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Abstract: Objective: Although there are several reports which support a (negative) 

association between depression and spirituality/religiosity, the specific nature of the 

relationships remains unclear. To address whether patients with depressive and/or addictive 

disorders use this resource at all, we focused on a circumscribed variable of intrinsic 

religiosity, and analyzed putative associations between intrinsic religiosity, depression, life 

satisfaction and internal adaptive coping strategies. Methods: We referred to data of 111 

patients with either depressive and/or addictive disorders treated in three German clinics. 

For this anonym cross sectional study, standardized instruments were used, i.e., the 5-item 

scale Reliance on God’s Help (RGH), Beck‘s Depression Inventory (BDI), the 3-item scale 

Escape from Illness, the Brief Multidimensional Life Satisfaction Scale (BMLSS), and 

internal adaptive coping strategies as measured with the AKU questionnaire. Results: 

Patients with addictive disorders had significantly higher RGH than patients with 

depressive disorders (F = 3.6; p = 0.03). Correlation analyses revealed that RGH was not 

significantly associated with the BDI scores, instead depressive symptoms were 

significantly associated with life satisfaction and internal adaptive coping strategies (i.e., 

Reappraisal: Illness as Chance and Conscious Living). Patients with either low or high 

RGH did not significantly differ with respect to their BDI scores. None of the underlying 

dimensions of RGH were associated with depression scores, but with life satisfaction and 

(negatively) with Escape from illness. Nevertheless, patients with high RGH had 

significantly higher adaptive coping strategies. Regression analyses revealed that 
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Reappraisal as a cognitive coping strategy to re-define the value of illness and to use it as a 

chance of development (i.e., change attitudes and behavior), was the best predictor of 

patients‘ RGH (Beta = 0.36, p = 0.001), while neither depression as underlying disease (as 

compared to addictive disorders) nor patients‘ life satisfaction had a significant influence 

on their RGH. Conclusions: Although RGH was significantly higher in patients with 

addictive disorders than in patients with depressive disorders, depressive symptoms are not 

significantly associated with patients‘ intrinsic religiosity. Particularly those patients with 

high intrinsic religiosity seem to have stronger access to positive (internal) strategies to 

cope, and higher life satisfaction. Whether spirituality/religiosity is used by the patients as 

a reliable resource may depend on their individual experience during live, their 

expectations, and specific world-view.  

Keywords: spirituality; religiosity; depression; addiction; patients; coping strategy;  

life satisfaction  

 

1. Background 

A recent ‗concept mapping‘ of complementary and alternative medicine identified eight relevant 

cluster, among them ―Self-assessment, Self-care, and Quality of Life‖ which addresses also the role of 

spirituality in individuals‘ lives [1]. Interestingly, individuals who would describe themselves as 

‗spiritual and religious‘ seem to use more often CAM approaches from the field of body-mind 

therapies in general, while ‗religious‘ individuals are disinclined to use CAM [2]. In cancer survivors, 

Mao et al. found that increased spiritual importance was associated with CAM usage [3].  

This unique topic ‗spirituality‘ gained lot of attention during the last decades, particularly in 

conventional medicine, and thus it was evident to ask for clinical relevance of specific issues 

associated with spirituality and/or religiosity.  

There are an increasing number of studies which indicate that patients with an explicit religious 

attitude or high spiritual well-being had lower depression and anxiety, or lower final despair [4–11]. 

Particularly in hospice patients with advanced cancer, most experienced their religious faith as an 

important source of comfort and strength [12]. In fact, spirituality/religiosity may be used to relieve 

stress, retain a sense of control and maintain hope and sense of meaning and purpose in life [13]. 

Moreover, spirituality/religiosity can be identified as a relevant coping strategy to deal with chronic 

stressors, even in a more secular society [14–19].  

However, in a previous study enrolling female cancer patients recruited in East-Germany [16], 

intrinsic religiosity, as measured with the scale Reliance on God’s Help (RGH), neither correlated with 

depression and anxiety (as measured with the Hospital Anxiety and Depression Scale; HADS: r < 0.01) 

nor with fatigue (as measured with the Cancer Fatigue Scale, CFS-D: r < 0.01), and correlated only 

weakly with SF-12‘s mental health component (r = −0.13). Also, in other German individuals, intrinsic 

religiosity was not associated with the mental health component of the SF-12 [20]. Of course one has to 

keep in mind that patients may be acutely engaged in specific religious practices as a reactive resource in 

times of need (i.e., praying, church attendance, meditation etc.), but not necessarily all the time during 
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long-term courses of chronic illness. One could argue that most patients investigated in the respective 

studies have different courses of disease have different intensities of specific religious engagement, and 

were recruited in societies with different cultural backgrounds. Moreover, depressive symptoms in 

patients with advanced states of malignant disease are not necessarily psychiatric disorders.  

