American woman who lost her 69-year-old grandmother, Mabel,
to natural, anticipated causes 9.4 months prior; Rhonda, a 23-year-old Caucasian woman who lost her
55-year-old mother, Norma, to natural, sudden causes 8.1 months prior; Caroline, a 59-year-old African
American widow who lost her 55-year-old husband, Ronald, to homicide 3.5 years prior; and Suzanne,
a 19-year-old Caucasian woman who lost her 68-year-old grandmother, Nell, to accidental causes
7.3 years prior.
The focus group participants were asked 15 questions derived from the results of prior narrative
analyses. Members’ responses were coded using directed content analysis to develop an a priori coding
scheme. Completed analyses were followed up with member-checking and triangulation of the data.

1

Pseudonyms are used for focus group members, clients, and patients throughout manuscript.
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Thus, conclusions drawn upon to inform the ICSG stemmed from the results of three sets of data
(i.e., the quantitative measures, the open-ended questionnaire, and the focus group sessions).
The responses of focus group members and other research participants who contributed written
narratives revealed an overarching story of resentment and doubt toward God, dissatisfaction with the
spiritual support received, and substantial changes in their spiritual beliefs and behaviors following
the death. For instance, with regard to God, one participant’s narrative spoke volumes about the source
of clinically signiﬁcant distress that highlighted how her assumptions about life and God had been
shattered [25], compromising her ability to make spiritual sense of the death. Selena, a 29-year-old
Caucasian woman who was grieving the loss of her 60-year-old father who died suddenly of natural
causes, exclaimed, “I was very angry at God. I didn't want to pray or read my Bible. I was confused
because of how I thought God was supposed to be. I knew in my heart that I could never turn my
back on God because there is nowhere else worth turning, but I felt very betrayed by him.”
To further illustrate Selena’s sense of betrayal, we highlight below how items on the ICSG helped
to identify the spiritual struggle of one severely distraught mother in her spiritual quest for meaning
and purpose. Cassandra is a 34-year-old African American mother who was grieving the loss of her
2-year-old son following a tragic accident. She told us, “The ﬁrst thought was ‘What did I do wrong
to cause my son to die?’ I thought that maybe I hadn't been ‘good’ enough or had committed some
sin that I wasn’t aware of. I longed for the presence of God, to feel him near. By presence I mean a
strong sense of peace.” Whether Cassandra’s expectations of God are valid is irrelevant. What her
testimony tells us is that many believers have a well-developed perception of how God should interact
with them, especially in times of dire need, and when those expectations are violated by subsequent
events, in their eyes, God has failed them.
In relation to her would-be spiritual supporters, Cassandra added, “I felt that I was wronged by
those in my spiritual community, because I was told to ‘live right’ and God would bless me. I knew
that struggles would happen but not something as senseless as my baby dying. I felt a struggle
between my faith and my feelings of anger, sadness, and terror. In fact, I lost conﬁdence. At one time,
I reverenced those in my spiritual community who I thought had the answers to the ‘spiritual life’
that one should lead. Most that I was in contact with before the loss seemed to have all the answers,
but, after my son’s death, they had none. But instead of saying that, they just abandoned me and my
family. We were left alone with our grief. Eventually, we left that particular place of worship and found
a new place.” Here, Cassandra’s narrative highlights how CSG is not primarily about disgruntled,
disillusioned believers walking away from God. Rather, it appears to be primarily about spiritually
hurting individuals who are desperately searching and seeking to make spiritual sense of their loss
and are coming up short. Her experience conﬁrms the surprising ﬁnding that a spiritual crisis does
not necessarily indicate immature or weak faith [11]. Rather, when facing life without a treasured
attachment ﬁgure, even people with a ﬁrm faith in God can unexpectedly falter under the burden of
grief. Even when grievers walk away from God and/or their faith network, it does not rule out their
return to either at a later date, especially once their grief symptoms subside.
Thus, by simply asking clients to complete the ICSG between or before sessions, counselors
could ﬁnd the scale useful as a therapeutic conversational catalyst for healing. The therapist might
suggest that the patient ”Start anywhere...Which of these items that you marked are important for you
today? Are there one or two that really set you off when you think about God or your church?” As the
clinician invites deep probing of the client’s pain in order to craft and utilize treatment techniques
precisely suited for the situation, discussions can ensue in which the spiritually distressed griever can
ﬁnally speak the unspeakable. Often, up until that point, the person has held back a world of hurt,
disappointment, discontentment, and resentment toward God, sensing that to directly target God or a
fellow believer is somehow incongruous with being a “good Christian.” Thus, a troubling loss can
elicit confusing and complex emotions that well up inside a spiritually inclined griever but with no
clear place to direct them.
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Such was the case for Clarina, a 68-year old Caucasian client, who consulted a therapist (LAB)
and endorsed high levels of spiritual distress on the ICSG seven years after the death of her husband
following a lengthy battle with cancer. Follow-up conversations revealed a palpable reluctance to
expound on any of her endorsed responses, stemming from what she referred to as the “fear-based
faith” tradition in which she was raised. In fact, she was afraid to be angry with God, though she clearly
was. She was timid about questioning his judgment, though everything within her screamed to do
just that. Completing the ICSG, with its descriptive statements indicative of spiritual conﬂict, opened
Clarina up spiritually, creating a willingness to explore her disgust, distrust, and disappointment with
God in ways that felt safer than engaging in a verbal protest. Thus, introducing the ICSG items on paper
gave Clarina an avenue with which to express her long-held pain and resentment. She subsequently
took the therapist’s suggestion to read a book on the same theme [26], which then became a weekly
therapy topic that she initiated rather than avoided. Interestingly, similar methods also have been used
successfully with mourners who are angry with God but who have long ago denounced their faith
or who claim to never have espoused faith in the ﬁrst place. For still other bereaved Christian clients
who are open and willing, the provider can facilitate healing through a chairing experience [27–29],
for example, where the survivor holds an imaginal conversation with God (or a fellow parishioner),
allowing for a full expression of anger, anguish, and sorrow in a safe, supportive setting.
4. Limitations
Even though the ICSG has been tested with both African American and Caucasian samples,
it remains to be seen whether the scale can be meaningfully used with bereaved individuals in other
faith traditions, especially given that the items originated with Christian participants. For example,
the ICSG likely would not be suitable for most non-monotheistic faith traditions (i.e., ones that are
not variations of Christianity, Judaism, or Islam), especially given its focus on a personal relationship
with God, church attendance, and frequent fellowship with a like-minded community of believers.
For this reason, other measures should be developed to better assess unique spiritual struggles that are
expressed by grievers from other traditions of faith or belief (e.g., Buddhism, Hinduism, or less theistic
spiritual or secular world views) using non-Christian terms and references.
5. Conclusions
The ICSG is an easy-to-use, multidimensional scale of spiritual crisis during bereavement that
can be used in a variety of clinical settings and with a range of research samples. Our review of this
scale leads us to hope that the ICSG will be widely used by providers of psycho-spiritual care and
researchers as they evaluate and treat the phenomenon of spiritual struggle as it pertains speciﬁcally
to grief rather than in the form of NRC or general spirituality. Moreover, the ICSG enables clinicians to
distinguish between types of spiritual struggle—in terms of one’s relationship with God or with their
community of spiritual practice. Going forward, as this work proceeds beyond that of Christian or
Abrahamic traditions, researchers should empirically test whether loss-related spiritual struggle is
experienced by spiritually inclined individuals regardless of their faith tradition or lack of one. We also
foresee that having a tool to measure the construct of CSG might make a valuable contribution to
both research and practice in a way that ultimately promotes better grief outcomes. For example,
future research that explores possible links between CSG and post-traumatic growth, or that develops
and tests therapeutic interventions designed to ameliorate spiritual distress and promote resilience
and meaning making among mourners could advance the ﬁeld in terms of clinical understanding
and by fostering positive outcomes in bereavement. Thus, we consider the ICSG to be useful in
conceptualizing, appraising, and reporting grief-speciﬁc spiritual crises in response to a wide variety
of applied disciplines, whether pastoral, clinical, or empirical.
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Appendix A
Inventory of Complicated Spiritual Grief (ICSG)
Original 28-Item Version
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

I don’t understand why God has made it so hard for me.
I no longer feel safe and protected by God.
I struggle with accepting how a good God allows bad things to happen.
I can’t help feeling angry with God.
I’m confused as to why God would let this happen.
My trust in God has been shaken.
I have withdrawn from my fellowship with other believers.
I go out of my way to avoid spiritual/religious activities (e.g., prayer, worship, Bible reading).
I ﬁnd that spiritual/religious activities are not very fulﬁlling (e.g., prayer, worship, Bible reading).
I have lost my desire to pray.
I ﬁnd it impossible to pray.
I feel God is not listening when I pray.
I feel my loss is unfair.
I feel others who have not lost someone close are especially blessed.
I feel others who have not lost someone close cannot understand me.
I ﬁnd it difﬁcult to surrender my life to God.
I feel like God has forsaken me, or like He has forgotten or passed over me.
I don’t feel as comforted by church fellowship as I used to.
I don’t feel very much like joining in fellowship to praise God or to glorify Him.
The strong guiding light of my faith has grown dim and I feel lost.
My faith has been shaken.
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22.
23.
24.
25.
26.
27.
28.

I am a faithful believer, so I don’t understand why God did not protect me.
My focus is more on my loss than on the will of God.
I have lost my desire to worship.
I ﬁnd it impossible to worship.
I sense the absence of God more than I do the presence of God.
The tragedy of my loss has made me question whether God truly exists.
I have concerns about my loved one’s eternal welfare.

Appendix B
Inventory of Complicated Spiritual Grief (ICSG)
Please think about your loss of _______________, and then read each statement carefully. Choose
the answer that best describes how you have been feeling during the past 2 weeks including today.
Please answer these based on how you actually feel, rather than what you believe you should feel.

Items
1) I don’t understand why God has made it so
hard for me.
2) I have withdrawn from my fellowship with
other believers.
3) I go out of my way to avoid spiritual/
religious activities (e.g., prayer, worship,
Bible reading).
4) I no longer feel safe and protected by God.
5) I ﬁnd that spiritual/religious activities are
not very fulﬁlling (e.g., prayer, worship,
Bible reading)
6) I ﬁnd it impossible to pray.
7) I struggle with accepting how a good God
allows bad things to happen.
8) I ﬁnd it difﬁcult to surrender my life to God.
9) I don't feel as comforted by church
fellowship as I used to.
10) I can’t help feeling angry with God.
11) I don't feel very much like joining in
fellowship to praise God or to glorify Him.
12) The strong guiding light of my faith has
grown dim and I feel lost.
13) I’m confused as to why God would let
this happen.
14) I have lost my desire to worship.
15) I ﬁnd it impossible to worship.
16) I feel my loss is unfair.
17) I sense the absence of God more than I do
the presence of God.
18) I am a faithful believer, so I don't
understand why God did not protect me.

Not at
all true

A little
true

Some
what true

Mostly
true

Very deﬁnitely
true

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0
0
0

1
1
1

2
2
2

3
3
3

4
4
4

0

1

2

3

4

0

1

2

3

4

Notes: A sum of all items can be taken to compute an ICSG total score. Likewise, items 1, 4, 7, 10, 13, 16, and 18
can be summed to compute the Insecurity with God subscale, and items 2, 3, 5, 6, 8, 9, 11, 12, 14, 15, and 17 can
be summed to compute the Disruption in Religious Practice subscale.

This scale is published in the public domain to encourage its use by interested clinicians and
researchers. No formal permission is required for its duplication and use beyond citation of its source
and authorship.
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Abstract: We describe here a new measure of religious commitment, the Belief into Action (BIAC)
scale. This measure was designed to be a comprehensive and sensitive measure of religious
involvement that could discriminate individuals across the religious spectrum, and avoid the problem
of ceiling effects that have haunted the study of highly-religious populations. Many scales assess
religious beliefs, where assent to belief is often widespread, subjective, and a superﬁcial assessment
of religious commitment. While people may say they believe, what does that mean in terms of
action? This 10-item scale seeks to convert simple belief into action, where action is assessed in
terms of what individuals say is most important in their lives, how they spend their time, and where
they put their ﬁnancial resources. We summarize here the psychometric characteristics of the BIAC
in two very different populations: stressed female caregivers in Southern California and North
Carolina, and college students attending three universities in Mainland China. We conclude that
the BIAC is a sensitive, reliable, and valid measure of religious commitment in these two samples,
and encourage research in other population groups using this scale to determine its psychometric
properties more generally.
Keywords: religion; measurement; psychometric properties; DUREL; RCI-10; China

1. Introduction
The Belief into Action Scale (BIAC) [1] is a new scale developed in response to concerns that many
religious measures only superﬁcially assess the level of religiosity and often have ceiling effects in
populations known to be highly religious (Blacks, other ethnic minorities, Middle Eastern groups,
etc.) [2–4]. The BIAC was designed to increase the sensitivity in detecting differences in religious
commitment by expanding response options so that both extremes of religiosity could be measured
(from no involvement to a life centered on religious faith). The basis for the content of the BIAC is
the importance of religion in a person’s life. What individuals spend their time, talents, and ﬁnancial
resources on matters more than what they say matters to them.
The psychometric properties of the BIAC were originally tested in a sample of 251 middle-aged
and older female caregivers (ages 40 to 75) of family members with severe disability due to stroke,
dementia, or other neurological or medical problems [1]. Participants lived in either Los Angeles
County, California, or in the Research Triangle of North Carolina (Durham-Raleigh-Chapel Hill),
areas representing two opposite sides of the United States (U.S.). Subsequently, the BIAC has been
Religions 2015, 6, 1006–1016; doi:10.3390/rel6031006
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administered in a number of populations in different areas of the United States (San Diego, California;
Terre Haute, Indiana) and in other countries (China, Spain, Iran, Ghana, Brazil, Puerto Rico). The
scale has now been translated into Spanish, Farsi, Arabic, Portuguese, and Chinese. In addition to the
original validation study, the only other study that has so far reported the psychometric properties of
the BIAC administered the scale to a sample of university students in Mainland China [5]. The present
paper is a review of the ﬁndings in those studies and presents minimal new information not contained
in those reports.
2. Scale Description and Content
The BIAC consists of 10 questions, each rated on a 1–10 scale (except the ﬁrst question, which
receives a value of 1 or 10 depending on the response). The total scale score, then, ranges from 10 to
100. The time of completion is less than two minutes. Each question was carefully chosen based on
similar questions on other scales commonly used to assess religiosity [6].
The Question #1 directly asks the person to choose their highest priority in life, with common
priorities among the response options. Relationship with, or connection to, God is one of the options.
Other priorities include family, health, job, education, acquiring wealth, independence, and so forth.
Depending on the dominant religion of the population being assessed, the word “God” may be
replaced by Allah or HaShem or Buddha or Vishnu or whatever word is used to describe the Deity in
that tradition. The Questions #2 and #3 assess degree of involvement in religious community activities
(sometimes called organizational religiosity, as distinct from non-organizational or private religious
activities). Question #4 is similar to Question #10 and examines the extent to which the respondent has
consciously decided to place his/her life under the direction of God (or conform life to the teachings
of their religious faith). The important word here is “decided”. To what extent has the person made
a conscious decision to surrender to God (a key theological teaching in Christian and Muslim faith
traditions) or conform their will to God’s will (based on religious teachings).
Questions #5 and #9 seek to determine whether use of personal ﬁnancial resources (or time) is
consistent with claims about the priority of God or religion in life. There is an old proverb that says,
“if you want to know what is really important to someone, look at their checkbook.” People usually
spend their money on things they really value—such as family, friends, sports, cars or houses, other
material possessions, vacations, business, other valued activities, or religion. Contributing money to or
spending time volunteering for religious causes or supporting a religious community, then, indicates
where the person directs their most precious resources (and may be a bit more objective in reﬂecting a
person’s priorities).
Questions #6, #7, and #8 assess level of involvement in private or non-organizational religious
activities (as distinct from organizational ones). Time spent in private religious activities—such as
watching religious TV or listening to religious radio or religious music, reading religious scriptures
or other religious literature, and praying or meditating, are examples of non-organizational religious
practices that are usually done alone. This is another good indication of how important religion is
to a person and to what extent it is integrated into all of life (with regard to use of personal time).
Involvement in organizational religious activities may be driven by a desire to socialize with others
rather than devotion to religion or worship of God. Non-organizational religious activities, however,
are not usually inﬂuenced by a desire for socialization.
In conclusion, then, the BIAC questions assess organizational and non-organizational religious
activities, as well as degree of personal (intrinsic) devotion or commitment to one’s religious faith
(these are the three major dimensions of religiosity [7]). The expansion of possible response options (1
to 10) is intended to increase the sensitivity of each question and, as noted earlier, minimize ceiling
effects (see Appendix A for the full questionnaire).
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3. Scale Scores
In the original study conducted in 2013–2014, the BIAC was administered to a convenience sample
of 246 stressed female caregivers (87% Christian) who were recruited by ﬂyers and posters describing
the study [1]. Of those, 238 (97%) complete the entire scale and of the eight remaining respondents,
six completed eight or nine of 10 items. This suggests that the scale is acceptable to most participants
who were drawn from both the West and East coasts of the U.S. While seven of the eight participants
who did not complete all 10 items were from the West coast, the average score on the BIAC in North
Carolina was 47.2 (SD = 21.5, 95% CI = 43.7–50.7), and was not signiﬁcantly different from the average
score of 45.1 (SD = 19.7, 95% CI = 41.2–49.0) obtained in Southern California (t value = 0.78, p = 0.44).
Minority status, however, did make a difference. White Caucasians scored an average of 38.9 (SD =
20.2, 95% CI = 35.0–42.8), Hispanics 49.8 (SD = 17.3, 95% CI = 41.9–57.6), and Blacks 55.2 (SD = 18.7,
95% CI = 51.3–59.1) (F value = 17.7, p < 0.0001). Among participants with no religious afﬁliation, the
average score was 13.3 (SD = 4.4, 95% CI = 9.2–17.3, range 10–22), compared to 47.4 for those with an
afﬁliation (SD = 20.1, 95% CI = 44.9–50.1). There was no evidence for a ceiling effect, even among older
(60+) Black women in the sample (median 55, range 15 to 81).
In a second study [5] conducted in 2014, the BIAC was administered to 1861 students identiﬁed
using a cluster sampling method (those registered in the same class, usually 35–45 students, were
deﬁned as a cluster and were approached to participate in the study). Average age of respondents was
21.5 years and response rate was 97.8% (1861 out of 1902 students approached). Students attended
Ningxia Medical University (NXMU) located in Ningxia province, an underdeveloped area in Western
China (n = 1078); Southern Medical University located in Guangdong province, a well-developed area
of Eastern China (n = 415); and Shaanxi University of Chinese Medicine located in Shaanxi province,
a moderately developed area in Midwestern China (n = 408). Of those, 1812 (97%) completed 100%
of questions on the BIAC and 18 (1%) completed at least 70% of questions, again indicating that the
scale was well-tolerated. The average score for the total sample was 15.9 (SD = 8.8), with signiﬁcantly
higher scores in men compared to women (17.2, SD = 10.7, vs. 14.9, SD = 7.7, respectively, p < 0.001).
Among students with no religious afﬁliation (66%), the average BIAC score was 12.4 (SD = 3.9); among
those who were Muslim (18% of the sample), average score was 26.9 (SD = 11.1); and among those
who were Christian (1.6%), average score was 29.6 (SD = 16.1). Among students who were afﬁliated
with Buddhist, Tao, or Chinese religions (13% of the sample), average BIAC score was 16.8 (SD = 7.0).
However, among those afﬁliated with these religions who indicated they had decided to conform their
life to the teachings of their religious faith at least to a moderate degree, the average score was 34.7
(SD = 10.7), not greatly different from the average score in our sample of middle-age to older White
Caucasian caregivers in the U.S. (average 38.9).
4. Psychometric Properties
The psychometric properties of the BIAC (reliability and validity) were determined in the two
populations above, which we now describe.
4.1. Reliability
Reliability of a scale is the extent to which items on the scale are measuring the same thing
(internal consistency or Cronbach’s alpha) and whether responses to the items are similar when the
scale is re-administered at different times in the same individuals (test-retest). In the original study
of stressed female caregivers from North Carolina and California, internal reliability was high, as
demonstrated by a Cronbach’s alpha coefﬁcient of 0.89 (95% CI = 0.86–0.91). Re-computing the alpha
after removing individual items on the scale resulted in alphas ranging from 0.87 to 0.89. The test-retest
reliability (assessed by the intra-class correlation coefﬁcient or ICC) of individual items and total scale
score after one week ranged from 0.66 to 0.97 for individual items and was 0.92 for the total score
(n = 60). In the Chinese college student sample, the Cronbach’s alpha was 0.83. When individual
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items were removed from the scale and alpha re-calculated, the values ranged from 0.80 to 0.84. The
test-retest reliability (ICC) of individual items and the total score after two weeks ranged from 0.36 to
0.90 for individual items and was 0.86 for the total score (n = 133). Cronbach’s alpha coefﬁcients and
ICCs that exceed 0.70 are considered satisfactory [8,9], suggesting that the BIAC is a reliable scale in
diverse populations and religious groups.
4.2. Validity
Validity is the extent to which a scale really measures the theoretical concept or characteristic that
it intends to measure. There are three basic types of validity: content validity, construct validity, and
criterion validity. There is also a fourth type of validity when comparing a new measure to an existing
measure called incremental validity.
4.2.1. Content Validity
The ﬁrst type of validity, content or face validity, was discussed in the section above on the scale’s
description and content. The content of the items chosen for the BIAC make logical sense given the
purpose of the scale.
4.2.2. Construct Validity
Construct validity is the extent to which a measure of a construct is related to things we expect
the measure to be related to and is independent of constructs we expect the measure to be independent
of. Construct validity is measured by convergent, discriminant, and factor analytic validity.
Convergent Validity
The correlation between a new scale and existing scales that have demonstrated validity is an
indicator of convergent validity. In the caregiver study, religious afﬁliation was assessed, along
with intrinsic religiosity (IR) that was measured by Hoge’s 10-item Intrinsic Religiosity Scale [10],
organizational (ORA) and non-organizational religiosity (NORA) by the ﬁve-item Duke University
Religion Index (DUREL) [11,12] (that includes 3 items from the Hoge IR scale), religious support
by Krause’s 12-item Religious Support Scale (RSS) [13], and negative religious coping (NRC) by the
seven-item subscale of the Brief RCOPE [14]. Correlations with the BIAC (and effect sizes, i.e., Cohen’s
d, where d ≥ 0.80 is considered large and d ≤ 0.20 small) were r = 0.77 (d = 2.41) for IR, r = 0.76 (d =
2.34) for ORA, r = 0.60 (d = 1.50) for NORA, r = 0.67 (d = 1.81) for RSS, and, as predicted, r = –0.20 (d
= 0.41) for NRC. These correlations indicate strong convergent validity for the BIAC in this largely
Christian U.S. sample. Furthermore, as noted earlier, the average score among those acknowledging a
religious afﬁliation (47.5, 95% CI = 44.9–50.1) was nearly four times higher than that of those indicating
no religious afﬁliation (13.3, 95% CI = 9.2–17.3).
In the study of university students in Mainland China, other religious measures were the 10-item
Religious Commitment Inventory [15] (RCI, with intrapersonal and interpersonal subscales) and
religious afﬁliation. The correlations between the BIAC and the RCI subscales were high: r = 0.67 (d =
1.81) for intrapersonal religiosity and r = 0.60 (d = 1.50) for interpersonal religiosity. The total BIAC
score also distinguished those with a religious afﬁliation from those without one (23.1, SD = 11.2, vs.
12.4, SD = 3.9, respectively, p < 0.0001).
Discriminant Validity
Discriminant validity is whether constructs or measures that are supposed to be unrelated are,
in fact, unrelated. There has been a great deal of concern that measures of spirituality often include
items that are actually measuring positive mental health or social connections, rather than anything
distinctively spiritual, resulting in serious and concerning concept overlap [16]. In our U.S. caregiver
study [1], the BIAC was only weakly related to depressive symptoms measured using the 20-item
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CES-D (r = –0.12, d = 0.24), caregiver burden using the 22-item Zarit scale (r = –0.19, d = 0.34), social
support network size (r = 0.13, d = 0.26), and physical health (r = 0.01, d = 0.02). Likewise, in the
Mainland China study [5], the BIAC was only weakly correlated with purpose in life (r = 0.01, d =
0.02), quality of life (r = –0.02, d = 0.04), life satisfaction (r = 0.02, d = 0.04), and social interaction (r =
0.10, d = 0.20). These correlations suggest that the BIAC is measuring something quite different and
distinct from mental, social, or physical health.
Factor Analytic Validity
Factor analysis determines if a measure of a construct behaves like theory says it should behave.
In the caregiver study [1], principle components analysis (PCA, not rotated) revealed a single factor
with an eigenvalue of 4.73 that explained 94.4% of the total variance (with factor loadings for individual
items ranging from 0.545 to 0.797). This is consistent with the theory that the scale is measuring a single
underlying construct that we call religious commitment. When PCA was repeated using an oblique
rotation, two factors emerged but were highly correlated with each other (r = 0.69) and many items
loaded equally on both factors. In the Chinese student study [5], PCA (oblique rotation) revealed three
factors: a “God factor” representing a single item (Question #1), a “social factor” (Questions #2, #3, #4,
#5), and a “personal factor” (Questions #6, #7, #8, #9, #10). The three-factor model explaining 66.3% of
the total scale variance was identiﬁed in the ﬁrst half of the sample (randomly split into two halves)
and was veriﬁed in the second half of the sample. The three-factor model in the Chinese sample is
consistent with the three major dimensions of religiosity that experts have identiﬁed (organizational,
i.e., social; non-organizational, i.e., personal; and subjective, i.e., God-centered commitment). The
difference in the factor structure between the U.S. caregiver and Chinese samples may be due to the
large difference in religiosity between the two populations, particularly the low religiosity in sample
from China (a country where religious involvement has been discouraged for decades). The difference
may also be due to the concept of God in eastern religions.
4.2.3. Criterion Validity
Criterion validity is the extent to which a measure is related to another measure of the construct
that represents a “gold standard” or a more objective measure of the construct (clinical exam). Since
there is no gold standard or as yet objective measure of religious commitment, criterion validity
is difﬁcult to establish for the BIAC. Criterion validity is established by concurrent validity and
predictive validity.
Concurrent Validity
In the case where a new measure is being compared to an existing measure at one point in time
(concurrent) and there is no gold standard or objective measure of the construct available, convergent
validity may be used as a proxy for concurrent validity. Convergent validity (in Section 4.2.2) has
already been discussed under construct validity above.
Predictive Validity
Predictive validity is the ability of a scale to predict over time important outcomes it should
theoretically be able to predict. We would expect greater religious commitment (BIAC scores) to predict
better mental and social health over time. Since we do not yet have longitudinal data on the BIAC, we
do not yet have a measure of predictive validity for the scale.
4.2.4. Incremental Validity
As emphasized by Piedmont [17], a fourth type of validity called incremental validity measures
the extent to which a new measure predicts important outcomes better than an existing measure. We
now compare the BIAC with a well-established measure, the Duke University Religion Index [11]. The
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DUREL is one of the most commonly-used measures of religiosity today with more than 1,130 citations
on Google Scholar as of early August 2015; more than two-thirds of those studies were published
since 2011. In the U.S. caregiver study [1], the BIAC and DUREL were correlated at r = 0.80 (d =
2.67). Table 1 examines the incremental validity of the BIAC in relationship to the DUREL in terms of
correlations with several psychological and social outcomes (incremental validity meaning the amount
of variance that the BIAC contributes to predicting the outcome above and beyond that accounted for
by the DUREL). While only a small amount of variance (R-squared) is predicted by either measure in
keeping with the discriminant validity of the DUREL and BIAC (1% to 3% and 1 to 10%, respectively),
the ﬁndings suggest that the BIAC is considerably superior to the DUREL (75% to 300%) in terms of
predicting psychosocial outcomes based on this cross-sectional work.
Table 1. Comparison of BIAC and DUREL with psychosocial outcomes in 245 female U.S. caregivers.
DUREL

BIAC

R-Squared 1

Partial F 2

R-Squared 3

Partial F 2

R-Squared increase 4

0.008
0.024 *
0.015 *
0.006
0.025 **

0.01
0.76
0.87
0.37
3.28

0.014
0.060 ***
0.040 **
0.018
0.100 ****

1.38
9.06 **
6.67 **
2.86
19.22 ****

75%
150%
167%
200%
300%

Psychosocial outcomes
Mood (CES-D)
Perceived stress (Cohen)
Caregiver burden (Zarit)
Social support (SSQ-N)
Social support (SSQ-S)

Notes: BIAC = Belief into Action Scale; DUREL = Duke University Religion Index; CES-D = Center for Epidemiologic
Studies—Depression; Zarit = Zarit Burden Interview; Cohen = Perceived Stress Scale; SSQ-N = Social Support
Questionnaire-network size; SSQ-S = Social Support Questionnaire-satisfaction with support; 1 R-squared from
model with only DUREL in model; 2 Type III SS from general linear model with both DUREL and BIAC included;
3 R-squared from model with both DUREL and BIAC included; 4 R-squared increase=percentage increase in
R-squared with addition of BIAC to model with DUREL; * p<0.05; ** p<0.01; *** p<0.001; **** p<0.0001.

5. Discussion and Conclusions
Based on a study of stressed female caregivers from the U.S. and university students from
Mainland China, the BIAC is a sensitive and comprehensive measure of religious commitment with
solid psychometric characteristics that allow for assessment across a wide range of religious belief and
activity. The relatively weak associations between the BIAC and mental and social health outcomes
in stressed female caregivers appear to be stronger (by 75 to 300 percent) compared to a standard,
widely-used measure of religiosity (DUREL), which may reﬂect the BIAC’s greater sensitivity and,
perhaps, greater accuracy. There is no evidence that the measure has a ceiling effect, even in Black
older women who have long been known as the most religious age-gender-race group in America [18].
Although primarily designed for members of monotheistic religious traditions, the BIAC also
performed fairly well in university students in Mainland China, a population at the other end of the
religiosity spectrum afﬁliated with a variety of non-monotheistic religions or no religion. Given the
limited populations that it has been studied in so far, more research is needed on the psychometric
characteristics of the BIAC in other age, race, and gender groups located in secular and religious
regions of the U.S. and other countries of the world, especially the Middle East. Several such studies
are now ongoing (with a Muslim version of the BIAC in Arabic available). In particular, the factor
structure of the BIAC needs evaluation in different religious and non-religious groups that include
both men and women in order to determine if the one-factor, two-factor, or three-factor model best
describes the structure of the scale. Most of the sample in the U.S. caregiver sample was Christian,
which undoubtedly played a major role in the un-rotated single factor structure of the BIAC. The
exact nature of the factor structure was called into question with the more diverse Chinese sample,
underscoring the need for future research.
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Appendix
Appendix A Belief into Action Scale
1.

Please circle the highest priority in your life now? (most valued, prized) [circle only one]
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

My health and independence
My family
My friendships
Job, career or business
My education
Financial security
Relationship with God
Ability to travel & see the world
Listening to music and partying
Freedom to live as I choose

2.

How often do you attend religious services? (circle a number below)

3.

Other than religious services, how often do you get together with others for religious reasons
(prayer, religious discussions, volunteer work, etc.)?

4.

