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Abstract

Background There is a lack of valid instruments for assessing spiritual resources and distress in the context of
psychiatry and psychotherapy. To fill this gap, the newly developed Spiritual Distress and Resources Questionnaire
(SDRQ) was studied in patients with affective disorders. The purpose of this study was to examine the psychometric
properties of the SDRQ.

Methods The SDRQ was administered to 177 patients with affective disorders. Measurement properties including
reliability, structural validity and construct validity were analysed. In addition, a sub-sample of 41 participants
completed the SDRQ a second time to assess test-retest reliability.

Results Exploratory factor analysis confirmed that the 22 items of the SDRQ could be grouped into four subscales:
spiritual distress, spiritual coping, immanence and transcendence. The spiritual distress, transcendence, immanence
and spiritual coping subscales showed high internal consistency as indicated by Cronbach’s alpha coefficients (0.83—
0.88). The construct validity of the SDRQ was supported by meaningful and significant correlations with established
measures in the field. In particular, higher levels of spiritual distress were strongly associated with higher scores on the
Hospital Anxiety and Depression Scale.

Conclusion The results of this study suggest that the SDRQ is a reliable, valid and user-friendly screening tool for
assessing spiritual distress, spiritual resources and spiritual coping in patients with affective disorders. The use of the
SDRQ may be useful to adequately address and integrate spiritual aspects in a multimodal care approach.
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Background

In 1984, the 37th World Congress of the World Health
Organisation (WHO) decided to include the spiritual
dimension in the definition of universal health care [1].
The importance of spirituality and religiosity in life is
evident not only in the management of life-threatening
events [2], in palliative care [3] or regarding pandemic
management [4], but also in the presence of chronic dis-
eases [5-8].

According to the recommendations of World Psychia-
try Association [9] and the German Society for Psychia-
try and Psychotherapy [10], spirituality and religiosity can
be an important resource in dealing with mental illness
[11, 12] and should routinely be considered in treatment.
Previous studies highlight that spiritual coping mecha-
nisms significantly influence mental health outcomes, as
has been discussed in the concept of salutogenesis and
resilience resources [13, 14]. Sense of Coherence could
be a theoretical framework to describe how spirituality
impacts psychological resilience and mental health [15],
while other discuss correlations between self-esteem,
anxiety and religious beliefs [16].

Therefore, further research should be undertaken to
improve awareness of psychiatric patients’ religious and
spiritual needs.

By providing a balanced and effective spiritual assess-
ment, including possible negative and positive effects of
spirituality, the patient’s needs in holistic treatment can
be identified [17]. While the number of publications on
spiritual care has multiplied over the past 40 years [18],
there is still a lack of clearly defined assessments to cap-
ture this information in the medical field [19]. The devel-
opment and use of the Spiritual Distress and Resources
Questionnaire (SDRQ) could fill this gap. Until now,
the validity and applicability of the SDRQ has only been
demonstrated in patients with chronic pain [6]. The aim
of the present study was to validate the SDRQ in psychi-
atric patients with affective disorders.

Methods

Questionnaire

The SDRQ has previously been designed as a self-rated
instrument with 22 self-rated questions to assess spiritual
resources (7 items), spiritual distress (8 items) and spiri-
tual coping (7 items) [6]. In accordance with McSherry
and Ross’ definition [20], this assessment is (a) non-intru-
sive and easy-to-use, (b) independent of a specific spir-
itual-religious mindset, (c) using language to encourage
for participation and (d) assuring a conceptual clarity for
the spiritual dimension. Patients answer by using a six-
point Likert scale, while a score of 1 means ‘no’ or ‘not at
all’ and a score of 6 means ‘yes’ or ‘completely. The ques-
tionnaire concludes by asking whether spirituality should
be considered in therapy.
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Study design

A total sample of 220 patients was targeted (according
to the recommendation of Anthoine et al. [21] to vali-
date a scale with 22 items). Recruitment took place at
the Department of Psychiatry, Psychotherapy, and Psy-
chosomatics of the Psychiatric University Hospital in
Zurich, after the study had been approved by the ethics
committee of the Kanton Zurich. The study was regis-
tered with ClinicalTrials.gov (NCT05035199). Patients
were recruited between 07/2021 and 09/2022 and signed
an informed consent agreement. Inclusion criteria were
(1) age between 18 and 80 years, (2) psychiatric diagnosis
of an affective disorder, (3) existing interest in participat-
ing, and (4) sufficient knowledge of German. Exclusion
criteria were (1) presence of psychotic or manic symp-
toms, (2) cognitive impairment, and (3) dependence on
psychostimulants or hallucinogens. Clinicians reviewed
inclusion and exclusion criteria and reported psychiat-
ric diagnoses. The Participants answered the questions
online after receiving a link by email.

