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Abstract

The meta-analysis presented here investigates the relationship between religiosity/
spirituality (R/S) and mental health based on 67 studies from the German-speaking
area (Germany, Austria, Switzerland). The weighted average correlation is .03 (95%
CI [.01, .05]), indicating that a greater R/S is minimally but significantly associated
with better mental health. The results are moderated by the type of R/S measure:
negative R/S types correlate —.20 with mental health, whereas other R/S measures
exhibit small positive associations. In comparison with US-American meta-analy-
ses, the average effect size is lower, and the associations between negative R/S types
and lower mental health are particularly strong.

Keywords Meta-analysis - Religiosity - Spirituality - Mental health - Germany

Introduction

Recent meta-analyses from the North-American-language area repeatedly show a
slightly positive correlation for the relationship between R/S and mental health for
different populations (mean correlation between .06 and .19; Ano and Vasconcelles
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2005; Hackney and Sanders 2003; Salsman et al. 2015; Smith et al. 2003; Yonker
et al. 2012).

Different correlations were found especially with regard to diverse measures and
forms of R/S. For some of the measures of R/S, for example, negative religious cop-
ing and extrinsic religiosity, an inverse relationship can be found. For these meas-
ures, the correlation between R/S and mental health is negative (Ano and Vascon-
celles 2005; Smith et al. 2003).

It is questionable whether the results from the North-American-language area
can be transferred to the German-speaking area with regard to their structure and
their magnitude. An overhasty generalization should be avoided due to the differ-
ences between the North-American “religious landscape” and the more secularized
German-speaking area. Religiosity is much more prevalent in the USA than it is
in the German-speaking area: Nearly 95% of US citizens state that they believe in
God. This number has hardly changed since 1944. (In comparison: Switzerland:
59%, West Germany: 53%, Austria: 47%, East Germany: 13%; cf. Huber 2011).
Further differences between the US-language area and the German-speaking area
can be found for other indices of personal religiosity (Bertelsmann Stiftung 2008a;
Pickel 2013) and for the personal description as “spiritual” (Zwingmann and
Gottschling 2015). The German-speaking area is characterized by a large number
of people without any denomination; they represent up to one-third of the popula-
tion. Furthermore, the German-speaking area is characterized by a decreasing reli-
gious attachment. Beyond that, the religious practices in the USA exhibit a bigger
social component than in the German-speaking area. The high number of diverse
denominations (among them the Evangelical Free Church, Pentecostal Church and
charismatic movements), the greater implicitness for a change of denomination, and
the smaller congregations facilitate an individual choice of a personal religious com-
munity and a narrow net of religiously connotated social support (Bertelsmann Stif-
tung 2008b). The German-speaking area, in contrast, is dominated by either one of
two large nation-wide churches. Almost everyone with a religious denomination is
a member of one of these two churches. Changing the denomination is—in contrast
to withdrawing the membership in a church—much more unusual in the German-
speaking area than it is in the USA. Moreover, the membership in a church in the
German-speaking area is linked with a liability for taxation or a financial contribu-
tion, respectively, and the church is determined by the location of residence.

Due to these differences, it is not implausible to expect other, perhaps smaller effect
sizes for the personal R/S on mental health for the more secularized German-speaking
area (Heinemann and Wormann 2010; Kremer 2001; Zwingmann 2005). In comparison
to the US-language area, several authors have drawn some more cautious conclusions.
Schowalter and Murken (2003), for example, state that empirical studies with samples
not burdened with illness or other negative life events or data analyses of the general
population find no or only a small positive effect of religiosity on health in the German-
speaking area. Ten years later, Zwingmann and Klein (2013) stated that the results of
the different studies were inconsistent: the relationship between R/S and indicators of
mental health was sometimes negative, sometimes positive, and sometimes no effects
were found at all, for both healthy and clinical samples. They further pointed out that
the strongest effect sizes are often found when negative aspects of religiosity are under
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study: for example, a negative relationship with God and a subsequent poorer mental
health or a less subjective well-being, as well as higher values of anxiety and depres-
sion due to negative religious coping (Zwingmann and Klein 2013; see also Klein and
Albani 2011). Thus, Utsch (2012; 2014) summarized that the German-speaking-area
studies indicate rather ambivalent effects of R/S.

