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INTRODUCTION

Spirituality and religious experiences have been a part of 

medicine through the ages. In the ancient world, religion, psychology 

and medicine were intertwined. Th e Asclepical physicians for 

example practiced rational medicine, but when this was unsuccessful, 

the patient was sent to a temple [1]. Psychological factors were also 

considered, e.g. a disorder could be explained by a disproportion of 

emotions. Th is holistic view was abandoned with reconnaissance; 

“superstitious beliefs” were no longer used as explanations for 

medical conditions. Th is has certainly improved our understanding 

of many disorders, but this has also been at least partly to blame for 

the loss of some of our understanding of patients. In many patients’ 

views, modern western medicine is regarded as technical and lacking 

in necessary humanism and spiritual aspects matters for young and 

old in many circumstances [2-4].

Th e interrelation between spirituality and religiousness has been 

subject to intensive discussions [5]. Beside considerable diversity, 

there is some agreement about one thing: both should not be used 

exchangeable [6]. Within the present context, we would suggest 

to defi ne religiousness to be a part of spirituality. Th is would not 

necessarily be the case in other contexts, but given the strong time 

trend for secularization in many eastern and western societies [7, 8] 

it seems reasonable for examining eff ects on mental health to defi ne 

spirituality as the wide and religiousness as the narrow construct [9]. 

Spirituality and religious experiences still play a major role for 

many patients. Th is is true for life-threatening disorders [10,11], but 

also for many others [12]. Ischia, et al. [13] State that every person 

has the “will” to seek meaning or to achieve purpose in life. Generally, 

spirituality and religiousness are judged to be positively associated 

with indicators of mental health and quality of life [14]. However, 

negative eff ects can also be observed. In a meta analysis, most studies 

found a protective eff ect of religiosity on suicide risk OR = 0.39, but 

two studies, both conducted in rural china, found religiosity to be 

a high risk factor [15]. Mohr et al [16] conducted semi structured 

interviews about spiritual aspects in 89 patients with schizophrenia 

or schizoaff ective disorders. In 85% the religious coping was assessed 

to be positive, in the remaining 15% it was assessed to be harmful. 

Rosmar in et al [17] found strong associations between negative 

religious coping and various baseline psychiatric symptoms, but no 

single signifi cant association with positive religious coping. To the 

contrary, in this study positive religious coping was a signifi cant 

predictor of symptom reduction. Polanco-Roman [18] expected that 

spirituality would be a protective factor with respect to suicidality 

or non suicidal self injury, but found no signifi cant associations at 

all in a large sample of more than 1000 college undergraduates.** 

With respect to depression, spirituality has been examined as an 

explanatory variable and as an outcome (Dew et al., 2008; Mofi di et 

al., 2006). Both directions are plausible and show strong associations. 

Th e aim of the present paper is to examine the roles of religiousness 

and spirituality as possible mediators between childhood adversities 

and adult adaptation. Th erefore, four dimensions of spirituality 

and religiousness describing the associations between childhood 

adversities and various indicators of mental health in adulthood 

were analyzed via ordered series of regressions. Series of regressions 

are a method of statistical analysis that extend path analysis to 

include nonlinear eff ects as well as binary variables in the responses 

(Wermuth, 2003; Cox and Wermuth, 1993). In particular, we wanted 

to examine the following three questions: 

• Do the four dimensions of spirituality mediate or moderate 

between childhood adversities and adult adaptation?

• Do abused or physically neglected children report less 

spirituality than non-abused children?

• What is the role of emotional neglect?

METHODS

Participants

Participants registered at a commercial company to fi ll out 

online questionnaires, received an email asking them to take part in 

the survey. Th ey received a compensation of about € 4,30. Th e ethic 

commissions of the University of Dusseldorf and for Rheinland-

Pfalz approved the project (Nr. 3063 and 6281). Data collection was 

performed in January and October 2008 by a professional marketing 

institute (http://www.linequest.de). On average, participants were 

about 40 (sample 1) to 45 (sample 2) years old, and about half of them 

were female (see Table 1). About 48 % in the fi rst sample and 61 % 

in the second sample were members of one of the German Christian 

churches. Th e diff erences between sample 1 and 2 are likely to be 

largely an eff ect of age. 