To what extent (on a 1 to 10 scale) have you decided to place your life under God’s direction?

5.

What percentage of your gross annual income do you give to your religious institution or to other
religious causes each year?
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6.

On average, how much time each day (in 24 hours) do you spend listening to religious music or
radio, or watching religious TV?

7.

On average, how much time each day do you spend reading religious scriptures, books, or other
religious literature?

8.

On average, how much time each day do you spend in private prayer or meditation?

9.

On average, how much time each day do you spend as a volunteer in your religious community
or to help others for religious reasons?

10.

To what extent (on a 1 to 10 scale) have you decided to conform your life to the teachings of your
religious faith?

Scoring instructions:
(1)
(2)

Recode Q1 as follows: 7 = 10, all other answers = 1
Sum recoded Q1 + Q2 thru Q10 to arrive at total score (range 10–100)

BIAC is also available in Arabic, Chinese, and Spanish
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Abstract: This paper gives a summary of ﬁndings from studies using the ﬁve-item Reliance on
God’s Help (RGH) scale, which was developed a decade ago as an integral part of a comprehensive
measure to differentiate between external and internal adaptive coping strategies. It has been used
for both healthy and diseased persons. We will summarize data on internal reliability scores and the
distribution of mean values for the respective items in the different study samples. Also, we will
present a structural equation model (SEM) to conﬁrm the scale’s validity. Our analysis shows that
the RGH scale is a short, valid, and reliable measure of a person’s strong basic trust in God (faith),
regardless of what life brings. The items do not address aspects such as well-being, inner peace,
or speciﬁc moods. Thus, it is important to note that the RGH scale was not per se associated with
indicators of well-being or health-related quality of life, indicating distinct dimensions.
Keywords: Reliance on God’s help; religious trust; faith; questionnaire; validation; chronic illness;
healthy persons; life satisfaction; quality of life; well-being

1. Background
Since its beginnings, the psychology of religion [1] has had a strong current of research focused on
investigating the functions of religious beliefs as they relate to cognitions, emotions, and behaviors, e.g.,
regarding physical and mental health, coping with critical life events, or managing stress in general [2].
According to the Transactional Model of Stress [3], when a person is confronted with signiﬁcant health
problems or life stressors, after at least two rounds of appraisal to assess the relevance of the stressor,
its controllability, and the availability of coping resources, he or she may use distinct strategies to deal
with these stressors. With respect to the Locus of Control concept [4,5], one may turn to external sources
of help or may rely on personal (internal) resources to control the situation and stressor. In the case
of illness, a common external resource of help might be a medical doctor. However, not all problems
can be solved, and thus persons “have to adapt and ﬁnd ways to maintain physical, emotional and
spiritual health—despite their symptoms” [6]. Often, people may search for further (“more powerful”)
external sources and look to transcendent sources of help (i.e., “God”).
This strategy may be a reactive process in response to a stressor (resulting in prayers for help), a
lifelong trained habit (in terms of a “trait”), or the conviction that faith is a stronghold and God is at
one’s side whatever life brings [6]. This can be regarded as a strong basic trust in God, who is expected
to carry one through such phases of insecurity or illness. As a result, people who rely on theistic
beliefs may pray for various reasons: to connect with the Sacred (communication), to become healthy
again (invocation), or to articulate fears and worries without any further expectation of healing (which
Religions 2015, 6, 1358–1367; doi:10.3390/rel6041358
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nevertheless may result in feelings of relief). Interestingly, research on this topic has shown that most
patients with chronic diseases pray with the intention of ﬁnding relief from their suffering; they do not
necessarily pray to receive healing, but to “positively transform the experience of their illness” [7].
In addition, such reliance on God’s help does not necessarily mean that people passively wait for
God to do the job; they also actively rely on their internal resources and consult medical doctors [8–10].
Such trust in God (referring to Proverbs 3:5) may imply the ability of a religious person to recognize
God’s presence in everything that happens, and therefore hold the conviction that God is at one’s side,
even in bad times. This may strengthen their hope, their conﬁdence to utilize their own resources
(with God’s support), and their commitment to connect with God consciously through prayer.
2. The Reliance on God’s Help Scale: Description of Items
To operationalize this trust in a transcendent (theistic) source, the Reliance on God’s Help (RGH)
scale (alternatively entitled Trust in God’s Help scale) was developed about 10 years ago as part of a larger
construct to address adaptive coping strategies related to the “locus of health control” concept [10,11].
The items were designed so as to be kept separate from aspects of psycho-emotional well-being,
thankfulness, or feelings of spiritual peace or comfort. Conceptually, the ﬁve-item RGH scale is
similar to SpREUK’s [SpREUK is an acronym of the German translation of “Spiritual and Religious
Attitudes in Dealing with Illness”] (religious) Trust scale and also uses one of its items [12,13]. From a
theoretical point of view, the scale’s topics differ from Pargament’s concept of Religious Coping [14],
which addresses the function of problem solving and differentiates between three styles: a deferring
style (God will solve the problems), a self-directing style (use resources God has given to solve the
problems on their own), and a collaborative style (problems are solved together with God) [15]. With
the exception of one prayer item, the RGH scale does not refer to active coping strategies to restore
health. Instead, it addresses the following topics:
Unconditional trust (“Whatever happens, I will trust in a higher power that carries me through”)
Hopeful belief (“I have strong belief that God will help me”)
Faith as a resource (“My faith is a stronghold, even in hard times”)
Connection and effect/function (“I pray to become healthy again”)
Behavioral correspondence (“I try to live in accordance with my religious convictions”)
These items were scored on a ﬁve-point scale from disagreement to agreement, and the mean
scores were transformed to a 100% level (transformed scale score).
3. Reliance on God’s Help Scale: Internal Reliability Data and the Structural Equation Model
The internal reliability of the RGH scale was very good in most tested samples of healthy and
diseased persons (Cronbach’s alpha between 0.90 and 0.96) (Table 1). However, in a sample of Catholic
pastoral workers, who all agreed with the statements, its internal reliability was acceptable yet lower
(alpha = 0.78). Accuracy (corrected item—scale correlation) of the scale items was high in all samples
(Table 1). Using the complete data sets, explorative factor analysis (Varimax rotation) of the scale
(alpha = 0.96) determined one single factor which explained 84% of variance.
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Table 1. Descriptive data with the RGH scale applied in different samples (data were calculated using
the data sets of respective samples).
Healthy
persons [11] *

Chronic pain
diseases [9]

Female cancer
[8]

Depressive/addictive
diseases [16]

Pastoral
workers [17] *
5.460

Sample size (n)

3.593

448

390

110

Mean age (years)

63.9 ± 11.3

54.0 ± 14.9

59.7 ± 7.3

47.5 ± 10.1

-

Cronbach’s alpha

0.90

0.94

0.96

0.94

0.78

Corrected Item—Scale
Correlation

0.77 to 0.87

0.79 to 0.92

0.82 to 0.93

0.77 to 0.91

0.46 to 0.66

RGH Score (M ± SD)

54.7 ± 34.8

55.3 ± 33.1

56.5 ± 35.0

45.8 ± 34.0

83.8 ± 14.0

a35 “Whatever happens,
I will trust in a higher
power that carries me
through”
a36 “I have strong belief
that God will help me”

34
16
50

30
23
47

27
16
57

36
26
39

2
4
94

32
18
50

29
23
49

30
17
53

40
21
39

2
8
90

a37 “My faith is a
stronghold, even in hard
times”

31
18
51

29
22
49

30
15
55

40
20
40

2
8
90

a38 “I pray to become
healthy again” **

40
16
45

35
16
49

34
13
54

54
12
34

2
6
93

a 39 “I try to live in
accordance with my
religious convictions”

37
17
46

35
19
46

36
20
44

49
20
32

8
9
83

Agreement to Speciﬁc
Statements

Scores (%): no—undecided—yes

* Subsample of the whole data set (n = 5830); ** For healthy pastoral workers, the phrasing was changed to “I pray
that I am able to cope with arising problems”.

In most tested samples, a majority indicated that they have trust in a higher power, that faith is a
stronghold for them, and that they believe God will help them (Table 1), i.e., about half of the enrolled
persons would agree, and one-third would disagree. Nevertheless, this does not necessarily mean
that all persons would pray to become healthy again (34%–54% would not); particularly, persons with
depressive and/or addictive diseases are less likely to pray for this (Table 1).
To analyze how the RGH relates to these ﬁve items, we relied on a structural equation model
(Figure 1) using the combined data sets (without pastoral workers to avoid systematic ceiling effects
related to their profession). These ﬁve variables contributed signiﬁcantly to explaining the RGH as
they are components of a regression model with similar weights as the RGH. Moreover, they also
have an unobserved common variance in between, which indicates communality between all ﬁve.
The variables also correlated with each other. Interestingly, “strong belief that God will help” (a36)
and “living in accordance with religious convictions” (a39) have a very weak negative relationship
(r = –0.16).
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Small arrows between items and scale (RGH) describe regression coefﬁcients (beta), thick arrows
between items and factor (fc1) describe the standardized parameters from the factor analysis, while
thin arrows between items describe correlations (r).
Figure 1. Structural equation model of RGH items (a35, a36, a37, a38, a39).

The structural equation model (SEM) presented below contains both the regression model for
RGH and the factor analysis. The goodness of ﬁt for this SEM model conﬁrms its validity (CFI = 1.0,
TLI = 0.99, RMSEA = 0.045, SRMR = 0.003).
In the following sections, we describe how the mean scores of the RGH scale were distributed
in different samples, the inﬂuence of sociodemographic data, which variables may be related, and
ﬁndings from previous studies and analyses [8–11,16,17].
4. Distribution of RGH Scores in Different Samples
In a large sample of German health insurance recipients [9], we analyzed the subgroup of healthy
persons (mean age 64 ± 11 years of age; 70% male) derived from [11]. Here, the RGH scale had a mean
score of 54.7 ± 34.8 (Table 1). Age had a relevant inﬂuence (F = 45.1; p < 0.0001), with the lowest scores
in younger persons (<40 years: 43.2 ± 32.8) and the highest in older persons (>80 years: 71.5 ± 32.0).
Women had higher RGH scores than men (60.1 ± 35.6 versus 52.5 ± 34.2; F = 35.8; p < 0.001); however,
level of education had no relevant inﬂuence (F = 1.2; ns.). Within the larger sample [11], the subgroup
of patients with cancer had higher RGH scores (61.4 ± 34.0) than those with other chronic diseases
(54.0 ± 34.4) or healthy individuals (54.8 ± 34.8). These differences were statistically signiﬁcant (F =
6.1; p < 0.0001).
In patients with chronic pain diseases (mean age 53.9 ± 15.9 years; 84% female; 77% Christian
afﬁliation, 5% other, 18% none) [9], the RGH scale had a mean score of 55.3 ± 33.1 (Table 1). Here,
women had signiﬁcantly higher scores than men (F = 5.3; p = 0.022).
In a sample of cancer patients (mean age 59.7 ± 7.3; all but one were female; 69% Christians, 31%
no religious denomination) [8], the RGH score was 56.5 ± 35.0 (Table 1). As one would expect from
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the aforementioned ﬁndings, patients with a Christian afﬁliation scored signiﬁcantly higher on the
RGH scale than in those without a religious denomination (72.2 ± 25.2 versus 22.6 ± 28.0; F = 299.5; p <
0.0001), indicating criterion validity.
In patients with depressive and/or addictive disorders (mean age 47.5 ± 10.1; 51% women;
68% Christians, 1% other, 31% no religious denomination) [16], the scale’s mean score was lowest
(45.8 ± 34.0) (Table 1). In this sample, there were no signiﬁcant effects related to gender (F = 1.1;
n.s.). Still, religious denomination had an inﬂuence (F = 36.2; p < 0.0001). Interestingly, patients
with addictive diseases had higher scores (59.3 ± 37.1) than those with depressive (41.2 ± 31.9) or
unspeciﬁed psychiatric diseases (36.9 ± 29.8) (F = 3.6; p = 0.030).
The mean RGH score in healthy and diseased samples (6550 persons) is 55.1 ± 34 (ranging from 0
to 100; 25% percentile at 25, 75% percentile at 85).
To test the RGH scale with a positively selected sample, we used it in a study of Catholic pastoral
workers, assuming that this group would have very high RGH scores [17]. From the larger sample,
we analyzed a subgroup of 5460 persons (54% were aged between 45–65 years; 76% were male, all
Christians). As expected, the scale’s mean score was very high (83.8 ± 14.0). Gender had no signiﬁcant
inﬂuence within this sample (F = 0.4; n.s.). However, underlying profession (F = 25.2; p < 0.0001) and
age (F = 4.2; p < 0.0001), with the highest RGH scores in very old persons (>85 years: 88.5 ± 11.7) and
the lowest in younger ones (<35 years: 82.7 ± 13.1), had an inﬂuence.
5. Correlation between RGH Scores and Measures of Religiosity
In patients with chronic diseases [9], RGH scores were strongly associated with SpREUK’s
religious Trust scale (r = 0.77). Both scales are not identical (although they share one item), but have
similar motifs (Table 2).
Table 2. Synoptic comparison of RGH and SpREUK’s Trust scale items (with same scoring options).
RHG scale

SpREUK’s Trust scale [13]

Whatever happens, I will trust in a higher power which
carries me through.
I have strong belief that God will help me.
My faith is a stronghold, even in hard times.
I pray to become healthy again.
I try to live in accordance with my religious convictions.

Whatever happens, I will trust in a higher power
which carries me through
In my mind, I am connected with a “higher source”.
I have faith in spiritual guidance in my life.
I am convinced that death is not an end.
In my mind, I am a religious individual.

Moreover, the RGH also correlated moderately with SpREUK’s Search for Spiritual Support Scale
(r = 0.47), and to a lesser extent also with the positive interpretation of illness (Reappraisal; r = 0.30).
With respect to the frequency of engagement in various spiritual practices, RGH correlated strongly
and best with religious practices (r = 0.64) and gratitude/awe (r = 0.59) [9]. These ﬁndings indicate
construct validity.
Support that the RGH is in fact a measure of religious trust and is relevant particularly for
spiritual/religious persons comes from further data which shows that patients with chronic pain
diseases who regard themselves as both religious and spiritual (R+S+) had the highest RGH scores
(72.9 ± 27.9). Those who regard themselves as religious but not as spiritual (R+S−; 68.1 ± 26.2)
followed, and then those who see themselves as spiritual but not religious (R–S+) (41.4 ± 32.1).
Patients who regarded themselves as neither religious nor spiritual (R–S−) had the lowest scores (27.0
± 24.6), indicating that they do not rely on this source [9]. These results differ signiﬁcantly (F = 59.5; p
< 0.0001) and again suggest good construct validity.
6. Methodological Issues: RGH is not Associated with Health-Related Measures
We believe that this compact and circumscribed scale may be beneﬁcial in health studies. Several
multidimensional instruments on spirituality, particularly when used as a one-scale measure rather
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than differential subscales, tend to correlate considerably with mental components of quality of life
measures. Thus, to avoid “false positive” associations between RGH and measures of psychological
quality of life and life satisfaction, the items of the RGH were created as to not conceptually overlap
with measures of psycho-emotional well-being or feelings of spiritual peace or comfort. In our samples
of persons with chronic diseases, cancer, and also healthy individuals [6], there were only marginal
associations between the RGH and health-related quality of life, as measured by the Medical Outcomes
Study Short-Form Health Survey SF-12 questionnaire. Also, in female cancer patients [8], the RGH
was either not at all or only marginally related to cancer-related fatigue (r = 0.08), life satisfaction (r =
0.09), anxiety (0.08), depressive symptoms (r = − 0.15), and SF-12’s mental health component (r = −
0.13). Similarly, in patients with depressive and/or addictive diseases [16], the RGH was weakly—but
signiﬁcantly—associated with life satisfaction (r = 0.24). However, the weak association for depression
scores (r = − 0.13) failed to reach a level of signiﬁcance.
These ﬁndings stand in contrast to results obtained with other measures of religiosity such as
the Daily Spiritual Experience Scale (DSES). The DSES addresses speciﬁc experiences such as feeling
God’s presence, feeling God’s love, a desire to be closer to God, ﬁnding strength/comfort in God,
but also being touched by the beauty of creation, etc. [18,19]. One may thus assume that in religious
persons the DSES is a measure of spiritual (or better, religious) well-being. In fact, in Catholic pastoral
workers [17], the DSES was signiﬁcantly associated with life satisfaction (r = 0.38), stress perception (r
= − 0.29), and depressive symptoms (r = − 0.29).
Also “spiritual well-being” as measured with the Functional Assessment of Chronic Illness
Therapy—Spiritual Well-being Scale (FACIT-Sp) [20,21] with its sub-constructs:

•
•
•

faith (i.e., ﬁnd comfort in faith; ﬁnd strength in faith; difﬁcult times have strengthened faith; know
that whatever happens with illness, things will be okay),
meaning (i.e., have a reason for living; life has been productive; feel a sense of purpose in life; life
lacks meaning and purpose), and
peace (feel peaceful; have trouble feeling peace of mind; able to reach down deep inside myself in
order to feel comfort; feel a sense of harmony)

should correlate with measures of health. These items clearly address a person’s well-being, and
thus one may assume inverse associations, particularly with mental health. Indeed, in female cancer
survivors it is particularly the (non-religious) peace component which is moderately associated with
anxiety (r = − 0.48) and depression (r = − 0.45). To a lesser extent, the (existential) component meaning
correlated with anxiety (r = − 0.22) and depression (r = − 0.32), whereas the faith sub-construct was
only marginally associated with depression or anxiety (r < 0.20) [22].
Thus, speciﬁc scales intended to measure 1) spirituality in its wider context or 2) religiosity
in its more speciﬁc, faith-associated context may be associated because the constructs overlap (i.e.,
well-being, inner peace). On the other hand, they may not be associated because both measure different
and independent dimensions. The latter seems to be true for the RGH scale and for the (religious) faith
component of the FACIT-Sp.
7. Conclusions
Developed a decade ago as an integral part of a comprehensive measure to differentiate between
external and internal adaptive coping strategies, our analysis has shown that the RGH scale is a unique
measure of a person’s strong basic trust in God (faith), regardless of what happens. It was used in
several published studies among both healthy and diseased individuals. Our summary of ﬁndings
about this short instrument indicates that the ﬁve-item RGH is a valid and reliable instrument to
measure religious trust among persons with a theistic religious background. So far, there have been no
longitudinal studies that have analyzed changes in the RGH during phases of existential crisis or its
adjustment across illness trajectories. It is important to note, however, that this instrument is not per
se associated with indicators of well-being or health-related quality of life, indicating clearly distinct
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dimensions. In other words, subjective religiousness consists of various dimensions, elements, and
functions with different effects and meanings to the different individuals. Even empirically, religiosity
cannot be reduced completely to coping or health-related functions [1].
Acknowledgments: We are grateful to all colleagues and collaborators, and to Karin Jors for her help as a
native speaker.
Conﬂicts of Interest: The authors declare no conﬂict of interest.
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Abstract: The Katz-Francis Scale of Attitude toward Judaism was developed initially to extend
among the Hebrew-speaking Jewish community in Israel a growing body of international research
concerned to map the correlates, antecedents and consequences of individual differences in attitude
toward religion as assessed by the Francis Scale of Attitude toward Christianity. The present paper
explored the internal consistency reliability and construct validity of the English translation of the
Katz-Francis Scale of Attitude toward Judaism among 101 Australian Jews. On the basis of these data,
this instrument is commended for application in further research.
Keywords: psychology; religion; Australia; Judaism; attitude; Katz-Francis Scale of Attitude
toward Judaism

1. Introduction
The measurement-based approach to the empirical psychology of religion, as reviewed for
example by Spilka, Hood, Hunsberger, and Gorsuch [1] and Hood, Hill and Spilka [2], remains
dominated by studies shaped within Christian or post-Christian contexts. Reviews of instruments
developed for research within the empirical psychology of religion conﬁrm the paucity of scales
designed speciﬁcally for application within other religious traditions [3,4].
One highly productive strand of research within the measurement-based approach to the
empirical psychology of religion within Christian or post-Christian contexts has focused on the
affective dimension of religion as operationalized through the Francis Scale of Attitude toward
Christianity. Developed ﬁrst in English in the late 1970s, as reported by Francis [5,6], the Francis
Scale of Attitude toward Christianity is currently available in Arabic [7], Czech [8], Chinese [9,10],
Dutch [11], French [12,13], German [14,15], Greek [16], Italian [17], Norwegian [18], Portugese [19],
Romanian [20], Slovenian [21], Spanish [22], Swedish [23], and Welsh [24,25].
In order to extend this strand of research beyond the conﬁnes of the Christian and post-Christian
context, three related instruments have been developed for application in Islamic, Hindu and Jewish
contexts: The Sahin-Francis Scale of Attitude toward Islam [26], the Santosh-Francis Scale of Attitude
toward Hinduism [27], and the Katz-Francis Scale of Attitude toward Judaism [28]. In order to develop
the Katz-Francis Scale of Attitude toward Judaism, the 24-items of the original Francis Scale of Attitude
toward Christianity were discussed by a group of theologians and religious educators representing
both the Jewish tradition from Bar-Ilan University and the Christian tradition from the University
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of Wales, Bangor. The items were ﬁrst developed in English, then translated into Hebrew and then
back-translated into English to check the reliability of the translation.
In their foundation study, Francis and Katz [28] conﬁrmed the internal consistency reliability and
construct validity of this instrument among 618 Hebrew-speaking undergraduates attending Bar-Ilan
University. Alpha coefﬁcients of 0.98 were reported among female students and of 0.97 among male
students [29]. Signiﬁcant positive correlations with synagogue attendance were reported among both
female students (r = 0.35) and male students (r = 0.72) and with prayer were reported among both
female students (r = 0.51) and male students (r = 0.79).
The internal consistency reliability and construct validity of the Hebrew form of the Katz-Francis
Scale of Attitude toward Judaism was conﬁrmed by Yablon, Francis, and Robbins [30] in an
independent study conducted among 284 Hebrew-speaking female students at Bar-Ilan University.
In this study an alpha coefﬁcient of 0.94 was reported, together with signiﬁcant positive correlations
with synagogue attendance (r = 0.37) and with prayer (r = 0.60).
2. Research Question
The Katz-Francis Scale of Attitude toward Judaism, reported by Francis and Katz [28] and further
tested by Yablon, Francis, and Robbins [30] was developed in Hebrew and has so far only been
employed and tested in Israel. Against this background the aim of the present study was to establish
and test an English language version of the instrument for use among Jewish communities in the
English-speaking world. The opportunity to do this was provided by a study among Australian Jews.
3. Method
3.1. Participants
Participants were 101 members of the Australian Jewish community with females comprising 68%
of the sample. The sample was acquired through synagogues in Sydney and Melbourne and through
the Maccabi sporting clubs.
Of the female respondents, 12% were under the age of twenty, 28% were in their twenties, 8% were
in their thirties, 8% in their forties, 12% in their ﬁfties, 18% in their sixties, and 14% were in their
seventies or older; 21% attended synagogue never or almost never, 8% attended only on Yom Kippur,
25% attended mainly on high holidays, 21% attended during all or most of the festivals, 23% attended
weekly but not daily, and 2% attended synagogue daily; 27% prayed never or almost never, 6% prayed
only on Yom Kippur, 12% prayed mainly on high holidays, 14% prayed during all or most of the
festivals, 20% prayed weekly but not daily, and 20% prayed daily; 53% did not follow Kashrut,
17% followed Kashrut during Passover, 15% followed Kashrut at home, and 15% followed Kashrut all
the time.
Of the male respondents, 12% were under the age of twenty, 33% were in their twenties, 12% were
in their thirties, 10% in their forties, 10% in their ﬁfties, 12% in their sixties, and 12% were in their
seventies or older; 29% attended synagogue never or almost never, 12% attended only on Yom Kippur,
35% attended mainly on high holidays, 4% attended during all or most of the festivals, 16% attended
weekly but not daily, and 4% attended synagogue daily; 34% prayed never or almost never, 8% prayed
only on Yom Kippur, 22% prayed mainly on high holidays, 6% prayed during all or most of the festivals,
10% prayed weekly but not daily, and 20% prayed daily; 60% did not follow Kashrut, 13% followed
Kashrut during Passover, 19% followed Kashrut at home, and 9% followed Kashrut all the time.
3.2. Measures
The Katz-Francis Scale of Attitude toward Judaism [28], based on the Francis Scale of Attitude
toward Christianity [31,32], is a 24-item Likert type instrument, employing a 5-point response scale:
Agree strongly, agree, not certain, disagree and disagree strongly. The individual items are concerned
with an affective response toward God, bible, prayer, synagogue, and the Jewish religion. In this study
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questions containing the word “bible” were adjusted by substituting “torah” instead, a word which is
more appropriate to the Jewish faith.
Behavioral elements of religion were also assessed. Synagogue attendance was assessed on a
6-point scale: Never or almost never, only on Yom Kippur, mainly on high holidays, during all or
most of the festivals, weekly but not daily and daily. Personal prayer was assessed on a 6-point scale:
never or almost never, only on Yom Kippur, mainly on high holidays, during all or most of the festivals,
weekly but not daily and daily. Observance of Kashrut Jewish dietary laws was assessed on a 4-point
scale: I don’t follow them, only during Passover, mainly in my home, and all the time.
3.3. Procedure
Participants were tested at the synagogue, in the Maccabi club rooms and at their home.
The questionnaire was completed by individuals and in groups in quiet settings where participants
were not allowed to discuss their answers.
3.4. Data Analysis
The data was analysed using the SPSS statistical package particularly the scale reliability and
correlations analyses.
4. Results and Discussion
Table 1 presents the item rest of test correlation coefﬁcients in respect of all 24 scale items,
together with the alpha coefﬁcient for females and for males separately. Table 1 also presents the
loadings on the ﬁrst factor of the unrotated solution proposed by principal-component analysis,
together with the percentage of variance explained by the ﬁrst factor for females and for males
separately. Furthermore, the dataset possessed near perfect sampling adequacy, as assessed through
the Kaiser-Meyer-Olkin (KMO) statistic (KMO = 0.94). These sets of statistics support the conclusion
that the scale is characterized by homogeneity, unidimensionality, and internal consistency reliability
among females and males. The alpha coefﬁcients (0.97 and 0.97) are of similar order to those reported
by Francis and Katz [28], which ranged between 0.97 and 0.98. The proportions of variance accounted
for by the ﬁrst factor are also similar to those reported by Francis and Katz [28], which ranged between
61.8% and 66.9%. A two-factorial solution was also assessed; however, it was rejected since (a) the
variance explained by the second factor was rather low (7.56%) and (b) the makeup of that factor
was meaningless.
Table 1. The Katz-Francis scale of attitude toward Judaism.
Female

I ﬁnd it boring to learn the Torah *
I know that my religion helps me
Saying my prayers helps me a lot
The synagogue is very important to me
I think going to synagogue is a waste of my time *
I want to love G_d
I think synagogue services are boring *
I think people who pray are stupid *
G_d helps me to lead a better life
I like to learn about G_d very much
G_d means a lot to me
I believe that G_d helps people
Prayer helps me a lot

56

Male

r

f

r

f

0.71
0.63
0.73
0.63
0.61
0.86
0.59
0.55
0.90
0.74
0.86
0.80
0.83

0.66
0.61
0.82
0.74
0.90
0.78
0.82
0.57
0.86
0.58
0.80
0.73
0.89

0.57
0.70
0.78
0.61
0.66
0.82
0.51
0.70
0.90
0.54
0.87
0.84
0.80

0.71
0.83
0.89
0.82
0.82
0.87
0.78
0.75
0.87
0.75
0.93
0.84
0.92
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Table 1. Cont.
Female

I know that I am very close to G_d
I think praying is a good thing
I think the Torah is out of date *
I believe that G_d listens to prayers
G_d doesn’t mean anything to me *
G_d is very real to me
I think saying prayers does no good *
The idea of G_d means much to me
I believe that my religion still helps people
I know that G_d helps me
I ﬁnd it hard to believe in G_d *
Alpha/percent of variance

Male

r

f

r

f

0.79
0.83
0.66
0.79
0.80
0.89
0.75
0.90
0.65
0.86
0.84
0.97

0.82
0.74
0.49
0.85
0.68
0.88
0.72
0.85
0.76
0.83
0.75
61.9%

0.86
0.86
0.64
0.82
0.88
0.84
0.86
0.77
0.60
0.88
0.72
0.97

0.88
0.84
0.64
0.85
0.85
0.82
0.89
0.76
0.72
0.86
0.83
61.3%

Notes: * Reverse-coded items; r correlation between item and sum of other items; f factor loading.