However, these conclusions are based on only the subjective impressions of those
particular authors against the background of a more or less complete overview of the
available literature. To obtain a valid review, we conducted a systematic search of rel-
evant primary studies from the German-speaking area and integrated them by under-
taking a meta-analysis.

Method
Literature Search

In August/September 2015, we consulted the data bases PSYNDEX, PsycINFO, and
MEDLINE for an extensive, systematic literature search. We used multiple search
terms in both German and English languages in order to detect relevant studies. In
addition, we manually examined the reference sections of past reviews and of primary
studies meeting the inclusion criteria for articles not identified in the database searches.
Furthermore, we reviewed the tables of contents and registers of the following journals:
Archive for the Psychology of Religion/Archiv fiir Religionspsychologie, Journal of
Empirical Theology, and Spiritual Care. Finally, we screened the lists of publications
of several relevant researchers in the field of interest. We included studies that were
published until the beginning of our analysis in June 2016.

Criteria of Inclusion and Exclusion

A primary study was included in the meta-analysis if it fulfilled the following criteria:
1. The study was published in a journal, as a monograph, as a chapter in an anthol-
ogy, as a dissertation thesis or as a habilitation treatise. 2. It was published in German
or English. 3. It was an empirical study. 4. The sample originated from the German-
speaking area (Germany, Austria, German-speaking Switzerland; a slight deviation of
<10% was tolerated). 5. A quantitative measure for both R/S and mental health was
available. 6. A correlation coefficient (or an effect size that can be transferred into a
correlation coefficient; for the particular calculations see Sedlmeier and Renkewitz
2008) was provided. 7. The sample size was denoted.

A primary study was not included if it fulfilled the following criteria: 1. The study
analyzed a predominantly non-Christian sample. 2. It operationalized R/S only by
denomination or by measures of religious/spritual needs. 3. The sample consisted of
more than 10% a) children or adolescents, b) (future) religious leaders or ¢) members of
so-called new religious movements.
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Coding of the Studies

If one empirical study was published more than once, but the papers were based on
the same sample, that study was considered only once. If, on the contrary, several
samples were analyzed separately, each of these samples was counted as a single
study. If available, the following information was extracted and coded for each pri-
mary study included: 1. author(s), 2. year of publication, 3. research area (Germany,
Austria, German-speaking Switzerland; several), 4. sample with illness or in a crisis
situation (no; yes; mixed), 5. sample size and proportion of women and men, 6. age
of the sample (M, SD, Range—if no SD was available), 7. distribution of denomi-
nation (Catholic; Protestant; other; without; no information available or unknown),
8. measure of R/S (centrality! or any other measure of religious salience [1]; reli-
gious interest [2]; belief in God [3]; religious ideology or beliefs other than belief in
God [4]; religious experience [5]; private religious practice [6]; frequency of church
attendance [7]; public religious practice other than frequency of church attendance
[8]; religious practice without further specification [9]; consequences [10]; intrinsic
religiosity [11]; extrinsic religiosity [12]; quest religiosity [13]; positive image of
God/positive relationship with God [14]; negative image of God/negative relation-
ship with God [15]; positive religious coping [16]; negative religious coping [17];
religious/spiritual well—being2 [18]; spirituality3 [19]; multidimensional measures
of R/S [20]; other measures of R/S [21]), 9. indicator for measuring mental health
(only positive indicators; only negative indicators; both positive and negative indi-
cators), 10. statistical control of third variables (no; yes; partially); 11. effect sizes,
i.e., the correlation coefficients or the calculated correlation coefficients based on
the available data (Pearson correlation r or in some studies the Spearman’s rank cor-
relation r) or, in cases of a statistical control of third variables, partial measures
of association (regression coefficients, partial correlation coefficients). The direction
of the effect sizes was coded uniformly so that positive values indicate that R/S is
associated with better mental health. The inter-rater reliability was calculated for the
different categories of the coding scheme on the basis of 26 primary studies. The
studies were randomly selected and coded by both of the two authors. The inter-rater
reliability for all of the categories was good to very good (Cohens x>.65 with a
median k=.96).

