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Chapter 1

Introduc� on

 
Religiosity and spirituality (R/S) are connected with many areas of human life and are 
being recognised, especially in recent decades, as protec� ve factors regarding human 
health. Posi� ve associa� ons are usually reported both with physical and mental health; 
however, a minority of studies come to diff erent conclusions. Possible explana� ons could be 
due to measurement problems, cultural diff erences and the type of spirituality that is being 
analysed.  Understanding the underlying mechanisms may add to our insight into the 
concept of R/S and its meaning for health. Therefore, the aim of this thesis is to assess the 
associa� ons of R/S with diff erent areas of health, focusing on various pathways to health as 
well as on approaches to measurement. This chapter summarises our knowledge in the area 
of R/S and describes the aim of the study and its research ques� ons.

1.1. Religion, health and its measurement: a summary of the 
evidence

 This sec� on gives the theore� cal background of the problema� cs of R/S and health. We will 
focus on religiosity and spirituality, their prevalence in the Czech Republic compared to other 
countries, their defi ni� ons and measurement, the pathways from these concepts to health, 
and fi nally their associa� ons with health. We will also describe some poten� al reasons for 
the discrepancies in research fi ndings in this area, with special a� en� on to measurement 
problema� cs, not only in the area of R/S, but also in behavioural sciences in general.

1.1.1. Prevalence of religiosity: a specifi c place of the Czech Republic
 A worldwide survey conducted by the Pew Research Center (2018) reported that in 2010, 
only 16% of the world popula� on did not iden� fy with any religious group and that nearly 
three-quarters of the world’s popula� on live in countries where their religious group 
represents a majority. This is, however, not the case of the Czech Republic, which has 
a leading posi� on in the number of religiously unaffi  liated people (76.4%) in the world, 
followed by North Korea (71.3%), Estonia (59.6%), Japan (57.0%), Hong Kong (56.1%) and 
China (52.2%) (Pew Research Center, 2014). This means that more than three-quarters of 
Czech inhabitants describe themselves as atheist, agnos� c or “nothing in par� cular.”
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The Czech Republic has also experienced the most drama� c shi�  towards 
greater secularisa� on of all Central and Eastern European countries, as the share of the 
public iden� fying themselves as Catholic dropped from 44% in 1991 to 21% in 2017 (Pew 
Research Center, 2017). This trend is probably related to the history of the country. Though 
the a�  tudes against the church were reinforced by 40 years of the communist regime 
(Nesporova & Nespor, 2009), they were already present very early in the country’s history. 
This could be related to the Czech reforma� on (Hussi� sm) in the 14th century or to a forced 
re-Catholicisa� on in the 17th and 18th century; however, Hamplova and Nespor (2009) link 
this movement preferably to a rise of na� onalism in the late 19th and early 20th centuries. 
This na� onalis� c movement associated the broadly opposed Austro-Hungarian monarchy 
with the Catholic Church, which was closely connected with it. Consequently, the Church 
was rejected together with the monarchy. 

 This might be a reason why the Czech Republic also diff ers from its Central European 
neighbours, who show a considerably lower percentage of non-affi  liated inhabitants: 5.6% 
for Poland, 24.7% for Germany, 13.5% for Austria and 14.3% for Slovakia (Pew Research 
Center, 2014). Thus, the Czech Republic represents an example of a rela� vely very secular 
society. This very specifi c se�  ng represents a unique research environment in the area of 
R/S. 

1.1.2. Defi ni� ons of religiosity and spirituality
Religiosity and spirituality are related, mul� dimensional constructs that include 

a�  tudes, behaviours and beliefs (Hooker et al., 2014). For centuries, there was a close 
overlap between these two terms, and many studies s� ll connect spirituality with religiosity. 
However, the rise of secularism in the 20th century and the dissa� sfac� on with religious 
ins� tu� ons (Turner et al., 1995) resulted in a process of a growing separa� on of these two 
constructs.