A main argument refers to different underlying definitions of the multi-shaded concepts spirituality 

and religiosity on the one hand, and different measures of these constructs on the other hand [21]. 

When talking about spirituality/religiosity, one has to differentiate specific religious beliefs, spiritual 

well-being, and specific practices, either within a specific institutional context or highly individual 

approaches. Correctly, Harold G. Koenig raised concerns about measuring spirituality in research: 

Spirituality was traditionally ―a subset of deeply religious people‖, while today it is ―including religion 

but expanding beyond it‖ [22]. In fact, spirituality is often understood today as a broader and also 

changing concept which may overlap with secular concepts such as humanism, existentialism, and 

probably also with specific esoteric views [21].  

The specific nature of the relationships between religious involvement and depressive symptoms 

remains to be clarified. An older review from 1999 would support the notion that religious 

involvement and intrinsic religious motivation are modestly associated with lower risk for depressive 

symptoms or disorders, while private religious activities and specific beliefs are not [23].  

In contrast, a recent study enrolling primary care elders found that non-organizational, private 

religious involvement was associated with depressive symptoms [10]. In depressive elderly, Koenig 

and co-workers observed that ―intrinsic religiosity was independently related to time to the remission 

of depressive disorders‖, while ―church attendance and private religious activities‖ were not [7].  

Thus, the evidence seems also to depend on the population investigated, and the respective 

measures, i.e., religious/spiritual attitudes and practices. We thus intended to investigate whether 

German in-patients with either depressive and/or addictive disorders rely on this specific resource, and 

focused on circumscribed variables of intrinsic religiosity (i.e., Reliance on God’s Help, RGH). Here, 

we analyzed putative associations between patients‘ RGH, their depressive symptoms, life satisfaction 

and internal adaptive coping strategies.  

2. Methods 

2.1. Patients 

We referred to an already existing data set of 111 patients with depressive and/or addictive 

disorders treated in three German clinics, i.e., Oberberg Clinics Schwarzwald, Weserbergland, and 

Berlin/Brandenburg [24]. The private specialist emergency clinics within the Oberberg group offer 

comprehensive medical and psychotherapeutic treatment for individuals suffering from emotional, 

psychosomatic and psychiatric problems, such as addictive behavior patterns, depression, and  

burn-out. All subjects completed the anonym questionnaire, which did not ask for name or for initials, 

by themselves. The anonymous questionnaires were stored 470 km away from the clinics at the 

Witten/Herdecke University, and data were transferred into an electronic data pool. A later allocation 

of the data to concrete patients was thus impossible. 
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2.2. Measures 

As a measure of intrinsic religiosity in response to illness, we used the 5-item scale Reliance on 

God’s Help (RGH, Cronbach‘s alpha = 0.9) deriving from the AKU questionnaire (AKU is an 

acronym of the German translation of ―adaptive coping with disease‖) [14,25]. The items address 

unconditional trust (―Whatever may happen, I trust in a higher power which carries me through‖), 

awaiting belief (―I have strong belief that God will help me.‖), faith as a resource (―My faith is a 

strong hold, even in hard times‖), an actional component (―I pray to become healthy again.‖), and a 

behavioral component (―I try to live in accordance with my religious convictions.‖). The specific term 

‘God‘ was just one time. The RGH items were scored on a 5-point scale from disagreement to 

agreement (0 - does not apply at all; 1 - does not truly apply; 2 - don‘t know (neither yes nor no);  

3 - applies quite a bit; 4 - applies very much). All scores were transformed to a 100% level. Scores >60 

indicate agreement, interest or usage, while scores <40 represent disagreement or disinterest; scores 

between 40 and 60 indicate indecisiveness (neither yes nor no). 

To assess psychiatric symptoms, we used the German version of Beck‘s Depression Inventory (BDI), 

a self-report instrument intended to assess the existence and severity of symptoms of depression [26–28], 

and the 3-item scale Escape from Illness as an indicator of a depressive avoidance-escape strategy to 

deal with illness [14,24]. The Escape items were scored on a 5-point scale from disagreement to 

agreement (0 - does not apply at all; 1 - does not truly apply; 2 - don‘t know (neither yes nor no);  

3 - applies quite a bit; 4 - applies very much). The sum scores were referred to a 100% level 

(transformed scale score). Scores >60% indicate positive attitudes / behaviors, while scores <40% 

indicate low expression of the respective attitudes / behavior; scores between 40 and 60 indicate 

indecisiveness (neither yes nor no). 