! This refers to the global score of the Centrality of Religiosity Scale (CRS) by Huber (2003, 2004;
Huber and Huber 2012) which exists in different versions. Centrality conceptualizes the importance
religiosity has in the life of an individual. Centrality consists of five dimensions, referring to Stark and
Glock (1968): religious interest, religious ideology, religious experience, private and public religious
practice.

2 This concept uses R/S as a component of health-related quality of life (see Zwingmann et al. 2011). In
the meta-analysis at hand, only measures with an explicit religious or transcendent reference were con-
sidered.

3 The category “spirituality” was coded if the studies employed non-theistic approaches to transcend-
ence, particularly beyond institutionalized religion.
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Data Analysis

The calculation of the weighted mean effect size r+ was based on a random effects
model (Borenstein et al. 2009). The assumption of the random effects model is that
the true effect sizes between the primary studies are not equal but can be differ-
ent from each other. On the one hand, studies with a larger sample size—like in
the fixed effect model—get more weight in the random effects model. On the other
hand, this increase in weight is not linear so that the specific information out of the
smaller studies is represented in an appropriate way. (See Borenstein et al. 2009,
Chapter 13; Lipsey and Wilson 2001, Chapter 6.)

The calculation of the mean effect size was based on the effect sizes of the pri-
mary studies. Each primary study was considered with only one effect size. If a pri-
mary study delivered more than one effect size r, these effect sizes were aggregated
(via the Fisher’s Z transformation).

Several methods were used to examine whether the calculated mean effect is
robust against a possible publication bias, namely the tendency that studies have a
higher likelihood of being published if they yield large or statistically significant
effect sizes. The methods used are as follows: a funnel plot (e.g., Bax et al. 2008),
Rosenthal’s Failsafe N (e.g., Heene 2010), Orwin’s Failsafe N (e.g., Borenstein et al.
2009, Chapter 30), Duval and Tweedie’s Trim and Fill (e.g., Borenstein et al. 2009,
Chapter 30), the rank correlation test according to Begg and Mazumdar (e.g., Papa-
georgiou et al. 2015), Egger’s regression analysis (e.g., Niemeyer et al. 2012), and a
cumulative meta-analysis (e.g., Borenstein et al. 2009, Chapter 30).

We also calculated three tests of heterogeneity (Q statistic, T? statistic, I statis-
tic) to check whether they support the assumption of the appropriateness of a ran-
dom effects model. Subsequently, we conducted several moderator analyses. For this
purpose, we built subgroups for study aspects or socio-demographic variables and
recalculated weighted mean effect sizes r+ based on the random effects model for
every subgroup. For these calculations, the program Comprehensive Meta-Analysis
(CMA, version 3; https://www.meta-analysis.com) was used.

Results
Descriptive Characteristics

In the meta-analysis, k=67 studies with N=119,575 participants were included.
Out of these studies, more than 250 effect sizes could be extracted. Table 1 con-
tains descriptions and the effect size estimate for each of the 67 studies included in
the meta-analysis. Table 2 provides an overview of descriptive information about
these studies. The first column of Table 2 informs about the formal and socio-
demographic aspects of the included studies. The publication period dates from
1990 to 2016, which equates to a span of 27 years. Since 2006, more and more stud-
ies have been published, and most studies were published within the past 5 years.
Those studies predominantly come from Germany (71.6%) and were conducted with
both healthy or unstressed people (46.3%) and people suffering from an illness or
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Table2 Characteristics of the primary studies which were included in the meta-analysis: number of stud-
ies and effect sizes r+ of the subgroups

Number of studies Effect sizes r+ of the
subgroups [95% confidence
interval]

Publication period: Ar+=.09 (0=9.67, df=3, p=.022)

Before 2000 8 .04 [-.03, .12]
2001-2005 14 .02 [-.03, .07]
2006-2010 21 —.02 [-.06, .02]
2011-2016 24 .07%* .03, .10]
Research area: Ar+=.20 (Q=9.18, df=3, p=.027)

Germany 48 .02 [-.01, .05]
Austria 9 —.00 [-.07, .06]
German-speaking Switzerland 8 .05 [-.02,.12]
Several 2 20%* 1,08, .32]
Sample with disease or in crisis situation: Ar+=.11 (0=16.64, df=2, p<.001)