Variables

Primary responses: Two indicators for adaptation in adulthood 

were chosen as primary responses, one internal, i.e. depressive 

symptoms, and one interpersonal, sociophobic symptoms. Both were 

assessed using subscales from the Symptom-Checklist-27-plus [19]. 

Example items for depressive symptoms are “feeling blue” or “mind 
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going blank”. Examples for sociophobic symptoms were “feeling 

others do not like me” or ”feeling of being unwanted”. Th e SCL-27-

plus presents with good internal consistencies and has been proven to 

generate valid results in a variety of studies [19].

Secondary responses – mediators: Th e four dimensions of 

spirituality that serve as possible mediators between childhood 

adversities and the primary responses were: “belief in God”, “quest 

for meaning”, “mindfulness” and “feeling of security in the world”. 

Th e scale belief in God represents the traditional western concept of 

spirituality. Th e items in this questionnaire do not specify which God 

the participant believes in, i.e. followers of all monotheistic religions 

are addressed.

Th e second scale is called “quest for meaning”. Th is concept 

is essential for any self-refl ecting individual [20]. Within this 

dimension, human beings fi nd their meaningful existence, and the 

ability to overcome existential suff ering. Batson [21] introduced the 

quest approach into the fi eld of spirituality research.

“Mindfulness”, the third subscale, describes the conscious 

perception of others and one’s environment. It is refl ected in various 

eastern religions, particularly in Buddhism [22]. Additionally, it 

has found some entrance into psychotherapy research [23]. It also 

addresses the development of equanimity (one of the four divine 

states in Buddhism), overcoming emotional reactivity and desires 

and developing friendliness, tolerance, gentleness, placidity and 

acceptance [24].

Th e fourth subscale, “feeling of security”, characterizes a feeling of 

safety and trust and of being at home in the world. In developmental 

psychology, Erikson [25] drew a parallel to this scale with his concept 

of a “sense of basic trust“. With feeling of security, a dimension found 

entrance into the questionnaire that appears to be conceptually 

underdeveloped in western culture.

Th e questionnaire on spirituality is described in detail by Hardt et 

al [26]. Th e scales have high internal consistencies (Cronbach’s alpha 

between .78 and .97) in the present samples. 

Adverse childhood experiences and demographic background 

variables: Two indicators for adverse childhood experiences were 

chosen, one assessing physical abuse and neglect, the other “perceived 

maternal love” [27].  Abuse was assessed with an index composed 

of sexual or physical abuse. Th e two indicators of abuse and the one 

for neglect were combined in a way that whenever at least one was 

present, the indicator for childhood abuse was coded “yes”, when 

none of the three held true, “no”. Additionally, two demographic 

background variables were included: age and sex. Descriptions of all 

variables are shown in table 1.

Statistics

Two samples from an internet survey constitute the basis of the 

present analysis. For the fi rst subsample, an ordered sequence of 

regressions was conducted, the second subsample was used for cross-

validation. Sequences of regressions constitute an extension of path 

analysis [28]; they are a test for moderators and mediators [29]. In 

performing the sequences of regressions, signifi cant explanatory 

variables were selected for each response.  Th erefore, fi rst, a model 

containing all relevant main and quadratic eff ects was chosen. Within 

this model, all two -way interactions were tested. Th e latter was tested 

with an X²- or F-test with 2 degrees of freedom (df) for a squared 

term and 3 df for an interaction term. Th e signifi cance level for 

generating the model was set to alpha = .01 (two-sided). Th e results 

obtained by this procedure are displayed in the left -hand columns of 

table2. Th e model extracted with this procedure was then tested in 

the cross-validation sample. Each coeffi  cient was tested in the cross-

validation sample to detect a signifi cant diff erence from zero in the 

same direction as in the extraction sample by including the additional 

signifi cant coeffi  cients of the extraction sample. No more tests to add 

variables were performed at this stage. Th e signifi cance level for the 

cross-validation was set to alpha = .05 (one-sided). Results obtained 

by the cross-validation are displayed in the right-hand columns of 

Table 2. Th e analyses was performed using R [30]. Figure 1 gives an 

overview of the signifi cant associations in the model; Figure 2 displays 

the types and strengths of the relationships. Th e latter were derived by 

graphing the conditional eff ect of the respective variable (s) when all 

others were kept in the regression model, i.e. by using the predicted 

results of the regression formula. Th e X-axes of the graphs display the 

full theoretical range of the respective scales; the curves are drawn 

Table 1: Variable descriptionc.