Steps towards assessing the construct validity of this scale can be made by assessing the
extent to which certain predictions about the theoretical variations in attitude scores are reﬂected
empirically [33,34]. While attitudes alone may not be simple or direct predictors of behavior [35,36],
substantial evidence suggests a fairly close relationship between attitude toward religion and religious
behavior, as demonstrated, for example, by Francis, Lewis, Philipchalk, Brown, and Lester [32]. For this
reason, the construct validity of the Francis Scale of Attitude toward Christianity has generally been
established by means of correlation with indices of religious behavior. In the case of Judaism, the path
between attitudinal predisposition and religious behavior can be considered as not dissimilar from the
case of Christianity. For this reason, three behavioral measures of religious practice were included in
the current survey, namely measures of personal prayer, synagogue attendance, and observation of the
dietary laws of Kashrut. Signiﬁcant positive correlations were found between scores recorded on the
Katz-Francis Scale of Attitude toward Judaism and all three behavioral measures among both men
and women. For men the following correlations were reported: prayer, r = 0.72; synagogue, r = 0.67;
Kashrut, r = 0.44. For women the following correlations were reported: prayer, r = 0.71; synagogue,
r = 0.71; Kashrut, r = 0.59. These statistics support the construct validity of the attitude scale.
5. Conclusions
The present study set out to build on the work of Francis and Katz [28] and Yablon, Francis,
and Robbins [30] who constructed and tested the Hebrew language Katz-Francis Scale of Attitude
toward Judaism, rooted in the theory and empirical research pioneered by the Francis Scale of Attitude
toward Christianity [32]. The objective of the present study was to examine the internal consistency
reliability and construct validity of an English language version of this instrument among a sample
of Australian Jews. Data provided by 101 members of the Australian Jewish community accessed
through synagogues in Sydney and Melbourne and through the Maccabi sporting clubs reported
highly satisfactory statistics of internal consistency reliability and construct validity among both men
and women. On this basis the scale can be commended for further empirical studies concerned to map
the personal and social correlates of individual differences in attitude toward Judaism among Jews
living in Australia.
This instrument can also be commended for application and examination among the Jewish
community in other English-speaking countries and for translation and testing in other languages.
Author Contributions: Patrick Lumbroso, Kirill Fayn and Niko Tiliopoulos jointly conceived and designed the
project, conducted the data analyses, and organized the argument. Leslie J Francis served as project leader and
assisted with the contextualization and writing.
Conﬂicts of Interest: The authors declare no conﬂict of interest.
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Abstract: The empirical properties of a revised 24-item instrument called the Thanissaro Scale
of Attitude towards Buddhism (TSAB-R) designed to measure Buddhist affective religiosity are
described. The instrument was tested on adolescents and teenagers in the UK. Discriminant validity
of the instrument was found satisfactory in relation to Buddhist afﬁliation and content validity in
relation to religious involvement with temple attendance, scripture reading, meditation, having had
a religious or spiritual experience and religious style. Unlike Christians, for Buddhists, affective
religiosity was found to vary independently from age and sex. The differential between heritage and
convert religious style of Buddhism was linked to the perceived affective religiosity of the Buddhist
features of the home shrine and bowing to parents. Factor analysis revealed two subscales within the
instrument for intellectual and affective components. With conﬁrmation of the validity and reliability
of the revised scale, the instrument is commended for measurement of Buddhist affective religiosity
with adults and children down to the age of 13 years.
Keywords: Buddhism; religiosity; quantitative measure; affective religiosity

1. Introduction
Modelling the religious sphere of life has led to the development of over 125 measurement
scales [1]. Broadly speaking, the four core aspects of religiosity amenable to measurement include:
religious belief, attitude to religion, religious participation and afﬁliation ([2], pp. 129–30). Since
the majority of these measures have been grounded in monotheistic religions, it cannot be assumed
they can be extrapolated to a non-theistic religion like Buddhism. Since some Buddhists question the
salience of (dogmatic) belief to Buddhism [3], it is likely that the relationship between attitude towards
religion, participation and afﬁliation would hold the key to measurement of Buddhist religiosity.
Preliminary work with attitude towards Buddhism has borrowed from the principles of the
Francis Scale of Attitude toward Christianity (FSAC) [4]. Research with adolescents in the UK resulted
in the design and reliability testing of a 24-item, 5-point Likert attitude scale for Buddhism known as
the Thanissaro Scale of Attitude towards Buddhism (TSAB)—an instrument designed to measure the
affective aspect of Buddhist religiosity as well as the intellectual response to Buddhist tenets [5]. Given
that many aspects of Buddhist teachings such as karma and meditation elicit positive attitudes even
outside the community of those self-identifying as Buddhist, the scale was designed on the basis of
an exercise in discriminant validity: containing Buddhism-based attitude questions with the biggest
differential between Buddhists and non-Buddhist views. The designer of TSAB had no chance to test
the validity of the scale directly with Buddhists and commended this task to future research along
with comparison of the affective aspect of Buddhism with other individual differences and dimensions
of religiosity.
It is a challenge to ﬁnd shared identity in the diverse Buddhist community. Often there seem to
be more differences from one Buddhist to another, than between Buddhists and non-Buddhists. One of
Religions 2016, 7, 44; doi:10.3390/rel7050044
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the biggest sources of internal diversity is seen in the heritage-convert dichotomy for Buddhists in
western society—while some of these Buddhists have ethnic roots in the countries of Asia (so-called
“heritage Buddhists”) (e.g., [6], p. 199), others have converted to Buddhism independent of their
family’s inﬂuence (so-called “convert” Buddhists) (e.g., [7], pp. 42–49). These different routes into
Buddhist faith result in major differences in religious style.
For most religions, participation is measured by frequency of place of worship attendance
frequency, personal prayer and scripture reading. For Buddhists, equivalents can be found for all
three of these modes of religious participation. Scripture reading would mean study of the Buddhist
sutras or the Tipit.aka in translation and chanting of tracts of Buddhist verses in the relevant scriptural
language—with 55% of Buddhists involved with this form of practice to some extent. For Buddhists,
attendance at a place of worship for those of heritage style would mean visits to Buddhist temples,
but for those of convert style it might mean joining activities at meditation centres or Buddhist
centres, with 98% of Buddhists involved in this practice to some extent, making it the most ubiquitous
expression of religious participation—being practised intensively by heritage and convert Buddhists
alike. For Buddhists, meditation would mean sitting cross-legged to cultivate mindfulness, with 82%
of Buddhists involved in this practice to some extent ([8], p. 311).
It is only fair however, in the Buddhist case, additionally to include religious aspects of everyday
life beyond the formalized expressions of religion—since when Buddhists were questioned about their
faith, many considered non-formal aspects important to their Buddhist identity, not just their “cultural”
identity. Having had a religious or spiritual experience found in 48% of Buddhists, means self-report
of phenomena such as meditation inner experience, insight, wonder or other-worldly contact. Having
a Buddhist shrine (reported by 70% of Buddhists), means displaying a raised shelf or set of tables in
the home with Buddhist iconography and has also been used as a proxy for Buddhists afﬁliation in a
Chinese study [9]. Bowing to parents means physically expressing respect to parents by lowering the
head as more than just a gesture, and was found in 57% of Buddhists.
The expectations for validity based on previous experience with FSAC are that attitude towards
religion would be more positive in those who are younger, in females, in those who self-identify as
belonging to that religion and in those who participate most frequently in religious activities such as
prayer, scripture reading or attendance at a place of worship ([10], p. 191). To test these expectations in
the Buddhist context, the discriminant validity of TSAB-R was measured in a comparison between the
scores of those adhering and those not adhering to Buddhism. In a test of content validity, statistical
links between Buddhist affective religiosity and other dimensions of religiosity were explored for
bowing to parents, scripture reading, having a home shrine, meditating, having had a religious or
spiritual experience and temple attendance. The empirical properties of the instrument were tested in
relation to other individual differences such as age, sex and religious style. Finally, the reliability of the
revised scale was revisited and a conﬁrmatory factor analysis performed.
2. Methodology
2.1. Sample
Buddhist teenagers participating in this study were derived from a tiny religious minority of
0.2%–0.4% in the British population. The sample size for the inter-religious comparison (viz. the
“discriminant validity” heading in the ﬁndings section below) was 518. In this sample the experimental
group consisted of 166 self-identifying Buddhist adolescents aged between 13- and 15-years-old derived
from the dataset described by Thanissaro [8]. This sample contained 95 male (57%) and 71 female
(43%) participants. The comparison group numbering 352, derived from the dataset described by
Thanissaro [11], consisted of adolescents attending London schools who did not self-identify as
Buddhists, also with ages between 13- and 15-years-old. This comparison group consisted of 225 male
(64%) and 127 female (36%) participants. The self-identifying religion of the comparison group included
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42% Christian, 34% no religion, 13% Muslim, 5% Hindu, 4% unspeciﬁed (not Buddhist), 1% Jewish
and 1% Sikh.
For the intra-Buddhist comparisons (viz. all but the “discriminant validity” heading in the
ﬁndings section below), the sample size was 417. These were teenagers attending temples in Britain or
displaying an interest in Buddhist keywords1 on their Facebook page, all of whom self-identiﬁed as
Buddhists. The sample consisted of 225 male (54%) and 192 females (46%) aged between 13 and 20 and
included Buddhists of Asian (52%), White (34%), Mixed (11%) Chinese (2%) and Black (1%) ethnicity.
In terms of the temple institutions attended, to give some idea of Buddhist denominations included,
the sample comprised Sinhalese (23%), Thai (16%), Tibetan (12%), Burmese (11%), Vietnamese (9%),
Japanese (5%), Bangladeshi (3%), Western (2%), Chinese (2%), Nepalese (2%) and Cambodian (1%).
Since the deﬁnition of heritage-style Buddhism is having a connection with Asian Buddhism through
one’s parents, Buddhists of Asian-Indian, Asian-Pakistani, Asian-Bangladeshi, Any Other Asian and
Chinese ethnicity were allocated to the “heritage” Buddhist teenager category (hereafter abbreviated
to “HBT”). Buddhists of White, Black-African and Black-Caribbean ethnicity were allocated to the
“convert” Buddhist teenager category (hereafter abbreviated to “CBT”). In this sample, of those for
whom religious style could be ascertained,2 61% were heritage and 39% were convert. Although
it is likely that attitude towards Buddhism could be tested more easily in an adult age-group who
would have a more ﬂuent command of the English vocabulary, this research project was hosted in an
education faculty and of necessity worked with adolescents and teenagers.
2.2. Instrument
A composite questionnaire deployed general questions on ethnicity, age, sex and religious
afﬁliation. Multiple choice items allowed participants to indicate whether and how often they
meditated, bowed to parents, attended a place of worship or read the scriptures. It was asked
whether the respondents had a Buddhist shrine at their home and whether they had had a religious or
spiritual experience. This general section was followed by the TSAB-R, which like TSAB, is a set of
24 statements relating to Buddhism. Respondents rated their level of agreement with the statements
using a ﬁve-point Likert scale (Agree strongly—Agree—Not Certain—Disagree—Disagree Strongly)
(see Figure A1 for print example). Differences between the TSAB and TSAB-R relate to reduction of
verbosity in the original questions. Following the numerical order in which TSAB-R questions appear
in Table 1, simpliﬁcations of language were made to questions 1, 8, 9, 10, 15, 17, 20, 21 and 22. Question
23 was converted into a second reverse-coded item. Special attention was given to the original “Sangha
Day” question which after the testing of three variations to avoid the compound wording used in the
TSAB ([8], p. 339) was adjusted to the wording “I like how Buddhists encourage people to become
friends” for question 6.

1

2

The keywords included the words: arhat (Buddhism), Buddhism, Buddhism Theravada, Buddhist, Buddhist meditation,
Burmese Buddhist temple, Dhammakaya meditation, Dhammakaya movement, Foundation for the Preservation of the
Mahayana Tradition, FWBO, Gautama Buddha, interbeing, Karma Kagyu, Mahayana, merit (Buddhism), New Kadampa
Tradition, Order of Interbeing, Samatha, Soka Gakkai International SGI, Theravada, Theravada Buddhism, Theravada
Buddhist, Tibetan Buddhism, Triratna Buddhist Community, Vietnamese Family of Buddhism, Vipassana, Vipassana
meditation, Zen, Thich Nhat Hanh, Buddhism in Bangladesh, Buddhahood, Diamond Way Buddhism, Buddha’s Dharma,
Pure Land Buddhism, Buddha’s Light International Association.
Not possible where ethnicity was “mixed”.
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Table 1. Comparison of attitude towards Buddhism between adolescents of no religion, non-Buddhist
religion and Buddhist religion.
None *

Non-B. *

Budd.

χ2

p<

1.

I like how Buddhists train their minds through prayer
and meditation

16

15

77

192.4

0.001

2.

I like the way Buddhists offer ﬂowers and incense to statues
of Buddha

18

11

80

221.1

0.001

3.

Eightfold Path seems a good way to achieve happiness

17

15

67

137.4

0.001

4.

I admire Buddhists for respecting all living things

24

16

87

220.9

0.001

5.

I ﬁnd it inspiring to hear Buddhist stories

19

23

75

134.3

0.001

6.

I like how Buddhists encourage people to become friends

13

15

72

196.0

0.001

7.

Spending time as a Buddhist monk is beneﬁcial to the world
at large

11

6

54

139.6

0.001

8.

I like how some Buddhists spend time in meditation as monks
or nuns

14

12

66

153.2

0.001

9.

Buddhists should have respect for those worthy of respect

20

17

74

151.5

0.001

10.

I like the Buddhist idea of having a calm mind

37

31

86

126.7

0.001

11.

I respect Buddhists for giving food and money to their monks

30

18

85

187.9

0.001

12.

I respect the Buddhist idea that understanding is more important
than belief

28

16

77

159.9

0.001

13.

It is important for Buddhists to spend time meditating

18

13

76

189.2

0.001

14.

It is necessary for us to share what we have with others

26

25

72

103.6

0.001

15.

Enjoying life or hating it depends on how we see the world

36

31

71

66.8

0.001

16.

Spending time meditating is a constructive use of one’s time

12

11

54

109.2

0.001

17.

Buddhists should not to kill any sort of animal

18

17

71

143.5

0.001

18.

It is necessary for us to give support to the poor and the needy

32

28

88

157.4

0.001

19.

Nirvana is the ultimate peace

10

4

60

185.8

0.001

20.

Buddhists should avoid drinking alcohol

25

24

54

45.6

0.001

21.

Buddhists should look after their parents in their old age

26

23

83

160.1

0.001

22.

People who have helped us a lot deserve our special respect

40

27

82

121.0

0.001

23.

If a person does good deeds, good things will come back to them

58

67

66

118.4

0.001

24.

I would enjoy killing any sort of animal ®

64

66

1

187.1

0.001

* from ([11], p. 242), Yates correction applied throughout; ® indicates “reverse-coding” of the question.
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2.3. Procedure
Surveys were distributed in the UK in the period 2013–2014 in paper and online formats and
completed in the participants’ own time. For those unable to complete the paper survey immediately,
a stamped addressed envelope was provided to facilitate return. For the online version of the survey a
Qualtrics web-based survey was hosted on the St Mary’s Centre website (www.st-marys-centre.org.uk).
Teenagers were directed to this survey by clicking sidebar advertising banners that appeared on their
Facebook page if they belonged to a Buddhism-related interest group. The online sample was limited
to those both resident in the UK and falling within the target age-group. For all items excepting those
that were reverse coded3 “Agree Strongly” was coded by a score of “5”, “Agree” by “4”, “Not Certain”
by “3”, “Disagree” by “2” and “Disagree Strongly” by “1”—the aggregate of the 24 items produces
scores ranging from 120 indicating the most positive attitude towards Buddhism down to 24 indicating
the least positive. Results were compared by Chi-square for single-item categorical measures and
independent samples t-test for continuous scale scores in comparison between groups by the relevant
routines of the SPSS statistical package [12].
3. Findings
In this section, ﬁndings have been subdivided into four subheadings: ﬁrstly, a test of validity, in
terms of Buddhist afﬁliation and religious participation (bowing to parents, home shrine, meditation,
having had a religious or spiritual experience, temple attendance and scripture reading), secondly a
test of statistical links between TSAB-R and the individual differences of sex, age and religious style,
thirdly the revised scale is revisited for an assessment of internal consistency reliability and ﬁnally a
Principal Component Analysis of the instrument is performed.
3.1. Validity
3.1.1. Discriminant Validity: Buddhist Afﬁliation
As shown in Table 1, Buddhists had signiﬁcantly more positive attitude, item-by-item on every
one of the 24 questions on the Scale of Attitude towards Buddhism in comparison with adolescents
of no religion and adolescents of a non-Buddhist religion. Only on item 23 which was ﬁelded as a
reverse coded item in the Buddhist sample, were non-Buddhist responses more similar to the Buddhist
responses than to the response of those of no religions. These results strongly support the validity of
those questions as Buddhist attitude identiﬁers. Taken together as a scale, the mean Scale of Attitude
towards Buddhism score was greater for Buddhist adolescents (Mbuddhist = 97.04, S.D. = 12.04) than for
adolescents of non-Buddhist religions (Mnon-buddhist = 75.98, S.D. = 8.54) a difference that was highly
signiﬁcant (t[396] = 20.41, p < 0.001). Similarly, the mean Scale of Attitude towards Buddhism score
was greater for Buddhist adolescents (Mbuddhist = 97.04, S.D. = 12.04) than for adolescents of no religion
(Mno_religion = 75.32, S.D. = 12.55) a difference that was also highly signiﬁcant (t[284] = 14.78, p < 0.001).
3.1.2. Content Validity: Religious Participation
To examine whether the instrument covered all facets of the social construct of Buddhist religiosity,
the presence or absence of diverse available formal and implicit expressions of Buddhist participation
were compared in terms of TSAB-R.
Temple attendance: A signiﬁcantly lower TSAB-R score was found for those who attended a
temple weekly (Mweekly = 94.69, S.D. = 15.17) than for those who did not attend the temple this often
(Mnon-weekly = 97.76, S.D. = 10.73, t[380] = 2.38, p < 0.05).

3

For reverse-coded items, the inverse scoring applies with AS = 1 . . . to . . . DS = 5.
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Scripture reading: Being a reader of the Buddhist scriptures corresponded with a signiﬁcantly more
positive attitude towards Buddhism (Mreader = 97.75, S.D. = 12.92) compared to those who did not read
the scriptures (Mnon-reader = 94.33, S.D. = 13.45, t[393] = ´2.63, p < 0.01).
Meditation: A signiﬁcantly higher TSAB-R score was found for those who meditated daily
(Mdaily = 100.43, S.D. = 12.21) than for those who did not meditate this often (Mnon-daily = 95.36,
S.D. = 13.25, t[414] = ´3.03, p < 0.01), however comparison of TSAB-R scores between those who
meditated monthly (Mmonthly = 97.31, S.D. = 12.62) and those who meditated less than monthly
(Mnon-daily = 95.02, S.D. = 13.78), were not signiﬁcantly different (t[414] = ´1.47, NS).
Having had a religious or spiritual experience: According to the work of Thanissaro [13], those who
had had a religious or spiritual experience were signiﬁcantly more positive in their attitude towards
Buddhism (Mrse+ = 97.39, S.D. = 13.81) than those who had not had a religious or spiritual experience
(Mrse- = 94.71, S.D. = 12.35, t[415] = ´2.06, p < 0.05).
Bowing to parents: According to the work of Thanissaro [14], for heritage Buddhist teenagers, the
TSAB-R score for those bowing to parents (Mbowing = 98.29, S.D. = 11.70) was not signiﬁcantly more
positive than for heritage Buddhist teenagers who did not bow to their parents (Mno bowing = 94.66,
S.D. = 12.28, t[224] = 1.87, N.S.). For convert Buddhist teenagers however, the TSAB-R score for
those bowing to parents (Mbowing = 99.92, S.D. = 15.06) was signiﬁcantly more positive than for
other convert Buddhist teenagers who did not bow to their parents (Mno bowing = 92.56, S.D. = 14.96,
t[144] = 2.31, p < 0.05).
Having a home shrine: For heritage teen Buddhists, having a shrine corresponded with a
signiﬁcantly higher mean score on the TSAB-R (Mwith shrine = 98.55, S.D. = 11.50) than that of those
without a shrine (Mno shrine = 91.13, S.D. = 12.46, t[224] = ´3.30, p < 0.01). For convert teen Buddhists
however, having a shrine did not correspond with a signiﬁcant difference in score on the TSAB-R
(Mwith shrine = 96.64, S.D. = 14.60) as compared with those who had no shrine (Mno shrine = 92.40,
S.D. = 15.27, t[142] = ´1.68, NS).
3.2. Individual Differences
To test extrapolation of trends in conjunction with individual differences observed with FSAC
and also to ascertain the performance of the instrument across differences of religious style, TSAB-R
scores were tested against sex, age and religious style.
Sex: No sex-differences were apparent for TSAB-R scores, with no signiﬁcant difference between
the male mean TSAB-R score (Mmale = 95.97, S.D. = 12.82) and the female (Mfemale = 96.47, S.D. = 13.47,
t[415] = ´0.381, NS).
Age: The mean TSAB-R score for those in their early teens (13- to 16-year-olds)
(Mearly_teen = 97.07, S.D. = 12.22) was not signiﬁcantly different from that of those in their late teens (17to 20-year-olds)(Mlate_teen = 95.18, S.D. = 14.30, t[378] = 1.436, NS).
Religious Style: The mean TSAB-R score for HBT was higher (Mhbt = 97.53, S.D. = 11.89) than for
CBT (Mcbt = 93.92, S.D. = 15.20) which was a signiﬁcant difference (t[256] = 2.430, p < 0.05).
3.3. Reliability of the Revised Scale
The study was able to verify the internal consistency reliability of TSAB-R using the usual
measures of reliability [15,16]. Cronbachs’s alpha coefﬁcient for all 24 items of Buddhist attitude
together was 0.901, with item-total reliabilities ranging from 0.324 to 0.785—well within the bounds of
acceptability since Kline [17] indicates that an alpha-coefﬁcient of over 0.8 is acceptable in psychological
testing. Table 2 shows the contributing reliabilities for each item, arranged in decreasing order
of reliability.

65

Religions 2016, 7, 44

Table 2. Reliability of the revised Scale of Attitude towards Buddhism (TSAB-R).
Item Rest of Test Correlation
I like how Buddhists train their minds through prayer and meditation
I like the Buddhist idea of having a calm mind
I like how Buddhists encourage people to become friends
It is necessary for us to give support to the poor and the needy
I admire Buddhists for respecting all living things
I like how some Buddhists spend time in meditation as monks or nuns
I ﬁnd it inspiring to hear Buddhist stories
I would enjoy killing any sort of animal ®
It is important for Buddhists to spend time meditating
Buddhists should look after their parents in their old age
Spending time meditating is a constructive use of one’s time
Eightfold Path seems a good way to achieve happiness
I respect the Buddhist idea that understanding is more important than belief
Nirvana is the ultimate peace
I respect Buddhists for giving food and money to their monks
People who have helped us a lot deserve our special respect
I like the way Buddhists offer ﬂowers and incense to statues of Buddha
It is necessary for us to share what we have with others
Buddhists should have respect for those worthy of respect
Enjoying life or hating it depends on how we see the world
Buddhists should not kill any sort of animal
Spending time as a Buddhist monk is beneﬁcial to the world at large
If a person does good deeds, bad things will come back to them ®
Buddhists should avoid drinking alcohol
Alpha coefﬁcient for all 24 items together =
®

0.785
0.772
0.739
0.726
0.725
0.699
0.670
0.668
0.664
0.654
0.638
0.632
0.619
0.598
0.586
0.571
0.555
0.542
0.537
0.525
0.523
0.513
0.406
0.324
0.901

Indicates that this item was reverse scored for correlation purposes.

3.4. Factor Analysis
A principal component analysis (PCA) was conducted on the 24 items with orthogonal rotation
(Promax). The Kaiser-Meyer-Olkin measure veriﬁed the sampling adequacy for the analysis,
KMO = 0.96 which is well above the acceptable limit [18]. Bartlett’s test of sphericity χ2 (276) = 5279.79,
p < 0.001 indicated that correlations between items were sufﬁciently large for PCA. An initial analysis
was run to obtain eigenvalues for each component in the data. Four components had eigenvalues over
Kaiser’s criterion of 1, however factor analysis identiﬁed only two components that corresponded with
reliable sub-scales and in combination accounted for 49.58% of the total variance. Table 3 shows the
factor loadings after rotation. The items that cluster on the same components suggest that component
1 represents “Intellect” and component 2 “Affect”.
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Table 3. Summary of exploratory factor analysis results for TSAB-R (n = 417).
Rotated Factor Loadings

Item
Spending time meditating is a constructive use of one’s time
It is important for Buddhists to spend time meditating
I like how Buddhists train their minds through prayer and meditation
I like how some Buddhists spend time in meditation as monks or nuns
Nirvana is the ultimate peace
Eightfold Path seems a good way to achieve happiness
I ﬁnd it inspiring to hear Buddhist stories
I like how Buddhists encourage people to become friends
Spending time as a Buddhist monk is beneﬁcial to the world at large
I respect the Buddhist idea that understanding is more important than belief
Enjoying life or hating it depends on how we see the world
If a person does good deeds, bad things will come back to them
I like the Buddhist idea of having a calm mind
It is necessary for us to give support to the poor and the needy
I would enjoy killing any sort of animal
I admire Buddhists for respecting all living things
People who have helped us a lot deserve our special respect
Buddhists should look after their parents in their old age
I respect Buddhists for giving food and money to their monks
Buddhists should have respect for those worthy of respect
It is necessary for us to share what we have with others
Buddhists should not kill any sort of animal
I like the way Buddhists offer ﬂowers and incense to statues of Buddha
Buddhists should avoid drinking alcohol
Eigenvalues
% of variance
α

Intellect

Affect

0.84
0.75
0.72
0.71
0.66
0.58
0.55
0.51
0.50
0.36
0.33
´0.32
0.40
´0.00
0.04
0.09
´0.07
0.10
0.01
0.09
0.20
0.20
0.24
0.18
10.68
44.48
0.910

´0.12
´0.01
0.15
0.05
0.00
0.11
0.18
0.30
0.02
0.33
0.25
´0.12
0.47
0.82
´0.79
0.74
0.71
0.64
0.63
0.50
0.40
0.37
0.38
0.18
1.22
5.10
0.757

Factor loadings over 0.40 appear in bold; Extraction method: Principal Axis Factoring; Rotation method: Promax
with Kaiser Normalization.

4. Discussion
4.1. Discriminant Validity
TSAB-R was able to discriminate accurately between adolescents self-identifying as being of
Buddhist, non-Buddhist or no religion on the basis of their affective religiosity, both on individual
questions and with the scale as a whole, commending the choice of questions on the TSAB-R both as
effective Buddhist identiﬁers and meaningful across the range of Buddhist styles.
4.2. Content Validity
That TSAB-R covers all aspects of the construct of affective Buddhist religiosity has been borne out
in the statistical linking of higher scores with more frequent participation in many forms of Buddhist
practice, whether it was temple attendance, scripture reading, meditation or having a religious or
spiritual experience. The strongest link between participation and affective religiosity was for the
practice of meditation, speciﬁcally daily meditation, which is interesting considering the popularity
of meditation and mindfulness practices even outside the community of those self-identifying as
Buddhist. Another expectation from Christian affective religiosity is that scores would be higher
amongst females and those of a younger age group. For Buddhist affective religiosity however, there
was no sex-difference or age-difference between scores.
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4.3. Complexity Introduced by the Heritage-Convert Dichotomy
The differences in scores between heritage and convert Buddhists may indicate that as an
instrument, TSAB-R is slightly weighted towards the heritage style of Buddhism or that CBT are
actually less affective in their religiosity than HBT. In any case, such differences would be masked if
afﬁliation were the only indicator of Buddhist religiosity. Nonetheless, instead of having to consider
HBT and CBT samples separately, direct comparison can be made to see the relative importance of
different forms of practice to each style with TSAB-R as a common variable. As has been seen from the
ﬁndings, bowing to parents linked to the affective religiosity for CBT but not for HBT, but the opposite
was true in the case of having a Buddhist shrine in the home. It may be that the perpetuating or
plausibility structures communicating the culture of Buddhism between generations differ depending
on the style of Buddhism practised.
4.4. Emancipatory Apologetic for the Instrument
As Buddhists are relatively unfamiliar with quantitative analysis of their religiosity, and mindful
of Wilfred Cantwell-Smith’s advice that no statement about Buddhist doctrine is valid unless Buddhists
can respond, “Yes! That is what we hold” ([19], p. 97), a few words of reassurance about this scale
are probably required. Reﬂecting on whether this instrument measures something that would be
recognizable to Buddhists, rather than having value only as an academic hermeneutic, I would consider
TSAB-R scores represent steadfastness of the ten-forms of Right View [as they appear in the Sāleyyaka
Sutta ([20], pp. 347–48) rather than strength of belief. This affective aspect of being Buddhist might
correspond with faith or “piety” although not necessarily corresponding with translation of such piety
into religious participation—which would be measured by a different sort of instrument.
4.5. Commendation for Further Use
Given the limitations of drawing conclusions about Buddhist religiosity based solely on ‘saying
one is a Buddhist’ TSAB-R offers a new dimension for the consideration of Buddhists’ religiosity, and
also those in the category of Buddhist sympathizers and those with multiple religious afﬁliations. The
validity testing contained in this paper indicates potential for the instrument to distinguish between
Buddhist and non-Buddhist affective religiosity while also predicting a higher degree of “readiness” to
participate in Buddhist activities. It would be instructive to plot TSAB-R scores over the full course of
the lifespan and Buddhist mentors would ﬁnd it useful to measure the inﬂuence of nurture, formation
and other educational interventions on elevating affective Buddhist religiosity in their students, in a
way that has not been previously possible. TSAB-R is thus commended here for further use amongst
adults and children down to the age of 13—in the English wording tested here or in translation.
4.6. Suggestions for Further Research
Since PCA indicates that two subscales of “intellect” and “affect” may vary to some extent
independently within this scale of Buddhist religiosity, in future research it would be helpful to
consider these two aspects of religiosity separately, for example in their relative emphasis in heritage
and convert styles of Buddhism. Also, as the wording of the TSAB-R questions is reasonably accessible
to respondents who are not themselves Buddhist, the instrument would lend itself to inter-religious
comparison of attitude towards Buddhism. It would also be instructive to ﬁeld the instrument in
countries where Buddhism has a more dominant presence outside the Western context where TSAB-R
has been designed.
Conﬂicts of Interest: The author declares no conﬂict of interest.
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Appendix A

ȱ
Figure A1. Revised Scale of Attitude towards Buddhism (TSAB-R).
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Abstract: The aim of this study was to translate and test the psychometric properties of a Farsi and
an English version of the spiritual needs questionnaire (SpNQ) a measure originally developed in
German. The World Health Organization guideline for translating and validating questionnaires
was used. Participants were recruited from hospitals in Iran and New Zealand during an outpatient
follow-up appointment after cancer treatment. People diagnosed with cancer in Iran (68) and New
Zealand (54) completed and returned the SpNQ (at time 1) and within the two week time period
(time 2). Cronbach’s alpha ranged from 0.79 to 0.92, except for the existentialistic domain of the
SpNQ (0.53–0.54). The coefﬁcient of variation (CV) indicated minimal random variation between the
assessments; the measures were generally stable, except for the item “existentialistic”. The translated
versions of the SpNQ have the potential to support a comprehensive assessment of cancer patients’
spiritual needs.
Keywords: cancer; spiritual care; needs