The structural validity was explored to confirm dimen-
sionality of the instrument for the use in psychiatric
patients. Establishing reliability regarding internal con-
sistency and test-retest reliability was considered impor-
tant. To assess test-retest reliability, it was planned to
administer the SDRQ a second time to a sub-sample of 60
randomly selected participants after an interval of three
weeks (according to Anthoine et al., 2014).

Other measures
To assure construct validity of the SDRQ, correlation
hypotheses were tested with convergent and discrimi-
nant measures. We selected the German versions of
established instruments as in the previous research (Spir-
ituality and Coping questionnaire “SpREUK”, Sources
of Meaning and Meaning in Life Questionnaire “SoMe”,
Functional Assessment of Chronic Illness Therapy-Spir-
itual Well-Being “FACIT-Sp-12”, Spiritual Needs Ques-
tionnaire “SpNQ”, Quality of Life “EUROHIS-QOL’,
Revised Sense of Coherence “SOC-R”, Short version of
the Big Five Inventory “BFI-K”, Hospital Anxiety and
Depression Scale “HADS-D”). Please refer to the previous
paper [6] for a detailed description of these instruments.
Cohen’s established convention was used for the inter-
pretation of relationship strengths (small: »=0.1, mod-
erate: r=0.3, large: r=0.5) [22]. We hypothesised, as
evidence of convergent validity, the SDRQ would show
strong positive correlations (r>0.5) with measures closely
related, e.g. between the spiritual resources scales and
the search, trust, and reflection scales of the SpREUK.
We also expected a high negative correlation between
spiritual distress and spiritual well-being in psychiatric
patients as measured by the FACIT-Sp-12. For measures
conceptually related somewhat to the new instrument,
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such as sense of coherence (SOC-R) and general quality
of life, we expected moderate correlations (r=0.3-0.5).
Conversely, we anticipated weak correlations (r<0.3)
with conceptually different measures, such as most scales
of the BFI-K, to establish the discriminant validity.

Data processing and statistical analysis

REDCap (Research Electronic Data Capture) was used
for data entry and monitoring [23], while statistical anal-
yses were performed with IBM SPSS Statistics (Version
29). To test the conformity with the expected dimensional
structure, an exploratory factor analysis of the SDRQ
was performed using principal component analysis with
varimax rotation. The appropriate number of factors
was determined by examining the scree plot. Cronbach’s
alpha coefficients were calculated to assess internal con-
sistency. Construct validity and test-retest reliability were
assessed using Pearson’s correlation coefficients.

Results

Participants

Finally a total sample of 177 patients filled in all question-
naires, 41 participants completed the re-test. The mean
age of the patients studied was 38.5 years with a stan-
dard deviation of 11.9 years. Of these, 41.8% were male
and 55.9% female. 2.3% identified their gender as diverse.
Regarding their education, 45% had either 9 years of
schooling or an apprenticeship. 52% of respondents
had graduated at high school or received an advanced
degree. 3% stated other education. Religious affiliation
was self-identified as Christian for about 52%, while 41%
described themselves as having no religion or being athe-
ists. The remaining percentages were defined by Muslim,
Jewish or other religious denominations. In two self-
assessments with a scale from 0 to 10, 15.3% described
themselves as religious, and 40.7% described themselves
as spiritual individuals (scale values>5). Following this
approach, 45.2% identified themselves as religious and/
or spiritual (abbrev. R/S: n=80), while 54.8% identified
themselves as neither religious nor spiritual (non-R/S:
n=97).

In accordance with the ICD-10 classification, the pri-
mary diagnosis in 74.0% of the patients was depression
(unipolar: n=36, recurrent: n=_389, bipolar: n=6). 15.9%
had stress-related disorders with depressive compo-
nents (n=29), while the remaining 10.1% had anxiety or
compulsive disorders and a secondary affective disorder
(n=17). The median time since the first manifestation of
the disease was approximately four years.