For centuries, the term religion included both individual and ins� tu� onal 
 dimensions (Hill & Pargament, 2003). However, in the last decades it has started to be 
more associated with religious ins� tu� ons, prescribed theology and rituals and ins� tu� onal 
beliefs and prac� ces, such as church membership or a� endance, which are designed to 
facilitate closeness to a High Power (Zinnbauer et al., 1997). For the purpose of this 
thesis, we used ques� ons on religious a� endance or religious affi  lia� ons as a marker of 
the external dimension of religiosity. This ques� on was accompanied either by a ques� on 
on the perceived closeness of God or on spirituality in order to also map a more internal 
dimension. 

In contrast, spirituality was originally used to describe a deeply religious a�  tude. 
However, as the term spirituality started to be used also in health care se�  ngs, the term 
was used more broadly in order to include people from diverse religious backgrounds and 
even non-religious individuals (Koenig, 2008). In recent studies, spirituality has o� en been 
defi ned as a more subjec� ve search for peace, harmony, meaning in life and connec� on 
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with the  sacred (Koenig, 2008). In our study, spirituality is also understood in this broader 
sense: as the internal individual contentedness, one’s perceived closeness to God, one’s 
sense of meaning of life and of spiritual well-being (Ellison, 1983). 

1.1.3. Measuring spirituality and religiosity
At present, in quan� ta� ve research R/S is assessed almost exclusively through self-reported 
ques� onnaires which generally assess a�  tudes, emo� ons and/or behaviours. However, 
a comparison of the various studies is complicated by the variability of these approaches 
and related heterogeneity in the defi ni� ons of R/S. Both religiousness and spirituality 
emphasize a search for the sacred; nevertheless, they might diff er in the means they use to 
reach this goal. Instruments used to measure spirituality refl ect this trend (Koenig, 2008). 
This results in a high number of diff erent spirituality ques� onnaires, as summarised e.g. by 
Meezenbroek et al. (2012) and Monod et al. (2011). Among the widely used instruments 
are the Spiritual Well-Being Scale (Paloutzian & Ellison, 1982), the Self-Transcendence 
Scale (Reed, 1991), the Spiritual Transcendence Scale (Piedmont, 1999), the Expressions of 
Spirituality Inventory (MacDonald, 2000) and the Spirituality Assessment Scale (Howden, 
1992). Furthermore, the Mul� dimensional Measure of Religiousness/Spirituality (Fetzer 
Ins� tute, 1999), The Func� onal Assessment of Chronic Illness Therapy-Spiritual Well Being 
(Peterman et al., 2002) and the Daily Spiritual Experience Scale (Underwood & Teresi, 2002) 
are also used.

Of the above-men� oned ques� onnaires, the Spiritual Well-Being Scale (SWBS) 
(Ellison & Smith, 1991; Paloutzian & Ellison, 1982) is one of the most extensively studied 
measures of spirituality, or in a narrower sense, of subjec� ve and spiritual well-being. It 
measures spiritual well-being consis� ng of two dimensions: religious and existen� al well-
being. The ver� cal dimension, Religious Well-Being (RWB), focuses on one’s rela� onship to 
God, while the horizontal dimension, Existen� al Well-Being (EWB), emphasises the sense 
of life-purpose and life sa� sfac� on (Ellison, 1983). This ques� onnaire is also broadly used 
in research on the associa� ons of R/S with health and shows good internal consistency and 
test-retest reliability (Buff ord, Paloutzian, & Ellison, 1991).

1.1.4. Pathways of interac� ons of R/S with health 
An exponen� ally growing number of studies report posi� ve associa� ons of R/S with health, 
but the mechanisms through which R/S could infl uence health are not yet clear. Several 
theore� cal pathways and mechanism have been suggested, e.g. by Masters (2008), Koenig 
(2012) and Aldwin et al. (2014), who each proposed models. In these models, R/S factors are 
generally seen as having indirect eff ects on health outcomes via three main pathways: social 
support, behaviour and psychological factors. These models are supported by accumula� ng 
scien� fi c evidence. Masters (2008) also men� ons the possibility of an addi� onal pathway 
for a direct eff ect of R/S on health, which is diffi  cult to measure, however, due to a lack of 
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agreement on what represents suffi  cient evidence and since the data in various studies may 
not capture all possible media� ng or modera� ng mechanisms. A pathway for a direct eff ect 
of R/S via physiological processes seems likely though. This pathway could be represented 
e.g. by possible changes in the neurochemistry of the brain during spiritual prac� ces, leading 
to a sense of peace, happiness and security (Newberg & Waldman, 2009). A model based 
on the pathways suggested in the above-men� oned studies is presented in Figure 1.1. To 
simplify the fi gure, we do not show the mutual rela� onships between dependent social 
support, behaviour and psychological factors, though we suppose them to exist. 