1. Background
The provision of holistic care is recognised and promoted as best practice in caring for people with
cancer [1], and involves assessing and treating physical, emotional and spiritual needs [2]. Spirituality
has been deﬁned as “an inherent quality of all humans that drives the search for meaning and purpose
in life” and “involves relationships with oneself, others and a transcendent dimension” ([3], p. 324).
Taylor [4] states spirituality reveals itself as spiritual needs in three levels: intrapersonal, interpersonal
and transpersonal. The need to have purpose, hope and transcend challenges is an example of
intrapersonal spiritual needs. The desire to forgive and be forgiven and to love and be loved by others
illustrates an interpersonal level of need. Examples of transpersonal spiritual needs include the desire
to relate to and worship an ultimate other (often God).
In recent years, an increasing number of studies have shown that spirituality and/or religiosity
can be a source of comfort for cancer patients [5,6] and is linked to self-esteem, sense of hope, a sense
of meaning and purpose, and the provision of emotional comfort [6]. Spirituality is a much broader
concept than religion, although it may be expressed through religion [7]. Koenig [2] believes that
spirituality and religion can be used interchangeably, because most research linking spirituality to
health has measured religious beliefs or practices.
There is a growth in the evidence of a positive association between spirituality and other health
outcomes [8], which suggests the importance of considering spiritual needs in health care [9]. There is
Religions 2016, 7, 84; doi:10.3390/rel7070084
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also interest in the relationship between spiritual needs and mental and physical health [10], and the
role and importance of religion and spirituality in health care practice [6]. Spiritual needs have been
deﬁned by the Institute of Medicine as “the needs and expectations that humans have to ﬁnd meaning,
purpose and value in their life” ([11], p. 40). Health care professionals, through better understanding
of patients’ spiritual needs, will develop effective spiritual interventions [10] and provide spiritual care
to promote spiritual health through addressing patients’ spiritual needs [4]. Therefore it is important
that ongoing assessment of spiritual needs continues throughout the course of treatment and beyond
for patients [1].
It is well documented that living with cancer often increases an individual’s awareness of
the spiritual dimension of the self and intensiﬁes their spiritual needs [12]. They frequently and
increasingly use spiritual and/or religious resources, and spiritual healing to improve their health
and cope with cancer [13,14]. Moreover, the literature supports the beneﬁts of spiritual care, including
improvement in quality of life [15], and increased overall patient satisfaction [16].
However, there are few measures for assessing spiritual needs in patients with chronic
illnesses [17] such as cancer, especially in non-English language and among different religions [18].
Therefore, there is a need to explore the psychometric properties of measures for different languages,
cultures and religions. The Spiritual Needs Questionnaire (SpNQ) was originally developed in
German [19], and this paper reports on the psychometric properties of the English version and Farsi
version of the SpNQ respectively.
Islam is the main religion in Iran, followed by 99% of the population [20]. The other religions
include Christianity, Zoroastrianism and Judaism [21] Religion and spirituality play an important role
in the Iranian life. As Fasihi Harandy et al. ([22], p. 94) state “Islamic teaching and ideology in Iran
heavily emphasizes the ‘will of God’ by indicating that the birth, life and death of all creatures are in”
God’s hand, and with many quotations in the Holy Qur’an indicating this belief. Muslims believe
that dying is a passage from this world to resurrection, and the spirit continues to live after death [23].
From a Muslims’ point of view, there are no differences between spirituality and religion (thought and
activities) [23], while in Western society, spirituality is seen as a more comprehensive concept than
religion and incorporates ﬁnding purpose and meaning of life [24,25].
New Zealand is a highly secular country [26,27], but there is evidence that spirituality is important
for patients with cancer [1]. The 2013 census showed that four out of ten New Zealanders (35.3%)
declare themselves to be non-religious. The most common religion was Christianity (48.9%) [28]. Māori
(indigenous people of New Zealand) have had an important role in promoting spirituality in the health
agenda in New Zealand [26], because spirituality has special meaning for Māori. They believe that
everything has a type of soul and “when considering health and wellbeing, mind, body and spirit are
inseparable” ([29], p. 5).
The study was conducted in two countries, Iran (researcher’s home country) and New Zealand
(location of PhD study) because of the contrasts in terms of religion, culture and delivery of health care
services. This allowed for the exploration of differences and similarities in psychometric properties
of the SpNQ across two very different cultures and countries where little research in this area has
been conducted.
2. Materials and Methods
2.1. Translation and Validation of the Questionnaires
The translation and validation of the questionnaires were performed using the World Health
Organization process for the translation and adaptation of instruments [30]. After receiving written
permission from the original authors of the instruments, the original scales in German were translated
into Farsi and English by a person ﬂuent in German and Farsi or German and English. Then three
bilingual experts (German and English or German and Farsi) identiﬁed and resolved inadequate
expressions and concepts resulting from the translation of the scales. In the next step, the two experts
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ﬂuent in both languages translated the questionnaires back into the language. The discrepancies
in both translations (forward and backward) were discussed with an emphasis on conceptual and
cultural equivalence, and some minor revisions were made in the Farsi and English versions of the
questionnaires. Pre-testing of the instruments was then performed.
2.2. Participants
The study was conducted within New Zealand and Iran. Participants were recruited from a
large tertiary hospital in New Zealand and a large cancer hospital in Iran. Participants were recruited
(convenience sampling) from hospitals during their hospital visit and were identiﬁed by nurses.
The researcher described the study to patients as part of a wider study where the ﬁrst step was
validation of the questionnaires (SpNQ). Participants were further ﬂuent in either Farsi or English and
clinical staff ensured that study information was not given to those exhibiting high levels of distress
during their outpatient visit.
The researcher asked all participants, (who accepted to participate in the research) people
diagnosed with cancer in Iran (89 patients) and New Zealand (85 patients) to complete a demographic
and clinical characteristics questionnaire and the SpNQ, either at the clinic or at home and to return
these to the researcher or the nurse manager in the hospital as soon as they were able. Participants
were asked to complete the same questionnaires two weeks later. In Iran, 68 patients completed and
returned both questionnaires within the two week time period. In New Zealand, 61 patients completed
the questionnaire (SpNQ) at time 1 and 54 patients completed it at time 2.
Eligibility to participate was restricted to people diagnosed with cancer; aged between 18 and
80 years; aware of their diagnosis; and physically and mentally capable of participating in the study.
The study was approved by the Upper South A Regional Ethics Committee in New Zealand, and the
Ethics Committee of Arak Medical Sciences University in Iran.
2.3. Measures
The Spiritual Needs Questionnaire (SpNQ) was designed to explore people’s spiritual needs
and can be used in both secular and religious societies by avoiding exclusive religious terminology.
Respondents indicate whether a need exists or not in relation to four domains and the strength of the
need on a four point Likert scale.
The (SpNQ was originally developed with 210 adults living with chronic pain (67%), cancer
(28%), and other chronic conditions (5%). Factor analysis supported four factors which explained 67%
of the variance: Religious needs, i.e., praying for and with others, and by themselves, participating
in religious ceremonies (six items), Need for inner peace i.e., spending time in a place of peace and
tranquility, (ﬁve items), Existentialistic needs i.e., reﬂecting on life and ﬁnding meaning in illness or
suffering, (ﬁve items); and Actively giving i.e., passing on your life experiences to others; (three items).
The questionnaire has been translated into a number of languages with publications on the
Polish [31], and Chinese versions [32]. The internal consistency estimates for the SpNQ range from 0.82
to 0.90 [5] for the German version, 0.74 to 0.92 for the Polish version and 0.51 to 0.81 for the Chinese
version. The ﬁrst paper [19] indicated that for people with chronic pain conditions and cancer, the need
for Inner Peace was of strongest relevance, followed by Actively Giving. In Poland, 275 people with
chronic diseases who identiﬁed as Catholic completed the questionnaire and needs in all four areas
were found to be relatively high and people living with chronic pain expressing higher levels of need
related to Existential Needs and Inner Peace Needs compared with those living with other chronic
conditions. In China, 168 people living with chronic conditions completed the Chinese version of the
SpNQ. The 17 item SpNQ-Ch had a similar factorial structure as the original version, with two main
and three minor factors which accounted for 64% of the variance. In this study people with cancer
(63%), chronic pain (10%) and other chronic conditions, needs relating to Giving/Generosity and Inner
Peace were rated highly and Religious Needs and Reﬂection/Release needs lower.
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The Duke University Religion index (DUREL) is a ﬁve-item measure of religious involvement,
was developed in English by Koenig (1997–1998) [33], and “was designed to measure religiosity in
Western religions (e.g., Christianity, Judaism and Islam)” ([34], p. 84).
The questionnaire assesses three major dimensions of religious involvement that consists of
three parts including organizational religiosity (one-item) that assesses frequency of attendance at
religious meetings. The second part assesses non-organizational or private religiosity (one-item).
The third part includes assessing intrinsic religiosity that assesses religious beliefs and experiences
(three-items) [34].The DUREL has an overall score range from 5 to 27. However, since it consists of three
subscales and measures three dimensions of religiosity, computing a total score is not recommended
by authors [34].
This scale is widely used as a religiosity scale with strong psychometric properties across medical
and community setting [35]. Validated Farsi [36] and English [34] version of Duke University Religion
Index (DUREL) were used in this study.
2.4. Statistical Analysis
The internal consistency was assessed using Cronbach’s alpha for each subscale within the
questionnaire with the coefﬁcient criteria set at 0.7. The best method to evaluate the internal consistency
is Cronbach’s alpha and reliability coefﬁcients higher than 0.7 are deemed adequate, but coefﬁcients
>0.8 are preferable [37]. The reliability of the scales was measured by Pearson or Spearman correlation
coefﬁcients by a test re test approach with a two-week interval as recommended [37].
The correlation coefﬁcients of the scales (stability of the tests over time) were evaluated by paired
sample t-test and Wilcoxon signed ranks test (for some measures that were not-normally distributed,
including DUREL in Iran, and SpNQ at time 2 and DUREL at both time points in New Zealand)
as appropriate.
The convergent validity of the Farsi and English version of the SpNQ 2.1 were assessed with
validated Farsi [36] and English [34] version of Duke University Religion Index (DUREL) respectively.
The relationship between spiritual needs of participants in Iran (as measured by the SpNQ) and
religiosity (as measured by the DUREL scale) were evaluated using Pearson correlation and Spearman’s
rho (for some measures that did not have normal distribution, including DUREL) as appropriate. The
relationship between spiritual needs of participants in New Zealand (as measured by the SpNQ) and
religiosity (as measured by the DUREL scale) was assessed using Pearson correlation and Spearman
rho (for some measures that were ‘non-normal’ including SpNQ at time 2 and DUREL at both time
points) as appropriate.
3. Results
3.1. Participants in Iran
In Iran, a convenience sample of 89 patients agreed to participate in the study, and 68 patients
completed and returned the questionnaires within the two week time period. The mean age of
participants was 53.60 (SD = 13.28) years; 51.5% were men and 48.5% women. Most participants were
married (91.2%), the majority had a primary school level education (72.1%), 38.2% were employed and
42.6% managed the home. All participants in Iran (n = 68, 100%) were Muslim. The most prevalent
cancer type was leukaemia (30.9%), and the time since diagnosis was less than six months (30.9%)
(Table 1).
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Table 1. Characteristics of Iranian and New Zealand participants with cancer.
Participant Characteristics

Iran (n)

Iran (%)

NZ (n)

NZ (%)

Age
Age range
Mean age

18–77
53.60 (SD = 13.28)

35–82
65.01 (SD = 12.90)

Gender
Male
Female

35
33

51.47
48.52

29
25

53.70
46.29

62
5
1
-

91.17
7.35
1.47
-

42
6
4
2

77.77
11.11
7.40
3.70

21
28
18
1

30.88
41.17
26.47
1.47

4
18
29
3

7.40
33.33
53.70
5.55

7
19
8
29
2
3

10.29
27.94
11.76
42.46
2.94
4.41

20
5
20
3
6
-

37.03
9.25
37.03
5.55
11.11
-

68
-

100
-

51
2
1

94.45
3.70
1.85

6
4
8
8
21
4
17

8.82
5.88
11.76
11.76
30.88
5.88
25.00

6
2
13
13
6
14

11.11
3.70
24.07
24.07
11.11
25.92

21
17
18
-

30.88
25.00
26.47
-

1
23
24
6

1.85
42.59
44.44
11.11

Marital Status
Married
Never been married
Widowed
Never been married
Education Level
No school completed
Primary school completed
High school graduate
University degree
Employment
Employed
Self employed
Retired
Home duties
Unable to work
Unemployed
Religion
Moslem
Christian
No religion
Prefer not to say
Type of Cancer
Lung
Stomach
Colorectal
Breast
Leukaemia
Ovarian
Prostate
Other
Time since Diagnosis
ď6 months
7–12 months
13–24 months
>24 months

3.2. Participants in New Zealand
In New Zealand, a convenience sample of 85 patients agreed to participate in the study, and
61 patients completed the SpNQ at time 1 and 54 patients completed it at time 2. The mean age was
65.01 (SD = 12.90) years; 53.7% were male and 46.3% female, 46.3% were employed, and 37% retired.
The majority were married (77.8%) and had a high school education (53.7%). Fifty one New Zealand
participants (94.45%) had a Christian afﬁliation, two (3.70%) had none, and one (1.85%) preferred not
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to say. Colorectal (24.1%) and breast (24.1%) cancers were the most prevalent cancer type. The time
since cancer diagnosis was less than six months for 42.6% and between 1 and 2 years for 44.4% of the
patients (Table 1).
3.3. Results of Translation and Validation of the Questionnaires
Amongst Iranian participants, religious needs were rated highly, followed by Inner Peace.
In New Zealand, the highest rating was associated with Inner Peace followed by Religious Needs.
Internal consistency was assessed using Cronbach’s alpha for each subscale within the
questionnaire, with the coefﬁcient criteria set at 0.7. Cronbach’s alpha and reliability coefﬁcients
higher than 0.7 are deemed adequate, but coefﬁcients >0.8 are preferable [37]. The reliability of all
scales was measured by Pearson or Spearman correlation coefﬁcients using a test re-test approach with
a two-week interval as recommended [37].
The reliability of SpNQ scales in Iran and New Zealand, showed acceptable to high internal
consistency using Coefﬁcient of Cronbach’s alpha ranging from 0.794 to 0.920 (Table 2). The
questionnaires subscales achieved acceptable to high internal consistency (0.72–0.94) at both time
points in both countries except for the existentialistic domain of SpNQ (0.53–0.54) in Iran (Table 2).
Table 2. Cronbach’s alpha for all dimensions of the scales in Iran and New Zealand.
Cronbach’s Alpha

Time 1

Time 2

SpNQ (Iran)
Religious Needs
Need for inner peace
Existentialistic needs
Actively giving
SPNQ (New Zealand)
Religious needs
Need for inner peace
Existentialistic needs
Actively giving

0.797
0.877
0.824
0.543
0.851
0.920
0.945
0.788
0.764
0.772

0.794
0.874
0.822
0.534
0.875
0.916
0.948
0.809
0.726
0.780

The coefﬁcient of variation (CV) measures the level of random variation, with a higher level
(expressed as a percentage) indicating increased random variation. Where the measurement has been
taken between two time points in close proximity, the systematic change between the two time-points
should be minimal, i.e., the CV% small. The accepted level is <15%. This was observed in general
across the measures in both countries, indicating minimal random variation between the assessments;
the measures are generally stable. The subscales with higher than expected CV were the subscale
“existentialistic” in Iran and in New Zealand (Tables 3 and 4).
Table 3. Cronbach’s alpha and Coefﬁcient of variation for spiritual needs questionnaire (SpNQ) in Iran.
Subscale
Religious
Inner peace
Existentialistic
Actively
giving

Mean
Time 1

α

Mean
Time 2

α

Mean Diff.

SD Diff.

Coefﬁcient of
Variation %

15.67
9.89
5.89

0.877
0.824
0.543

15.70
9.94
5.67

0.874
0.822
0.534

´0.03
´0.05
0.22

0.07
0.06
0.10

2.50
7.97
17.35

6.17

0.851

6.22

0.857

´0.05

´0.006

7.58
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Table 4. Cronbach’s alpha and Coefﬁcient of variation for SpNQ in New Zealand.
Subscale
Religious
Inner peace
Existentialistic
Actively
giving

Mean
Time 1

α

Mean
Time 2

α

Mean Diff.

SD Diff.

Coefﬁcient of
Variation %

7.00
8.98
5.13

0.945
0.788
0.764

6.25
8.07
4.14

0.948
0.809
0.726

0.75
0.91
0.99

0.03
´0.31
0.14

9.80
9.92
19.06

6.03

0.772

5.40

0.780

0.63

´0.15

14.17

The correlation coefﬁcients of the scales (stability of the tests over time) were evaluated by paired
sample t-test and Wilcoxon signed rank test (for some measures that were not-normally distributed
including DUREL in Iran, and SpNQ at time 2 and DUREL at both time points in New Zealand) as
appropriate. No statistically signiﬁcant difference in spiritual needs of participants in New Zealand
from time 1 (M = 27.92, SD = 14.09) to time 2 (M = 23.88, SD = 13.96), t (53) = 1.72, p > 0.05 (two-tailed)
were noted. The mean decrease was 4.04 with a 95% conﬁdence interval ranging from ´0.65 to 8.72.
Additionally, the Wilcoxon signed rank test did not reveal a statistically signiﬁcant difference between
the two time points z = ´1.58, p > 0.05 with a small effect size (r = 0.2).
The relationship between spiritual needs of participants in Iran (as measured by the SpNQ) and
religiosity (as measured by the DUREL scale) was evaluated using Pearson correlation and Spearman’s
rho (for some measures that did not have normal distribution, including DUREL) as appropriate.
A weak positive correlation between two scales, r = 0.10, n = 68, p > 0.05 was noted. The Spearman’s
rho correlation also revealed a small positive correlation, r = 0.17, n = 68, p > 0.05.
The relationship between spiritual needs of participants in New Zealand (as measured by the
SpNQ) and religiosity (as measured by the DUREL scale) was assessed using Pearson correlation and
Spearman’s rho (for some measures that were ‘non-normal’ including SpNQ time 2 and DUREL at
both time points) as appropriate. A strong positive correlation (Pearson) between two scales in time
1, r = 0.673, n = 61, p < 0.005 and time 2, r = 0.559, n = 54, p < 0.005 was noted. The Spearman’s rho
correlation also revealed a strong positive correlation in time 1, r = 0.658, n = 61, p < 0.005 and time 2,
r = 0.524, n = 54, p < 0.005.
4. Discussion
There is no universally agreed deﬁnition of spirituality, however, there is some agreement that
religion and spirituality are different but connected concepts [38]. Spirituality contains two different
dimensions: individuals’ relationship with the transcendent (God) and the relationship with oneself,
others and nature [39]. In the Islamic context, there is no distinction between spirituality and religion,
and religion provides the spiritual way of life [40]. The present study assessed the psychometric
properties of the Farsi and English version of the SpNQ among cancer patients in Iran and New Zealand.
The study suggests initial validity and reliability of the SpNQ in both languages and countries.
The coefﬁcient of Cronbach’s alpha was above 0.79 for the total score and above 0.72 for subscales
at both time points in both countries except for the existentialistic domain of SpNQ (0.53–0.54) in
Iran (Table 2). The low internal consistency of the existentialistic domain resulted from participant
responses clustering. For example, for most Iranian participants the future was more important than
the past, and people knew the meaning of their illness and did not report any need to talk about the
meaning of life. Additionally, all Iranian participants believed in life after death and did not report any
need to talk about it.
The coefﬁcient of variation (CV) was higher than expected only for subscale “existentialistic” in
Iran (17.35) and in New Zealand (19.06). It is well documented that living with cancer often increases
an individual’s awareness of the spiritual dimension of the self and intensiﬁes their spiritual needs [12].
Cancer creates an existential crisis, and often initiates spiritual questioning about life and death. This
existential domain reﬂects previous life experiences and involves the need for ﬁnding answers to
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questions about the meaning of life, illness, and life after death [5]. Cancer patients often report their
spiritual needs as ﬁnding meaning and hope [41], and drawing meaning from the suffering [42] that
are related to existential domain. These needs may develop overtime as a result of increasing space
of possibilities and uncertain future regarding to pending death, ﬁnality of life [43], and life after
death. The differences between two time points are likely to be related to both the subjective nature
of this domain and real changes in response over even a short time period during certain stages of
cancer. An existential feeling is a space of possibilities and is likely to be a dynamic area, where
people’s thoughts, feelings and attitudes will change frequently especially around diagnosis, treatment
and follow-up appointments and life events. Additionally the cancer experience is a dynamic entity.
Thus, it is not surprising that the domain was found to be unstable when people are confronted with
life-threatening illnesses and are undergoing major change.
The results of test retest reliability of the questionnaires (SpNQ 2.1) in both countries indicated
that the questionnaires were not sensitive to change in two weeks, (except the existential subscale) and
test re-test stability was partially conﬁrmed. A weak positive correlation between SpNQ and DUREL
in Iran and a strong positive correlation between SpNQ and DUREL in New Zealand were noted.
The results showed that the main subscales of SpNQ were not signiﬁcantly inﬂuenced by cultural
or religious differences, except for the existentialistic domain This may be particularly true for those
with speciﬁc religious beliefs and attitudes [32]. The Farsi and English version of SpNQ are congruent
with its original version.
The ﬁndings of this study reﬂect those of earlier studies with comparable internal consistency.
In relation to needs, the New Zealand data reﬂected the ﬁndings of the German study, the Polish
study and the Chinese version where needs related to Inner Peace needs were rated highly. Whilst
participants in Iran rated Inner Peace as important the importance placed on Religious Needs far
exceeded those of all earlier studies.
This study had some limitations. There were no analyses on how many patients did not ﬁll out
the SpNQ in both countries, so the sample should be regarded as a convenience sample. Additionally,
this study is limited by the small sample size and the level of analysis that could be undertaken.
Additionally the scale was completed only by Muslims in Iran, and mostly by Christians or those
with no religion in New Zealand and has not been validated with other religions.
5. Conclusions
The psychometric properties of the Farsi version of the SpNQ questionnaires in Iran, and the
English version of SpNQ questionnaire in New Zealand were assessed in this study. The study showed
that the SpNQ questionnaire is a promising tool to measure spiritual needs of patients with cancer and
could be used in Iran, New Zealand and other Muslim countries in addition to Christian countries [5],
and nonreligious societies [32].
Since the psychometric properties of the Farsi version of the SpNQ questionnaires in Iran, and the
English version of SpNQ in New Zealand were assessed with small sample sizes, future studies in
both countries with larger sampling, minority religion and ethnic groups are necessary to enable more
thorough statistical evaluation of the translations of the SpNQ.
In the existential domain, low internal consistency appears to be related to a clustering of responses
in Iran. Hence, caution should be taken in using the SpNQ to assess spiritual needs in Iran or other
cultural or religious contexts, and needs further exploration.
Author Contributions: Nazi Nejat, Lisa Whitehead and Marie Crowe conceived designed the study. Nazi Nejat
conducted data collection. Nazi Nejat, Lisa Whitehead and Marie Crowe analyzed the data. Nazi Nejat and
Lisa Whitehead wrote the paper.
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Abstract: The Religious and Spiritual Struggles Scale (RSS) measures important psychological
constructs in an underemphasized section of the overlap between religion and well-being. Are
religious/spiritual struggles distinct from religiousness, distress, and each other? To test the RSS’
internal discriminant validity, we replicated the original six-factor measurement model across ﬁve
large samples (N = 5705) and tested the ﬁt of a restricted bifactor model, which supported the mutual
viability of multidimensional and unidimensional scoring systems for the RSS. Additionally, we
explored a bifactor model with correlated group factors that exhibited optimal ﬁt statistics. This
model maintained the correlations among the original factors while extracting a general factor from
the RSS. This general factor’s strong correlations with religious participation and belief salience
suggested that this factor resembles religiousness itself. Estimating this general factor seemed to
improve Demonic and Moral struggles’ independence from religiousness, but did not change any
factor’s correlations with neuroticism, depression, anxiety, and stress. These distress factors correlated
with most of the independent group factors corresponding to the original dimensions of the RSS,
especially Ultimate Meaning and Divine struggles. These analyses demonstrate the discriminant
validity of religious/spiritual struggles and the complexity of their relationships with religiousness
and distress.
Keywords: religion; spirituality; struggle; bifactor; measurement; latent; conﬁrmatory factor analysis;
distress; depression; anxiety

1. Introduction
Religious and spiritual (R/S) aspects of life present a variety of challenges. Over the course of the
lifespan many people experience R/S struggle, deﬁned as tension and conﬂict about sacred matters
within oneself, with others, and with the supernatural [1,2]. R/S struggles occur commonly, though
not often severely [3,4]. A growing subdomain of psychological research on R/S examines the causes,
consequences, and subjective experience of R/S struggle (for reviews, see [1,2,5–8]). Over 80 new
publications related to R/S struggle have appeared since the turn of the millennium [8]. Exline [1]
reviewed the broad relationships between R/S struggle and health outcomes of both psychological
and physical natures.
Although many people experience religion and spirituality as a source of comfort (e.g., [9]),
meaning [10], or help in coping [11], this dominant trend may overshadow the difﬁculties
people experience in their R/S relationships, behaviors, and identity development. R/S struggle
Religions 2016, 7, 68; doi:10.3390/rel7060068
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foreshadows losses in both mental and physical health [12,13], and relates positively to depression [14],
suicidality [15], and even higher mortality rates [13]. These ﬁndings have appeared robustly across
religious traditions and socio-demographic groups thus far [4,16]. R/S struggle might ultimately hold
the potential for personal growth and transformation, although only a few empirical studies have
shown support for this position as of yet [17]. Better insight on R/S struggle might clarify the roles it
plays in suffering and growth and inspire new means of therapeutic intervention or new public health
initiatives. Further evidence of R/S struggle’s relevance to well-being may help emphasize the need
to address R/S struggles directly in counseling contexts rather than only treating its symptoms or
circumstances [18].
To advance understanding of R/S struggle through quantitative empirical research, Exline,
Pargament, Grubbs, and Yali [19] developed the Religious and Spiritual Struggles (RSS) Scale. The
RSS measures a range of normative R/S struggles. This multidimensional measure demonstrated
good psychometric qualities, including predictive validity and an efﬁcient measurement model. This
original model comprises six correlated dimensions:
(1)
(2)
(3)
(4)
(5)
(6)

Divine: conﬂict or insecurity in one’s relationship with God
Demonic: persecution or temptation by the devil or evil spirits
Interpersonal: conﬂicts with people or groups related to religion/spirituality
Moral: concerns with the morality of one’s actions and desires
Ultimate Meaning: doubting the importance, purpose, or meaning of one’s life as a whole
Doubt: discomfort with religious or spiritual doubts and questions

Exline and colleagues also estimated a total RSS score from the mean of all subscales’ 26 items.
All RSS factors correlate positively with depressive symptoms, anxiety, state anger, and
loneliness [19]. Most RSS factors relate positively and moderately to other measures of R/S struggle
constructs, such as anger at God and religious fear, guilt, and doubt. The Divine, Demonic, and
Moral subscales appear to converge with attributions of R/S struggles to God, the devil or evil spirits,
or oneself, respectively. RSS factors also relate negatively with life satisfaction and meaning in life,
admitting some exceptions due in part to domain speciﬁcity. For example, meaning in life relates most
strongly to meaning struggle, but does not relate to moral struggle. Conversely, moral struggle relates
to attributions of personal responsibility for speciﬁc R/S struggles, but meaning struggle does not.
In original analyses, religiousness also related more to Demonic and Moral struggles than to Ultimate
Meaning struggle or to total RSS scores; religiousness did not relate to other RSS factors.
These nuances motivate further study of distinctions among the six subdomains of the RSS,
especially with respect to distress and religiousness. Does the RSS merely measure religious
expressions of ordinary distress, or expressions of religiousness from particularly distressed people?
Neither seems likely given the modest strength of correlations among these constructs as measured
independently [19–21], as well as evidence of moderators of these relationships [22]. Nonetheless,
these theoretical simpliﬁcations warrant further disproof if one must reject them and conceptualize
R/S struggles as independent constructs.
1.1. Measurement Methodology
Exline and colleagues [19] found good ﬁt statistics for the ﬁrst-order measurement model
of the RSS’ six correlated latent factors in conﬁrmatory factor analysis (CFA). Nonetheless, these
analyses left some room for doubts. Primarily, the latent factor model did not test the viability of a
second-order factor corresponding to the total RSS score. Strong correlations among the ﬁrst-order
factors (rs = 0.31–0.66, median = 0.51) build evidence for a second-order factor that could represent
R/S struggle in general, but a CFA of this model can more precisely quantify support for any single
factor that affects all six dimensions of the RSS, which could also include religiousness or distress.
Secondarily, model estimation and evaluation methods did not accommodate the ordinal measurement
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of skewed latent distributions inherent in the design of the RSS and the nature of R/S struggles, which
are rarely severe, especially in non-clinical populations [20,21].
Finally, original replications did not test the invariance of the measurement model to ensure
that the RSS assessed the same set of constructs in each population without interference from
group-speciﬁc response biases. The original analyses pooled data from three university samples
into one combined sample. These samples shared many demographic features: majorities of each
sample were women and ethnically white, and ages varied very little. However, religious afﬁliations
and regions varied somewhat more. One sample came from a university located on the Paciﬁc coast
with an institution-level afﬁliation to Christianity, whereas the others came from religiously unafﬁliated
universities in the Midwest. Any heterogeneity in latent structures for the RSS and other factors across
these samples may have undermined the original analyses’ accuracy. We intend to address each of
these limitations throughout this study.
1.1.1. Model Conﬁguration
Second-order factor models can test the validity of a general latent factor that explains why a set
of ﬁrst-order factors correlate. This is a popular method for validating total scores for questionnaires
with several subscales, such as the RSS. However, Reise, Moore, and Haviland [23] recommend
conﬁrmatory bifactor analysis to compare unidimensional and multidimensional scale scoring
alternatives. In a restricted bifactor model, the general factor represents a hypothetical cause of
any covariance common to all indicators (in our case, 26 RSS items), which also load on separate,
orthogonal group factors. A second-order factor model nests within this less constrained bifactor
model and often produces poorer model ﬁt statistics, because it requires that indicators relate to the
second-order factor in fractional proportion to their ﬁrst-order factors’ loadings on the second-order
factor (the proportionality constraint).
For example, “Felt troubled about doubts or questions about religion or spirituality” could only
relate to a second-order factor of general R/S struggle as strongly as it relates to other Doubt struggle
items in general (i.e., its factor loading), and only as strongly as Doubt struggle relates to second-order
R/S struggle (the second-order factor loading). Realistically, neither of these correlations would
equal 1.0, so the product of these loadings (the correlation between the item and the second-order
factor) would necessarily be the smallest of these three numbers, potentially by an inaccurately large
margin. For instance, if this item loaded strongly on its ﬁrst-order factor (e.g., λDoubt = 0.80), and
latent Doubt struggle loaded moderately on the second-order factor (e.g., λgeneral = 0.50), this model
would limit the item’s correlation with the second-order factor to moderate strength at most (implied
λgeneral = 0.40). Though the proportionality constraint prohibits indicators from relating more strongly
to the second-order factor than to their ﬁrst-order factors, a bifactor model allows either correlation
(loading) to exceed the other.
If a single latent general factor truly affects responses to all RSS items, it may disproportionately
affect some items belonging to a single group factor (e.g., the aforementioned Doubt struggle item).
The proportionality constraint arises from an implication of second-order models: ﬁrst-order factors
completely mediate all effects of the second-order factor on the items. A second-order model could
allow limited exceptions to the proportionality constraint and incorporate some direct effects by
estimating direct loadings on the general factor for some items, but each additional loading would
increase the model’s likelihood of empirical underidentiﬁcation and the estimator’s chances of failing
to converge or produce valid parameter estimates. Only bifactor models facilitate estimation of direct,
unmediated effects from a general factor on all items at once.
Bifactor models achieve this advantage through an alternate assumption: instead of assuming
that ﬁrst-order group factors fully mediate the effects of a general factor, a bifactor model assumes that
the general factor does not relate to the group factors at all. This too may limit the model’s accuracy,
but probably to a lesser degree in the case of the RSS. We do not posit some distal, latent inﬂuence on
all R/S struggles that only affects item responses indirectly through its effects on latent R/S struggles.
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Instead, we would expect some mixture of domain-speciﬁc inﬂuences on struggles of particular kinds
(e.g., skepticism could produce doubt) and broader, general, unrelated inﬂuences on all struggles,
such as distress or religiousness, or perhaps something more unique to R/S struggle.
The proportionality constraint may also distort loadings at either level if indicators that share a
ﬁrst-order factor vary in relatedness to other indicators that share the second-order factor. For example,
if one indicator (e.g., cloud cover) represents a unique part of a ﬁrst-order factor (climate) that
varies independently of the second-order factor (latitude), that indicator should load strongly on
the ﬁrst-order factor, but not relate to the second-order factor, unlike other indicators (sunlight
intensity). Nonetheless, a second-order factor model implies that the indicator’s correlation with
the second-order factor equals the product of the indicator’s loading and the ﬁrst-order factor’s
loading on the second-order factor. Such conﬂicts between empirical reality and second-order models
of covariance structure contribute to overall misﬁt for second-order models, but need not invalidate
bifactor models. We do not suspect the RSS of containing any items that relate only to a ﬁrst-order
group factor and not to any general factor, but we cannot rule this out without estimating general
factor loadings, nor do we see beneﬁts to imposing the proportionality constraint on a bifactor model
of the RSS. For these reasons, we favored bifactor models in our analyses.
A bifactor model’s two sets of loadings also provide a quantitative basis for judging whether a
single general factor or multiple group factors explain greater overall amounts of indicators’ covariance.
If a general factor explains most of the covariance in a set of measures (as distress or religiousness
could in the RSS), this result favors a unidimensional model over a multidimensional model, and
vice versa. If indicators load with similar and adequate strength on both general and group factors,
this supports the viability of both measurement models.
Our application beneﬁts from this additional advantage of bifactor models over second-order
models. After establishing the validity of a general factor of R/S struggle, the six original dimensions
of the RSS will need to demonstrate their uniqueness from this primary common factor to retain
discriminant validity. In other words, if R/S struggles cohere well enough across the original six
dimensions to be described by one scale score representing general R/S struggle, do we still need to
think of more speciﬁc dimensions (e.g., Doubt struggle) as meaningfully unique from this broader
dimension of R/S struggle in general? If the group factors retain some uniqueness, could religiousness
or distress then render any of these dimensions redundant, if not the entire RSS?
1.1.2. Model Estimation
The original CFA of the RSS [19] used maximum likelihood estimation on Likert-type rankings
treated as interval data for the purpose of these and other correlation analyses. Instead, Reise and
colleagues [23] recommend polychoric correlations for CFA of Likert scale data (see also [24]). The
two-stage polychoric correlation procedure ﬁrst estimates values of latent, continuous, normally
distributed dimensions to stand in for observed responses on ordinal (including Likert-type) scales,
then calculates bivariate correlations between these estimated values. Because polychoric correlations
use standard normal latent distributions, they equal the latent covariances.
Most people report low levels of R/S struggles (as measured with other questionnaires) [20,21],
indicating positively skewed distributions (with more frequent responses toward the low ends of their
scales). Thus we expected to violate the assumption of normal latent distributions when using
polychoric correlations. Latent variables with nonnormal distributions bias polychoric correlations
upward very slightly (bias < 2%) [25,26]. However, measuring continuous latent variables with a
small number of ordered options (as many Likert-type scales do, including the RSS) introduces much
greater downward bias in product-moment correlations estimated between the latent variables, even if
they follow normal distributions [27–29]. Thus as an alternative to CFA estimation using covariance
matrices, polychoric correlation matrices usually introduce less bias than they correct, which helps
survey data meet assumptions of the popular maximum likelihood (ML) estimator.
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Nonetheless, several authors [24,26,30–35] argue against ML estimation of common factor models
based on polychoric correlations. ML estimation using polychoric correlations generates conservatively
biased ﬁt statistics and standard errors [36], and may result in more convergence errors and improper
solutions [37]. Unweighted least squares estimation [38] with mean and variance adjustments
(ULSMV) [39] seems marginally preferable to ML for polychoric covariances of ordinal data [40,41].1
If ULSMV estimation fails to converge, diagonally weighted least squares estimation (WLSMV) may
produce a comparably robust alternative solution with only marginally more susceptibility to bias [42].
The original CFA of the RSS reported no convergence issues with ML estimation, but did not use
all available data simultaneously [19], which may have circumvented any such problems that might
have arisen in a more complex model. The measurement model’s ﬁt statistics also suggested room for
marginal improvements. Could this have resulted from the downward bias of ML estimation, a lack of
polychoric correlations, or an ignored general factor? This study examined these possibilities.
1.1.3. Measurement Invariance
When comparing correlations across samples, using multi-group structural equation modeling
(SEM) with invariant measurement models can help ensure that differences in correlations across
samples do not result from biased measurement. Establishing that items load on the same factors
(conﬁgural invariance) with the same strengths (metric invariance) across samples enables direct
comparison of latent correlations by eliminating the possibility that certain items only relate to latent
factors of interest in some samples, not all. For instance, if the Interpersonal struggle item, “Felt angry
at organized religion”, related much more strongly to latent Interpersonal struggle in populations
with speciﬁc R/S afﬁliations than in unafﬁliated populations, this would cause latent correlations to
reﬂect the inﬂuence of this particular item more strongly in the afﬁliated populations. Constraining
loading estimates to equality across samples prevents the meanings of correlations from varying across
samples, but worsens SEM ﬁt statistics if the loadings vary greatly across samples [43].
Since sampling error causes loading estimates to vary across samples from even a single
population, measurement invariance tests retain the null hypothesis of identical measurement across
groups unless separate estimation of parameters in each group improves SEM ﬁt statistics signiﬁcantly.
Cheung and Rensvold [44] recommend using a minimal improvement threshold with the comparative
ﬁt index, ΔCFI > 0.01, as an indication of signiﬁcant variance in parameters being tested. This method
can also test the invariance of items’ thresholds used in polychoric correlations (strong invariance),
which enables unbiased comparisons of latent means to determine which populations tend to score
lower or higher than others. Testing the invariance of items’ residual variances or uniquenesses (strict
invariance) matters as well when using classical test theory assumptions to score a questionnaire by
averaging or summing numerical responses, because this scoring method includes all common and
unique item variance in its scale scores. Since Exline and colleagues [19] used this classical test theory
scoring method, the exactness of their comparisons across samples depends on classical test theory’s
assumptions of strict measurement invariance. Measurement invariance tests would help to address
any concern that strict invariance does not hold; if it does, this will facilitate general comparisons of
RSS data across diverse populations.
1.2. The Present Study
These improvements on conventional methods raise interesting questions within the basic CFA
replication paradigm. The original CFA of the RSS measurement model [19] used ML estimation; will
the model still ﬁt well using ULSMV estimation from polychoric correlations in a larger sample? Will a
bifactor structure improve the model’s ﬁt? Will the items’ dual loadings favor a unidimensional or