Structural validity: factor analysis

Table 1 shows the results of the exploratory factor analy-
sis carried out on the 22 items of the SDQR. Scree plot
analysis favoured a four-factor solution, and the initial

Page 3 of 7

eigenvalues for these four factors were greater than 1.
The factor loadings of the items were well-defined for
most of the items of the questionnaire, except for items 1,
13, 16 and 18. To a smaller extent these items also loaded
on a second factor. Representing the subscale of spiritual
distress, the items 8-15 showed high positive loadings
on factor 1. This factor accounted for the largest propor-
tion (21.4%) of the total variance of the SDQR items. As
expected, item 1-4 and item 5-7 loaded positively on two
separate resources factors. In line with the content of the
corresponding items and according to previous results,
these factors were labelled as immanence and transcen-
dence [6]. No subscale rearrangement was indicated

Subscale Analysis
Results showed high internal consistency for all four
subscales (Table 1). Cronbach’s alpha coefficients ranged
from 0.83 to 0.88, indicating high reliability. Corrected
item-total correlations showed a good interscale relation-
ship between the individual items and their correspond-
ing subscales. The positive items ‘inwardly strengthening
activities’ and ‘generativity despite illness’ received the
highest scores, while ‘shattered faith’ received by far the
lowest score. The ‘emotional suffering’ in general was
high. Furthermore, items in Spiritual resources from 5 to
7 have shown a lower score in comparison to items 1-4.
In Spiritual coping the value of items 18-20 received
higher results compared to items 16—17 and 21-22.
Test-retest reliability was found to be high for spiritual
distress (r=0.89), spiritual coping (r=0.81), and tran-
scendence (r=0.80), while it was satisfactory for imma-
nence (r=0.66) (all n=41, p<0.001).

Construct validity

To assess the construct validity of the SDRQ, correla-
tions with established measures in the field were exam-
ined (Table 2). The results supported the expected
relationships between the SDRQ subscales and related
constructs. Specifically, spiritual distress (SDRQ) showed
strong correlations with crisis of meaning (SoMe-
questionnaire) (r=0.66) and the spiritual well-being
(FACIT-Sp-12) (r = -0.59). The SDRQ spiritual coping
subscale showed high correlations with spiritual well-
being (FACIT-Sp-12, r=0.71) and sense of meaningful-
ness (SoMe, r=0.77), underlining the close relationship
between these constructs. Correlations between the
other SDRQ subscales and meaningfulness and spiritual
well-being ranged from 0.49 to 0.61, further highlighting
their interrelatedness.

The positive correlation between FACIT-SP-12 scores
and spiritual coping was stronger in the R/S subgroup
(r=0.74) compared to the non-R/S subgroup (r=0.57).
Similarly, the negative correlation between FACIT-SP-12
scores and spiritual distress was also stronger in the R/S
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Table 1 Factor and subscale analysis of the SDRQ questionnaire in patients with affective Disorders (N=177). Means and SD of the
items are shown. An exploratory factor analysis was carried out on the 22 items of the SDRQ. Extraction Method: Principal Component
Analysis, where only factor loadings > 0.40 are shown. Rotation Method: Varimax with Kaiser Normalization. The Rotation converged
in 5 iterations. The eigenvalues of the four components were A\, =7.95,\,=3.45,A;=1.55 and A, =1.29. The total variance explained by

four factors=64.4%

Subscale Analysis

Principal Component Analysis

Spiritual resources: immanence Cronbach's spiritual distress spiritual coping Immanence Transcendence

alpha=0.83
1. Inspiring places 415 +1.83 0.65 045
2. Centering activities 441 +1.56 0.79
3. Moments of self-forgetting 4.21 +1.64 0.78
4. Inwardly strengthening activities 445 +147 0.84
Spiritual resources: transcendence Cronbach's

alpha=0.83
5.In contact with transcendence 294 +1.79 0.81
6. Participation in something greater 3.20 +1.85 0.67
7. Meaningful practices of faith 2.83 +1.89 0.81
Spiritual distress Cronbach's

alpha=0.88
8. Lost meaning in life 2.99 +1.66 0.67
9. Shattered assumptions 317 +1.72 0.69
10. Loss of inner power 4.16 +1.48 0.76
11. Emotional suffering 4.50 +143 0.77
12. Cut off from life 4.03 +1.70 0.79
13. Shattered faith 226 +1.59 0.55 044
14. Feeling of emptiness 352 +1.66 0.74
15. Desperation 345 +1.70 0.74
Spiritual coping Cronbach's