Figure 1.1   A proposed simplifi ed model of R/S and health

1.1.4.1. Behavioural pathway
A fi rst pathway through which R/S can infl uence health is via the regula� on of behaviour. 
R/S are not only connected with personal values (Hooker et al., 2014; Uzefovsky et al., 
2016), but religion also comprises norms and behavioural expecta� ons that can lead to 
a preferring or avoiding certain ac� vi� es (Tarakeshwar et al., 2003). T hus, by keeping their 
religious obliga� ons, people might protect their health through avoiding certain health-
damaging behaviours or through a more inten� onal care for their health (Mahoney et al., 
2005). So far, R/S has been reported as protec� ve factors in both adolescent and adult 
health-risk behaviour, including the preven� on of smoking (Pitel et al., 2012); alcohol (Piko 
et al., 2012), cannabis (Longest & Vaisey, 2008) and drug use (Razali & Kliewer, 2015); and 
sexual behaviour (Hardy & Raff aelli, 2003; Miller & Gur, 2002; Nonnemaker et al., 2003). 
R/S were also associated with a lower prevalence of suicidality (VanderWeele et al., 2016). 
Religiosity may also inhibit the exposure to stressors fl owing from consequences that would 
certain behaviours have (e.g. gambling, other forms of risk behaviour etc.). 

1.1.4.2. Psychological pathway
The second pathway regards the psychological infl uence of R/S, leading to posi� ve 
self-appraisals, such as perceived control, self-esteem (Oates, 2016), a higher sense of 
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the meaning of life (Peres, Kamei, Tobo, & Lucche�  , 2018), used by religious and spiritual 
respondents to cope with their everyday problems as well as with major life diffi  cul� es. 
This so-called posi� ve religious coping has been associated with a higher level of happiness 
(Lewis, Maltby, & Day, 2005), a be� er quality of life (Tarakeshwar et al., 2006), lower levels 
of distress, worries and anxiety (Nurasikin et al., 2013), and be� er physical health (Ironson, 
Kremer, & Luce� e, 2016; Ross, Hall, Fairley, Taylor, & Howard, 2008).

1.1.4.3. Social pathway
The third pathway involves posi� ve psychological eff ects resul� ng from religiously based 
social support. This might hold especially for religious respondents, because religion is 
o� en perceived as strengthening social bonds (Pew Research Center, 2017) and beyond 
par� cipa� on in liturgy, churches o� en off er also other types of church-related ac� vi� es and 
generally support social contact (Diener et al., 2011). Moreover, R/S was associated with 
a higher sa� sfac� on in marriage (Olson et al., 2016) and a higher stability of rela� onships 
(Lambert et al., 2012).

1.1.5. Associa� ons with health
R/S was found to be related to a be� er self-rated physical health (Kalkstein & Tower, 2009) 
and a generally lower mortality (McCullough et al., 2000). It has been further associated 
with a be� er func� oning of the cardiovascular (Masters & Spielmans, 2007) and the immune 
system (Ironson et al., 2002), and a protec� ve role in cell ageing (Koenig et al., 2016).

Furthermore, R/S has also been associated with be� er mental health (Koenig, 
2012). Research fi ndings show an associa� on of R/S with a lower prevalence of anxiety and 
depression (Paine & Sandage, 2017), suicidal tendencies (VanderWeele et al., 2016) and 
substance use (Yonker et al., 2012). R/S has also been posi� vely associated with a higher 
life-sa� sfac� on and meaning in life (George et al., 2002), with be� er cogni� ve func� oning 
(Reyes-Or� z et al., 2008) and with coping with stress (Tix & Frazier, 1998). 