1

If available, the polychoric instrumental variable estimator would offer further improvements on ULSMV estimation.
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multidimensional model? Will bifactor models replicate across samples as accurately as the simpler,
original measurement model?
The RSS provides an especially intriguing opportunity to investigate the psychological
implications of a bifactor measurement model. As a newly explored set of psychological
constructs, the RSS has yet to resolve its placement in the overlapping domains of distress and
religiousness/spirituality. Thus far, the Demonic, Moral, and Ultimate Meaning subscales have
exhibited stronger relationships with religiousness than the Divine, Interpersonal, and Doubt subscales,
whereas relationships with depressive symptoms, anxiety, anger, and loneliness appear relatively
consistent across all subscales [19]. The unidimensional or second-order models of the RSS produce
a total score that correlates more strongly to these measures of mental health than to religiousness,
unlike the Demonic and Moral subscales. All these correlations are positive, yet Ultimate Meaning
struggle correlates negatively with religiousness.
How will forcing orthogonality among the group factors of the RSS in a bifactor model affect their
correlations with measures of distress and religiousness? Will these measures relate more strongly to the
general factor of the RSS than to its group factors? If so, this would imply that religiousness or distress
relate to R/S struggle in general, not just some of its speciﬁc domains. If estimating a general factor
reduces the group factors’ correlations with religiousness or distress by partialing out their common
covariance, this would improve the group factors’ independence from these potential confounds.
Happily, these questions have arisen after we completed collection of data on all measures of
interest in ﬁve large studies of subtly different populations, providing a wealth of information and
no shortage of statistical power for these analyses. Hence, we adopt a coordinated or integrative
data analytic strategy based on exploration and replication [45–47]. We only employ null hypothesis
signiﬁcance tests to arbitrate analytic decisions, rather than using them as the basis of psychological
inferences, and we emphasize effect sizes throughout, following the lead of modern methodologists
(e.g., [48]).
2. Method
2.1. Participants and Procedure
Survey protocols varied across samples and collection times (all during 2012–2015; Exline et al. [19]
used data from Fall 2012 and Spring 2013 as their Study 2). We recruited participants in three of our
ﬁve samples from undergraduate introductory psychology courses held at three universities in the
USA. Undergraduates received partial course credit for participating online in a larger survey. Two of
these universities are in the Great Lakes region of the Midwest; one is large and public (N = 1946 with
some RSS data), the other midsized and private (N = 1019). The third is a private Christian university
near the Paciﬁc coast (N = 1102). The west coastal Christian undergraduates tended to participate
earlier in their educations than the others, and the Midwestern private undergraduates tended to
participate later (Table 1).
Table 1. Educational statuses across samples.
Sample

Freshmen

Sophomores

Juniors

Seniors

Others

WCC
MWU
MWR

76%
61%
53%
High School or Less
11%
14%

16%
23%
27%
Partial College
31%
34%

4%
9%
11%
Two-Year, Trade, or Technical
8%
11%

2%
4%
8%
Bachelor’s
36%
31%

2%
2%
1%
Master’s
12%
10%

GMT
NMT

Note: WCC = west coastal Christian university; MWU = Midwestern public university; MWR = Midwestern
private university; GMT = general MTurk; NMT = nontheistic MTurk.
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2.1.1. Amazon Mechanical Turk Samples
We recruited adult internet workers from the USA through Amazon Mechanical Turk (MTurk)
for our two other studies’ samples. MTurk is a web platform and online marketplace that allows
individuals to offer monetary compensation, processed via Amazon, to adult workers in exchange
for completing tasks of various length, including surveys. Its worker population provides survey
data of comparable or superior validity to undergraduate samples, and tends to represent a more
diverse range of ages, locations, and of course, occupations and educational backgrounds [49–57].
MTurk workers over-represent nonreligious subpopulations [58], which, consistent with the goals of
this project, allows for increased power to detect differences related to nonreligious participants in
samples. MTurk has proven useful in a number of prior studies of religion-based constructs [19].
Participants for one MTurk survey responded to an advertisement on the MTurk database for
a survey entitled “Two-Part Study of Personality, Beliefs, and Behavior” that offered $3.00 USD in
MTurk credit for completing the survey. To ensure that participants provided adequate attention to
the survey task, rather than answering at random or without regard to instructions and item content,
we included several attention check items (e.g., in a longer measure, including an item that instructs
participants to “Please select ‘disagree’” for that item). Participants who fail attention checks might
not be providing meaningful, reliable data in response to other items. Thus, among 1397 consenting
participants, we excluded 12% (n = 172) who failed an attention check, and an additional 25 who
failed another attention check (3% of those who received it). Of the 1200 participants who satisﬁed our
screening criteria, 1158 (97%) continued this survey past the RSS.
Participants in the other MTurk survey responded to an offer to earn $2.00 upon completion.
As in the general MTurk sample, we used attention check items to ensure that participants provided
adequate attention, and we excluded participants who failed attention checks. Among 2062 consenting
adult participants, we excluded 6% (n = 124) who failed an attention check.
We then assessed belief in the existence of a god or gods using a forced-choice item modiﬁed
from the General Social Survey. This second MTurk survey only invited complete responses from
participants who expressed doubt or disbelief that any gods exist. Henceforth we refer to this as the
nontheistic MTurk sample, and to the other as the general MTurk sample. To avoid self-selection bias,
we titled this survey “Emotions, Beliefs, and Attitudes”, emphasizing its content rather than its intent
as a study of nonbelief. The consent form speciﬁed that the survey would include questions related to
religious/nonreligious matters, among other topics.
We excluded 60% (1139 of 1904 continuing participants) who expressed at least some belief in
a god or gods (i.e., selected “I ﬁnd myself believing in a god or gods at some of the time, but not at
others,” “While I have doubts, I feel that I do believe in a god or gods,” or “I know that a god or gods
really exist, and I have no doubts about it”). Among the remaining 765 participants, 19% endorsed,
“I know that no god or gods exist, and I have no doubts about it,” 33% endorsed, “While it is possible
that a god or gods exist, I do not believe in the existence of a god or gods,” 32% endorsed, “I don’t
know whether there is a god or gods, and I don’t believe there is any way to ﬁnd out,” and 17%
endorsed, “I don’t know whether there is a god or gods, but it may be possible to ﬁnd out.” Last, we
excluded 25 more participants who failed another attention check (5% of those who received it). Of the
740 nontheistic participants who passed these attention checks, 638 (86%) continued the survey past
the RSS. In both MTurk samples, as in the university samples, we only report other statistics regarding
participants who provided at least some RSS data.
2.1.2. Demographics
Respondents in the MTurk samples tended to participate later in life and across a more even
distribution of ages than the university samples’ undergraduates (Table 2). Majorities of all samples’
participants identiﬁed as women by birth, ethnically white, heterosexual, born in the USA, and raised
to speak English (Tables 2–4). Majorities of the university samples reported no romantic relationship at
the time of participation. The MTurk samples reported more evenly distributed relational statuses.
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1
1
1
6
6

MAD

Gender

63%
66%
54%
60%
51%

Women
37%
34%
46%
39%
46%

Men
67%
63%
65%
74%
77%

White
10%
15%
15%
5%
3%

Asian

Ethnicity

8%
6%
8%
8%
3%

Black
4%
6%
2%
5%
5%

Latin
10%
10%
9%
8%
12%

Other or Multiple
89%
97%
80%
96%
93%

Born in the USA
86%
98%
81%
97%
96%

English as First Language

89

66%
24%
13%
15%
2%

30%
19%
12%
19%
3%

74%
54%
64%
29%
36%

Single
24%
43%
33%
19%
20%

In a Relationship

2%
30%
18%
11%
5%

0%
1%
4%
2%
1%

Jewish
0%
0%
2%
2%
3%

Buddhist
0%
0%
4%
1%
1%

Hindu

—
0%
2%
1%
—

0%
0%
2%
6%
1%

—
1%
1%
3%
1%

Mixed

1%
—
—
36%
23%

Married

—
7%
13%
17%
24%

Agnostic

—
—
—
6%
3%

Divorced

Relationship Status

Other

—
2%
1%
15%
15%

Cohabiting

Muslim

Table 4. Religious afﬁliations across samples.

2%
2%
2%
3%
6%

Protestant Catholic

—
3%
2%
3%
7%

Other or Withheld

1%
9%
14%
10%
19%

None

—
1%
1%
2%
2%

0%
4%
8%
13%
22%

Atheist

Other or Withheld

Note: WCC = west coastal Christian university; MWU = Midwestern public university; MWR = Midwestern private university; GMT = general MTurk; NMT = nontheistic
MTurk; MAD = median absolute deviation. In the MTurk samples, 1% (GMT) and 3% (NMT) designated genders other than man or woman from birth (e.g., transgender and
withheld options).

Chrisitian: Unspeciﬁed/Other

1%
3%
3%
7%
10%

Homosexual

Sexual Orientation

WCC
MWU
MWR
GMT
NMT

97%
92%
93%
87%
79%

WCC
MWU
MWR
GMT
NMT

Bisexual

Sample

Hetero-Sexual

Sample

Table 3. Sexual orientations and relationship statuses across samples.

Note: WCC = west coastal Christian university; MWU = Midwestern public university; MWR = Midwestern private university; GMT = general MTurk; NMT = nontheistic MTurk;
MAD = median absolute deviation. In the MTurk samples, 1% (GMT) and 3% (NMT) designated genders other than man or woman from birth (e.g., transgender and withheld
options).

18
19
19
31
29

WCC
MWU
MWR
GMT
NMT

Age

Median

Sample

Table 2. Ages, genders, ethnicities, birthplaces, and ﬁrst languages across samples.
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Religion distributions varied across samples. Large majorities afﬁliated with Christianity in
the west coastal Christian and Midwestern public university samples (Table 4). The Midwestern
private university and general MTurk samples represented Christian and unafﬁliated students more
evenly. In the nontheistic MTurk sample, 21% listed a religious afﬁliation, nonbelief in divine entities
notwithstanding. Each non-Christian afﬁliation comprised less than 5% of each sample.
2.2. Measures
2.2.1. Religious and Spiritual Struggles (RSS) Scale [13]
The RSS measured the extent to which participants had experienced six dimensions of R/S
struggle over their previous few months with 26 statements (four per dimension except Divine
and Doubt, which have ﬁve items each) rated on a ﬁve-point Likert-type scale with the following
options: not at all/does not apply, a little bit, somewhat, quite a bit, and a great deal.2 Divine struggle
subsumes relational problems with God (e.g., “felt angry at God”), including perceptions and fears of
abandonment and punishment. Demonic struggle subsumes supernatural evil interference (e.g., “felt
attacked by the devil or evil spirits”) including temptation. Interpersonal struggle subsumes conﬂict
with religious people and groups (e.g., “felt angry at organized religion”), including victimization
and ostracism. Moral struggle subsumes personal ethical difﬁculties (e.g., “felt torn between what I
wanted and what I knew was morally right”) and guilt. Ultimate meaning struggle subsumes doubts
about personal and existential signiﬁcance (e.g., “felt as though my life had no deeper meaning”).
Doubt struggle subsumes distressing uncertainty about R/S beliefs (e.g., “felt confused about my
religious/spiritual beliefs”).
2.2.2. Religiousness
Previous studies (e.g., [3,59,60]) have used the following measures of religiousness in research on
attitudes toward God. They have demonstrated good internal reliability and convergent validity with
other religious constructs.
Religious Belief Salience (RBS) [61]
Four statements (e.g., “My religious/spiritual beliefs lie behind my whole approach to life”)
rated for agreement on a 12-point Likert-type scale measured the personal signiﬁcance of participants’
religious beliefs. Verbal anchors only appeared above the options we ranked lowest (does not apply;
I have no religious/spiritual beliefs), second lowest (strongly disagree), and highest (strongly agree) for
ordinal quantitative analyses.
Religious Participation (RP) [9]
Participants rated their frequencies of eight behaviors (e.g., “prayed or meditated”, “thought
about religious/spiritual issues”) in the previous week on a six-point Likert-type scale with the
following options: not at all, once, a few times, on most days, daily, and more than once per day. We excluded
the last two items pertaining to hearing from God from all analyses because only relatively recent
participants received them.

2

Throughout we list the lowest-ranked response options ﬁrst and the highest-ranked options last. Most of our analyses did
not treat these data as numeric. When using maximum likelihood estimation, we assigned the lowest-ranked option a value
of one and increased this by one unit for each rank (e.g., a ﬁve represented the highest-ranked option on a ﬁve-point scale).
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2.2.3. Distress
Center for Epidemiologic Studies—Depression scale (CES-D) [62]
Participants rated their frequencies of eight depressive symptoms during the past week (e.g., “felt
depressed”, “felt lonely”) on a four-point Likert-type scale with the following options: rarely or none
of the time (less than 1 day); some or a little of the time (1–2 days); occasionally or a moderate amount of
time (3–4 days); and most or all of the time (5–7 days). Two additional items rated on the same scale
represented an absence of or reprieve from depression (“felt hopeful about the future” and “were
happy”). This measure has been validated for many populations (e.g., [63,64]).
Generalized Anxiety Disorder Seven-Item Scale (GAD-7) [65]
Participants rated their frequencies of seven anxiety-related problems during the past two weeks
(e.g., “trouble relaxing”, “becoming easily annoyed or irritable”) on a four-point Likert-type scale
with the following options: not at all, several days, more than half the days, and nearly every day. A large
German study validated this measure for the general population [66].
Perceived Stress Scale [67]
Participants rated their frequencies of seven stressful experiences during the past month (e.g., “felt
nervous and ‘stressed’”, “been upset because of something that happened unexpectedly”) on a
ﬁve-point Likert-type scale with the following options: never, almost never, sometimes, fairly often, and
very often. Three additional items rated on the same scale represented a sense of control and ease (“felt
that things were going your way”, “felt that you were on top of things”, and “been able to control the
irritations in your life”), the theoretically opposite pole of the latent stress dimension. Recent research
has validated this measure for undergraduates [68].
Big Five Inventory—Neuroticism Subscale [69]
Participants rated 44 statements about themselves for agreement on a ﬁve-point Likert scale
ranging from strongly disagree to strongly agree. These statements measure the ﬁve most essential traits
in personality theory [70]. We focused on neuroticism, the characteristic tendency to experience frequent
or intense negative emotions, impulses, and thoughts. This construct shares heritable inﬂuences with
anxiety [71]. Only eight items pertained to neuroticism (e.g., “I am depressed, blue”), three of which
indicate low neuroticism or high emotional stability (e.g., “I am relaxed and handle stress well”),
the theoretically opposite pole of the latent neuroticism dimension. This measure converges well with
other neuroticism measures [72]. We only used data from the other 36 items to identify participants
with excessively invariant response patterns.
3. Results
We conducted all analyses in R [73]. We report only standardized loadings and correlations
instead of raw covariances.
3.1. Exclusion Criteria
Before conducting primary analyses, we excluded participants with insufﬁciently effortful
responding (IER) patterns based on the number of identical responses each participant gave across all
items of the RSS. We ignored the lowest response option, not at all/does not apply, since many people
might legitimately experience no R/S struggles whatsoever. We found an absolute minimum of
participants across all samples (n = 8 of N = 5863) chose the same option (excluding the lowest) 23 out
of 26 possible times. We assumed this represented the most extreme degree of invariant responding
that might occur legitimately. This threshold also resembles the highest empirically derived cutoff
that identiﬁed IER with 99% speciﬁcity for a 300-item questionnaire (25) [74]. Thus we excluded
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106 participants (1.8%) who gave the same response between 2 and 5 to at least 24 RSS for clear IER,
but retained 842 participants (14.4%) who chose the lowest response option, not at all/does not apply,
for at least 24 questions. Preferring to retain invalid responses rather than exclude valid responses,
we implemented this screening technique (long string) [75] more permissively than Johnson [76], who
used it to exclude 3.5% of another Web-based survey’s participants. Four of our samples would have
set a lower threshold by our criterion: absolute minima within samples occurred ﬁrst at 17 (n = 0),
17 (1), 19 (0), 21 (3), and 24 (0) identical responses.
We also excluded participants who failed an attention check embedded in the RSS. The participants
of both MTurk studies and the 900 most recent participants from the university samples received an
item with the RSS that instructed them to choose a speciﬁc response option. Of the 2697 participants
without missing responses to this item, we excluded 68 (2.5%) who failed to comply. Of these 68, 15
also met the long string criterion for exclusion. Those failing the attention check also tended to give a
higher number of identical responses to the RSS (median = 13) than those who passed (median = 5;
Hedges’ g = 1.8; Kendall’s τ scaled to r = 0.20 [77]).
We used the forestplot package [78] to visualize comparisons of effect size estimates and conﬁdence
intervals across all samples and the total sample. In the overall sample with 95% conﬁdence based on a
negative binomial regression model [79], we would expect the mean number of identical responses to
be between 2.0 and 2.8 times larger among people who fail this attention check (Figure 1a). Conversely,
the odds of a participant failing the attention check increase by 19%–28% for every unit increase in the
number of identical responses based on a logistic regression model with 95% conﬁdence (Figure 1b) [80].
These relationships support the convergent validity of these criteria for identifying IER.

ȱ
Figure 1. (a) Forest plot of ratios of mean equal responses if attention check is failed vs. passed;
(b) Forest plot of odds ratios for attention check failure per equal response. Combined N = 2697;
MR = mean ratio; OR = odds ratio; U = university.

However, the general MTurk sample had fewer, rarer failures (n = 5 of 1158 or 0.4%) than the
nontheistic MTurk sample and the private Midwestern university (ns = 21 of 638 or 3.4%, and 8 of 288
or 2.9%, respectively; Fisher’s exact test of independence p < 0.001). The latter pair of samples also
had rarer failures than the west coastal Christian and public Midwestern universities (ns = 11 of 211
or 5.5%, and 23 of 401 or 6.1%, respectively; Fisher’s exact test of independence p = 0.128; for all ﬁve
samples, Fisher’s exact test of independence p < 0.001). The relationship between attention check failure
and number of identical responses also strengthened in the university samples (see Figure 1a,b; for
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interaction of attention and sample in negative binomial model, likelihood ratio χ2 (4) = 13.7, p = 0.008).
This suggests greater awareness of attention checking items among MTurk workers, and demonstrates
the value of using both independent screening criteria to exclude a greater portion of invalid data.
The exclusion criteria jointly reduced the total sample size to N = 5705 (97.3%). They reduced
the west coastal Christian university’s sample to n = 1069 (97.0%), the Midwestern public university’s
sample to 1870 (96.1%), the Midwestern private university’s sample to 1006 (98.7%), the general MTurk
sample to 1149 (99.2%), and the nontheistic MTurk sample to 611 (95.8%).
3.2. Exploratory Factor Analyses of the RSS
We began our reanalysis of the latent structure of the RSS by performing exploratory factor
analyses of the items. These analyses provided a purely empirical basis for judging whether the items’
covariance structure would naturally support the original six-factor measurement model, and if this
would change when extracting a general factor. Using the psych package [81], we estimated polychoric
correlations for all pairs of RSS items separately in each of our ﬁve samples. We then performed
exploratory factor analysis of each sample’s polychoric correlation matrix using minres (ordinary,
unweighted least squares) estimation to extract six factors, which we rotated using the oblimin oblique
criterion. These analyses produced good ﬁt statistics for the west coastal Christian and Midwestern
public university samples (Tucker–Lewis Indices (TLIs) = 0.96 and 0.97, root mean square errors
of approximation (RMSEAs) = 0.05, df -corrected root mean square residuals (RMSRs) = 0.01–0.02),
acceptable ﬁt for the Midwestern private university and unscreened MTurk samples (TLIs = 0.92 and
0.94, RMSEAs = 0.08 and 0.07, RMSRs = 0.02), and very poor ﬁt for the nontheistic MTurk sample
(TLI = 0.20, RMSEA = 0.36, RMSRs = 0.04).
In this last case, symptoms of over-factoring manifested. Items belonging to the Divine and
Demonic subscales loaded together on the ﬁrst factor, with Demonic items loading more weakly
(Demonic λ1 = 0.46–0.59; Divine λ1 = 0.66–0.90). Demonic items also loaded on the sixth factor
(λ6 = 0.41–0.53), as did item 13 from the Interpersonal subscale (“felt angry at organized religion”),
which loaded negatively (λ6 = ´0.46; on the Interpersonal factor, λ3 = 0.79). This suggests nontheistic
people may differentiate less between divine and demonic agents as targets for attributions of any R/S
struggles they experience with respect to supernatural entities. Extracting only ﬁve factors offered little
improvement in the ﬁt statistics (TLI = 0.25, RMSEA = 0.35, df -corrected RMSR = 0.04), but produced
a factor pattern with reasonably simple structure (all primary λs ě 0.63, all secondary λs ď 0.30),
in which Divine and Demonic items shared the ﬁrst factor.
As in Exline and colleagues [19], the ﬁrst eigenvalue of the RSS items greatly exceeded the others
in all samples. Its magnitude ranged from 12 to 14, exceeding the next largest by 8–11, or factors of 3–5.
This predominant general factor and strong factor correlations (median = 0.41 across samples) imply a
plausible bifactor structure [23].
Exploratory bifactor analyses using Schmid and Leiman’s [82] transformation of the initial
six-factor solutions supported the presence of a general factor in all ﬁve samples. For loadings
on the general factors across samples, median λgeneral = 0.59–0.70; all λgeneral > 0.32, except item 13 in
the nontheistic MTurk sample (λgeneral = 0.19). Ratios of general factors’ eigenvalues to group factors’
largest eigenvalues = 3–5. Median percentages of general variance in each item = 46%–62%. These
results suggest that the RSS items’ common covariance (i.e., excluding unique residual variances) split
relatively evenly between the general factor and all group factors.
3.3. Conﬁrmatory Factor Analyses of the RSS
We ﬁt all structural equation models (SEMs) to polychoric correlations using ULSMV estimation
in the lavaan package [83]. We note a few exceptions to these estimation methods below. All χ2 , CFI,
and RMSEA ﬁt statistics used variance-scaling and mean-adjusting corrections [39]. We calculated ω
reliabilities for factors using the semTools package [84]. This formula, presented by Green and Yang [85]
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as ρXX , does not assume equal loadings across any factor’s indicators, and it uses the observed (not
model-implied) total covariance to estimate reliability conservatively.
3.3.1. Original Measurement Model
We tested the original RSS measurement model [19] for measurement invariance across all ﬁve
samples. Constraining the loadings, thresholds, residuals, and latent variances and covariances to
have equal estimates across samples resulted in an optimal blend of model parsimony and replicability
across samples and good ﬁdelity to the empirical covariance structure (χ2 (1,976) = 4790, CFI = 0.96,
RMSEA = 0.04, weighted root mean square residual (WRMR) = 6.12; Figure 2). Estimating thresholds,
residuals, and latent variances and covariances independently in each sample did not improve the
model’s ﬁt statistics enough to justify the loss of parsimony (metric vs. conﬁgural ΔCFI = 0.002, strict
vs. metric ΔCFI = ´0.006, constrained variances vs. metric ΔCFI = ´0.005, covariances vs. metric
ΔCFI = ´0.007), but latent means differed signiﬁcantly across samples (constrained means vs. strong
invariance ΔCFI = ´0.069; Table 5). Reliability also varied across samples and factors (Table 6).

ȱ
Figure 2. Original measurement model of the RSS. Squares represent items. Ovals represent latent
factors. Line weights correspond to their path coefﬁcients, which are standardized. See Table 5 for
latent means and variances. Thresholds and residuals are omitted.
Table 5. Latent means (and variances) for RSS factors across samples and measurement models.
Sample

Model

Divine

Demonic

Interpersonal

Moral

Ultimate
Meaning

Doubt

General

WCC

Original
Restricted
Unrestricted

1.0 (4.5)
´15.2 (1.2)
0.4 (4.5)

2.5 (5.7)
´10.6 (4.1)
0.4 (3.3)

0.6 (1.3)
´6.3 (0.6)
0.3 (1.0)

0.9 (2.2)
´8.0 (1.0)
´0.2 (1.3)

´0.3 (4.0)
´13.8 (1.7)
´0.3 (5.7)

0.3 (3.5)
´13.8 (1.1)
´0.1 (4.0)

—
16.3 (3.3)
0.6 (0.2)

MWU

Original
Restricted
Unrestricted

0.5
´3.0
0.4

0.9
´1.9
0.4

0.3
´1.2
0.2

0.1
´1.9
´0.2

0.0
´2.9
0.0

0.1
´2.9
0.0

—
3.5
0.1

MWR

Original
Restricted
Unrestricted

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

—
0.0
0.0

GMT

Original
Restricted
Unrestricted

0.2
7.1
0.4

0.6
6.2
1.4

0.4
3.2
0.4

´0.6
3.3
´0.1

´0.0
5.7
´0.1

´0.3
5.7
´0.2

—
´6.9
´0.2

NMT

Original
Restricted
Unrestricted

0.1
13.8
0.6

´0.8
10.4
1.1

0.5
6.2
0.6

´0.8
6.8
0.2

0.4
11.8
0.4

´0.3
11.5
´0.0

—
´13.7
´0.5

Note: WCC = west coastal Christian university; MWU = Midwestern public university; MWR = Midwestern
private university; GMT = general MTurk; NMT = nontheistic MTurk. The MWR sample’s means served as a
comparative baseline. All models used strict, latent variance, and latent covariance constraints across samples.
Therefore, the WCC variance estimates apply to all samples.
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Table 6. Reliability coefﬁcient ω for RSS factors across samples.
Sample

Divine

Demonic

Interpersonal

Moral

Ultimate Meaning

Doubt

General

WCC
MWU
MWR
GMT
NMT

0.83
0.95
0.85
0.78
0.75

0.89
10.02
0.89
0.86
0.85

0.83
0.87
0.77
0.78
0.77

0.82
0.88
0.84
0.82
0.78

0.77
0.78
0.76
0.75
0.74

0.69
0.78
0.73
0.68
0.68

0.90
10.01
0.89
0.98
0.81

Note: WCC = west coastal Christian university; MWU = Midwestern public university; MWR = Midwestern
private university; GMT = general MTurk; NMT = nontheistic MTurk. Calculations used the original
measurement model, except for the general factor, which used the restricted model.