Life satisfaction was measured with the Brief Multidimensional Life Satisfaction Scale (BMLSS) [29]. 

The generic 8-item instrument has a single-factor structure and addresses four main dimensions, i.e. 

intrinsic (myself, overall life), social (friendships, family life), external (work, where I live), and 

perspective (financial situation, future Prospects). All items were scored on a 7-point scale from 

dissatisfaction to satisfaction (0 - Terrible; 1 - Unhappy; 2 - Mostly dissatisfied; 3 - Mixed (about 

equally satisfied and dissatisfied); 4 - Mostly satisfied; 5 - Pleased; 6 - Delighted). The Life 

Satisfaction sum score was referred to a 100% level (transformed scale score). Scores >60% indicate 

high life satisfaction, while scores <40% indicate low satisfaction; scores between 40 and 60 indicate 

indecisiveness (about equally satisfied and dissatisfied). 

The measures to assess internal adaptive coping strategies were taken from the AKU  

questionnaire [14,25], i.e., Positive Attitudes, Conscious and Healthy Way of Living (= Conscious 

Living), and Reappraisal: Illness as Chance (= Reappraisal). Conscious Living and Positive Attitudes 

are highly interconnected and address active, cognitive-behavioral styles as a response to deal with 

illness, while Reappraisal refers to cognitive internal styles to cope with disease in terms of  

re-defining the value of illness (appraisal). The items were scored on a 5-point scale from 

disagreement to agreement (0 - does not apply at all; 1 - does not truly apply; 2 - don‘t know (neither 

yes nor no); 3 - applies quite a bit; 4 - applies very much). The sum scores were referred to a 100% 

level (transformed scale score). Scores >60% indicate positive attitudes / behaviors, while scores 
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<40% indicate low expression of the respective attitudes / behavior; scores between 40 and 60 indicate 

indecisiveness (neither yes nor no). 

2.3. Statistical Analyses 

Analyses of mean values ± standard deviation (SD), analyses of variance, cross tabulation 

(Pearson‘s 
2
), correlation and regression analyses were performed with SPSS Statistics 20. We judged 

a significance level p < 0.01 as relevant. With respect to the correlation analyses, r > 0.5 was regarded 

as a strong correlation, an r between 0.3 and 0.5 as a moderate correlation, an r between 0.2 and 0.3 as 

a weak correlation, and r < 0.2 as no or a negligible correlation. 

3. Results 

3.1. Patients 

We referred to a sample of 111 individuals with a mean age of 47.5 ± 10.1 years; 49% were 

women, 48% men, and 4% did not specify their gender. Most of them were married (44%) or were 

living not married with a partner (14%), 24% were living alone, and 17% were divorced. Patients with 

a high school education (Gymnasium) were predominating (63%), 19% had a secondary education 

(junior high; Realschule), 4% a secondary education (Hauptschule), and 14% other. Most had a 

Christian affiliation (68%), 31% none, and one individual other.  

As primary diagnoses, 60% stated depressive disorders and 29% addictive disorders, while 11% did 

not specify (all were treated because of depressive and/or addictive disorders). The mean duration of 

disease was 46 ± 64 months. Among the treated patients, 38.5% had BDI scores >15, and 61.5% BDI 

scores <15.  

3.2. Reliance on God’s Help and Depression 

Gender had no significant influence on patients‘ RGH (F = 1.1; n.s.) or BDI scores (F = 1.9; n.s.), 

while patients with addictive diseases had significantly higher RGH (F = 3.6; p = 0.030) than patients 

with depressive (or unclear) disorders (Table 1). BDI scores were of course higher in treated patients 

with depressive disorders (F = 11.4; p < 0.0001).  

Table 1. Reliance on God‘s Help (RGH) and depression scores. 

 RGH BDI 

All patients mean 45.8 14.5 

 SD 34.0 10.5 

Disease category    

Depressive disorders 
mean 41.2 18.3 

SD 31.9 10.5 

Addictive disorders 
mean 59.3 8.8 

SD 37.1 9.0 

Unspecified 
mean 36.9 9.9 

SD 29.8 4.3 
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Table 1. Cont. 