Thus, a majority of studies reports a posi� ve associa� on of R/S and health. However, 
a small propor� on of these studies reports either mixed or nega� ve associa� ons, e.g. with 
depression, anxiety, schizophrenia, blood pressure, Alzheimer’s Disease and pain and 
soma� c symptoms and physical func� oning (Koenig, 2012). It is important to understand 
the source of these devia� ng fi ndings to get insight in to whether and under what condi� ons 
the above-men� oned fi ndings on the concept of R/S and its associa� ons with health could 
be generalised.

1.1.6. Poten� al sources of contras� ng fi ndings in the associa� ons of R/S 
with health

These discrepancies in research fi ndings might complicate the implementa� on of such 
results into prac� ce. Specifi cally, if the discrepancies are not due to measurement errors, 



Spirituality and health: their associations and measurement problems

 
11 Chapter  1

we need to understand under which circumstances spirituality can serve as a protec� ve 
factor in human health. Therefore, it is important to explore the possible sources of these 
discrepancies, which could include the socio-cultural context (Stavrova, 2015), the specifi c 
type of spirituality involved (Tarakeshwar et al., 2006) and problems with measurement 
(Koenig, 2008).

1.1.6.1. Socio-cultural environment
With regard to the role of the socio-cultural environment, some authors report a protec� ve 
role of R/S only in religious countries (Okulicz-Kozaryn, 2010; Stavrova, 2015); others even 
report the opposite for the secular ones (Bjorck et al., 1997; Hayward & Ellio� , 2014). Given 
the fact that most studies on the rela� onship between R/S and health have been conducted 
in mainly religious countries (Lucche�   & Lucche�  , 2014), the fi rst possible source of 
discrepancies in fi ndings on R/S and health could be neglec� ng the socio-cultural factors 
and context (Dein et al., 2012). 

1.1.6.2. Diff erent types of religiosity/spirituality
The second explana� on may lay in the type of R/S that it regards. Though studies show 
a protec� ve role of posi� ve religious coping (Ironson et al., 2016; Tarakeshwar et al., 2006), 
they also report the opposite for so-called nega� ve religious coping (Ghorbani et al., 2017). 
This nega� ve religious coping involves e.g. seeing God as cruel or punishing. It has been 
associated with a higher level of anxiety (Franklin, 2016; King et al., 2017), depression and 
distress (Rosmarin et al., 2009), poor quality of life (Tarakeshwar et al., 2006) and a higher 
risk of suicide (Currier et al., 2017) and substance use (Parenteau, 2017). A nega� ve image 
of God was further associated with a lower self-esteem (Benson & Spilka, 1973), and with 
increased anger and fear (Exline et al., 2000). Given the variety of assessment measures in 
the area of R/S, there is a possibility that individuals who score high in the nega� ve religious 
coping could be considered highly religious or spiritual according to other measures. 
These diff erent ways of measuring R/S may explain the heterogeneous research fi ndings. 
Therefore, assessing the nature of the spirituality also seems important.

1.1.6.3. Measurement problems
The third and also the most o� en suggested explana� on is, however, problems with 
quan� ta� ve measurement (Koenig, 2008). These are related to the fact that both spirituality 
and religiosity are hard to measure mul� dimensional constructs (Hooker et al., 2014) and 
their defi ni� ons can diff er to a high degree, especially regarding spirituality (Koenig, 2008). 
Moreover, measuring these implicit a�  tudes represents a problem because of social 
desirability and because par� cipants themselves some� mes might not be aware of their 
own deeper feelings (Shedler et al., 1993). Thus, measuring R/S is related to the broader 
problema� cs of research in the behavioural sciences, in par� cular that of social desirability. 
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1.1.7. Social desirability bias in behavioural sciences
Social-desirability bias (SDB) is considered to be one of the biggest problems aff ec� ng the 
validity of research fi ndings in psychology and the social sciences (Nederhof, 1985). It can be 
understood as pervasive tendency of individuals to present themselves in a more favourable 
manner related to prevailing social norms and moral expecta� ons (King & Bruner, 2000). 
According to Zerbe and Paulhus (1987), social desirability consists of two components. 
The fi rst component, self-decepti on, refers to the unconscious tendency to see oneself 
in a favourable light, and the par� cipants actually believe the informa� on they report. 
In contrast, the second component, impression management, represents the conscious 
presenta� on of a false front, such as deliberately falsifying test responses to create a be� er 
impression. 