No 31 .07%% [.04, .10]
Yes 34 —.01 [-.04,.02]
Both 2 —.04 [-.13,.06]
Sample size: Ar+=.06 (0=5.08, df=4, p=.280)

<50 6 .05 [-.06, .17]
50-100 11 .00 [-.06, .09]
101-250 20 —.00 [—.04, .04]
251-1000 18 .04* .00, .08]

> 1000 12 .06* [.01, .10]
Proportion of women: Ar+=.06 (Q=3.25, df=3, p=.355)

<40% 6 .02 [-.06, .10]
40-60% 13 —.02[-.07,.04]
>60% 36 .04* .01, .07]
No data available 12 .04 [-.01, .09]
Mean age: Ar+=.21 (0=19.86, df=3, p<.001)

M(age) <30 years 5 —.16%* [-.24, —.07]
30 years < M(age) < 60 years 37 .05%* 1,02, .08]
M(age) > 60 years 10 .00 [-.06, .07]
No data available 15 .04* [—.00, .08]
Denomination: Ar+=.04 (Q=0.49, df=2, p=.781)

Catholic > 50% 9 .02 [-.05, .08]
Protestant > 50% 8 .06 [—.05, .08]
Other or no data available 50 .03%* [.00, .05]
Indicator of mental health: Ar+=.12 (Q=36.40, df=2, p<.001)

Only positive indicators 28 .09** [.06, .12]
Only negative indicators 22 —.03[-.07,.01]
Both positive and negative indicators 17 —.03 [-.08,.01]
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Table 2 (continued)

Number of studies Effect sizes r+ of the
subgroups [95% confidence

interval]
Statistical control of third variables: Ar+=.05 (0=0.89, df=2, p=.641)
No 61 .03** .01, .06]
Yes, partially 1 —.02[-.19,.15]
Yes, completely 5 .02 [-.07,.11]

Ar+: difference between the highest and the lowest effect size of subgroups for each characteristic
*p<.05; *¥p<.01

a current crisis (50.7%). Most of the studies comprise sample sizes between 101
and 250 participants (29.9%), contain more women than men (53.7%), and exhibit a
mean age between 30 and 60 years (55.2%). In only a quarter of the samples, more
than half of the persons are Catholics (13.4%) or Protestants (11.9%). In most of the
studies, only positive indicators of mental health were measured (44.8%; most com-
monly used: satisfaction, subjective well-being, mental health, and personal growth),
but there are also quite a number of studies in which either only negative indicators
(32.8%; most commonly used: depression, anxiety, psychological strain, and loneli-
ness) or both positive and negative indicators (22.4%) were used. For nearly all stud-
ies, effect sizes could be extracted without any statistical control of third variables
91%).

Aggregating the socio-demographic data across all primary studies (if they were
available for the effect sizes used here), one gets the following distribution: informa-
tion about the sex of the participants is available in 55 studies (82.1%). Out of these
participants, 57.6% are female. The mean age was reported in 52 studies (77.6%)
and the weighted mean age for all of those studies is 43.5 years (with a weighted SD
of 10.8 years). Details about the denominations of the study participants are only
available in 34 studies (50.7%). Out of these, 33.9% are Catholic, 34.6% Protestant,
27.7% had no denomination at all, and 3.7% belonged to another religion. If one
compares these distributions with a representative sample of Germany (in 2013:
53% female; M(age)=44.1 years; 30% Catholic; 28.5% Protestant; 31.1% non-
denominational; 9.3% other religion; https://www.destatis.de), it is obvious that the
data are quite congruent with one another. Nevertheless, female participants, Catho-
lics, and Protestants were slightly overrepresented in the included primary studies.