 Variable  Description Possible
values

Min Max
Extraction

sample
Mean     SD

Cross-
validation

Mean      SD

1 DEP Depression 
(lifetime) 0 - 4 0 4 .73 .82 1.09 .99

1 ANX Sociophobic 
anxiety 0 - 4 0 4 .86 .82 1.12 .82

2 GOD Belief in God 0 - 4 0 4 1.24 1.23 1.35 1.31

2 QUEST Quest for 
meaning 0 - 4 0 4 1.99 .84 2.12 1.08

2 MIND Mindfulness 0 - 4 0 4 2.95 .63 2.98 .68

2 SEC Feeling of 
security 0 - 4 0 4 1.93 .81 1.71 .93

3 LOVE Maternal love 0 - 3 0 3 2.31 .74 2.17 .77

3 ABUSE Abuse/physical 
neglect 0,1 0 1 .21 .41 .27 .44

4 AGE Age ≥ 18 18 81 44.82 16.11 39.32 11.20

4 SEX Sex 0, 1 0 1 .50 .50 .45 .50

Table 2(a): Signifi cant associations in the construction and cross–validation 
samples.

a) Primary response: DEP, Depression – linear regression

Starting model 
(construction sample)

Selected model
(cross–validation sample)

Excluded 
variables

Exploratory 
variable

Estim. 
coeff.

Stand. 
Error

t-value Estim. 
coeff.

Stand.
Error

t-value    t-value

Const. .81 .24 3.41 - .04 .20 - .21

GOD .17 .16 1.02 .67 .14 4.94

MIND .16 .09 1.81 .26 .08 3.34

GOD x MIND - .15 .05 - 2.71 - .20 .04 - 4.71

ABUSE 1.26 .38 3.29 .34 .08 4.10

ABUSE x MIND - .38 .13 - 2.98 -.86

QUEST .40 .11 3.77 .61 .08 7.25

GOD x QUEST .15 .04 3.78 1.93

SEC - .78 .16 - 4.83 - .74 .13 - 5.73

SEC ² .21 .05 4.55 .14 .04 3.27

SEC x QUEST - .19 .05 - 3.42 - .09 .04 - 2.07

SEX - .22 .07 - 3.24 -1.16
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only for the middle 90% of the observed distributions in this sample 

in order to avoid over-interpretation in cases of non-line arities.

RESULT 

Th e primary response “depressive symptoms” (DEP) has fi ve 

predictors – all four dimensions of spirituality and abuse. Th e 

dimensions belief in God and mindfulness display an interactive 

eff ect. When mindfulness is high, there is no association between 

depression and belief in God. When mindfulness is low, belief in 

God constitutes a risk factor for depressive symptoms. Th is means 

that belief in God has no protective eff ect on depression in these 

samples. A second interactive eff ect on depression can be found in 

the dimensions quest for meaning and feeling of security. Security is 

protective against depression, but the association is more pronounced 

when quest for meaning is high. Particularly the combination high 

quest and low security is associated with a high risk for depressive 

symptoms. Abuse has a linear association, subjects reporting any 

form of abuse report higher levels of depressive symptoms than those 

not reporting any abuse. All eff ects explain 37% of the variance of 

the scale depressive symptoms (see Table 2a). Th e second primary 

response, sociophobic symptoms, has seven signifi cant predictors.  

Again, the dimensions belief in God and quest for meaning show an 

interactive eff ect. When quest for meaning is high, belief in God is a 

risk factor for sociophobic symptoms, when quest for meaning is low, 

it is protective. Th is means that a belief in God only has a buff er eff ect 

on sociophobic symptoms when quest for meaning is high. Also, the 

dimensions quest for meaning and mindfulness have an interactive 

eff ect on sociophobic symptoms. Subjects reporting high levels for 

quest for meaning generally report high sociophobic symptoms 

regardless of scores for the scale mindfulness. In subjects with low 

levels regarding quest for meaning, there is a positive association 

between mindfulness and sociophobic symptoms. Interestingly, 

subjects with low quest for meaning and low mindfulness display the 

fewest sociophobic symptoms. Security is negatively non- linearly 

associated with sociophobic symptoms, this association is more 

pronounced in the lower half of the scale. Perceived maternal love is 

negatively linearly associated with sociophobic symptoms.