F value  3.6 11.4 

p value  0.030 < 0.0001 

Gender    

Women 
mean 41.6 16.0 

SD 35.6 11.2 

men 
mean 48.6 13.1 

SD 32.6 9.5 

F value  1.1 1.9 

p value  n.s. n.s. 

Denomination    

Christian 
mean 57.5 12.2 

SD 32.1 8.8 

None 
mean 20.4 18.5 

SD 23.6 11.6 

F value  18.2 7.5 

p value  <0.0001 0.001 

Patients with no religious denomination showed significantly higher BDI scores than those with a 

Christian denomination (Table 1). However, this does not necessarily mean that a Christian affiliation 

may attenuate depressive symptoms—these patients were treated in hospital because of their 

depressive and/or addictive disorders. Moreover, although 77% of patients with addictive disorders 

(and 75% of patients with unspecified disorders) have a Christian affiliation, as compared to 63% of 

patients with depressive disorders, these differences are statistically not significant (p = 0.32; 
2
). 

3.3. Correlation and Regression Analyses 

Correlation analyses revealed that the RGH sum scores were not significantly associated with the 

BDI scores, instead, weakly (negative) with Escape from Illness and weakly (positive) with life 

satisfaction. Moreover, there was a moderate and significant (p < 0.001) correlation with Reappraisal 

and Conscious Living (Table 2). These positive associations were mainly due to the underlying attitude 

that ―faith is a strong hold even in hard times‖ (a37) and the ―strong belief that God will help‖ (a36) 

(Table 2). Nevertheless, none of the underling RGH items correlated significantly with depressive 

symptoms (Table 2). 

Interestingly, Conscious Living correlated best with the statement ―Whatever may happen, I trust in 

a higher power which carries me through‖ (a35).  

Table 2. Correlation analyses.  

 BDI Score Escape 
Life 

Satisfaction 

Conscious 

Living 

Reappraisal: 

Illness as 

Chance 

Mental health      

Depressive Symptoms 1   −0.393 ** 0.045 

Escape 0.562 ** 1  −0.368 ** −0.133 

Life Satisfaction −0.641 ** −0.551 ** 1 0.425 ** 0.015 
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Table 2. Cont. 

Adaptive Coping      

Positive Attitudes −0.360 ** −0.473 ** 0.462 ** 0.721 ** 0.359 ** 

Conscious Living −0.393 
**

 −0.368 
**

 0.425 
**

 1  

Reliance on God’s help – Items      

RGH – Sum score −0.127 −0.210 * 0.240 * 0.400 ** 0.444 ** 

a35 Whatever may happen, I trust in 

a higher power which carries me 

through 

−0.112 −0.243 * 0.208 0.452 ** 0.389 ** 

a36 I have strong belief that God 

will help me 
−0.193 −0.235 * 0.250 ** 0.345 ** 0.419 ** 

a37 My faith is a strong hold even in 

hard times 
−0.140 −0.223 * 0.256 ** 0.363 ** 0.442 ** 

a38 I pray to become healthy again −0.050 −0.096 0.179 0.303 ** 0.409 ** 

a39 I try to live in accordance with 

my religious convictions 
−0.031 −0.089 0.149 0.318 ** 0.354 ** 

** p < 0.001; * p < 0.05 (Pearson). 

As shown in Table 3, although patients with high RGH had somewhat lower depressive symptoms 

and Escape scores than those with intermediate (scores between 40 and 60) or low RGH (scores < 40), 

these differences are statistically not significant. Similarly, while Escape was low in those with high 

RGH (scores > 60), those with low (scores < 40) or intermediate (scores between 40 and 60) RGH 

scores had moderate Escape scores indicating indecisiveness (Table 3); here, the results differed just in 

trend (p = 0.073). In line with these findings, the high RGH scorer had higher life satisfaction than 

those with low RGH (p = 0.053). However, the RGH groups differed significant with respect to 

adaptive coping strategies, i.e., those with high RGH had the highest mean values for Positive 

Attitudes, Conscious Living, and Reappraisal: Illness as Chance as compared to those with low or 

intermediate RGH scores (Table 3). 

Patients with BDI scores > 15 (indicating depression) or < 15 did not significantly differ with 

respect to RGH (F = 1.5; n.s.) or Reappraisal (F = 0.0; n.s.) (data not shown).  

Table 3. Intensity of RGH and psychological variables / attitudes. 