alpha=0387
16. Meaningful life despite all 347 +1.54 -047 0.69
17. Meaningful coincidence in life 3.50 +1.54 0.72
18. Generativity despite illness 4.31 +1.19 -043 0.65
19. Acceptance of illness 4.22 +1.44 0.63
20. Anchor in life despite illness 4.16 +145 0.75
21. Orientation in life 340 +1.67 0.68
22. Discovery of deeper life dimension 349 +1.74 0.63

Variance explained after rotation
21.4% 18.1% 13.5% 11.4%

subgroup (r = -0.71) compared to the non-R/S subgroup
(r=-0.55).

SDRQ-transcendence showed high correlations with
Search and Trust (SpREUK) (r=0.76 and r=0.72), as
well as high correlations with Religious Needs (SpNQ)
(r=0.60). SDRQ-immanence and SpREUK presented
moderate to high correlations ranging from 0.45 to 0.57.
Additionally, there were moderate correlations between
SDRQ-immanence and the SpNQ subscales (r=0.30—
0.44). Similarly, positive correlations were observed
between transcendence or immanence and self-assess-
ments of spirituality and religiosity, ranging from 0.24
to 0.71. The Quality-of-life index (EUROHIS-QOL 8)
showed negative correlation with spiritual distress (r
= -0.57) and a positive correlation with spiritual coping
(r=0.50).

Sense of coherence revised (SOC-R), a measure of
stress-related resilience, demonstrated fairly high cor-
relations with spiritual coping and immanence (r=0.53
and r=0.48), providing insights into the nature of the
resources indicated by these subscales. As anticipated,
there were generally low to moderate correlations
between the five factors of personality (BFI-K) and the
SDRQ subscales, with the two exceptions: Openness cor-
related highly with immanence (r=0.52), while neuroti-
cism correlated with spiritual distress (r=0.44).

There was a very high correlation between psychologi-
cal distress (HADS-D) and spiritual distress (r=0.71),
while spiritual coping in SDRQ was negatively correlated
with anxiety and depression on the HADS-D (r = -0.63).
In this case, the correlation between spiritual distress
and HADS-D was stronger in the R/S subgroup (r=0.76)
than in the non-R/S subgroup (r=0.64). Similarly, the
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Table 2 Correlations with established measures for assessing the construct validity of the SDRQ. To improve the analysis of the SDRQ,
the R/S and non-R/S subgroups correlations have been added to the FACIT-Sp-12 and HADS-D

Spiritual Distress  Spiritual Coping  Immanence  Transcendence
Self-assessments
- | perceive myself as religious being -0.08 0.24%* 0.24%* 0.50%*
- | perceive myself as spritual being -0.16* 0.39** 0.50** 0.71**
Spiritual and Religious Attitudes in Dealing with lliness (SpPREUK-15)
- Search -0.13 041%* 0.52%* 0.76**
- Trust —-0.18* 042%* 045%* 0.72**
- Reflexion —0.23** 0.48** 0.57%* 0.56**
Sources of Meaning and Meaning in Life Questionnaire (SoMe, rev.)
- Meaning in life — 049 0.77%* 0.56** 0.54**
- Crisis in life 0.66** —0.51** -0.26%* -0.13
Spiritual Well-Being total (FACIT-Sp-12) —0.59** 0.71** 0.49** 0.61**
« FACIT-Sp-12 of Group self-identifying as R/S —-0.71% 0.74** 041%* 046**
« FACIT-Sp-12 of Group self-identifying as not R/S —0.55% 0.57** 0.36** 0.34**
Spiritual Needs Questionnaire (SpNQ-20)
- Religious Needs -0.06 0.29%* 0.30%* 0.60%*
- Existential Needs 0.13 0.12 0.34** 0.48**
- Need for Inner Peace -0.08 0.14 0.44% 0.29%*
- Need for Actively Giving -0.02 0.23** 0.39%* 0.39%*
Sense of Coherence revised (SOC-R) —0.39** 0.53** 0.48** 0.39**
Quiality of Life (EUROHIS-QOL 8) —0.57** 0.50%* 0.36%* 0.22%*%
Big five inventory, short version (BFI-K)
- Extraversion —-0.21% 0.30%* 0.19% 0.14
- Agreeableness -0.07 0.03 0.06 0.00
- Conscientiousness —0.25** 0.21%* 0.30** 0.1
- Neuroticism 0.44%* —0.26"* -0.18* -0.14
- Openness to experience -0.18* 0.33** 0.52%* 0.29**
Hospital Anxiety and Depression Scale (HADS-D) 0.71%* —0.63** —0.36** —0.24%*
« HADS-D of Group self-identifying as R/S 0.76** —0.69%* —043% —0.28*
« HADS-D of Group self-identifying as not R/S 0.64** —0.55% —0.34* -0.08