Women report higher levels of sociophobic symptoms than 

men. All eff ects explain 28% of the variance of the scale depressive 

Table 2(b): Primary Response: ANX, sociophobic anxiety – linear regression.

Starting model 
(construction sample)

Selected model
(cross-validation sample)

Excluded 
variables

Exploratory 
variable

Estim. 
coeff.

Stand. 
Error

t-value Estim. 
coeff.

Stand.
Error

t-value t-value

Const. .27 .35 .78 .59 .22 2.71

GOD -. 22 .09 - 2.44 - .16 .07 - 2.28

QUEST .96 .19 5.16 .59 .13 4.62

GOD x QUEST .11 .34 3.04 .07 .03 2.62

MIND .51 .12 4.24 .48 .08 5.75

MIND x QUEST - .28 .06 - 4.52 - .13 .04 - 3.22

SEC - .71 .17 - 4.28 - .65 .13 - 5.03

SEC² .10 .04 2.28 .09 .04 2.42

LOVE .50 .19 2.61 - .21 .04 - 4.77

LOVE² - .15 .05 - 2.96 -.79

AGE - .01 .00 - 3.99 -1.78

SEX - .21 .07 - 3.15 - .17 .07 - 2.49

Table 2(c): Secondary response: GOD, Belief in God – linear regression.

Starting model Selected model Excluded 
variables

Exploratory 
variable

Estim. 
coeff.

Stand. 
Error

t-value Estim. 
coeff.

Stand.
Error

t-value t-value

Const. .64 .16 3.98

AGE .01 .00 4.01 .67

Table 2(d): Secondary response: QUEST, Quest for meaning – linear 
regression.

Starting model Selected model Excluded 
variables

Exploratory 
variable

Estim. 
coeff.

Stand. 
Error

t-value Estim. 
coeff.

Stand.
Error

t-value   t-value

Const. 1.17 0.11 15.52

AGE .01 .00 2.71 1.39

Table 2(e): Secondary response: MIND, mindfulness – linear regression.

Starting model Selected model Excluded 
variables

Exploratory 
variable

Estim. 
Coeff.

Stand. 
Error

t-value Estim. 
coeff.

Stand.
Error

t-value    t-value

Const. 2.82 .09 29.45 2.51 .09 27.97

LOVE .10 .04 2.62 .24 .04 6.33

SEX - .19 .06 - 3.41 - .12 .06 - 2.06

Table 2(f): Secondary response: SEC, Feeling of security – linear regression.

Starting model Selected model Excluded 
variables

Exploratory 
variable

Estim. 
Coeff.

Stand. 
Error

t-value Estim. 
coeff.

Stand.
Error

t-value t-value

Const. 1.05 .16 6.75 .11 .19 .58

LOVE .16 .05 3.40 .32 .05 6.26

AGE .01 .00 5.24 .02 .00 6.64

Table 2(g): Tertiary response: LOVE, Maternal love – linear regression.

Starting model Selected model Excluded 
variables

Exploratory 
variable

Estim. 
coeff. Stand. 

Error

t-value Estim. 
coeff.

Stand.
Error  t-value t-value

Const. 3.16 .28 11.30 4.29 .41 10.54

AGE - .04 .01 - 2.86 - .10 .02 - 5.00

AGE² .00 .00 2.62 .00 .00 4.68

Table 2(h): Tertiary response: ABUSE, Abuse/physical neglect, logistic 
regression.

Starting model Selected model Excluded 
variables

Exploratory 
variable

Estim. 
coeff.

Stand. 
Error

z-value Estim. 
coeff.