Reliance on God‘s Help Depression Escape 
Life 

Satisfaction 

Positive 

Attitudes 

Conscious 

Living 

Illness as 

Chance 

RGH Score < 40  

(n = 46) 

Mean 16.1 51.6 58.3 68.0 62.0 51.0 

SD 10.2 31.1 19.6 18.1 20.1 26.3 

RGH Score 40–60  

(n = 23) 

Mean 15.1 52.9 62.4 67.8 69.6 61.7 

SD 12.3 23.1 22.2 15.4 20.3 17.1 

RGH Score > 60  

(n = 41) 

Mean 12.7 39.8 68.7 78.3 77.9 70.7 

SD 9.7 23.3 18.0 13.4 15.8 18.6 

RGH score all 

individuals (n = 110) 

Mean 14.6 47.5 63.03 71.8 69.5 60.6 

SD 10.5 27.2 20.0 16.6 19.8 23.4 

F value  1.1 2.7 3.0 5.5 7.9 8.9 

p value  n.s. 0.073 0.053 0.006 0.001 <0.0001 
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Regression analyses (Table 4) indicated that only patients‘ Reappraisal attitude, and in trend also 

Conscious living, had an influence on RGH, but neither the socio-demographic variables (i.e., gender, 

age or the educational level) nor the underlying disease or the BDI scores (R
2
 = 0.22).  

Table 4. Regression analyses. 

Dependent variable: 

Reliance on God‘s Help (low, intermediate, high) 

   Collinearity Statistics 

Beta T p Tolerance VIF 

 

(constant)  −0.730 0.468   

Female gender 0.014 0.139 0.890 0.898 1.114 

Age 0.049 0.431 0.668 0.703 1.422 

Educational level −0.034 −0.338 0.736 0.920 1.087 

Life Satisfaction 0.108 0.780 0.438 0.473 2.113 

Escape from Illness 0.023 0.177 0.860 0.525 1.905 

Reappraisal: Illness as Chance 0.356 3.319 0.001 0.792 1.262 

Positive Attitudes −0.133 −0.825 0.411 0.352 2.839 

Conscious Living 0.275 1.849 0.068 0.411 2.432 

BDI Score 0.006 0.042 0.966 0.427 2.339 

Underlying disease: Depression −0.047 −0.429 0.669 0.748 1.337 

4. Discussion 

In German in-patients we found that patients with addictive disorders had significantly higher RGH 

than patients with depressive disorders; their mean RGH scores would rather indicate that this resource 

was of lower relevance to them. Whether patients have high or low RGH, their BDI scores did not 

significantly differ. Similarly, patients with either high or low BDI scores did not significantly differ 

with respect to their RGH.  

The RGH scale addresses patients‘ trust in a higher helping power, an awaiting belief that ―God 

will help‖, that faith is used as a resource ―even in hard times‖, and involves a actional (―praying  

to become healthy again‖) and a behavioral component aiming to ―live in accordance with my 

religious convictions‖. Patients‘ mean RGH scores showed a large variability which is not simply due 

to gender effects, or could be fully explained by patients‘ religious denomination or an underlying 

depressive disease.  

In healthy individuals within their 60
th

 years of age, we observed RGH scores of 53 ± 35, in patients 

with chronic diseases (and similar age) RGH scores of 53 ± 34, and in patients with cancer (and 

similar age) RGH scores of 59 ± 34 [20]. Thus, the RGH scores observed in the younger patients 

investigated herein are obviously lower (46 ± 34) and may indicate that intrinsic religiosity is not a 

strong resource to them, at least for patients with depressive disorders. On the other hand, those 

patients with high RGH had in trend lower Escape from Illness (which is a depressive escape-

avoidance strategy), higher life satisfaction, and higher internal coping strategies (i.e., Reappraisal: 

Illness as a Chance, which describes the ability to view illness as a chance to reflect and to change 

attitudes and behavior, and Conscious Living and Positive Attitudes). This means, although patients 

may suffer from their depressive/addictive symptoms, they seem to have access to positive (internal) 

strategies to cope—particularly those with high RGH.  
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A crucial point in the treatment of patients with depressive states is their motivation and how they 

may use their specific beliefs to deal with illness [30]. In case of patients with depressive states 

investigated herein, one may assume at least two relevant aspects to explain the findings: (1) a 

generally low interest in institutional religiosity found in Germany (i.e., 40–50% of German patients 

with chronic diseases do not regard themselves as religious [15,17], and (2) low abilities and/or 

motivation to use spirituality as a resource because of their depressive state (in fact, they are in-patients 

with already diagnosed depressive disorders). So far we have not evidence that their intrinsic religiosity 

may or may not have influenced the development of their depressive and/or addictive problems.  