Ultimately, ﬁt statistics compared well with Exline and colleagues’ [19] original results for
the RSS. Their use of ML estimation without polychoric correlations did not prevent an accurate,
positive conclusion regarding the validity of the RSS. The strict invariance of the RSS across these
populations indicates that calculating latent scores from averages of responses should not have
introduced substantially unequal biases in their analyses of correlations with other variables.
3.3.2. Restricted Bifactor Measurement Model
A restricted bifactor model of the RSS maintained good ﬁt statistics with the same measurement
invariance constraints (χ2 (1,961) = 5277, CFI = 0.96, RMSEA = 0.04; WRMR = 6.55; Figure 3). Surprisingly,
each invariance constraint improved model ﬁt (metric vs. conﬁgural invariance ΔCFI = 0.0023 , strict vs.
metric ΔCFI = 0.007, constrained variances vs. metric ΔCFI = 0.023). All items loaded fairly strongly
on both the general factor (λgeneral = 0.46–0.78) and their respective group factors (λs = 0.43–0.78).
These loadings sufﬁced to estimate all factors well, which supports both the multidimensional and
unidimensional frameworks for the RSS. Reliabilities differed from the original model by less than
0.03, and the general factor’s reliability also varied across samples (Table 6).

ȱ
Figure 3. Restricted bifactor measurement model of the RSS. Squares represent items. Ovals represent
latent factors. Line weights correspond to their path coefﬁcients, which are standardized. See Table 5
for latent means and variances. Thresholds and residuals are omitted.

In most items, the general factor explained a slightly larger amount of covariance than the
group factors. However, this model appeared to ﬁt marginally worse than the original model due
to the constrained group factor covariances. The general factor represented an explanation for these
covariances, but did not allow any two factors to covary more with each other than with all other factors.

3

We used WLSMV estimation for this test of metric invariance because ULSMV could not produce scaled ﬁt statistics for the
conﬁgural model.
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For instance, by sharing one general factor, the relatively unique Demonic items (λgeneral = 0.52–0.55,
λgroup = 0.68–0.78, all ﬁrst-order factor rs = 0.31–0.59) may have attenuated loadings for relatively
similar Divine and Doubt items (λgeneral = 0.72–0.78, λgroup = 0.43–0.51, factor r = 0.72). Therefore, next
we tested a bifactor model with free covariances among group factors and an orthogonal general factor.
3.3.3. Unrestricted Bifactor Measurement Model
This model produced the best ﬁt statistics of all RSS CFAs (χ2 (1,946) = 4126, CFI = 0.97,
RMSEA = 0.03, WRMR = 5.49; Figure 4). It continued to perform well in measurement invariance
testing, achieving strict measurement invariance (metric vs. conﬁgural invariance ΔCFI = ´0.002,4
strict vs. metric ΔCFI = ´0.002) with invariant latent factor covariances and variances (constrained
covariances vs. metric invariance ΔCFI = ´0.006; variances vs. metric ΔCFI = ´0.008). This model’s ω
reliabilities did not differ from the other models’ values by more than 0.04.

ȱ
Figure 4. Unrestricted bifactor model of the RSS. Squares represent items. Ovals represent latent factors.
Line weights correspond to their path coefﬁcients, which are standardized. Loadings with dashed
grey lines differed insigniﬁcantly from zero (p > 0.08). See Table 5 for latent means and variances.
Thresholds and residuals are omitted.

Group factor correlations strongly resembled those from the original model without a general
factor (|Δr| = 0.01–0.03), except for the correlations among Demonic, Moral, and Ultimate Meaning
struggles. Correlations with Ultimate Meaning struggle increased for both Demonic (Δr = 0.13)
and Moral struggles (Δr = 0.14). The Demonic-Moral correlation lost almost half its strength
(Δr = 0.28), presumably because these factors’ common covariance transferred to the general
factor. Loadings on the Moral and Demonic group factors also decreased (ΔλMoral = ´0.13–´0.19;
ΔλDemonic = ´0.17–´0.34); others changed very little in either direction (Δλgroup = ´0.10–0.07). This
supports the comparability of this model’s group factor structure to the original structure, as do
extremely high correlations between corresponding factors’ regression scores (rs = 0.980–0.999, except

4

We used unscaled CFIs for this test of metric invariance because neither ULSMV nor WLSMV could compute scaled ﬁt
statistics for the conﬁgural model. Cheung and Rensvold [44] did not specify whether their criteria for measurement
invariance apply equally to scaled or unscaled ﬁt statistics.
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Demonic r = 0.723, and Moral r = 0.861). We believe the lower loadings and convergent factor score
correlations for the Demonic and Moral factors resulted from the general factor absorbing relatively
large portions of the covariance in these factors’ indicators.
Initially the unrestricted general factor did not facilitate a clear psychological interpretation.
The general factor of the restricted bifactor model more clearly represented a common latent factor of
R/S struggle constructed speciﬁcally to explain correlations among different kinds of R/S struggles
and render their group factors independent. The general factor of the unrestricted bifactor model
clearly did not have the same effect, because the strong group factor covariances from the original
model remained mostly unaltered. Furthermore, items loaded much more weakly on this general
factor than on the restricted model’s general factor. Only Demonic items loaded strongly on the
general factor (λgeneral = 0.54–0.73), and Moral items loaded moderately (λgeneral = 0.46–0.54); all other
items had weak or insigniﬁcant loadings (λgeneral = ´0.10–0.27). To avoid building further results
on sampling error and to maintain a focus on replication of theory-driven results, we chose not to
trim insigniﬁcant loadings, but that option seems open to future replications. Regardless, this general
factor related disproportionately to Demonic and Moral items, not unlike religiousness in Exline and
colleagues’ initial study of the RSS [19].
Following these efforts to optimize the RSS measurement model, we returned to the question of
whether a bifactor structure would alter the RSS group factors’ relationships with religiousness and
distress. Incorporating these related constructs into the SEM would also create an opportunity to learn
more about the psychologically ambiguous general factor. Hence we turn next to SEMs of the RSS,
religiousness, and distress.
3.4. Structural Equation Models with Religiousness and Distress
3.4.1. Exclusion criteria, Measurement Invariance, and Latent Distributional Differences
Before including our measures of religiousness and distress, we screened their data in preparation
for measurement invariance testing. Despite the aforementioned advantages of ULSMV estimation,
using it in lavaan necessitated listwise deletion of incomplete response sets.5 We tested measurement
invariance for each measure separately, but only used data from participants with complete responses
on all measures used here so that results would better reﬂect the degree of measurement invariance
attainable for the SEM that included all measures. Therefore, analyses in this section exclude the
nontheistic MTurk sample entirely, because its participants did not receive the Perceived Stress Scale
(PSS) [67] nor the religious belief salience measure (RBS) [61], and only 42 completed the religious
participation (RP) measure [9].
Only the Big Five Inventory (BFI) [69] contained a sufﬁcient number of items (some reverse-coded)
to check for long strings of invariant responding. Of the original 5863 participants who responded
to the RSS, an absolute minimum of three participants gave identical responses to 38 out of 44 BFI
items. As with the RSS, we excluded 140 participants (2.4%) with more than 38 identical responses,
though only 69 of these participants met all other criteria. Altogether, these criteria further reduced the
west coastal Christian university’s sample size by 159 (n = 910), the Midwestern public university’s
by 321 (1549), the Midwestern private university’s by 172 (834), and the general MTurk sample size
by 136 (1013), resulting in a ﬁnal sample of N = 4306 (75.5% of valid RSS data or 73.4% of the original
sample).Unidimensional measurement model CFAs achieved good ﬁt statistics for RBS, RP, and anxiety,
but only acceptable ﬁt for neuroticism, perceived stress, and depression (Table 7). Strict equality
constraints improved ﬁt for all factor models except depression, which achieved metric invariance.
Latent variances did not vary signiﬁcantly for depression (ΔCFI = ´0.001 vs. metric-invariant model),
anxiety (Δ = ´0.005 vs. strict model), and RBS (ΔCFI = ´0.001 vs. strict), but varied signiﬁcantly across

5

Mplus can use ULSMV with pairwise complete data.
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samples for other factors, as did latent means for all factors (Table 8). The strictly invariant model of
depression ﬁt signiﬁcantly worse than the metric-invariant model; nonetheless, we used it to estimate
latent mean differences with a minimum of avoidable bias while avoiding modiﬁcations.
Table 7. Measurement model ﬁt, invariance, and reliability statistics for religiousness and distress.
Religiousness

Distress

Statistic

Belief Salience

Participation

Depression

Anxiety

Neuroticism

Perceived Stress

CFI
RMSEA
WRMR
Metric ΔCFI
Strict ΔCFI
Reliability ω

1.00
0.01
2.49
0.000
0.000
0.96–0.98

0.99
0.05
6.38
0.001
0.022
0.50–0.82

0.90
0.09
7.18
0.028
´0.013
0.77–0.91

0.99
0.05
2.98
0.005
0.005
0.86–0.91

0.97
0.06
4.66
0.015
0.016
0.77–0.89

0.92
0.09
7.52
0.056
0.084
0.75–0.91

Note: Fit and reliability statistics apply to strictly invariant models; “Strict ΔCFI” compares strictly invariant
models’ CFIs to metric models’; “Metric ΔCFI” compares metric models’ CFIs to conﬁgural models’; Reliabilities
varied by sample, only once below 0.73 for the west coastal Christian university.

Table 8. Latent means (and variances) for religiousness and distress factors across samples.
Religiousness

Distress

Sample

Belief Salience

Participation

Depression

Anxiety

Neuroticism

Perceived Stress

WCC
MWU
MWR
GMT

5.2 (5.7)
0.9 (8.1)
0.0 (10.4)
0.5 (21.7)

2.4 (0.6)
0.5 (1.4)
0.0 (1.7)
0.3 (2.2)

0.1 (0.4)
0.1 (0.5)
0.0 (0.5)
´0.3 (0.9)

0.2 (2.3)
0.3 (2.6)
0.0 (2.3)
´0.3 (4.2)

´0.1 (0.4)
0.1 (0.4)
0.0 (0.4)
´0.2 (0.8)

0.2 (0.8)
0.1 (0.7)
0.0 (0.5)
´0.4 (1.5)

Note: WCC = west coastal Christian university; MWU = Midwestern public university; MWR = Midwestern
private university; GMT = general MTurk; The MWR sample’s means served as a comparative baseline. All
models used strict invariance constraints across samples.

The west coastal Christian university had much higher latent means for religiousness, as expected.
Only this sample produced a particularly low reliability estimate for religious participation; all other
reliabilities exceeded 0.73. The general MTurk sample did not show any signs of over-representing
nonreligious populations, despite evidence of this in other studies [58]. However, the MTurk sample
had slightly lower distress means, and more variance in all latent factors. We suspect that these
differences may reﬂect the sample’s greater diversity of education, occupation, and (greater) age.
3.4.2. Latent Correlations
The following sections present results from large multi-group SEMs that analyzed the latent
correlations among R/S struggles, religiousness, and distress. These correlations varied across samples.
However, invariance tests ensured consistency of factor measurement across samples.
The ﬁrst of these sections establishes a theoretical baseline for these latent correlations as estimated
using the original measurement model of the RSS with only six correlated ﬁrst-order factors and
simple structure (i.e., one loading per item). Subsequent sections present and compare corresponding
correlations derived from similar SEMs using a restricted (i.e., orthogonal group factors) bifactor
measurement model for the RSS ﬁrst, and then using an unrestricted bifactor measurement model
with correlated group factors. These comparisons across four populations and three SEMs permitted
thorough consideration of whether R/S struggles might relate strongly enough to religiousness
or distress to threaten their discriminant validity if one models R/S struggles with either one or
many dimensions.
Without establishing measurement invariance directly across these models, we can only assume
that all latent factors correspond approximately across models. This seems defensible for all factors
with unchanged measurement models, but the six psychological constructs originally represented by
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the RSS factors may not correspond so closely to the group factors in the bifactor measurement models,
and the general factors surely must change when restricting versus freely estimating group factor
correlations. We consider the effects of these changes across models on latent correlations, but avoid
exact statistical comparisons in light of possible measurement variance transferring from deliberate
changes in the RSS measurement model to indirect changes in other factors’ models.
Original RSS Measurement Model
We ﬁrst estimated an SEM with the original measurement models for the RSS and all measures
of religiousness and distress, allowing all latent factors to covary freely. This model ﬁt adequately
(χ2 (10,436) = 23,974, CFI = 0.91, RMSEA = 0.04, WRMR = 4.20) and maintained strict measurement
invariance across samples (strict vs. metric invariance ΔCFI = ´0.007, metric vs. conﬁgural
ΔCFI = 0.004).
Across the Midwestern public and private university and general MTurk samples, as in the
original sample [19], strong positive relationships arose between the Demonic struggle factor and
the religiousness factors (both RBS and RP; rs = 0.53–0.61; Table 9). Moderate relationships arose
between the Moral struggle factor and religiousness (rs = 0.32–0.46). Other struggles exhibited weaker
correlations with religiousness, all either positive or insigniﬁcantly negative (rs = ´0.07–0.27), except
Ultimate Meaning struggle (rs = ´0.18–0.08).
The west coastal Christian university sample presented exceptions to each of the above. Here,
the two religiousness factors related more negatively to all struggles. In this sample, RBS and RP only
related positively to Demonic struggle, but much less than in the other samples (rs = 0.10 and 0.17,
respectively), and insigniﬁcantly to Moral struggle (both rs = ´0.05). Other struggles related negatively
and moderately overall (rs = ´0.19–´0.42), setting aside a more weakly negative correlation between
Interpersonal struggle and RP (r = ´0.09).
The RSS factors’ latent correlations with all distress factors emerged as uniformly positive and
more stable across samples than with religiousness. Ultimate Meaning struggle generally related the
most strongly to distress (rs = 0.41–0.64), followed by Divine struggle (rs = 0.33–0.56). Other struggles
related more moderately (rs = 0.10–0.42), except Interpersonal struggle and depression in the west
coastal Christian university sample (r = 0.52).
Restricted Bifactor RSS Measurement Model
Next, we estimated this SEM with the restricted bifactor measurement model substituted for the
original RSS model. This yielded acceptable ﬁt statistics (χ2 (10,440) = 24,284, CFI = 0.91, RMSEA = 0.04,
WRMR = 4.31), but also produced invalidly large correlations (|r| > 1) between religiousness factors
and all R/S struggle factors. Using diagonally weighted least squares instead of unweighted least
squares did not resolve this problem. Using maximum likelihood (ML) estimation on polychoric
correlations produced non-convergence errors, as it tends to [36]. However, treating the data as
continuous for the purpose of ML estimation allowed the model to converge with interpretable
parameter estimates.
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100

´0.19/0.10/0.24/0.15
´0.07/´0.18/´0.34/´0.03
´0.24/´0.08/0.06/0.04
0.17/0.58/0.60/0.61
0.24/0.36/0.20/0.37
´0.01/0.16/0.10/0.34
´0.09/0.14/0.27/0.02
´0.00/´0.07/´0.20/´0.07
´0.13/0.01/0.10/´0.10
´0.05/0.34/0.42/0.32
0.02/0.09/0.02/0.16
´0.18/´0.06/´0.06/´0.02
´0.25/´0.05/0.08/´0.18
´0.15/´0.26/´0.31/´0.31
´0.25/´0.06/0.08/´0.18
´0.20/0.06/0.20/0.07
´0.04/´0.21/´0.34/´0.05
´0.24/´0.08/0.05/´0.04
´0.17/0.22/0.51/0.19
0.38/0.69/0.71/0.53

´0.35/0.00/0.24/0.17
´0.13/´0.14/´0.13/´0.02
´0.40/´0.17/0.05/0.06

0.10/0.53/0.57/0.59
0.18/0.28/0.18/0.27
´0.10/0.10/0.02/0.34

´0.23/´0.04/0.13/´0.07
´0.06/´0.15/´0.21/´0.14
´0.27/´0.16/´0.05/´0.17

´0.05/0.38/0.46/0.33
0.06/0.26/0.25/0.20
´0.19/´0.01/´0.03/0.02

´0.42/´0.18/0.06/´0.18
´0.23/´0.32/´0.25/´0.31
´0.42/´0.18/0.05/´0.19

´0.34/´0.01/0.26/0.16
´0.15/´0.16/´0.03/0.05
´0.39/´0.15/0.09/0.05

´0.26/0.10/0.32/0.19
0.41/0.67/0.74/0.50

Original
Restricted
Unrestricted

Original
Restricted
Unrestricted

Original
Restricted
Unrestricted

Original
Restricted
Unrestricted

Original
Restricted
Unrestricted

Original
Restricted
Unrestricted

Restricted
Unrestricted

Divine

Demonic

Inter-personal

Moral

Ultimate
Meaning

Doubt

General

0.47/0.42/0.47/0.55
0.23/0.25/0.21/0.35
0.46/0.42/0.47/0.56

0.31/0.29/0.34/0.36
0.13/0.12/0.06/0.09
0.34/0.29/0.28/0.37

0.42/0.28/0.30/0.34
0.15/0.07/´0.06/0.09
0.43/0.27/0.26/0.32

0.33/0.26/0.30/0.25
0.15/0.07/0.03/0.08
0.39/0.28/0.24/0.25

0.39/0.40/0.34/0.36
´0.05/0.04/0.13/0.08

0.33/0.32/0.40/0.39
´0.04/0.09/0.19/0.11

Neuroticism
0.44/0.33/0.38/0.35
0.20/0.09/0.11/0.06
0.45/0.36/0.39/0.35

Perceived Stress
0.50/0.43/0.42/0.51
0.35/0.14/0.16/0.18
0.50/0.44/0.39/0.50

0.33/0.26/0.32/0.33
0.20/´0.06/0.04/0.01
0.33/0.27/0.29/0.32

0.45/0.46/0.48/0.59
0.31/0.27/0.31/0.44
0.44/0.46/0.48/0.59

0.31/0.26/0.36/0.36
0.20/0.08/0.21/0.19
0.34/0.32/0.34/0.38

0.35/0.22/0.26/0.28
0.17/´0.02/0.05/0.09
0.36/0.22/0.22/0.27

0.26/0.28/0.28/0.25 0.26/0.36/0.30/0.36
´0.11/´0.08/0.03/0.02 ´0.06/0.00/0.16/0.09

0.37/0.28/0.36/0.29
0.20/0.03/0.07/0.08
0.39/0.30/0.36/0.29

0.48/0.41/0.55/0.54
0.31/0.24/0.35/0.44
0.48/0.41/0.55/0.54

0.23/0.19/0.32/0.26
0.08/0.05/0.14/0.10
0.27/0.29/0.39/0.32

0.31/0.22/0.26/0.25
0.08/0.01/0.05/0.10
0.33/0.24/0.26/0.26

0.21/0.10/0.16/0.16 0.31/0.23/0.22/0.22
0.09/´0.03/´0.00/0.10 0.17/0.03/0.02/0.06
0.29/0.22/0.22/0.20 0.37/0.31/0.15/0.22

Distress

0.49/0.42/0.44/0.44
0.24/0.14/0.04/0.04
0.50/0.41/0.41/0.43

Anxiety

0.42/0.31/0.32/0.32
0.36/0.30/0.32/0.35
0.15/´0.03/0.01/´0.02 0.12/0.02/´0.07/´0.01
0.43/0.31/0.30/0.31
0.36/0.28/0.29/0.33

0.60/0.54/0.56/0.64
0.42/0.36/0.44/0.54
0.60/0.54/0.56/0.65

0.36/0.30/0.34/0.35
0.18/0.06/0.14/0.14
0.40/0.34/0.34/0.39

0.52/0.33/0.33/0.35
0.29/0.07/0.11/0.14
0.53/0.33/0.30/0.34

0.35/0.30/0.28/0.21
0.14/0.09/0.09/0.09
0.41/0.38/0.29/0.22

0.56/0.45/0.46/0.46
0.25/0.11/0.16/0.12
0.57/0.46/0.44/0.46

Depression

Note: Slashes divide correlations by sample in the following order: west coastal Christian university/Midwestern public university/Midwestern private university/general MTurk.
SEMs using the original and unrestricted bifactor measurement models for the RSS used strict measurement invariance constraints. The restricted bifactor RSS SEM used partial
metric invariance constraints.

Participation

Belief Salience

Measurement
Model

RSS Factor

Religiousness

Table 9. Latent correlations between factors of the RSS and factors of religiousness and distress.
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ML estimation produced a very poor CFI = 0.66 in spite of other fairly good ﬁt statistics
(χ2 (9,570) = 16,510, RMSEA = 0.03, standardized root mean square residual (SRMR) = 0.06). We chose not
to evaluate these ﬁt statistics according to absolute thresholds for acceptability of ﬁt, given evidence of
downward bias in ﬁt statistics when using maximum likelihood estimation on ordinal data from several
simulation studies [24,26,30–37]. In light of other indications of adequate ﬁt for the same model using
ULSMV estimation or other RSS measurement models, as well as support from measurement model
CFAs of each questionnaire considered separately, we assumed acceptable model speciﬁcation, and
only evaluated ﬁt statistics relatively for this model across levels of invariance. It only achieved partial
metric invariance (ΔCFI < 0.01) after allowing loadings for two items to remain freely estimated.6
We report the following parameter estimates from this SEM, but urge caution in comparing them
directly to other models’ estimates and in interpreting them as true population parameters. Relative to
estimates produced with polychoric correlations and ULSMV estimation, ML estimates suffer more
bias in the form of attenuated loadings and covariances.
The general factor of the RSS correlated inconsistently with the two religiousness factors across
samples. It correlated most strongly and positively with RBS and RP in the Midwestern private
university sample (rs = 0.32 and 0.51, respectively), more weakly in the Midwestern public university
and general MTurk samples (rs = 0.10–0.22), and negatively in the west coastal Christian university
sample (rs = ´0.26 and ´0.17). Religiousness correlations with the RSS group factors appeared
more stable across samples, but shifted toward more negative values like the correlations in the
west coastal Christian university sample with the original RSS measurement model. Correlations
only remained moderately positive at most across samples for Demonic (rs = 0.18–0.36) and Moral
struggles (rs = 0.02–0.26), but ranged from moderately negative to insigniﬁcant for other struggles
(rs = ´0.34–0.05).
As with the original RSS measurement model, the RSS group factors’ relationships with the
distress factors varied less across samples, and all correlations remained positive or insigniﬁcant.
Moderate correlations with distress factors manifested for the general RSS factor (rs = 0.25–0.40)
and Ultimate Meaning struggle (rs = 0.21–0.54). Two moderate correlations also appeared in the
west coastal Christian university sample between Divine struggle and perceived stress (r = 0.35) and
between Interpersonal struggle and depression (r = 0.29). Overall, other R/S struggle factors correlated
weakly or insigniﬁcantly with distress (rs = ´0.07–0.25).
Unrestricted Bifactor RSS Measurement Model
Third, we estimated the SEM using the bifactor model of the RSS with correlated group factors and
the conventional measurement models for RBS and RP, neuroticism, the PSS, anxiety, and the CES-D.
This SEM achieved marginally better ﬁt statistics than the SEM with the original RSS measurement
model (χ2 (10,380) = 22,534, CFI = 0.92, RMSEA = 0.03; WRMR = 3.98) and again maintained strict
invariance acceptably (strict vs. metric invariance ΔCFI = ´0.006).7

6

7

The fourth CES-D item and the 13th RSS item (an interpersonal struggle item) as it loaded on the restricted general factor
required freely estimated loadings. These loadings varied more across samples than all others in the conﬁgural model
(standardized s2 λ = 0.03 and 0.02, respectively). Scaling corrections worsened these models’ ﬁt statistics dramatically
(ΔCFI = ´0.218 with partial metric invariance). Without these corrections, these models did not indicate a signiﬁcant lack of
full metric invariance (full metric vs. conﬁgural invariance ΔCFI = ´0.005).
The conﬁgural model failed to calculate scaled ﬁt statistics and robust standard errors, and produced inadmissible parameter
estimates in the west coastal Christian university sample. A single-group version with that sample showed no such
problems, but failed to converge with the Midwestern public university data using ULSMV or WLSMV estimation. Using
ML without polychoric correlations, this model converged with no problems (other than a poor CFI statistic), and the
multi-group version established metric invariance (ΔCFI = ´0.005 vs. conﬁgural). Again, scaled ﬁt statistics gave marginally
more, technically signiﬁcant cause for concern (ΔCFI = ´0.011). We deemed this concern negligible, since this same minor
difference in outcomes as in the restricted bifactor RSS SEM only necessitated free estimation of two loadings across that
model’s groups. Furthermore, the unscaled ﬁt statistics for the WLSMV-estimated multi-group models also indicated metric
invariance (ΔCFI = ´0.002 vs. conﬁgural), and no inadmissible parameters resulted from the strictly invariant model using
ULSMV estimation, which ﬁt acceptably.
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Loadings on the general factor of the RSS changed slightly from those estimated in CFA of its
measurement model alone. Loadings strengthened for Moral struggle items (λgeneral = 0.49–0.61),
the second Demonic item (about evil temptation; λgeneral = 0.82), and some Interpersonal
(λgeneral = ´0.12–0.38) and other Demonic items (λgeneral = 0.60–0.68). All other loadings weakened
(λgeneral = ´0.06–0.29).
The unrestricted general factor of the RSS correlated much more positively with factors of
religiousness than in the restricted bifactor RSS SEM. However, these correlations remained inconsistent
(with a similar pattern of inconsistency) across samples. RBS and RP correlated with the RSS’
general factor positively and most strongly in the Midwestern private and public university samples
(rs = 0.67–0.74), followed by the general MTurk sample (rs = 0.50 and 0.53), with only moderately
positive correlations in the west coastal Christian university sample (rs = 0.41 and 0.38).
As in the SEM using the original RSS measurement model, religiousness correlated more
negatively to the RSS group factors in the west coastal Christian university sample (rs = ´0.27–´0.01),
especially RBS with Divine, Ultimate Meaning, and Doubt struggles (rs = ´0.42–´0.39). Across the
other three samples, weak or insigniﬁcant correlations had mixed valences (rs = ´0.19–0.16), except for
moderately positive correlations with Demonic struggle in the general MTurk sample (both rs = 0.34).
Overall, this reduction in the correlations of religiousness with RSS group factors, particularly Demonic
and Moral struggle, suggested that the general factor had absorbed much of the RSS factors’ positive
covariance with religiousness, improving its already sufﬁcient discriminant validity.
Correlations with distress changed very little relative to the SEM with the original RSS
measurement model. As in this SEM, all RSS group factors’ correlations with all distress factors
remained consistently positive. Again, Ultimate Meaning struggle correlated most (rs = 0.41–0.65),
followed by Divine struggle (rs = 0.35–0.50). Other struggles also correlated with distress positively and
moderately (rs = 0.20–0.43), with two exceptions. On the high end, Interpersonal struggle correlated
strongly with depression in the west coastal Christian university sample (r = 0.53); on the low end,
Demonic struggle correlated insigniﬁcantly with perceived stress in the Midwestern private university
sample (r = 0.15). The general factor only correlated signiﬁcantly with anxiety in the Midwestern
private university sample (r = 0.19; all other rs = ´0.11–0.16). These results establish fairly consistent,
positive relationships with distress that vary among different kinds of R/S struggle.
4. Discussion
This study sought to update the measurement model for the Religious and Spiritual Struggles
Scale (RSS) [19] and replicate it across ﬁve distinct samples, with special attention devoted to the
effects of modern SEM methodology and bifactor structures on the RSS factors’ relationships with
religiousness and distress. We wished to thoroughly test the latent structure of the RSS for stability
and applicability across adult populations with varying degrees of religiousness, and to scrutinize its
discriminant validity as a unique set of constructs.
4.1. Measurement Validation
Results seem very encouraging for the measurement characteristics of the RSS. Its ﬁt statistics have
improved with these methodological updates since Exline and colleagues’ [19] initial analyses using
normal-theory maximum likelihood estimation. Model parameters remained mostly as described
there, and cohered well to the intended structure of the measure.
Strict measurement invariance held across two regions of the USA, across one relatively religious
sample and one relatively nonreligious sample, and across other demographic differences between
university students and the MTurk community. Strict invariance exhibits the robustness of this
measure against typical demographic variation within the USA. This result also absolves Exline and
colleagues’ study of any confound between comparisons of correlations across samples and biasing
due to calculating factor scores by averaging item response ranks. Exploratory factor analysis of the
nontheistic MTurk sample raised interesting questions about structural discriminant validity within
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supernatural struggles (Divine and Demonic) among nonbelievers, but conﬁrmatory factor analysis
suggested that these questions can await other nontheistic samples without urgency.
The restricted bifactor model lent new support to the relatively untested unidimensional scoring
approach for the RSS, while taking nothing away from the multidimensional approach that Exline
and colleagues [19] supported more directly. Its mutually strong loading pairs and equivalently good
ﬁt statistics upheld the validity of all factors in question, both narrow and broad. Thus the nature
of R/S struggles appears at once both complex and coherent, uniﬁed and diverse. Its multifaceted
and potentially hierarchical nature bode well for research applications at all levels of depth and detail,
whether assessing types of R/S struggle discretely or holistically. For modern research powered by
SEM, the unrestricted bifactor model offers minor improvements on the already good ﬁt of the original
measurement model. It did not alter the internal structure of the original RSS factors substantially,
though Demonic and Moral struggles seemed much more independent of each other and slightly more
related to Ultimate Meaning struggle.
4.2. Religiousness, Distress, and Discriminant Validity
Further research seems warranted particularly for the unrestricted bifactor model with correlated
group factors. Adding this general factor to the original model improved its ﬁt statistics consistently
and seemed to improve discriminant validity with religiousness overall. However, what kind
of construct this general factor represents—whether mere method error or something more
psychologically meaningful—remains debatable, as does the question of whether the group factors
have changed in this model versus the original. Loadings and factor score correlations suggest they have
not changed, but latent correlations with religiousness indicate some subtle changes. The general factor
correlates very strongly with religiousness, especially among our Midwestern university populations.
We did not expect correlations to differ across populations in the USA, but our evidence of several
differences in correlations with religiousness also warrants further study.
The comparative stability of moderate correlations with distress speaks to the importance of
addressing R/S struggles in the course of efforts to improve human experience in general, whether
by reducing suffering or promoting growth. Implications here seem quite clear: R/S struggles often
accompany negative emotions, but vary independently for the most part, and may play an important
role in the course of coping with life’s challenges. This holds true regardless of how one measures
distress or how one uses the RSS. Bifactor modeling did not show strong effects on the RSS group
factors’ correlations with distress. Essentially no changes occurred with the unrestricted bifactor model.
The restricted bifactor model may have transferred some positive covariance to its general factor,
reducing correlations slightly between distress and the RSS group factors.
To some extent these results lend the restricted and unrestricted bifactor models of the RSS to
slightly different applications. If discriminant validity with distress presents a special concern, the
restricted bifactor model may help reduce correlations with the Ultimate Meaning and Divine struggle
factors. If discriminant validity with religiousness matters more in a given application, the unrestricted
bifactor model may improve the Demonic and Moral struggle factors’ independence.
No other factors gave cause for so much as mild concern about external discriminant validity
throughout our analyses, except arguably the unrestricted general factor of the RSS, which correlated
quite strongly with religiousness in the Midwestern university samples. Given weaker evidence of this
correlation in the other samples and somewhat inconsistent performance with religiousness across
populations, we cannot conclude that this general factor clearly represents a facet of religiousness itself.
Nonetheless, we predict that the unrestricted bifactor model of the RSS would decrease group factor
correlations with religiousness to varying degrees in new samples, as this pattern occurred consistently
across all our samples.
If the RSS’ unrestricted general factor does not represent a novel construct, it improves the
independence of its original constructs. Perhaps its relationship with religiousness implies a transition
in the content of R/S struggles between levels of religious involvement and embeddedness. Demonic
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and Moral struggles seem more compatible with an ideological investment in Christian doctrinal
orthodoxy than other R/S struggles, whereas Divine, Interpersonal, Ultimate Meaning, and Doubt
struggles seem somewhat more controversial or unorthodox, though not rarer. If the unrestricted
general factor represents a common contribution of religiousness to Demonic and Moral struggles, this
might allow SEM to isolate these struggles’ more domain-speciﬁc variance, thus avoiding the need for
separate measures of religiousness for statistical control.
Conversely, if the unrestricted general factor differs irreducibly from religiousness, it may
represent a valuably distinct aspect of R/S experience. If this construct contributes to Demonic
and Moral struggles independently of religiousness, further insights on its nature might aid prediction,
explanation, or intervention as methods for these purposes continue to develop. Longitudinal research
would enable a test of independent prediction over time and other tests of construct validity.
Cross-cultural research would more stringently test the measurement invariance of the RSS in
general and the unrestricted general factor in particular. If the unrestricted general factor’s loadings
depend heavily on these American cultural and largely Christian religious contexts, the latent factor
might amount to little more than uninterpretable nuisance covariance. However, if its structure
proves more robustly universal, this result would support its meaningfulness as a psychological entity.
Intermediate results might suggest interesting possibilities as well. For instance, if Demonic item
loadings vary across cultures according to their religious afﬁliations or spiritual beliefs, but Moral
item loadings and the general factor’s correlation with religiousness remain consistent, this might
imply that only Demonic struggle depends on varying religious beliefs across cultures. If the Demonic
factor correlations also support this conclusion when using the original measurement model, but the
unrestricted bifactor model continues to produce a more independent Demonic factor across cultures,
then that latter factor might represent the more universal form of Demonic struggle that depends less
on religious context. Analogous possibilities also exist for Moral struggles.
4.3. Methodological Observations
These results suggest that researchers should devote more careful consideration to the comparison
of religiously mixed populations to populations with speciﬁc religious afﬁliations. Concerns about the
heterogeneity of Internet worker populations seem comparatively minimal. Our close comparisons
between university samples and MTurk samples (even one with selective sampling) reinforce the
already well-established viability of MTurk populations for psychological research. The west coastal
Christian university sample proved to be the least comparable sample—even less like the other
university samples than the general MTurk sample. We cannot rule out other differences in the west
coastal Christian sample as potential causes of differences in their results, but given much less evidence
of differences in the general MTurk sample despite its very different distributions of age, education,
and location, religion seems the most plausible cause of variance.
Some challenges arose concerning SEM estimator convergence and invalidly large latent
correlations when employing bifactor models, especially in larger, multi-group SEMs. Our ability
to circumvent these problems using different estimators, equality constraints across groups, and by
avoiding the use of polychoric correlations in the restricted bifactor SEM, suggest the need for a
better understanding of how these choices affect convergence rates. Bifactor models with polychoric
correlations particularly seemed to increase the incidence of improper correlation estimates.
Using multi-group SEM to estimate latent correlations among many factors presents probably the
largest burden of complexity and computational labor8 as compared to calculations of conventional
correlations among scores that treat responses as continuous numerical data and average them. Results