Stand.
Error

z-value z-value

Const. - 2.09 .36 - 5.78 .35 .03 13.21

AGE .02 .00 3.25 .57

SEX - .61 .23 - 2.71 - .17 .04 - 4.37
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symptoms (see Table 2a). Th e secondary responses, the dimensions 

of spirituality, have only four predictors. Mindfulness has a linear 

positive association with maternal love. Additionally, mindfulness 

was more oft en reported by women than men. Feeling of security was 

also positively associated with love. Finally, there was an age eff ect. 

Th e older the subjects were, the more security they reported. Belief in 

God and quest for meaning had no predictors. Th e tertiary responses, 

abuse and love, had only two predictors. Love had a curvilinear 

association with age, lowest values were reported by subjects born in 

the 1960s (Figure 1m). Th is eff ect has been reported elsewhere and 

was interpreted as an eff ect of the post war years [31,32]. Abuse has 

an association with sex, women report a higher risk of having been 

abused than men. Because abuse was a composed score, this is mainly 

due to the fact that women reported more childhood sexual use than 

men. Th e partial correlation between depressive and sociophobic 

symptoms (given all signifi cant other variables on the right side of 

Figure 1) was r = .48. Th e partial correlation between belief in God 

and quest for meaning was r = .33, the one between security and 

mindfulness also r = .33. Mindfulness and belief in God were not 

correlated, the other dimensions show correlations in the range of 

.20. Perceived love and abuse were correlated with r = -.17.

DISCUSSION

All four dimensions of spirituality are predictors for depression 

as well as for sociophobic symptoms. Th e interaction between 

mindfulness and belief in God on the internal symptom scale 

depression was surprising. When mindfulness is low, belief in God is 

a risk factor for depression. Reviewing the literature one may would 

rather have expected the opposite – belief in God as a protective 

factor against depression (e.g. Goncalves et al., 2015; Roh et al., 2015), 

however, also religiousness as a risk factor has been reported (Leurent 

et al., 2013). Within the present context it has to be noted that fi rstly 

the association is only present when mindfulness is low and secondly 

the associations was estimated given all other signifi cant predictors 

are in the model. Hence, regarding religiosity and depression one 

should conclude that the association is complex.

 A second pathway towards depression via feeling of security 

is moderated by quest for meaning. Generally, for all individuals, 

depressive symptoms and feeling of security are strongly negatively 

associated. Th is seems natural, considering that depression is 

characterized by worry, hopelessness, loss of joy, etc.; which is 

partially the opposite of a feeling of security. However, individuals 

reporting high values for quest for meaning not only have more 

depressive symptoms, but also show a steeper gradient between these 

and a feeling of security. However, this seems quite plausible because 

the quest for meaning is naturally high in depressive persons.

In addition, two of the dimensions of spirituality, i.e. mindfulness 

and quest for meaning, show linear associations to perceived love. Th e 

more love was perceived, the higher the values of both dimensions. 

Hence, these dimensions of spirituality qualify as a mediator between 

perceived love and depression. It should be noted that both mediators 

begin at perceived love, not abuse. However, abuse is shown to have 

a direct eff ect on depression, meaning that the eff ects of childhood 

abuse are still present in adults, though not mediated by spirituality.

 With regard to the interpersonal symptom scale, sociophobic 

symptoms, the present study also shows two pathways where 

dimensions of spirituality mediate between childhood experiences 

and adult symptoms, again the mediating dimensions of spirituality 

are mindfulness and security. One path also has an interactive eff ect. 