It would be of importance to analyze these associations not only in Christian societies, but also in 

other religious traditions. Data from other societies which would fit to our findings came from North 

India. The authors reported that patients with either high or low religiosity did not significantly differ 

with respect to depression as measured with the BDI, Hamilton Depression Rating Scale and Beck 

Hopelessness Scale [31]. Also in Polish individuals (which are almost all Christians), depressive and 

non-depressive subgroups did not differ with respect to their religious engagement [32]. Moreover, 

Pokorski & Warzecha stated that ―religiosity failed to influence the intensity of depressive symptoms 

or the strategy of coping with stress in either subgroup, although a trend was noted for better health 

expectations with increasing religious engagement in depressive subjects‖ [32]. A study from 

Switzerland investigating the relationship between psychopathology and religious commitment in 

psychiatric patients and healthy subjects found that there were no correlations between neuroticism 

and religiosity, while religious commitment was positively associated with life satisfaction [33]. 

Pfeifer & Waelti concluded that it ―is not their personal religious commitment but their underlying 

psychopathology‖ [33]. 

These findings may support our results enrolling German patients. The note that better health 

expectations were found in patients with higher religious engagement could fit to our results that 

higher RGH was associated with higher scores for internal adaptive coping strategies. Nevertheless, 

these data are in contrast with findings from the USA. A recent study enrolling psychiatric individuals 

found that ―less severe depression was related to more frequent worship attendance, less religiousness, 

and having had a born-again experience‖ [34]. The crucial point is that in secular societies particularly 

worship attendance is of low relevance at all [35] and that ―born-again experiences‖ are rarely found in 

conventional populations. Moreover, one could also argue that patients within severe depressive states 

are not able to see ―some light‖ (religion) within their ―darkness‖ (depression), while patients with 

mild depression may have an easier access to this resource.  

An important statement came from Miller and co-workers [36] who followed longitudinally adult 

offsprings of depressed and non-depressed parents. Their major finding was that self-reported 

importance of spirituality/religiosity had a ―protective effect against recurrence of depression, 

particularly in adults with a history of parental depression‖, while neither religious attendance nor 

denomination had a significant predictive effect [36]. This means, the importance a person may ascribe 

to its spiritual attitude could be of relevance. It is obviously not regular church attendance which is 

preventing depression, but it could be that the intrinsic attitude to value the own spirituality as a 

resource to deal with life concerns and illness is the crucial variable—and this attitude, particularly 

when it is strong, can be associated in those with strong religious beliefs with church attendance and 

praying too.  
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However, this attitude cannot be prescribed; whether spirituality/religiosity can be used as a reliable 

resource is depending on the individuals‘ (positive or negative) experience, their expectations, and of 

course their world-view. It was of importance that particularly the patients‘ ability to view illness as a 

‘chance‘ to reflect and change attitudes and behavior was associated with intrinsic religiosity. Similar 

findings were observed in patients with cancer [37] and chronic pain conditions [17]. This unique point 

of view could be fostered during treatment of patients with depressive and/or addictive disorders, and 

patients‘ spirituality (either religious or secular) could be a supporting resource. Moreover, because 

‗punishment / guilt‘ and ‗weakness / failure‘ were not associated with intrinsic religiosity [17], there is 

a rationale that less strict and fundamental religious views might be appropriate to support patients‘ 

struggle with disease and relapse.  

5. Conclusions 

Although RGH was significantly higher in patients with addictive disorders than in patients with 

depressive disorders, patients‘ depressive symptoms were not significantly associated with their 

intrinsic religiosity. Nevertheless, particularly those patients with high intrinsic religiosity seem to 

have stronger access to positive (internal) strategies to cope, and higher life satisfaction. This 

beneficial attitude cannot be prescribed; whether spirituality/religiosity is used by the patients in times 

of need as a reliable resource is depending on their individual experience in live, their expectations, 

and specific world-view.  

Acknowledgements 

Thanks to Hermann Paulus and Bernd Sprenger for their cooperation to recruit the patients, to 

Janusz Surzykiewicz for constructive comments, and to Thomas Ostermann for statistical advises. 

Competing Interests 

The author was completely free to contribute without any political, religious, ideological, academic, 

intellectual or commercial interests. The Oberberg Clinics granted logistic and financial support to 

perform the primary study on emotional disease acceptance [24], a topic which was not addressed in 

this evaluation.  