Mean Effect Size

Out of all of the 67 included mean effect sizes r, 20 (29.9%) are negative, 2 are equal
to zero (3.0%), and 45 (67.2%) are positive. The effect sizes of the primary studies
range from — .41 to .40. The calculated weighted mean effect size based on the ran-
dom effects model is r+ = .03 (z=2.79, p<.01; 95% CI [.01, .05]). In Fig. 1, these
results are shown using a forest plot.
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Fig. 1 Forest plot for all of the primary studies which were included in the meta-analysis. The figure
displays the 67 primary studies with their study-specific effect size r and the 95% confidence interval.
The studies are sorted according to the height of their effect size. On the bottom line of the graph, the
mean effect size r+ for all studies is represented with its 95% confidence interval by a diamond. The con-
fidence interval of the mean effect size is the difference between the left and the right end of the diamond

Moderator Analyses

The forest plot in Fig. 1 illustrates the heterogeneity of the effect sizes between
the primary studies. Consistently, several tests of heterogeneity quantitatively
confirm that there is a considerable amount of dispersion between effect sizes.
The Q statistic (Q=2894.38, df=66, p <.001) indicates that the effect sizes of the
primary studies included in the meta-analysis are significantly different from each
other. The T2 value is .01 (SE=.00, V=.00), which means that 95 percent of all
true effects lie between r=—.13 and r=.19. The I statistic reaches a value of
92.62%, indicating that a high proportion of the observed variance is real vari-
ance of the true effects.

In order to explain these differences, moderator analyses were conducted for
the study-specific aspects and socio-demographic variables listed in Table 2, as
well as for the categories of the R/S measures. All of these moderator analyses
were calculated based on subgroup comparisons.
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The third column of Table 2 demonstrates that, for most of the study-specific
aspects and socio-demographic variables, the mean effect sizes r+ of the subgroups
fall within a small range. The differences Ar+ between the highest and the lowest
effect size among subgroups of a particular variable range from .04 to .12 in most
of the cases. For the characteristics “sample size” (Q=35.08, df=4, p=.280), “pro-
portion of women” (Q=3.25, df=3, p=.355), “denomination” (Q=0.49, df=2,
p=.781), and “statistical control of third variables” (Q0=0.89, df=2, p=.641),
the moderator analyses do not exhibit statistically significant results. However, for
the characteristics “publication period” (Q=9.67, df=3, p=.022), “research area”
(0=9.18, df=3, p=.027), “sample with disease or in crisis situation” (Q=16.64,
df=2, p<.001), “mean age” (Q=19.86, df=3, p<.001) and “indicator of mental
health” (0 =36.40, df=2, p <.001), the moderator analyses reach a statistically sig-
nificant level, while the effect size differences are still small. For the characteris-
tics of “research area” and “mean age,” slightly higher differences of Ar+=.20 and
Ar+=.21, respectively, are found. But both of these differences are based solely on
one aberrant subgroup with only few studies.

Apparently, higher differences Ar+ are found when subgroups are built according
to the different measures of R/S that were used in the primary studies. Note, how-
ever, that, unlike the characteristics listed in Table 2, the subgroups of the measures
of R/S are not independent from each other. This is due to the fact that, in many
cases, different measures of R/S were used in one single study. However, according
to the recommendations of Eisend (2004), all available effect sizes, that is, possibly
several effect sizes of the same study, were included.

We conducted these analyses on three hierarchical levels. This means that we suc-
cessively summarized the different measures of R/S into broader categories based
on their conceptual similarities.* The results of the subgroup analyses for the three
hierarchical levels are shown in Table 3. The subgroups are sorted by the number of
their effect sizes.

On the first hierarchical level, with a difference of Ar+=.49 (Q=240.28, df=20,
p<.001), it is striking that three measures of R/S (“extrinsic religiosity”: r+=—.27,
z=-3.87, p<.0l; “negative religious coping”: r+=-.21, z=-10.14, p<.01;
“negative image of God/negative relationship with God”: r+=-.16, z=-5.35,
p<.01) exhibit significant and relatively high negative correlations with mental
health. In contrast, the effect sizes r+ for the other measures range from —.08 to .22
and are thus predominantly positive.