Individuals who neither care for others (indicated by low values of 

mindfulness) and who do not look for much meaning in life display 

the lowest values for sociophobic symptoms. Maybe they can best 

be characterized as being oriented on facts, i.e. trying to reach their 

goals without much caring about other person’s interests. Th e second 

pathway goes from love via security to sociophobic symptoms. It 

displays a classical mediator eff ect. Th e less love there is, the lower the 

feeling of security is and the higher the risk of developing sociophobic 

symptoms. Th e eff ect is nonlinear and particularly pronounced in the 

lower half of the scale. Th e less love experienced in childhood, the 

higher the level of reported sociophobic symptoms. Th is seems quite 

plausible as well. As with depressive symptoms, both mediators start 

at perceived love, not abuse. Th is means that the hard indicator is less 

important in the development of mind fulness and feeling of security 

than the soft  one. Th e two interactive eff ects of belief in God on both 

primary responses are of particular interest. Belief in God is neither 

genuinely positively nor negatively associated with symptoms, but on 

both scales there are moderating eff ects. For depressive symptoms, 

the moderating eff ect is mindfulness, and for sociophobic symptoms 

it is quest for meaning. Th is fi nding may explain some contradictory 

results reported in research, where belief in God showed unexpected 

associations, e.g. Schuurmans- Stekhoven [33]. He found that 

the associations between various indicators of adaptation were 

moderated by a single indicator of spirituality – generally in that 

correlations became higher with increasing spirituality. Schuurmans-

Stekhoven’s interpretation of his results was that spirituality may bias 

the associations. We would not go so far. Th e observed relationships 

here make sense from the view of the individuals, and should instead 

be interpreted as an interaction of the various dimensions.

Also of interest are the predictors for the dimensions of spirituality. 

Th e feeling of security increases with age. In a cross-sectional study, 

it is impossible to distinguish between age and cohort eff ects, hence 

it would be worthwhile to explore this association further. However, 

no other aspect of spirituality was associated with age, meaning that 

the three other dimensions of spirituality are similarly important 

for subjects of all ages. Perceived love is positively associated with 

mindfulness and security, meaning that a good relationship with 

one’s mother constitutes a protective factor for adulthood. 

Th e absence of any association between the indicators abuse/

physical neglect and spirituality was surprising – other studies 

report a negative correlation [34]. However, this does not necessarily 

mean that the dimensions of spirituality are unimportant in abused 

individuals. If anything, reports from survivors strikingly emphasize 

their importance [35]. It can simply mean that non-abused individuals 

also develop spiritual thoughts to a similar degree.

Th e present study has the following limitations. (1) Data were 

collected via internet. It is not known to what extent an internet 

sample is representative of the general population. In connection 

with spirituality, it would be plausible to assume that internet users 

may be less spiritual and more secular. (2) Childhood adversities were 

assessed retrospectively. Th ere is an ongoing debate about the validity 

of such retrospective reports. Some researchers would strictly reject 

such data [36], others have a more moderate view [37]. (3) A cross-

validated sequence of regressions as utilized here for the statistical 

analyses will tend to overlook eff ects. (4) In order to keep the analysis 

simple, other important factors infl uencing depression or social 

anxiety were not included. (5) It is diffi  cult to assess and quantify 

a construct as complex as spirituality using only a questionnaire 

[38]. 
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CONCLUSIONS

Despite these limitations, we believe that the present study off ers 

interesting insight into associations between childhood adversities, 

spirituality and adult adaptation. Th e two classical indicators for 

spirituality in western cultures, belief in God and quest for meaning, 

did not turn out to become mediators, but rather the two dimensions 

adapted from eastern religions. Low perceived maternal love turned 

out to be a risk factor for what mindfulness and feeling of security 

mediate. None of the dimensions assessed here mediated for physical 

/ sexual abuse or neglect.

ACKNOWLEDGEMENT

Th is work was funded, in part, by the Heigl-Stift ung Duesseldorf 

and the Koehler-Stift ung, Essen (100064-06). Neither Stift ung had 

any infl uence on the results.

REFERENCES

1. Thielman SB. Spirituality and the care of madness: historical considerations. 
Religion and spirituality in psychiatry. 2009; 6-18. https://goo.gl/WUDo9M

2. Moore K, Talwar V, Moxley-Haegert L. Defi nitional ceremonies: narrative 
practices for psychologists to inform interdisciplinary teams’ understanding of 
children’s spirituality in pediatric settings. J Health Psychol. 2015; 20: 259-72. 
https://goo.gl/fQj3Nd

3. Mundle R. A narrative analysis of spiritual distress in geriatric physical 
rehabilitation. J Health Psychol. 2015; 20: 273-85. https://goo.gl/zDRSk6

4. Noor A, Bashir S, Earnshaw VA. Bullying, internalized hepatitis (Hepatitis C 
virus) stigma, and self-esteem: Does spirituality curtail the relationship in the 
workplace. J Health Psychol. 2016; 21: 1860-1869. https://goo.gl/x2pkLj