References  

1. Baldwin, C.M.; Kroesen, K.; Trochim, W.M.; Bell, I.R. Complementary and conventional 

medicine: A concept map. BMC Compl. Altern. Med. 2004, 4, 2, http://www.biomedcentral.com/ 

1472-6882/4/2. 

2. Ellison, C.G.; Bradshaw, M.; Roberts, C.A. Spiritual and religious identities predict the use of 

complementary and alternative medicine among US adults. Prev. Med. 2012, 54, 9–12.  

3. Mao, J.J.; Cronholm, P.F.; Stein, E.; Straton, J.B.; Palmer, S.C.; Barg, F.K. Positive changes, 

increased spiritual importance, and complementary and alternative medicine (CAM) use among 

cancer survivors. Integr. Cancer Ther. 2010, 9, 339–347. 



Religions 2012, 3                            

 

 

465 

4. Fehring, R.J.; Miller, J.F.; Shaw, C. Spiritual well-being, religiosity, hope, depression, and other 

mood states in elderly people coping with cancer. Oncol. Nurs. Forum 1997, 24, 663–671. 

5. McClain, C.S.; Rosenfeld, B.; Breitbart, W. Effect of spiritual well-being on end-of-life despair in 

terminally-ill cancer patients. Lancet 2003, 361, 1603–1607. 

6. Aukst-Margetic, B.; Jakovljevic, M.; Margetic, B.; Biscan, M.; Samija, M. Religiosity, depression 

and pain in patients with breast cancer. Gen. Hosp. Psychiatr. 2005, 27, 250–255. 

7. Koenig, H.G.; George, L.K.; Peterson, B.L. Religiosity and remission of depression in medically 

ill older patients. Am. J. Psychiatr. 1998, 155, 536–542. 

8. Koenig, H.G. Religion and depression in older medical inpatients. Am. J. Geriatr. Psychiatr. 

2007, 15, 282–291. 

9. Koenig, H.G. Religion and remission of depression in medical inpatients with heart 

failure/pulmonary disease. J. Nerv. Ment. Dis. 2007, 195, 389–395. 

10. King, D.A.; Lyness, J.M.; Duberstein, P.R.; He, H.; Tu, X.M.; Seaburn, D.B. Religious involvement 

and depressive symptoms in primary care elders. Psychol. Med. 2007, 37, 1807–1815. 

11. Dew, R.E.; Daniel, S.S.; Armstrong, T.D.; Goldston, D.B.; Triplett, M.F.; Koenig, H.G. 

Religion/Spirituality and Adolescent Psychiatric Symptoms: A Review. Child Psychiatr. Hum. 

Dev. 2008, 39, 381–398.  

12. Grumann, M.M.; Spiegel, D. Living in the face of death: Interviews with 12 terminally ill women 

on home hospice care. Palliat. Support. Care 2003, 1, 23–32. 

13. Thune-Boyle, I.C.; Stygall, J.A.; Keshtgar, M.R.; Newman, S.P. Do religious/spiritual coping 

strategies affect illness adjustment in patients with cancer? A systematic review of the literature. 

Soc. Sci. Med. 2006, 63, 151–164. 

14. Büssing, A.; Keller, N.; Michalsen, A.; Moebus, S.; Dobos, G.; Ostermann, T.; Matthiessen, P.F. 

Spirituality and adaptive coping styles in German patients with chronic diseases in a CAM health 

care setting. J. Compl. Integr. Med. 2006, 3, 1–24  

15. Büssing, A.; Ostermann, T.; Koenig, H.G. Relevance of religion and spirituality in German 

patients with chronic diseases. Int. J. Psychiatr. Med. 2007, 37, 39–57. 

16. Büssing, A.; Fischer, J.; Ostermann, T.; Matthiessen, P.F. Reliance on God‘s help, depression and 

fatigue in female cancer patients. Int. J. Psychiatr. Med. 2008, 38, 357–372. 

17. Büssing, A.; Michalsen, A.; Balzat, H.J.; Grünther, R.A.; Ostermann, T.; Neugebauer, E.A.; 

Matthiessen, P.F. Are spirituality and religiosity resources for patients with chronic pain 

conditions? Pain Med. 2009, 10, 327–339. 

18. Zwingmann, C.; Wirtz, M.; Müller, C.; Körber, J.; Murken, S. Positive and negative religious 

coping in German breast cancer patients. J. Behav. Med. 2006, 29, 533–547.  