An analogous pattern appears for the analysis on the second level with a differ-
ence of Ar+=.27 (0=146.73, df=4, p<.001). The effect sizes for the different
subgroups are shown by the forest plot in Fig. 2. The effect sizes are sorted from
smallest to largest. “Maladaptive dealing with religion or God” has a fairly strong
negative association with mental health (r+=-.20, z=—10.62, p<.01). On the
contrary, the correlation coefficients 7+ of the four other subgroups (“spirituality”;

* Due to the restrictions of the software program CMA, we had to aggregate some single effect sizes
before the successive integration of the subgroups. CMA only allows one effect size per combination of a
certain subgroup with a particular measure of mental health.
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Table 3 Comparison of subgroups for the different measures of R/S on three hierarchical levels: number
of effect sizes r and effect sizes of the subgroups r+

Number Effect sizes of the subgroups
of effect r+ [95% confidence interval]
sizes r

First hierarchical level: Ar+=.48 (Q=240.28, df=20, p<.001)

Centrality/salience [1] 53 .06%* .03, .09]
Negative religious coping [17] 28 —.21%*% [-.25, - .17]
Positive religious coping [16] 27 10%% .05, .14]
Other religious/spiritual measures [21] 23 .04 [-.00, .08]
Positive image of God/positive relationship with God [14] 17 .06* [.01, .11]
Intrinsic religiosity [11] 16 .01 [—.04, .06]
Spirituality [19] 15 .03 [-.02, .08]
Negative image of God/negative relationship with God [15] 12 —.16%* [- .22, —.11]
Frequency of church attendance [7] 10 .09** [.04, .14]
Religious practice without further specification [9] 10 .06* [.00, .12]
Religious ideology other than belief in God [4] 7 .02 [-.07, .11]
Religious experience [5] 5 .04 [-.09, .16]
Religious interest [2] 5 12% .02, .22]
Religious/spiritual well-being [18] 5 15%% .06, .25]
Consequences [10] 3 18** .05, .30]
Public religious practice other than frequency of church 3 .08 [-.05, .21]
attendances [8]
Private religious practice [6] 3 21%% .06, .35]
Quest religiosity [13] 3 —.08 [-.17,.02]
Extrinsic religiosity [12] 2 —.27%*% [- .40, —.14]
Multidimensional religious/spiritual measures [20] 2 .22*1.05, .37]
Belief in God [3] 1 .10 [-.06, .26]

Second hierarchical level: Ar+=.27 (Q=146.73, df=4, p<.001)

Centrality (including its dimensions according to Huber 76 .05%* [.03, .08]
2003)/salience/intrinsic religiosity [1-9, 11]

Adaptive dealing with religion or God [14, 16] 39 .07#*% .03, .11]

Maladaptive dealing with religion or God [12, 15, 17] 37 —.20%* [— .23, —.16]

Other [10, 13, 18, 20, 21] 28 .04 [-.00, .08]

Spirituality [19] 15 .03 [-.03, .09]

Third hierarchical level: Ar+=.26 (Q=148.35, df=1, p<.001)

Positive overall [1-11, 13, 14, 16, 18-21]
Maladaptive dealing with religion or God [12, 15, 17]

110

37

.06%* [.04, .08]
—.20%* [-.23, —.16]

The numbers in squared brackets after the name of the categories of the subgroups correspond to the
codes which were introduced in “method” section. Ar+: difference between the highest and lowest effect

size of subgroups per level of the hierarchical analysis
*p<.05; **p<.01
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Fig. 2 Forest plot for the comparison of the subgroups for the different measures of R/S (second hierar-
chical level). The figure shows the effect sizes of the subgroups r+, sorted ascending from the left to the
right with the 95% confidence interval displayed by the distance of the diamond from the upper end to
the lower end

“other”; “‘centrality/salience/intrinsic religiosity”’; “positive dealing with God/reli-
gion”) are small positive with a range between .03 and .07.

On the third hierarchical level, all of the four categories mentioned above (“spir-
ituality”; “other”; “centrality/salience/intrinsic religiosity”; “positive dealing with
God/religion”) are merged into one broader category named “positive overall.”
Thus, on this level of analysis, only two subgroups remain: “maladaptive dealing
with religion or God” (the numerical values for this category were adopted from the
analysis of the second level) and “positive overall” (r+=.06, z=—10.86, p<.01).
The difference between these two groups is Ar+=.26 (Q=148.35, df=1, p<.001)
and the pattern remains the same as in the analyses on the first and second levels:
higher and negative correlations for the negative measures, and a smaller but posi-
tive mean effect size for the positive measures.