8

Our largest SEM took over a day to converge using the newest Intel processor overclocked to 4.5 GHz. (Lavaan currently
uses only one core per SEM.) Using maximum likelihood estimation without polychoric correlations reduced processing
time drastically, as did using simpler SEMs or pooling data into one sample, but our interests prohibited these shortcuts.
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did not reveal any clear threats to the simpler scoring methods of classical test theory as applied
to these measures; in fact, the strong, relatively even loadings and strict invariance of the simple
structure SEM indicated ideal conditions for these methods. Nonetheless, validation via our more
demanding methods should precede the use of more basic methods in general, and provided us
maximally rigorous, exact tests and exceptionally strong evidence of replicability across populations.
Moreover, though the restricted bifactor CFA effectively validated the use of a total score for all RSS
items [23], a total score would not divide items’ covariance into group factor variance and general
factor variance; it would conﬂate these two inﬂuences despite their theoretical independence. Only
through SEM could we gain the insights described here regarding the different sets of correlations of
the RSS’ group and general factors with religiousness and distress.
4.4. Limitations and Future Directions
Our multi-group SEMs ventured outside well-researched applications of measurement invariance
testing. We do not know whether Cheung and Rensvold’s [44] guidelines for acceptable changes in
ﬁt statistics across levels of invariance apply in measurement invariance tests of such complex SEMs
across four samples, especially using estimators for ordinal data and scaled ﬁt statistics. Direct tests of
partial invariance across different measurement models of the same factors would also help determine
to what extent estimating an unrestricted general factor changes the identity of the group factors
relative to a model without bifactor structure. These issues necessitate more advanced simulation
studies and measurement invariance testing methods than we could ﬁnd.
We deliberately limited the complexity of our latent factor measurement modeling strategies
to test simple structures and basic bifactor structures for the RSS only. Future analyses should
extend this multi-sample framework to explore modiﬁcation indices and attempt to replicate any
subtle improvements these might identify. For instance, the unrestricted bifactor model of the RSS
suggests one could trim many insigniﬁcant loadings. Very strong latent correlations between the two
religiousness factors and among the four distress factors would permit simpler representations of their
external relationships via general factors. We considered bifactor structures for these measures as well,
but we do not report them here.
Longitudinal research would help to address the remaining questions of whether these factors
maintain stability over time or change together in the ways one would expect from their correlations.
Longitudinal data might also offer limited gains in the capacity for causal inference, but only true
experimentation could serve this need directly. Innovative, ethically sensitive manipulations of
religiousness, R/S struggle, and distress could prove most valuable for resolving the ambiguity of
causal directions involved in these relationships.
Behavioral data or observer reports from relationally close others could reduce our vulnerability
to biases in self-reports such as acquiescence, self-enhancement, and extreme responding. These
alternative measurement methods would enhance our basis for judging discriminant validity and the
degree of relatedness among our constructs of interest. If collected in tandem with these self-report
measures, they could further test measurement validity as well.
In light of global variations in culture and R/S experiences and beliefs, this research could greatly
beneﬁt from cross-cultural replication. Our conclusions depend entirely on a sample of predominantly
white Christians from the USA. Others have noted that as a western, educated, industrialized, rich, and
democratic population (WEIRD) [86], the USA may represent the global population poorly in many
senses. Future work should consider both the context of different belief systems such as nontheistic,
polytheistic, or animistic religions, and the inﬂuences of regional norms on expressions of religious
beliefs and negative emotions. Furthermore, less socially or cognitively complex populations test the
limits of discriminant validity for closely related constructs, which may lose their independence, as
Saucier [87] demonstrated with personality structure across culture. Similarly, complexity of latent
structure may increase with age. Preliminary results from analyses of retrospectively reported R/S
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struggles in childhood and adolescence support this hypothesis [88]. Therefore, future sampling efforts
should also seek participants from younger and older age groups.
Other available opportunities for measurement invariance testing remain unexplored in our
samples. Our MTurk samples included a wide range of ages, and all samples may have enough men to
test invariance by gender. Ethnic and R/S subsamples have small enough sizes to threaten power for
invariance tests across these groups, but some of our more thoroughly invariant samples may permit
pooling across populations for certain purposes. Ongoing data collection efforts will also expand some
of these samples over time. Future analyses should avoid pooling the west coastal Christian university’s
data with other samples when testing relationships between the RSS factors and religiousness, given the
uniquely more negative relationships we observed for this sample. Denominational differences among
Christians may pose another untested explanation for the uniqueness of this sample’s correlations
relative to the other largely Christian samples. Evidence of denominational differences in the
relationships between religiousness and well-being [89] and between religious coping and adjustment
to major surgery [90] also implies that relationships between the RSS factors and distress may vary
across denominations. Preliminary evidence of other demographic differences in RSS factor scores
suggests that other inﬂuences abound [91]. This line of research has many potential nuances left
to consider.
5. Conclusions
The Religious and Spiritual Struggles Scale (RSS) [19] effectively measures its six varieties of R/S
struggle as well as a more general factor of total R/S struggle. The RSS shows no signs of measurement
bias across ﬁve demographically and religiously diverse populations in the USA, though the latent
constructs it measures differ in distribution. R/S struggles vary mostly independently of religiousness
and distress; these factors correlate with R/S struggles to unequal degrees, but never so strongly as to
threaten their discriminant validity. An unrestricted bifactor model of the RSS shows mixed potential
to reduce the original subscales’ correlations with religiousness and gain deeper insights on the nature
of these relationships, which seem clearest with Demonic and Moral struggles. Ultimate Meaning and
Divine struggles stand out as the strongest connections to distress. A restricted bifactor model may
help to partition these relationships into weaker, struggle-speciﬁc relationships and a more general
relationship with R/S struggle as an abstract gestalt.
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The following abbreviations are used in this manuscript:
BFI
CES-D
CFA
CFI
CI
GMT

Big Five Inventory [69]
Center for Epidemiological Studies—Depression scale [62]
conﬁrmatory factor analysis
comparative ﬁt index
conﬁdence interval
general MTurk
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ML
MTurk
MWU
MWR
NMT
PSS
R/S
RSS
RBS
RP
RMSEA
RMSR
SEM
TLI
ULSMV
WLSMV
WRMR
WCC

maximum likelihood
Amazon Mechanical Turk
Midwestern public university
Midwestern private university
nontheistic MTurk
Perceived Stress Scale [67]
religious and spiritual
Religious and Spiritual Struggles Scale [19]
religious belief salience [61]
religious participation [9]
root mean square error of approximation
df-corrected root mean square residual
structural equation model
Tucker–Lewis index
unweighted least squares with mean and variance adjustments
diagonally weighted least squares with mean and variance adjustments
weighted root mean square residual
west coastal Christian university
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Abstract: Modern healthcare research has only in recent years investigated the impact of health care
workers’ religious and other moral values on medical practice, interaction with patients, and ethically
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complex decision-making. Thus far, no international data exist on the way such values vary across
different countries. We therefore established the NERSH International Collaboration on Values in
Medicine with datasets on physician religious characteristics and values based on the same survey
instrument. The present article provides (a) an overview of the development of the original and
optimized survey instruments, (b) an overview of the content of the NERSH data pool at this stage and
(c) a brief review of insights gained from articles published with the questionnaire. The questionnaire
was developed in 2002, after extensive pretesting in the United States and subsequently translated
from English into other languages using forward-backward translations with Face Validations. In 2013,
representatives of several national research groups came together and worked at optimizing the
survey instrument for future use on the basis of the existing datasets. Research groups were identiﬁed
through personal contacts with researchers requesting to use the instrument, as well as through
two literature searches. Data were assembled in Stata and synchronized for their comparability
using a matched intersection design based on the items in the original questionnaire. With a few
optimizations and added modules appropriate for cultures more secular than that of the United
States, the survey instrument holds promise as a tool for future comparative analyses. The pool at
this stage consists of data from eleven studies conducted by research teams in nine different countries
over six continents with responses from more than 6000 health professionals. Inspection of data
between groups suggests large differences in religious and other moral values across nations and
cultures, and that these values account for differences in health professional’s clinical practices.
Keywords: religion and health; spirituality; physician values; communication; medical ethics

1. Introduction
This article describes the development, contents, and ﬁrst cross national comparisons based
on an international research tool, ﬁrst developed in 2002 and executed in 2003 with subsequent
publications [1–10], translated into seven languages [11–28] and optimized in 2013. The data
document the impact of Health Professionals’ (HPs’) religious and secular beliefs and values on
the clinical encounter.
Research publications on the relationship between religion, spirituality and health have increased
signiﬁcantly over recent years. This is evident by simple searches on Medline using the search words
Religion (understood as the communal convictions and practices believers engage in as they search for
the sacred) and especially Spirituality (mostly referring to the interior life individuals experience in
their search for the sacred, not ruling out fellowship with other believers), and a number of journals
have been dedicated to the study of the relationship between Spirituality and Health. Various articles
have been dedicated to the conceptualization of religion, spirituality and faith (abbreviated R/S in this
article) [29–31].
Historically, most religions include substantial reﬂection on the nexus of spirituality, health and
suffering. This holds for Christianity as well. Thus, Amanda Porterﬁeld describes how Christianity
historically focused on disease through spiritual resources and practices, but also through altruistically
motivated care for sufferers, which contributed signiﬁcantly to the growth of Christianity in Roman
times and throughout Western history. Indeed, modern health care has historical roots in the Christian
vision of active charity that in Western Monasteries saw signiﬁcant scientiﬁc and organizational
anchoring [32].
Still today, many countries know nurses as sisters (a title for nuns) and numerous hospitals are
still attached to and draw inspiration from monastic orders. A recent Lancet Series on Faith-Based
Health Care focused on how faith institutions continue to have tremendous importance in third world
countries [33]. In modern times, a stronger emphasis on scientiﬁc approaches to medicine has led to
relatively little appreciation of religion within institutionalized health care. In part this has reﬂected
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broader critiques of religion in the works of positivists such as Auguste Comte and among clinicians
such as Sigmund Freud, who saw religion as “universal compulsory neurosis”, “infantile helplessness”
and “regression to primary narcissism” [34,35]. Within health care, R/S orientations and resources of
patients often have been relegated to the private sphere, although substantial research indicates that
when sick, people are most likely to care about existential, spiritual and religious questions [36].
Not surprisingly, then, modern healthcare research has only seen limited interest in the impact
of HPs’ personal values and their impact on the medical practice, the interaction with patients,
and ethically complex decision-making. To date no scientiﬁc reviews have been published on the
impact of spirituality on medical practice.
Things have started to change with Farr Curlin and colleagues developing the survey Religion
and Spirituality in Medicine: Physicians’ Perspectives (RSMPP 2002) in 2002. After administering this
questionnaire to a representative sample of more than 1100 US physicians, the researchers published
a series of papers describing their ﬁndings [1–10]. After translation into other languages, the RSMPP
has so far led to the publication of ten other research articles [11–20] and eight theses [21–28]. Curlin and
colleagues went on to develop other questionnaires focusing on speciﬁc aspects of health care, leading
to more than 32 further publications [37–66]. However, other researchers introduced various changes
to the original questionnaire which complicated comparisons across different studies. Therefore,
we established the NERSH International Collaboration on Values in Medicine to discuss these different
versions and ﬁnally to consent the “core” elements of the questionnaire battery, and to add further
items or to specify some phrasings.
The NERSH collaboration on Values in Medicine is hosted by the Board of the Network for Research in
Spirituality and Health (NERSH—www.nersh.org). In 2011, the Board members met at the founding
seminar of Internationale Gesellschaft für Gesundheit und Spiritualität (www.iggs-online.org) in Munich
and later as members of the editorial board of Spiritual Care—Zeitschrift für Spiritualität in den
Gesundheitsberufen (Journal of Spirituality in Health Care—http://www.degruyter.com/view/j/spircare)
and who had collaborated variously in the Scandinavian Network for Faith and Health
(www.faith-health.org), and the European Network of Research on Religion, Spirituality and Health
(http://www.ﬁsg.ch). Baumann, Büssing and Hvidt were subsequently granted fellowships as an
Interdisciplinary Research Group (IRG) at the German Freiburg Institute for Advanced Studies (FRIAS)
from October 2012 to March 2014 with the aim of improving research based attention to spiritual needs
and challenges of patients (esp. with chronic diseases), relatives and HPs who care for them [67–69].
Like Eckhard Frick, they had started independently to conduct research involving the RSMPP in
translated form [22–26] or other similar instruments for the measurement of HP values [70]. The shared
interests came together at FRIAS.
Farr Curlin’s study was the ﬁrst of its kind [1], and soon the NERSH founders discovered a
lacuna in the international research community: Until now, no large-scale international comparisons
exist to describe how HP values vary across different nations and cultures and how that potentially
affects their professional life. Therefore, the NERSH International Collaboration on Values in Medicine was
established with datasets on physician values from the research teams that used the RSMPP, covering
eleven studies conducted by research teams in nine different countries over six continents. The present
article is the ﬁrst publication from this collaboration. It provides (1) an overview of the development
of the original and optimized survey instruments; (2) an overview of the content of the NERSH data
pool at this stage; (3) a brief overview of insights gained from individual articles published with the
questionnaire until now.
2. Methods and Materials
2.1. Development of the RSMPP
The NERSH questionnaire mainly builds on the RSMPP questionnaire developed by Curlin et al.
in 2002. It includes a number of sections:
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•

•

•

Physician perspectives on religion/spirituality (R/S) and health containing 50 items. The items were
written by Curlin and colleagues after thorough review of relevant literature and data gathered
from qualitative pilot interviews. Items were subsequently revised for clarity and cogency through
multiple expert panel reviews [2].
Religious Characteristics consisting of 21 questions based on existing religiosity measures:
3A Religious afﬁliation, 3B Intrinsic religiosity, 3C Frequency of religious service attendance,
3D Beliefs, 3E Spirituality vs. Religiosity, 3F Religious Coping [1], and
Demographics containing 18 items.
Development of the RSMPP has been described in detail in prior publication [1].

2.2. International Translations and Validations of the RSMPP
International research teams translated the RSMPP using mainly forward-backward translations
with Face Validations in the following years [11–28].
At Freiburg, Germany in December 2008–January 2009, Eunmi Lee and Klaus Baumann translated
the primary parts of the RSMPP and added a few items they deemed appropriate for their setting.
In Denmark Christian Balslev van Randwijk and Niels Christian Hvidt translated it into Danish
in 2010 [28] with a few necessary adaptations to the Danish context. At Munich, Germany in
2010, Inga Wermuth and Andreas Schulze translated the RSMPP in its entirety, likewise; a few
alterations were inspired by the Danish adaptations. Both slightly different German translations are
now harmonized in one German version available at the NERSH.org—Tool-box. Nada A. AlYouseﬁ
translated it into Arabic in 2009, Giancarlo Lucchetti into Portuguese in 2010, Tryphon Mukwayakala
into French in 2012, and Can Kuseyri into Turkish in 2015. In 2014, Eunmi Lee translated the Freiburg
version into Korean.
2.3. Development of the NERSH Instrument
The establishment of the NERSH International Collaboration on Values in Medicine collaboration
and the optimized NERSH instrument involved (1) two expert round table meetings six months
apart at FRIAS with use of Nominal Group Technique (NGT) voting consensus procedure on items;
and (2) internal reliability analyses (Cronbach’s Alpha) with some parts of the questionnaire.
2.3.1. Expert Round Table Meetings with NGT
The ﬁrst meeting took place from 20–22 February 2013 and the second from 30 September to
1 October 2013.
US team representatives had sent beforehand a list of items that they had previously employed
in questionnaires and worked particularly well, and that they deemed appropriate to include in the
NERSH questionnaire. These were presented to participants beforehand and were part of a proposed
updated (new) NERSH instrument.
Second, an adapted form of Nominal Group Technique (NGT) [71,72], a qualitative research
method which enables researchers to gather information and opinions from experts was used. Initially,
all items were reviewed in a round table discussion so that the purpose and functionality of all items
were clearly present to all experts, recalling the use they had made of the items in their individual
experience with the RSMPP. Then, all attending experts (n = 14) scored all items on a scale of zero (low
appreciation) to three (high appreciation). Results were noted down on a ﬂipchart and later transferred
to a word document containing all items. Items that received an overall score lower than ten were
excluded from the updated questionnaire.
It became clear that the original RSMPP included items from Koenig et al.’s DUREL (Duke
Religiosity Index) ﬁve-item measure but had left out one item that was now reinserted. Furthermore,
items the Freiburg group had beneﬁted from using were added. Three scales by Büssing, appropriate
for analyses in more secular culture (ASP [73,74] and SpREUK-15 [75,76]) were proposed as additional
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modules for future research. More items that were identiﬁed during the NGT-process as thematically
related were grouped in leading to fewer overall questionnaire batteries (see Section 2.4 below).
Finally, it was decided to create a new acronym for the instrument, the future joint data pool and
the collaboration itself as the RSMPP acronym was found difﬁcult to remember and a new acronym
was needed to indicate that the instrument was truly improved and the joint pool and collaboration
constituted new initiatives.
2.3.2. Internal Reliability
On the basis of datasets obtained by then (Balslev, Curlin, Lee, Mukwaiakala, Wermuth), Büssing
performed internal reliability analyses (Cronbach’s Alpha) with the aim of looking for topics in the
questionnaire that had some quality with respect to internal congruence, also in view of identifying
items that could be eliminated. However, as the basic questionnaire was primarily intended to collect
opinions (survey), and not to measure and quantify speciﬁc attitudes, convictions and behaviors, only
some topics were identiﬁed as being suitable as scales (see Appendix A).
The respective topics will be revalidated in future studies using the updated NERSH questionnaire.
2.3.3. Face Validation
Both the English and translated German versions of the NERSH questionnaire were tested
for comprehension and clarity through Face Validation, interviewing HPs that had ﬁlled in the
questionnaire. Adjustments were made both to the original English and the German version.
2.4. Characteristics of NERSH Questionnaire
The revised NERSH questionnaire now consists of the same sections as the original RSMPP but in
different sequence and with some more items: (1) Demographics (10 items vs. originally 14 items);
(2) Evaluation of Patient Values (19 items vs. 22 items); (3) Evaluation of HP’s Values (16 items vs.
12 items) with proposed added modules appropriate for research in secular cultures: ASP, SpREUK
(see NERSH questionnaire in English and German, including version with highlighted differences
between the RSMPP and the NERSH questionnaire in Supplementary Materials S1–S3). The reason
why the updated and complemented NERSH questionnaire counts fewer items is that more items have
now been grouped in thematically congruent batteries following the NGT rounds as mentioned above
under Section 2.3.1.
Until now the NERSH questionnaire has been translated into German and Portuguese in 2015
with data available in the NERSH pool only in German until now.
2.5. Identiﬁcation of Eligible Datasets for Inclusion in NERSH International Data Pool on Values in Medicine
Research groups that had used the RSMPP and updated NERSH questionnaire were identiﬁed in
three ways:
2.5.1. Personal Contacts
Farr Curlin kept record of researchers who had requested permission to use the RSMPP and
shared that information with the NERSH board.
2.5.2. Citation Search
In March 2016 Hvidt and Kørup conducted a citation search in Web of Science of articles that
quoted any of the original articles published on the RSMPP (Appendix B). It led to a total of 316 hits.
References were screened in the Review program Covidence by the second author. A total of 292 were
identiﬁed as irrelevant, 24 scanned for possible relevance, and two studies emerged of which Curlin
had no knowledge, one from Brazil, the other from Saudi Arabia. They had both used parts of Curlin’s
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questionnaire, mainly the sections on physician evaluation of spirituality among patients [12,13].
Hvidt contacted the authors who agreed to participate.
2.5.3. Systematic Search
In order to make sure that no studies had been overlooked, Hvidt and Kørup conducted a literature
search in Medline, Embase, PsychInfo, Web of Science and Google Scholar. In Medline, for instance,
the search string was the following: ((questionn * or survey * or cross-section * or national sample *)
and (religious or religio * or spiritual * or religiosity)) adj3 (professional * or physician * or psychiatris *
or doctor * or staff * or ((nurs * or medic *) adj3 professor *))).mp. [mp = title, abstract, original title,
name of substance word, subject heading word, keyword heading word, protocol supplementary
concept word, rare disease supplementary concept word, unique identiﬁer]. See the detailed search
strings for the other databases in Appendix C.
The search yielded 1572 hits. Hvidt and Kørup each reviewed half of these references for eligibility.
The search did not identify any further studies that had used the RSMPP for data collection.
2.6. Description of Pool of Data Harvested with Versions of the RSMPP and the NERSH Instruments
Data are collected in STATA and synchronized for their comparability using a matched intersection
design based on the items in the original RSMPP questionnaire. Data are stored on a secure Stata Server
at the Research Unit of General Practice at the University of Southern Denmark and can be made
available to all upon request.
The international pool from the NERSH collaboration at the present (April 2016) consists of
data from eleven studies conducted by research teams in nine different countries over six continents
(see map—Figure 1 and overview of the International NERSH Data Pool in Appendix D). All datasets
are based on the original RSMPP questionnaire developed by Farr Curlin in 2002, including 48 items
on “Religion and Spirituality in Medicine”, and although minor alterations have been made by some
of the researchers in order to optimize the tool for local settings, the primary items are included in
all datasets.

Figure 1. Map showing the countries where the NERSH data has been collected. Red pins are samples
included in the NERSH pool to date, grey pins are samples soon to be included in the pool.