Researchers suggests that the tendency to respond in a socially desirable way may 
be stronger in some research areas. E.g., while some researchers report no nega� ve infl uence 
of social desirability on self-reported health-risk behaviour (Crutzen & Goritz, 2010), social 
desirability has been reported to distort results in the area of religious orienta� on, religious 
coping and daily spiritual experiences (Jones & Elliot, 2017). Similarly, Shedler et al. (1993) 
refer to the so-called “illusion of mental health”, poin� ng to the fact that standard mental 
health scales may not be able to dis� nguish between genuine good mental health and the 
facade or illusion of mental health created by psychological defences. These defences, 
however, have physiological costs and may be a risk factor for medical illness (Shedler et al., 
1993). Therefore, bias due to social desirability may to a considerable degree explain the 
problems in measuring spirituality, especially in its associa� ons with mental health issues.

Thus, especially in some cases the research on the associa� ons of R/S with mental 
health might resemble the famous Plato’s cave, in which a group of people lives chained to 
the wall of a cave. They face a blank wall, and watch and name shadows projected on the 
wall from objects passing in front of a fi re behind them. These shadows are the prisoners’ 
reality. Analogously, when the eff ect of social desirability is not considered, we might actually 
consider and treat as a reality what is only its “shadow”, a part of the reality distorted by 
measurement error (see Figure 1.2).
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Figure 1.2   Poten� al distor� on due to social desirability bias in the assessment of R/S and health

 Social desirability bias can be reduced by wording ques� ons in a neutral fashion 
and by requiring anonymous self-administra� on. However, besides that, more specifi c 
approaches are needed and are developed. One approach regards indirect ques� oning, 
in which par� cipants are asked to assess the probability that, rather than the par� cipant, 
another person would undertake a certain ac� on or decision (Cohen et al., 1993). However, 
this approach might be misleading in the situa� on when the respondent really holds 
an a�  tude diff erent from the majority of a popula� on. 

Another way to cope with social desirability is a direct measurement approach, 
which involves the implementa� on of special scales into the research surveys. Examples 
of these scales are the Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 
1960) and its shortened version, the Strahan–Gerbasi Scale (Strahan & Gerbasi, 1972), the 
Balanced Inventory of Desirable Responding Scale (Paulhus, 1991) or the Social Desirability 
Response Set (Hays et al., 1989). In sta� s� cal analyses, social desirability is then treated as 
a covariate. The problem is that in some studies the reliabili� es of those scales are rela� vely 
low (Yang et al., 2017) and par� cipants might be more self-decep� ve in some areas than in 
other ones. 

More complex methods to obtain truthful responses on sensi� ve ques� ons are 
represented by the randomized response technique and the bogus pipeline. The randomized 
response technique (RRT) was fi rst introduced by Warner (1965). It allows the interviewees 
to maintain privacy through the use of a randomiza� on device. Due to introducing random 
noise, there is no direct link between a par� cipant’s response and their a�  tude (Moshagen 
et al., 2010). The bogus pipeline (Jones & Sigall, 1971) tries to obtain more truthful responses 
by using a fake polygraph. An assump� on is that people tend to report their true feelings 
if they believe they are monitored by a lie detector. However, while these approaches 
might address the impression management, they may not cover the self-decep� on of the 
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par� cipants. Therefore, there is a need for quan� ta� ve research approaches that would 
simultaneously address both dimensions. 

1.2. Aims of the study and research ques� ons

The general aim of this thesis is to examine the rela� onships between R/S and various 
aspects of human health. A further aim is to explore possible sources of the discrepancies 
between the fi ndings of various research studies in this area, with a special focus on 
measurement problema� cs. Finally, this thesis off ers two tools for measuring spirituality, 
an adapted version of a classical spirituality scale and a new tool for measuring implicit 
a�  tudes in the area of R/S. Figure 1.3 presents the proposed model of the rela� onships of 
R/S and health (see Figure 1.1) with the research ques� ons as examined within this thesis.