19. Zwingmann, C.; Müller, C.; Körber, J.; Murken, S. Religious commitment, religious coping and 

anxiety: A study in German patients with breast cancer. Eur. J. Cancer Care 2008, 17, 361–370. 

20. Büssing, A.; Fischer, J.; Ostermann, T.; Matthiessen, P.F. Reliance on God's Help as a Measure of 

Intrinsic Religiosity in healthy elderly and patients with chronic diseases – Correlations with 

health-related quality of life? Appl. Res. Qual. Life 2009, 4, 77–90. 

21. Zwingmann, C.; Klein, C.; Büssing, A. Religiosity/Spirituality: Theoretical Differentiations and 

Characterizations of Instruments. Religions 2011, 2, 345–357. 



Religions 2012, 3                            

 

 

466 

22. Koenig, H.G. Concerns about measuring ―spirituality‖ in research. J. Nerv. Ment. Dis. 2008, 196, 

349–355. 

23. McCullough, M.E.; Larson, D.B. Religion and depression: A review of the literature. Twin Res. 

1999, 2, 126–136. 

24. Büssing, A.; Matthiessen, P.F.; Mundle, G. Emotional and rational disease acceptance in patients 

with depression and alcohol addiction. Health Qual. Life Outcomes 2008, 6, 4, http://www.hqlo.com/ 

content/6/1/4. 

25. Büssing, A.; Ostermann, T.; Matthiessen, P.F. Wer kontrolliert die Gesundheit? - Adaptive 

Krankheitsverarbeitungsstile bei Patienten mit chronischen Erkrankungen. Dtsch Z Onkol 2008, 

40, 150–156. 

26. Beck, A.T.; Steer, R.A. Internal consistencies of the original and revised Beck Depression 

Inventory. J. Clin. Psychol. 1984, 406, 1365–1367. 

27. Beck, A.T.; Ward, C.H.; Mendelson, M.; Mock, J.; Erbaugh, J. An inventory for measuring 

depression. Arch. Gen. Psychiatr. 1961, 4, 561–571. 

28. Beck, A.T.; Rial, W.Y.; Rickels, K. Short form of depression inventory: Cross-validation. 

Psychol. Rep. 1974, 34, 1184–1186. 

29. Büssing, A.; Fischer, J.; Haller, A.; Heusser, P.; Ostermann, T.; Matthiessen, P.F. Validation of 

the brief multidimensional life satisfaction scale in patients with chronic diseases. Eur. J. Med. 

Res. 2009, 14, 171–177. 

30. Phillips, L.L.; Paukert, A.L.; Stanley, M.A.; Kunik, M.E. Incorporating religion and spirituality to 

improve care for anxiety and depression in older adults. Geriatrics 2009, 64, 15–18. 

31. Gupta, A.; Avasthi, A.; Kumar, S. Relationship between religiosity and psychopathology in 

patients with depression. Indian J. Psychiatr. 2011, 53, 330–335. 

32. Pokorski, M.; Warzecha, A. Depression and religiosity in older age. Eur. J. Med. Res. 2011, 16, 

401–406. 

33. Pfeifer, S.; Waelty, U. Psychopathology and religious commitment-a controlled study. 

Psychopathology 1995, 28, 70–77. 

34. Hayward, R.D.; Owen, A.D.; Koenig, H.G.; Steffens, D.C.; Payne, M.E. Religion and the 

presence and severity of depression in older adults. Am. J. Geriatr. Psychiatr. 2012, 20, 188–192. 

35. Büssing, A.; Reiser, F.; Michalsen, A.; Zahl, A.; Baumann, K. Engagement of Patients With 

Chronic Diseases in Spiritual and Secular Forms of Practice: Results with the Shortened 

SpREUK-P SF17 Questionnaire. Integr. Med. Clin. J. 2012, 11, 28–38.  

36. Miller, L.; Wickramaratne, P.; Gameroff, M.J.; Sage, M.; Tenke, C.E.; Weissman, M.M. 

Religiosity and major depression in adults at high risk: a ten-year prospective study. Am. J. 

Psychiatr. 2012, 169, 89–94.  

37. Büssing, A.; Fischer, J. Interpretation of illness in cancer survivors is associated with health-related 

variables and adaptive coping styles. BMC Wom. Health 2009, 9, 2, http://www.biomedcentral.com/ 

1472-6874/9/2. 

© 2012 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article 

distributed under the terms and conditions of the Creative Commons Attribution license 

(http://creativecommons.org/licenses/by/3.0/). 