5. Koenig HG. Research on religion, spirituality, and mental health: a review. 
Can J Psychiatry. 2009; 54: 283-91. https://goo.gl/sXcPXV

6. Middleton-Green L. It’s time to stop equating the spiritual with the religious. 
Nurs Stand. 2015; 29: 32-3. https://goo.gl/Rcho7H

7. Li NP, Lim AJ, Tsai MH, O J. Too materialistic to get married and have 
children? PLoS One. 2015; 10: 0126543. https://goo.gl/dVW8FZ

8. Twenge JM, Exline JJ, Grubbs JB, Sastry R, Campbell WK. Generational and 
time period differences in American adolescents’ religious orientation, 1966-
2014. PLoS One. 2015; 10: 0121454. https://goo.gl/9hxcE4

9. Ramakrishnan P. ‘You are here’: locating ‘spirituality’ on the map of 
the current medical world. Curr Opin Psychiatry. 2015; 28: 393-401. 
https://goo.gl/4FGRMj

10. Periyakoil VS, Neri E, Kraemer H. No Easy Talk: A Mixed Methods Study of 
Doctor Reported Barriers to Conducting Effective End-of-Life Conversations 
with Diverse Patients. PLoS One. 2015; 10: 0122321. https://goo.gl/fTgNXq

11. Fombuena M, Galiana L, Barreto P, Oliver A, Pascual A, Soto-Rubio A. 
Spirituality in patients with advanced illness: The role of symptom control, 
resilience and social network. J Health Psychol. 2016; 21: 2765-2774. 
https://goo.gl/WDjjzN

12. Best M, Butow P, Olver I. Do patients want doctors to talk about spirituality? 
A systematic literature review. Patient Educ Couns. 2015; 98: 1320-8. 
https://goo.gl/Hc7Us3

13. Ishida R, Okada, Massahiko. Factors Infl uencing the Development of “Purpose 
in Life”and Its Relationship to Coping with Mental Stress. Psychology. 2011; 
2: 29-34. https://goo.gl/goQcKa

14. Koenig HG, Zaben FA, Khalifa DA. Religion, spirituality and mental 
health in the West and the Middle East. Asian J Psychiatr. 2012; 5:180-2. 
https://goo.gl/9G2aG7

15. Wu A, Wang J-Y, Liu C-X. Religion and completed suicide: a meta-analysis. 
PLos ONE. 2015; 10: 0131715. https://goo.gl/gDwuma

16. Mohr S, Perroud N, Gillieron C, Brandt PY, Rieben I, Borras L, Huguelet P. 
Spirituality and religiousness as predictive factors of outcome in schizophrenia 
and schizo-affective disorders. Psychiatry Res. 2011; 186: 177-82. 
https://goo.gl/T91nnF

17. Rosmarin DH, Bigda-Peyton JS, Ongur D, Pargament KI, Bjorgvinsson T. 
Religious coping among psychotic patients: relevance to suicidality and 
treatment outcomes. Psychiatry Res. 2013; 210: 182-7. https://goo.gl/huDfYa

18. Polanco-Roman L, Tsypes A, Soffer A, Miranda R. Ethnic differences 
in prevalence and correlates of self-harm behaviors in a treatment-
seeking sample of emerging adults. Psychiatry Res. 2014; 220: 927-34. 
https://goo.gl/iD6z3q

19. Hardt J, Ulrich T Egle, Elmar Brahler. Die Symptom-Checkliste-27-plus: 
Kreuzvalidierung eines neuen Screening-Instrumentes. Zeitschrift für 
Psychologische Medizin. 2006; 22: 11-20. https://goo.gl/jde8wt

20. Fromm E, Psychoanalysis and und Religion. 1950, New haven: Yale 
University Press.

21. Batson D, Ventis L. Misconception of Quest: A Reply to Hood and Morris. 
Review of Religious Research. 1985; 26: 398-407. https://goo.gl/usC98p

22. Suzuki DT, Fromm E, Martino R, Zen-Budhismus und Psychoanalyse. 1972, 
Frankfurt: Suhrkamp. https://goo.gl/7VCvLe

23. Szanton SL, Wenzel J, Connolly AB, Piferi RL. Examining mindfulness-
based stress reduction: perceptions from minority older adults residing in 
a low-income housing facility. BMC Complement Altern Med. 2011; 11: 44. 
https://goo.gl/FkZB6d