(*=P<0.05,**=p<0.01)

relationship between spiritual coping and HADS-D in
the R/S subgroup (r = -0.69) was also stronger compared
to the non-R/S subgroup (r = -0.55).

Discussion

The previously developed SDRQ, a self-rated screening
instrument for spiritual resources and spiritual distress,
was applied to patients with affective disorders. As in
the earlier research on the SDRQ, structural and con-
struct validity were demonstrated and subscale identifi-
cation was successful. The two subscales immanence and
transcendence were again identified and confirmed. In
SDRQ immanence higher scores were found compared
to transcendence. That could be because of the more
widely formulated immanence items [6]. The results in
the principal component analysis suggest reconsidering
cross-loaded items. A removal of these questions, aligned
with previous results, will lead to a more concise version
of the questionnaire. This could improve the usability and
participation in clinical settings.

The further analysis showed a pattern of correla-
tions with other measures that was easy to understand.
There was a high correlation between SDRQ spiritual
distress and illness-related stress. Also, a high associa-
tion between SDRQ spiritual distress and SoMe crisis
of meaning and, as expected, further high correlations
between SDRQ spiritual coping and FACIT-Sp-12 spiri-
tual well-being were detected. In line with our expecta-
tions, general life satisfaction and spiritual distress were
negatively correlated. In contrast, generic quality of life
showed positive but slightly lower correlations with the
other subscales of the SDQR.

Comparing the subgroups (R/S and non-R/S) and their
correlations to HADS-D and FACIT-Sp-12 the R/S sub-
group demonstrated stronger relationships. This suggests
that the SDRQ is sensitive to participants who are reli-
gious/spiritual, not only in terms of distress, depression
and anxiety but also in terms of spiritual coping and well-
being. At the same time, the correlations with HADS-D
and FACIT-SP-12 are less pronounced for transcendence
and immanence. This could be attributed to these two
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aspects of the SDRQ being less directly related to disease,
and also being more inclusive of non-religious/spiritual
individuals.

The previously established three-items subscale of
spiritual coping (items 18—20) was not supported by the
principal components analysis, but there were notably
higher scores in these items. This may be indicative of
the more openly expressed secular imprint in these three
questions and by their role as general, central coping fac-
tors. These results are an important step in adapting the
questionnaire in the light of the first results to create the
clinically applicable SDRQ’s short version. As a spiritual
assessment, it could help identify individual needs for
holistic care, taking into consideration both the positive
and negative effects of spirituality in disease [4, 17, 24,
25].

Limitations

The recruiting physicians recorded clinical ICD-10 diag-
noses without performing any confirmatory diagnos-
tic procedures. In general, psychiatric patients seemed
to be more difficult to recruit and participate reliably:
Compared to the 219 participants in the previous group
of patients with chronic pain, we now had 177 valid and
complete questionnaires, and 59 incomplete question-
naires. Furthermore, this study was conducted in the
German part of Switzerland and the questionnaire has
not yet been used in other regions. Future studies should
also be carried out in other countries, and it would be
highly desirable to study the usefulness of the SDRQ in
primary care settings.

Conclusions

In summary, the results of this study suggest that the
SDRQ is a valuable screening instrument for assessing
spiritual distress, spiritual resources and spiritual cop-
ing in psychiatric patients with affective disorders. These
results are similar to a previous study of patients with
chronic pain [6]. A successful integration of spiritual
resources— which can be easily assessed by the SDRQ
regardless of the religious background of the patient or
clinician, whether secular or religious— would be prom-
ising for appropriate treatment planning in universal
health care according to the WHO resolution of 1984 [1,
26].
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