Assessment of Publication Bias

Different methods were used to examine if the calculated mean effect is robust
against a possible publication bias. As seen in Fig. 3, the funnel plot of the reported
effect sizes estimates does not display noticeable asymmetry that would indicate
reporting bias. Using Duval and Tweedie’s Trim and Fill, only five studies have to
be imputed to get a totally balanced distribution. For Rosenthal’s Failsafe N, we cal-
culated a value of 2813 (z=12.85, p<.001). This means that 2813 studies with an
effect size of 0 would be required to render the present effect-size estimate statisti-
cally nonsignificant. Using Orwin’s Failsafe N with a mean correlation of r=—.03,
142 studies would be necessary to get a mean effect-size estimate of the meta-anal-
ysis below zero. For the rank correlation test according to Begg and Mazumdar, we
calculated a value of Kendall’s tau-b=.06 (p=.24). Applying Egger’s regression
analysis, the value of the intercept is by=—1.36 (95% CI [-2.57, —0.14]; p=.01).
The results of the cumulative meta-analysis show a pattern contrary to what would
be expected in cases of publication bias. Based on these analyses, publication bias
seems to be an unlikely threat to the results presented here.
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Funnel Plot of Standard Error by Fisher's Z
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Fig. 3 Funnel plot. The vertical axis shows the standard error, while the horizontal axis exhibits the
effect sizes of the primary studies (Fisher’s Z)

Discussion

Despite the application of rather strict inclusion and exclusion criteria, we were able
to include 67 primary studies into the meta-analysis presented here. This is a first
and unexpected result: more studies investigating the relationship between R/S and
mental health in the German-speaking area exist than previously assumed. Thus, the
claim that only a few empirical studies in this research field have been conducted in
the German-speaking area so far (Heinemann and Wormann 2010; Klein and Albani
2011; Utsch 2005; Zwingmann 2005; Zwingmann and Klein 2013) cannot longer be
supported.

The analysis of the publication period of the studies included demonstrates that
the research about the relationship of R/S and mental health has clearly increased
since 2006. As a result of these intensified research activities, a lot of studies are
available for the German-speaking area at this point. Due to this fact, the quantita-
tive meta-analytic integration of the results of these primary studies seems all the
more to be a reasonable and fruitful endeavor. With a data basis of 67 primary stud-
ies, the meta-analysis presented here, can be quantitatively compared to the existing
meta-analyses from the US-language area: the five meta-analyses that were men-
tioned in the introductory section with a mean of 91 studies included only slightly
more studies (with a range of 35 to 148 studies; Ano and Vasconcelles 2005; Hack-
ney and Sanders 2003; Salsman et al. 2015; Smith et al. 2003; Yonker et al. 2012).
However, this unexpected positive result does not change the fact that the field of
socio-scientific and medical research about R/S and mental health is underdevel-
oped in the German-speaking area (Klein et al. 2011). More research for the future
is desirable, especially with regard to some of the aspects that are discussed below.
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The weighted mean effect size for all of the 67 included primary studies is
r+=.03. This effect size is, on the one hand, significantly different from zero. On
the other hand, it represents only a very small positive correlation between R/S and
mental health: only 0.001% of the variance of mental health is accounted for by R/S.
This is far beyond what can be called a “small” effect according to Cohen’s rules of
thumb (Cohen 1987). Nevertheless, this result basically supports the findings of the
recent meta-analyses from the US-language area, which all found a slightly positive
mean effect size (between .06 and .19) for the relationship between R/S and mental
health. However, the mean effect size for the German-speaking area is smaller. This
conclusion remains unchanged even if one excludes the negative measures of R/S.
In this case, the mean effect size increases a little (r+=.06) but still has to be con-
sidered as very “small” according to Cohen’s rules of thumb. Furthermore, it only
reaches the lower limit of the results of the meta-analyses of the US-language area.
Thus, the presented meta-analysis has proven that, for the more secularized German-
speaking area, R/S and mental health are, on average, barely associated.

The effect sizes of the primary studies included in the meta-analysis at hand,
however, exhibit a remarkable range from r=— .41 to r=.40. This finding is compa-
rable to the results of the meta-analyses from the US-language area. For instance, in
the meta-analysis of Smith et al. (2003), the correlations of the primary studies fall
within the range of —.24 and .54.