24. Grossmann KE, Grossmann K. Die Entwicklung psychischer Sicherheit in 
Bindungen - Ergebnisse und Folgerungen für die Therapie. Z Psychosom 
Med Psychther. 2007; 53: 9-28. https://goo.gl/T384ki

25. Erikson EH, Der vollstandige Lebenszyklus. 1995, Frankfurt am Main: 
Suhrkamp.

26. Hardt J, Schultz S, Xander C, Becker G, Dragan M. The Spirituality 
Questionnaire: Core dimensions of spirituality. Psychology. 2012; 3: 116-22. 
https://goo.gl/SRbZwd

27. Hardt J, Dragan M, Schultz S, Engfer A. Parent-Child Relationships in 
Poland and Germany: A Retrospective Study. Psychology. 2011; 2: 502-509. 
https://goo.gl/5S9NM1

28. Wright S. The method of path coeffi cients. Annals of Mathematical Statistics. 
1934; 5: 161-215. https://goo.gl/mvihWj

29. Baron RM, Kenny DA. The moderator- mediator variable distinction in social 
psychological research: conceptual, strategic, and statistical considerations. 
J Pers Soc Psychol. 1986; 51: 1173-1182. https://goo.gl/cREZ6a

30. R Development Core Team, R: a language and environment for statistical 
computing. 2016, R Foundation for Statistical Computing: Vienna. 
https://goo.gl/Fy5U4b

31. Hardt J, Herke M, Schier K. Suicidal ideation, parent-child relationships, 
and adverse childhood experiences: A cross-validation study using a 
Graphical Markov Model. Child Psychiatry Hum Dev. 2011; 42: 119-133. 
https://goo.gl/PUwCcr

32. Mihaljevic S, Aukst-Margetic B, Karnicnik S, Vuksan-Cusa B, Milosevic M. 
Do spirituality and religiousness differ with regard to personality and recovery 
from depression? A follow-up study. Compr Psychiatry. 2016; 70: 17-24. 
https://goo.gl/nwu9Q4

33. Schuurmans-Stekhoven J. “Moved by the spirit”: does spirituality moderate 
the interrelationships between subjective well-being subscales? J Clin 
Psychol. 2010; 66: 709-25. https://goo.gl/yVEnZU

34. Song JM, Min JA, Huh HJ, Chae JH. Types of childhood trauma and spirituality 
in adult patients with depressive disorders. Compr Psychiatry. 2016; 69: 11-9. 
https://goo.gl/J1UHnS

35. Rosmarin DH, Pirutinsky S, Auerbach RP, Björgvinsson T, Bigda-Peyton J, 
Andersson G, et al. Incorporating spiritual beliefs into a cognitive model of 
worry. Journal of Clinical Psychology. 2011; 67: 1-10. https://goo.gl/jLRzJH

36. Widom CP, Raphael KG, DuMont KA. The case for prospective longitudinal 
studies in child maltreatment research: commentary on Drube, Williamson, 
Felitti and Anda (2004). Child Abuse & Neglect. 2004; 28: 715-722. 
https://goo.gl/jqJv6e

37. Hardt J, Rutter M. Validity of adult retrospective reports of adverse childhood 
experiences: review of the evidence. Journal of Child Psychology and 
Psychiatry. 2004; 45: 260-273. https://goo.gl/GkSDnT

38. Vaillant GE. Psychiatry, religion, positive emotions and spirituality. Asian J 
Psychiatr. 2013; 6: 590-4. https://goo.gl/xCfcGu 


	Spirituality as a Mediator between AdultDepression and Anxiety and ChildhoodExperiences: A Model Based on OrderedSequences of Regressions
	ABSTRACT
	INTRODUCTION
	METHODS
	Table 1
	Table 2(a)
	RESULT
	Table 2(b)
	Table 2(c)
	Table 2(d)
	Table 2(e)
	Table 2(f)
	Table 2(g)
	Table 2(h)
	DISCUSSION
	CONCLUSIONS
	ACKNOWLEDGEMENT
	REFERENCES