In Curlin’s ﬁrst data collection the RSMPP questionnaires was sent to a random sample of 2000
practicing U.S. Physicians with a response rate of 63%.
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The ﬁrst data collection using a translated version of the RSMPP was done by AlYouseﬁ in
2009–2010. The Indonesian sample by Karimah was collected in 2010, and the Indian version was
collected from 2010 to 2012 by Ramakrishnan. The Danish version was translated in 2009 but data was
ﬁrst collected in the years 2011–2012. Meanwhile in Freiburg, Germany, Baumann et al. collected their
data using the German translation in 2008 (Pilot) and nationwide in 2011. The New Zealand, Congo
and Brazil datasets were all collected entirely during 2012. Later, the nation-wide German sample
by Wermuth et al. was collected over two years from 2013 to 2014. During 2014 a German sample
related to transplantation medicine was performed as well as the Austrian sample of hospital workers
in Salzburg. Last to be collected into the pool in 2016 were the Turkish sample of physicians working
in Germany and the Swiss Sample of practitioners working outside the hospital. Data from a recent
data collection from South Korea will be added in the near future.
Currently, some datasets are still in process of completion and will be added in the near future;
this preliminary description thus focuses on the raw data collected from the individual research units.
Additional statistics and combined statistics of the NERSH pool including reliability measures of
previous suggested subscales in the original questionnaire by Lucchetti (2015) will be published in a
future article once the pool has been completely established.
The NERSH data was thus collected between 2002 and 2016, and includes a total of 6137 individuals
(3318 females and 2611 males plus one transgender and 207 unknown). Mean age in the studies varies
from 28.4 (27.0–29.8) among the Brazilian nurse students and 29.2 (CI95% 28.4–29.9) in the Indonesian
sample to 49.0 (CI95% 48.5–49.5) found in the sample of 1144 American physicians. The Danish study
of 911 physicians has a mean age of 48.9 (48.0–49.8) with a bimodal distribution. The study from New
Zealand only measured age in deciles, but 64.7% of the individuals lie in the range of 40 to 59 years of
age, which is similar to the Danish and American study.
The pool contains 4019 physicians, 1028 nurses, 77 psychologists/psychotherapists and 1013
of other or unknown occupation. Response rates range from as low as 18% (116 responses out of
642 questionnaires sent in New Zealand) to 95% (Brazil) and 99% (Indonesia)—the latter two secured
due to tight follow-up including personal meetings and encouragements to complete the forms.
The current description of the data is based on the individual contributions from NERSH
collaborators. At the time of writing the data pool is still undergoing synchronization. The process
of synchronization and a detailed quantitative description of the data pool will soon be published in
another article by Kørup et al.
3. Results
3.1. Chronological Overview of Existing Studies Using the Original RSMPP
The ﬁrst publication based on the RSMPP questionnaire was published in 2005 and centred on
“Religious characteristics of U.S. physicians” [1]. The objective was to provide a description of U.S.
physicians’ religious characteristics compared to those of the U.S. population. Curlin found that
compared to the general population, physicians in the US were less likely to say they try to carry their
religious beliefs over into all their dealings with life (58% vs. 73%) and twice as likely to say they cope
with life crises without relying on God (61% vs. 29%). At the same time, 55% of physicians reported
that religious beliefs inﬂuence their medical practice. Curlin proposed that these ﬁndings suggested
the need for attention to the way religious commitments shape clinical engagements.
The second publication from 2006 reported “The association of physicians’ religious characteristics
with their attitudes and self-reported behaviors regarding religion and spirituality in the clinical
encounter” [2]. The vast majority of physicians agree that it is acceptable to address R/S issues if the
patients bring it up, but are more reluctant to inquire about patient’s R/S (45% agree), talk about their
own beliefs (14% say never, 43% say only when the patient brings it up) and pray with the patient
(17% say never, 43% only when patients bring it up). Religious physicians are more likely to address
R/S issues in the clinical encounter across all of these measures.
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The third article raised the question: “Do religious physicians disproportionately care for the
underserved?” [3] Those physicians who were highly spiritual, who agreed that their religious beliefs
inﬂuenced their practice of medicine, or who were raised in a family emphasizing needs of the poor
were signiﬁcantly more likely to report practice among the undeserved; those who were more religious
were more likely to view their medical practice as a calling, but they were not more likely to practice
among the undeserved.
The fourth article had an ethical focus. It was titled “Religion, conscience, and controversial
clinical practices” and was published with the New England Journal of Medicine [4]. The article centers
on the ethical rights and obligations of physicians regarding the provision of treatment to which they
morally object; 63% of physicians believe it to be acceptable to disclose moral objections to patients,
86% believe that physicians are obligated to present all options to patients, and 71% agree they are
obligated to refer to physicians who do not object.
The ﬁfth article centered on differences in how psychiatrist and other physicians evaluate the
R/S of their patients: “The relationship between psychiatry and religion among U.S. physicians” [5].
Psychiatrists recognize the positive inﬂuence of R/S on health but are more likely than other physicians
to consider R/S being sometimes a source of patient suffering through negative emotions (82% vs. 44%),
and are more likely to encounter R/S issues in their clinical setting (92% vs. 74%). Likewise,
psychiatrists are more comfortable than their non-psychiatrist colleagues in addressing R/S issues
with their patients.
The sixth article likewise had a particular focus on psychiatry: “The relationship between
psychiatry and religion among U.S. physicians.” The article documents that psychiatrists are less
religious on a number of measures, although compared to other physicians they were more likely to be
Jewish (29% vs. 13%) [6]. Non-psychiatrist physicians who were religious were more likely to refer
patients to clergy members and religious counselors and less willing to refer them to psychologists
and psychiatrists, leading to the conclusion that “historic tensions between religion and psychiatry
continue to shape the care patients receive for mental health concerns”.
The seventh article centered on “Physicians’ observations and interpretations of the inﬂuence of
religion and spirituality on health” and how such interpretations depend on physician’s own R/S [7].
Sixty-three percent believed R/S inﬂuenced health of patients, 76% believed it could help patients
cope with disease, give them a peaceful state of mind (75%) and provide emotional and practical help
via the religious community (55%). More religious physicians were more likely to report observing
positive religious health inﬂuences.
The eighth article focused on ethical dilemmas of terminal care and in particular to what degree
physicians have “religious and other objections to physician-assisted suicide, terminal sedation,
and withdrawal of life support.” [8]. Sixty-nine percent object to the ﬁrst, 18% to the second and 5% to
the third practice, and objections were more pronounced among highly religious and Asian physicians,
as well as among those who have more experience caring for the dying. These ﬁndings suggest that
care for patients at the end of life may depend on value differences among physicians.
The ninth article (by Stern et al.) using Curlin’s 2003 data focused on “Jewish physicians’ beliefs
and practices regarding religion/spirituality in the clinical encounter.” [9]. On each of four dimensions
of physician beliefs and practices regarding R/S in clinical practice, Jewish physicians ascribed less
importance to the effect of R/S on health and lesser role for physicians in addressing R/S in the
clinical encounter. Stern et al. found that these differences were mediated by lower R/S among Jewish
physicians as well as R/S practice level and demographics, once again pointing to how R/S—here
focusing on afﬁliation—impacts clinically-relevant beliefs.
Finally, in the tenth publication, “Physicians in the USA: Attendance, beliefs and patient
interactions Franzen used the same 2003 dataset to investigate the association of Physicians’ R/S
attendance and beliefs with patient interactions, in particular religious support in the clinical encounter,
asking what characteristics are related to inclusion or avoidance [10]. Franzen ﬁnds that R/S
orientation, more than religious attendance, predicts the inclusion of R/S topics. Furthermore, Franzen
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found that some physician specialties have more R/S physicians than others, suggesting again that
clinical interaction on R/S issues is not distributed evenly in the health care system.
In conclusion, the US studies from the RSMPP suggest that values, spirituality and religiosity
impact multiple areas of health care in multiple ways.
3.2. Chronological Overview of Articles Using Translations of the RSMPP
The ﬁrst article based on translations of the RSMPP was published in 2011 by Lee at al.
on the basis of pilot study data collection in Freiburg, Germany and centered on “The meaning
of religion/spirituality in psychiatry from staff’s perspective” [11]. The survey was answered by 197
(response rate 44%) at the department of psychiatry and psychotherapy of the Freiburg University
Hospital in 2009. Although 95% of the respondent considered R/S as an important patient coping
strategy, they did not integrate R/S practices in their therapies, mainly due to lack of time and training
as well as the fear of offending patients.
The second article written by Tomasso et al. focused on the “Knowledge and attitudes of nursing
professors and students from Brazil concerning the interface between spirituality, religiosity and
health” [12]. It was answered by 30 nursing professors and 118 students. 95% of participants were
religiously afﬁliated. Similarly to the aforementioned German sample, 96% believed R/S inﬂuences
patients’ health. Seventy-seven percent wished to address R/S issues, but only 36% felt prepared to do
so, mainly due to lack of time, fear of imposing personal beliefs and offending patients
The third article was published in 2012 by Al-Youseﬁ and reported “Observations of Muslim
physicians regarding the inﬂuence of religion on health and their clinical approach” [13]. It was
written based on data from 225 Muslim physicians working in a tertiary care hospital in Saudi Arabia.
As in the aforementioned studies, 91% agreed that R/S had a positive inﬂuence on health. However,
62% believed R/S could lead patients to refuse recommended medical therapy, much higher than the
2% of physicians in Curlin’s 2005 study that found R/S led patients to refuse, delay or stop medically
indicated therapy. Over 50% of physicians never queried about R/S issues. Family physicians were
the most likely to initiate R/S discussion, and—not surprisingly—physicians with high R/S were
more likely to share own religious views. The main barriers to addressing R/S were the same as in the
aforementioned studies.
The fourth article was published 2013 by Lee and Baumann on the now nationwide
psychiatric staff sample and reports “German psychiatrists’ observation and interpretation of
religiosity/spirituality” in regard to their therapies” [14]. The data shows that German psychiatrists
consider R/S inﬂuences on patients’ mental health to be positive and important. It also indicates that
the R/S orientation of the psychiatrists themselves signiﬁcantly inﬂuences this appreciation and their
attitude toward R/S in the clinical setting.
The ﬁfth article was published in 2013 by Ramakrishnan et al. on “Perspectives of Indian
traditional and allopathic professionals on religion/spirituality and its role in medicine: Basis for
developing an integrative medicine program” [15]. Data was collected in ﬁve TCAM and two allopathic
tertiary care medical institutes in India. Both groups (75%/85%) of practitioners believed that spiritual
focus increases with illness, 58% of both groups reported that patients receive support from their
religious communities and 87% of TCAM (traditional complementary and alternative medicine
prescriber) and 73% of conventional medical doctors (termed “allopaths”) considered spiritual healing
a beneﬁcial complement to allopathic medicine. Only 11% of allopaths and 40% of TCAMs had
received training in R/S, however 82% of TCAM and 63% of allopaths considered integration of
spirituality an important element of the health care system.
The sixth article from 2014 was based on the same dataset and focused on “Indian health care
professionals’ attitude towards spiritual healing and its role in alleviating stigma of psychiatric
services” [16]. It gauged TCAM and allopathic practitioners’ perspectives on patients’ R/S needs in
mental health services. Just below half of both groups believed that their patients approach R/S or
TCAM practitioners for mental illness treatment; 91% of TCAM and 70% of allopaths were satisﬁed
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with R/S healers. 91% of TCAM and 73% of allopaths believe mental health stigma could be minimized
by integration with spiritual care services.
The seventh article, also from 2014, involved a combination of the aforementioned dataset with
data collected in Indonesia by Karimah et al. in a cross-cultural comparison on “Religious/spiritual
characteristics of Indian and Indonesian physicians and their acceptance of spirituality in health
care” [17]. The researchers investigated differences in Indian and Indonesian physicians’ R/S
characteristics and found Indonesian physicians to score higher on a range of R/S measures than
their Indian colleagues. They also gauged different attitudes toward integration of TCAM with the
modern health care system. As expected, they found Indonesian physicians (that are known for their
integration of traditional medicine with modern medicine) to be more in favor of such integration than
Indian physicians; the more spiritually inclined physicians, TCAM physicians in particular, were most
comfortable attending to patients’ spiritual needs.
The eighth article, by Lee et al. from 2014, building on the aforementioned nationwide German
dataset, ﬁrst published 2013 is titled: “Religiosity/spirituality and mental health: Psychiatric staff’s
attitudes and behaviors. It shows the tension and ambivalences of mental health staff between their
readiness to integrate R/S aspects into treatment—basically considered as appropriate to be dealt with
in therapies—and their attitudes and claims of professional neutrality [18].
In the ninth article, again from the Freiburg, Germany group, Lee et al. (2015) asked “How do
psychiatric staffs approach religiosity/spirituality in clinical practice? Differing perceptions among
psychiatric staff members and clinical chaplains” [19] and continued the research focus of their main
study but also included responses from clinical chaplains and their mutual perceptions. In general,
psychiatric staff members (psychiatrist, psychologists and nurses) saw themselves as “prepared
and open to dealing with religiosity/spirituality in therapeutic settings”. However, the perception of
Chaplains differs signiﬁcantly from the staff’s own self-rating, leading the authors to suggest additional
dialogue between the two groups of professionals with daily presence in the mental health care system.
In 2014–2015, Lee and Baumann initiated a study in South Korean hospitals with psychiatric wards.
Data have been collected and are going to be analyzed.
The tenth article was by Lucchetti et al., titled “Spirituality, religiosity, and health: a comparison
of physicians’ attitudes in Brazil, India, and Indonesia” [20]. It compared the aforementioned datasets
from Brazil, India and Indonesia and found Indonesian doctors to be the most religious, Brazilian
doctors to be most convinced that R/S inﬂuences health; Indonesian and Brazilian doctors were
both more convinced than Indian physicians that it was appropriate to discuss R/S with patients.
The authors conclude from these and other differences that “Ethnicity and culture can have an
important inﬂuence on how spirituality is approached in medical practice. S/R curricula that train
physicians how to address spirituality in clinical practice must take these differences into account.”
As mentioned, eight doctoral theses were or are being published on the basis of translations of
the RSMPP [21–28]. Their topics cover many of the topics addressed above, but their populations are
often unique as in Kuseyri’s sample of Turkish physicians living in Germany [23], Mukwayakala’s
study of physicians in Congo [24], Schouten’s nationwide study of HPs in perinatal medicine [25],
and Randwijk’s study of highly secular Danish physicians [26].
The same conclusion emerges from the overview of the international publications from the
RSMPP: Values, spirituality and religiosity impact health care in multiple ways, regardless of national
and cultural settings.
3.3. Glimpse of Trends in the NERSH Data Pool of Physician Values
Preliminary analyses indicate large cross-national differences illustrated with a sample of items
(see Table 1). Ninety-six percent of the 122 Indonesian physicians answered that they believe in a
life after death, whereas only 20% of the Danish physicians share this belief. More than half of the
American and Austrian physicians believe in life after death.
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Table 1. Differences in percent of important sample items of the NERSHS Data Pool.

Do you believe there is a life after death? (%) Yes
My whole approach to life is based on my
religion (%) Agree or Strongly Agree
When r/s topics come up in conversation, I pray
with the patient (%) Never
When r/s topics come up in the conversation, I
respectfully share my own religious ideas and
experiences (%) Never
In general is it appropriate or inappropriate for
a physician to discuss religious/spiritual issues
when a patient brings them up? (%) Always
appropriate + Usually appropriate

Indonesia

Brazil

Austria

USA

Denmark

95.9%

23.7%

64.3%

58.5%

20.3%

Congo
-

92.6%

36.1%

-

41.1%

10.6%

51.8%

39.5%

7.2%

71.4%

43.7%

90.5%

28.6%

11.4%

6.2%

32.1%

25.2%

55.2%

0.0%

90.2%

99.0%

96.0%

92.2%

83.3%

67.0%

When physicians were asked if they agreed or strongly agreed with the statement that their whole
approach to life is based on their religion, 93% of the Indonesian sample agree with this, whereas only
11% of the Danish physicians agree. In cases where religious or spiritual topics arise in the clinical
setting 91% of Danish physicians would never pray with the patient, while in Brazil only 7% answered
that they would never pray with the patient. Likewise, 55% of Danish physicians would never share
their own religious ideas and experiences, while only 6% of the Brazilian doctors and none of the
physicians from Congo selected that answer.
More than 9 out of 10 of the physicians from Indonesia, Brazil, Austria and USA ﬁnd it appropriate
for physicians to discuss religious or spiritual issues when a patient brings them up in the clinical
setting (Item marked either Always appropriate or Usually appropriate). For Denmark, this proportion
is 83% and for Congo this is surprisingly low at 67%. The German samples cover speciﬁc groups of
physicians with speciﬁc results for these groups.
As mentioned we are currently working on another article for a more in-depth quantitative
description of the data pool including an overview of the distribution of participant occupation and
religious afﬁliation across the included countries.
4. Summary
The NERSH survey instrument has been found to work well across cultures, and with a few
optimizations and additions targeting secular cultures, it holds promise as a tool for future comparative
analyses. Data are comparable and individual publications until now as well as initial analyses of the
joint data pool suggest that large differences do exist across nations and cultures.
The articles published from versions of the RSMPP and data collected with the RSMPP and
updated NERSH instruments already suggest three important initial insights:
1.

2.

3.

In the eyes of HPs, R/S is an important element of the life of patients. R/S may help patients cope
with their disease and may positively inﬂuence their health. However, HPs also report various
barriers for engaging their patients on R/S themes. These are mainly centred on lack of training,
lack of time and fear of offending patients or imposing own beliefs on them.
The idea that health care is a value neutral sphere, mainly driven by a scientiﬁcally neutral
and “objective” approach, is challenged by research. HP values (both R/S and atheistic) are
subjective, personal, and deep. They have a profound inﬂuence on communication with patients,
in particular when it comes to existential and R/S issues, controversial issues in Health Care,
and understanding of one’s own professional identity.
Just as HPs’ personal values impact health care (communication, ethics and professional identity),
so are the same values highly impacted by culture. This is clear in the enormous differences
in R/S when comparing for instance Denmark with Brazil and the impact these differences
have on HPs evaluation of patient R/S. This insight might help HPs to adopt a humble attitude
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while reﬂecting on the context of their own values, which may lead to improved attention to
the particular values and needs of patients, be they atheist or R/S. Such reﬂecting may improve
critical ethical reﬂection, increase respect for both religious and agnostic worldviews and improve
communication with patients in their search for resources for dealing with their illness.
5. Invitation for Researchers to Join and Availability of Questionnaire
The development of the NERSH International Collaboration on Values in Medicine is considered
an ongoing process. Researchers who wish to publish research papers on the existing NERSH data are
invited to contact the NERSH board and propose what article they would like to publish on the data,
with a proposed title and abstract. Researchers who contributed with original data have ﬁrst priority,
but apart from that article ideas are allocated to potential ﬁrst authors in the order that the ideas are
presented to the board.
Likewise, we invite researchers to use the updated NERSH Questionnaire to complement the
existing NERSH Pool with data from their respective data. In particular, data is needed from the Slavic
cultures. A written NERSH Agreement has been drafted for those who wish to participate in the
NERSH International Collaboration on Values in Medicine. It stipulates the rights of all participants
to be invited as co-authors on articles that employ data they contributed, and allows the NERSH
collaborators the rights to propose articles and to use the data accordingly, as long as the NERSH
board is in agreement. Another identical Agreement exists that further stipulates the rights to use
the NERSH Questionnaire and contribute data as mentioned above. All who contribute to the pool
co-authoring this article have signed this Agreement. Users of the NERSH questionnaire are requested
to code their data according to the NERSH Physician Values Coding Manual, available on the Toolbox
of www.nersh.org.
6. Limitations
The NERSH collaboration depends on the rigor of each research team involved and shares the
limitations reported by each individual research article to which we refer [1–28]. Not all sample sizes
and response rates are equally good which may impact generalizability of ﬁndings.
Comparability of data for future joint NERSH articles will be challenged by the fact that some
themes are inquired upon with different numbers of items, response categories, and formulations,
that may even have different meanings in different cultural contexts. How we address these challenges
and potential limitations in the existing dataset will be one of the issues of the next upcoming article of
the NERSH collaboration. As mentioned in the present article, one of the primary incentives of the
development of the optimized NERSH questionnaire was precisely to address some of these limitations
in future data collections.
Finally, the NERSH database could beneﬁt from future data collections from cultures
under-represented or not represented at all, such as the Slavic countries in order to reﬂect a higher
degree of global representability.
Supplementary Materials: The optimized NERSH instrument is available in the supplementary material under
www.mdpi.com/2077-1444/7/8/107/s1 in English for physicians (Figure S1) and all HPs (Figure S2) as well as
German for physicians (Figure S3) and all HPs (Figure S4); we provide a version in which differences between the
original RSMPP and the updated NERSH have been noted in the margin (Figure S5). The ﬁnal versions S1, S2,
S3, and S4 are available as well on the Toolbox menu of www.nersh.org. Researchers wishing to use the NERSH
questionnaire are invited to contact the ﬁrst author and NERSH coordinator Niels Christian Hvidt.
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IRG
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NGT
R/S
RSMPP
SpREUK
TCAM

Interdisciplinary Research Group
Network for Research in Spirituality and Health
Nominal Group Technique
R/s understood as a unit of both, although they conceptually and phenomenologically have
different traits
Questionnaire Religion and Spirituality in Medicine: Physicians’ Perspectives
Spiritual and Religious Attitudes in Dealing with Illness
Traditional Complementary and Alternative Medicine

Appendix A
Item Complexes

•

•

•

•

Item complex #20: Positive experience of r/s in the clinical practice (i.e., helps patients to cope
with and endure illness and suffering; causes guilt, anxiety, or other negative emotions that lead
to increased patient suffering; gives patients a positive, hopeful state of mind; leads patients
to refuse, delay, or stop medically indicated therapy; helps to prevent severe consequences of
disease, etc.). Cronbach´s alphas ranged from 0.60 to 0.79 between the four samples. This indicates
that the putative scale is of questionable to acceptable internal validity. Therefore, we added
additional items as used in the Freiburg sample that had the best internal reliability with a 6-item
version of the scale (i.e., adding: patients receive emotional or practical support from their
religious community; religiosity/spirituality in general inﬂuences the health of patients/relatives
positively; is strengthened or deepened through the experience of illness).
Item complex # 21: Inquiry about religious/spiritual issues in speciﬁc situations (i.e., When a
patient presents with a minor illness or injury; faces a frightening diagnosis or crisis; faces the
end of life; suffers from anxiety or depression; comes for a history and physical; faces an ethical
quandary). This topic was addressed in four datasets; Cronbach´s alpha ranged from 0.83 to 0.90
which indicates a good to very good internal reliability of this putative scale.
Item complex #22: Frequency of speciﬁc responses when religious/spiritual issues come up in
discussions with patients (i.e., listen carefully and empathetically; try to change the subject in
a tactful way; encourage patients in their own religious/spiritual beliefs and practices; respectfully
share my own religious ideas and experiences; pray with the patient). This topic was addressed
in ﬁve datasets, but was found to be of questionable to acceptable internal validity (Cronbach´s
alpha ranged from 0.61 to 0.74).
Item complex #28: Controversial Issues in Medicine (i.e., Physician assisted suicide; Sedation to
unconsciousness in dying patients; Withdrawal of artiﬁcial life support; Abortion for congenital
abnormalities; Abortion for failed contraception; Prescription of birth control to teenagers between
the age of 14 and 16 if their parents do not approve). This topic was addressed in four datasets,
and was found to be of questionable to acceptable internal validity (Cronbach´s alpha ranged
from 0.62 to 0.78).

Appendix B Citation Search in Web of Science
Table B1. Overview of Citation Search in Web of Science.
ID
1
2

Term(s)
Religious characteristics of US physicians–A national survey [1]
Citing articles

125

Results
1
85
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ID
1
2

Term(s)

ID
1
2

Term(s)

Term(s)

1
2

2

Religion, spirituality, and medicine: Psychiatrists’ and other physicians’ differing
observations, interpretations, and clinical approaches [5]
Citing articles

46

Term(s)

2

1

Results

The relationship between psychiatry and religion among US physicians [6]
Citing articles
Term(s)

1
32
Results

Physicians’ observations and interpretations of the inﬂuence of religion and
spirituality on health [7]
Citing articles

ID
1

1
131
Results

ID
1

1
15

Term(s)

ID
1
2

59

Results

Religion, conscience, and controversial clinical practices AND Curlin [4]
Citing articles

ID

1

Results

Do religious physicians disproportionately care for the underserved? [3]
Citing articles

ID
1
2

Results

The association of physicians’ religious characteristics with their attitudes and
self-reported behaviors regarding religion and spirituality in the clinical
encounter [2]
Citing articles

1
43

Term(s)

Results

To die, to sleep: US physicians’ religious and other objections to
physician-assisted suicide, terminal sedation, and withdrawal of life support [8]
Citing articles

34

1

Appendix C Literature Search
Table C1. Overview.
Database

Interface

Date of Search

Google Scholar
Web of Science
Embase
Medline
PsychInfo

Internet
Internet
Ovid
Ovid
Ovid

12-04-16
13-04-16
12-04-16
13-04-16
13-04-16

Table C2. Google Scholar.
ID

Term(s)

Results

1

“Religion and Spirituality in Medicine: Physicians’ Perspectives”

8

126
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Table C3. Web of Science.
ID

Term(s)
TOPIC:(((questionn * OR survey * OR cross-section * OR national sample *) AND (religious OR
religio * OR spiritual * OR religiosity) near/3 (professional * OR physician * OR psychiatris * OR
doctor * OR staff * OR ((nurs * or medic *) near/3 (professor *)))))
Reﬁned by: LANGUAGES: ( ENGLISH OR DANISH OR SPANISH OR FRENCH OR GERMAN )
Timespan: All years.
Search language = Auto

1

2

Results
308

305

Table C4. Embase (Embase + Embase Classic).
ID

1

2

Term(s)
(((questionn * or survey * or cross-section * or national sample *) and (religious or
religio * or spiritual * or religiosity)) adj3 (professional * or physician * or
psychiatris * or doctor * or staff * or ((nurs * or medic *) adj3 professor *))).mp.
[mp = title, abstract, heading word, drug trade name, original title, device
manufacturer, drug manufacturer, device trade name, keyword]
limit 1 to (danish or english or french or german or italian or norwegian or
spanish or swedish)

Results

1431

1400

Table C5. Medline.
ID

1

2

Term(s)
((questionn * or survey * or cross-section * or national sample *) and (religious or
religio * or spiritual * or religiosity)) adj3 (professional * or physician * or
psychiatris * or doctor * or staff * or ((nurs * or medic *) adj3 professor *))).mp.
[mp = title, abstract, original title, name of substance word, subject heading word,
keyword heading word, protocol supplementary concept word, rare disease
supplementary concept word, unique identiﬁer]
limit 1 to (danish or english or french or german or italian or norwegian or
spanish or swedish)

Results

1021

998

Table C6. PsychInfo.
ID

1

2

Term(s)
(((questionn * or survey * or cross-section * or national sample *) and (religious or
religio * or spiritual * or religiosity)) adj3 (professional * or physician * or
psychiatris * or doctor * or staff * or ((nurs * or medic *) adj3 professor *))).mp.
[mp = title, abstract, heading word, table of contents, key concepts, original title,
tests & measures]
limit 1 to (danish or english or french or german or italian or norwegian or
spanish or swedish)

127

Results

829

804

128

2008–2009

2009–2010

Riyadh, King
Abdul-Aziz
Medical
City

Saudi
Arabia

2002

Freiburg.
University clinic

Nationwide

USA

n

All physicians

Mixed psychiatric staff

All physicians

Sampling
Occupation
Year(s)

Germany

Location

Country

Appendix D

Family medicine
Internal med. and
subspec.
OB/GYN
Pediatrics
Surgical subspec.
Emergency med.
Oncology and
palliative care
ICU and anaesthesia
13.8
9.3
13.3
4
8.4
1.8

31
21
30
9
19
4

16.9

38

21.2
32.4

18
73

44.7

21.1

39

18

Physicians
Psychologists and
psychotherapists
Nursing staff
Other psychiatric
staff

3.4
1.5
1.6
7.0
1.6
1.7
7.6
1.4
8.7
5.2
11.3
13.8
1.3
1.0
20.2
2.2
0.2
2.0
6.7
1.6

12.9

39
17
18
80
18
20
87
16
100
60
129
158
15
11
231
25
2
23
77
18

Anesthesiology
General Pract
Neuro
OB/GYN
Optho
Pathology
Peds - General
Physiatry
Psych
Ped Subspec.
Gen Med
FP
EM
Dermathology
Med Subspec.
Radiology
Unanswered
General Surgery
Surg Subsp.
Other

%

11

n

Specialties

Muslim

No afﬁliation

Catholics

Protestants

None
Atheist
Agnostic
Buddhist
Hindu
Jewish
Mormon
Muslim
Protestants
Catholic
Orthodox
Other
Unanswered

Religious
Afﬁliation (%)

225

23

28

30

80
19
18
13
54
181
17
33
428
244
22
18
17

n

100

26.5

32.5

34.9

7.0
1.7
1.6
1.1
4.7
15.8
1.5
2.9
37.4
21.3
1.9
1.6
1.5

%

Table D1. Overview of the International NERSH Data Pool.

225

87

1144

ntotal

64%

44%

63%

RR*

Female

Male

Female

97

128

49

38

842
300
2

Male
Female
n/a

Male

n

Gender

43.1

56.9

56.8

43.2

73.6
26.2
0.2

%

36.6 (35.4–37.6)

41.5

49.0 (48.5-49.5)

Mean Age
(CI95%)
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Germany,
Freiburg

Teachers
Students

n

129

1
1
3
1
10
1
2
23
14
7
17
8
8
1
14

Anatomy
Microbiology
Pathology
Forensic
Ophtalmology
ENT
Pediatric
General medicine
Surgery
OBG
Psychiatry/neurology
Radiology
Anesthesiology
Psychotherapist
Unanswered

Orthodox
Muslim
Buddhist
Agnostic/Atheist
Other

160
32

Free Church

Protestant

32

Teachers
25
20
20

2
7
2
7
104

n

5
7
34
9

1

10

128

88
115

Students
Catholics, 30.8%
46
Evangelicals, 11.1%
16
None or others
22

Catholics
Spiritists
Evangelical

None
Other
Hindu
Christian
Muslim

Religious
Afﬁliation (%)

25

0.8
2.5
0.88
8.2
0.8
1.6
18.9
11.5
5.7
13.9
6.6
6.6
0.8
11.5

%

No afﬁliation
Catholic

All psychiatry

Nursing

n

Specialties

121
16

30
118

All physicians

Psychiatrist
Psychotherapist
Other
therapeut
2010–2011 Psychologist
Nurse or
assistant
Other

2010

São Paulo

Brazil

Nationwide.
Departments of
psychiatry and
psychotherapy in
university clinics
+ faith based
clinics.

2010

Dr. Soetomo
General Hospital,
Surabaya, East
Java

Indonesia

Sampling
Occupation
Year(s)

Location

Country

Table D1. Cont.

1,2
1,7
8,4
2,2

0.2

2.5

31.7

21.8
28.5

30.8
11.1
14.8

16.7
13.3
13.3

1,6
5.7
1.6
5.7
85.2

%

404

148

122

ntotal

24%

99%

99%

RR*

n/a

Male
Female

7

145
252

15
133

55
65
2

Male
Female
n/a

Male
Female

n

Gender

1.7

35.9
62.4

10.1
89.9

45.1
53.3
1.6

%

39.9 (38.8–41)

Teachers
41.4 (38.6–44.2)
Students
28.4 (27.0–29.8)

29.2 (28.4–29.9)

Mean Age
(CI95%)
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130

Nationwide,
selection criteria?

Psychiatry

New
Zealand

Selected
hospitals

India

Denmark

Location

Country

2012

2011–2012

Opthalmoloy

Psychiatrists
Non
specialists

71.4

650

Christian

25

Buddhist
Hindu
Other
Object to answer
Unanswered

No afﬁliation

Missing 8 (0.9)
Do not wish to
answer
No afﬁliation
Other
Buddhist
Hindu
Muslim
The Orthodox
Church
Roman Catholic
Church
Danish National
Church
Other

None or others
Hindu
Christian
Muslim

Religious
Afﬁliation (%)

91

All psychiatry

28.6

4.6

4.1

2.8
3.0
12.4
1.0
4.0
14.5
6.6
0
4.6

0.3

2
3.8
1.3
5.8
1
1.8
1.5

%

261

18

General practitioner
Mixed hospital
physicians

16

Psychotherapist
Physical medicine
and rehab +spec.

35
6

201
54
29
44
0
33
0

11
12
49
4
16
57
26
0
18

1

8
15
5
23
4
7
6

n

ENT
PSM
Gen medicine
Surgery
OBG
Psychiatry+neuro
Pediatrics
Radiology
Anesthesiology

16

13

Specialties
Anatomy
Physiology
Biochemisty
Pharmacology
Microbiology
Pathology
Forensic

n
192
79
0
48
0
36
0

All physicians

-Unknown

Allopaths
-Physicians
-Nurses
-Residents
-Interns
-Students
-All-Therapists
-Non-clinical
physicians

TCAM
-Physicians
-Nurses
-Residents
-Interns
-Students
-All-Therapists
-Non-clinical
physicians
2010–2012 -Unknown

Sampling
Occupation
Year(s)

Table D1. Cont.

0.4

3
4
4
3
7

42

2.6
3.4
3.4
2.6
6.0

36.2

45.7

4
53

3.2
71.0

1.2

11

647

20.1
2.2
0.2
0.1
0.7

183
20
2
1
6

29

0.4

0.9

3.7
65.2
13.7
14.7

%

4

8

11
257
54
58

n

116

911

394

ntotal

18%

61%

50%

RR*

Trans-gender
n/a

Female

Male

Female

Male

Male
Female
n/a

Gender

1
3

39

73

387

524

148
230
16

n

0.9
2.6

33.6

62.9

42.5

57.5

37.6
58.4
4

%

40-49
30-39
50-59
60-69
70+

20-29

32
19
43
14
3

4

Agegroups (n)

48.9 (48.0–49.8)

31.6 (30.5–32.8)

Mean Age
(CI95%)
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131

Transplantation
medicine

Brothers of
Mercy hospital

Germany,
Munich

Austria,
Salzburg

Nationwide
Perinatal

Germany,
Munich

2014

2014

2013–2014

2012

University
Hospital of
Kinshasa

Congo R.D.

Physician
Nursing care
Other
Unanswered

Physician
Nurse
Other

Physicians
Midwife
Nurses
Psychologist
Others

28
114
29
60

48
127
12

482
257
529
18
351

Mixed hospital
physicians

81
113

Physicians
Residents

2012

Marilia - Marília
University
Hospital

Brazil

n

Sampling
Occupation
Year(s)

Location

Country

5.2

Internal medicine
Surgery
Anesthetics
Others
Unanswered

Internal med.
Intensive care
Surgery
Neurology
Anesthesiology
Other
54
37
12
62
66

3
88
38
7
19
32
23
16
5
27
29

1.6
47.1
20.3
3.7
10.2
17.1

13.4

26

75.3
6.2

%

10

146
12

n

Perinatal hospital professionals

No data

Internal Med.
Pediatricians
Surgeons/surgical
physicians
OB/GYN

Specialties

Not religious
Catholic
Protestant
Others
Unanswered,

Does not apply
No response
None
Roman
Orthodox
Protestant (without
Free-Church)
Other Christian
denominations
Islam
Jewish
Buddhist
Other
non-Christian
denominations

13
62
3
8
19

0.1

1

29
143
8
6
45

1.3
0.8
0.1
0.4

21
13
1
6

25.0

409

7
0.9
25.0
39.0
0.5

34
115
15
409
639
8

10
30

22

11
38
1

12
43

No afﬁliation
Roman Catholics
Orthodox
Christians
Protestant
Christians
Others

94.9
0

0

7.4
0

%

1

166
0

0

9
0

n

Christian
Muslim

Hindu

None
Other

Religious
Afﬁliation (%)
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231

187

1,637

112

194

ntotal

52%

64%

82%

82%

95%

RR*

Male
Female
n/a

Male
Female

Male
Female
n/a

Male
Female

Male
Female

Gender

54
133
44

53
134

192
1312
133

84
28

145
49

n

23
58
19

28.3
71.7

11.7
80.1
8.1

75
25

74.7
25.3

%

39.3 (37.7–41.0)

34.6 (32.9–36.3)

39.1 (38.6–39.6)

35 (33.5–36.8)

37.7 (36.1–39.3)

Mean Age
(CI95%)
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2015–2016

2016

Region of Bale
and Aarau

Turkish
physicians

Switzerland

Germany,
Munich

n

All physicians

All physicians, practicing
outside the hospital

Sampling
Occupation
Year(s)

Location

Country

Intensive care
OB/GYN
Internal medicine
Surgery
Neurology
Pediatric
Other 28
Unanswered

3
5
16
17
10
9
28
19

4

Orthopedics

No afﬁliation
Exited a religious
community
Roman catholic
Other
Unanswered
1
1
18

1

21

79

80
2
2
19
2

Christian
Jewish
Islam
No afﬁliation
Unanswered
Muslim

n

Religious
Afﬁliation (%)

Note: * = Response Rat.

2.5
4.1
13.2
14
8.3
7.4
23.1
15.7

3.3

7.4
0.8

1

100

%

9

104

n

Psychiatry +
psychotherapists
Anesthetics

General practitioner

Specialties

Table D1. Cont.

0.8
0.8
14.9

0.8

17.4

65.3

76.2
1.9
1.9
18.1
1.9

%

121

104

ntotal

22%

75%

RR*

Female

Male

Male
Female

Gender

79

42

73
31

n

65.3

34.8

70.5
29.5

%

33.2 (31.7–34.7)

53.8 (51.9–55.7)

Mean Age
(CI95%)
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