Figure 1.3   Research ques� ons of this thesis in rela� on to the proposed model of R/S and health
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Five main research ques� ons were formulated based on the previously stated aims. 

Research questi on 1: 

What are the psychometric proper� es of the shortened version of the Spiritual Well-Being 
Scale in Czech adolescents? (Chapter 3)

Research questi on 2:

Does an associa� on exist between spirituality and religious a� endance (both separately and 
jointly) and leisure-� me choices, specifi cally screen-based ac� vi� es and organised leisure 
� me ac� vi� es, among adolescents in a highly secular environment? (Chapter 4)

Research questi on 3: 

Is there an associa� on of spirituality and religious a� endance with adolescent health-risk 
behaviour in a highly secular environment? Does spirituality modify the associa� on of 
religious a� endance, or does religious a� endance mediate that of spirituality? (Chapter 5)

Research questi on 4: 

Is there an associa� on of religiosity measured more specifi cally (i.e. as perceived closeness of 
God and of the stability of religious a�  tudes) with mental health (i.e. a� achment insecurity 
and other mental health problems) in a secular environment? (Chapter 6)

Research questi on 5:

Cou ld a new method, Emo� on Based Approach (EBA) represent a reliable alterna� ve to 
classical ques� onnaires with regards to assessment of a�  tudes? What are the characteris� cs 
(structure, psychometric proper� es) of the two EBA tools that are presented (EBA Spirituality 
tool and EBA Actual Stress tool)? Do these vary for implicit (i.e., assessment with recording 
of the selec� on process) and explicit (i.e., assessment of only the fi nal responses to items) 
EBA approaches? (Chapter 7)

1.3. Structure of the thesis

Chapter 1 provides general informa� on and the scien� fi c background on the key theore� cal 
constructs of this thesis: religiosity, spirituality, their associa� ons with health and possible 
reasons for mixed fi ndings in this area, i.e. the cultural environment, the type of spirituality 
assessed and measurement problems. The aim of the study as well as the research ques� ons 
are formulated in this chapter. 
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Chapter 2 contains a descrip� on of the three research samples used in this thesis. It also 
provides informa� on on the design of the par� al studies, measures and sta� s� cal analyses.
Chapter 3 presents the results of a psychometric evalua� on of a shortened version of Spiritual 
Well-Being Scale, iden� fi es the problem related with the measurement of spirituality in 
a secular environment of the Czech Republic and off ers an adjusted version of the tool.

Chapter 4 explores the associa� ons of religiosity and spirituality, both separately and in 
interac� on, with adolescent leisure-� me choices (excessive use of television and playing 
of computer games, involvement in sport ac� vi� es and organised leisure � me ac� vi� es, 
regular physical ac� vity, playing a musical instrument and reading of books). Furthermore, 
gender, age, perceived family support and socioeconomic diff erences are assessed.

Chapter 5 focuses on the associa� ons of religiosity and spirituality, both separately and in 
interac� on, with adolescent health-risk behaviour (tobacco, alcohol, cannabis and drug 
use, early sexual intercourse). Furthermore, gender, age and socioeconomic diff erences are 
assessed.

Chapter 6 explores whether a diff erent categorisa� on of respondents based on their 
religiosity and spirituality leads to diff erent outputs with regards to mental health and 
explores the dynamic of change of religious views in a secular country. Furthermore, gender, 
age and socioeconomic diff erences regarding these rela� onships are assessed. 

Chapter 7 off ers a new tool for measuring implicit a�  tudes that addresses social desirability 
bias in quan� ta� ve measurement. The chapter describes the characteris� cs of the tool and 
compares its measurement ability to that of classical verbal measures.

Chapter 8 summarises and discusses the main fi ndings of this thesis. It also explores the 
strengths and limita� ons of the study and its implica� ons for further prac� ce, policy and 
research.
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