To investigate which characteristics can possibly explain the heterogeneity of the
effect sizes of the primary studies, we conducted a number of moderator analyses.
For this purpose, different subgroups were built based on the characteristics of the
coding scheme, and new effect sizes were calculated for each of these subgroups.
First, study and socio-demographic characteristics were considered: for the different
subgroups of the variables “sample size”, “proportion of women”, “denomination”,
and “statistical control of third variables”, only small, nonsignificant and hardly
relevant differences were found (Ar+ between .04 and .06). For the characteristics
“publication period”, “sample with disease or in crisis situation”, and “indicator of
mental health” the moderator analyses reach a statistically significant level, while
the effect sizes are still small (Ar+ between .09 and .12). For the characteristics
of “research area” and “mean age”, slightly higher differences of Ar+=.20 and
Ar+=.21, respectively, are found for the comparisons of the effect sizes between
the different subgroups. But both of these differences are based solely on one aber-
rant subgroup with only few studies. These results support the assumption that the
heterogeneity of the effect sizes of the primary studies cannot be explained very well
by study-specific aspects and socio-demographic variables.

Regarding the variable “proportion of women”, the subgroup analyses confirm
the results of the meta-analyses of the US-language area: They could not find a
statistical influence for the variable “sex” on the relationship between R/S and
mental health (Salsman et al. 2015; Smith et al. 2003). On the one hand, it is
known that women—at least for the Western world—are by trend more religious
(Klein 2012) and suffer more from mental diseases such as anxiety disorders,
depression, and eating disorders (World Health Organization 2009). On the other
hand, this does not seem to have an influence on the relationship between R/S and
mental health.
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For samples with participants in a life crisis, such as serious health problems or
the loss of a closely related person, the subgroup analyses of the meta-analysis at
hand do not show higher correlations between R/S and mental health. On the con-
trary, the mean effect size for persons without a recent life crisis is slightly higher
(r+=.07) than for persons with such a crisis (r+=—.01). The thesis postulated
both for the US-language area and the German-speaking area that R/S can unfold its
resources especially in times of a life crisis and then correlates higher with mental
health (see, e.g., Dorr 2001; Murken 1998a; 1998b) is not supported by the data
at hand. Correspondingly, a study conducted by Heuft (2016) showed that “risky”
patients in a psychosomatic—psychotherapeutic clinic do not report a stronger R/S
than a representative sample of the German population. These findings contrast
the results of the North-American meta-analysis conducted by Smith et al. (2003).
Smith et al. (2003) stated a considerably stronger correlation between R/S and
depression for persons in a situation of a recent crisis (r+=—.15) than for persons
without such a crisis (r+=—.08).

Looking at the effect sizes of the different subgroups for the variable “indicator of
mental health,” the difference between positive indicators, negative indicators or the
category with both positive and negative indicators is quite small, too (Ar+=.12).
Nevertheless, the direction of the differences point in the same direction as the find-
ings of the North-American meta-analysis by Hackney and Sanders (2003): For pos-
itive indicators of mental health, one can find stronger positive correlations between
R/S and mental health.

For the two variables “research area” and “mean age,” somewhat higher effect
sizes of Ar+=.20 were found in the meta-analysis at hand. However, for the vari-
able “research area,” the effect sizes of the subgroup analyses for the three countries
Germany, Austria, and German-speaking Switzerland are close to each other (r+
between — .00 and .05); a higher difference appears only for the category of “poten-
tially several research areas” (for example in the context of online studies), which
was the case in only two studies.

Regarding the variable “age,” R/S has a negative correlation of (r+=—.15) with
mental health for samples of younger groups (M <30 years). In contrast, for all of
the other subgroups of the variable “age,” the correlation is zero or slightly positive
(r+ between .00 and .05). Because the mean effect size for the group with a mean
age of less than 30 years is only based on the results of five studies, more research
is needed to investigate the possibly different effects R/S has on mental health for
different age groups. According to the Religions monitor 2008, younger people from
Germany, Austria, and Switzerland generally appear to be less religious (Bucher
2009; Ziebertz 2008). They also state that their religion has an impact on coping
with critical life events in comparison with people who are older than 60 years
(Ebertz 2008). Nevertheless, the data from the Religions monitor 2008 also show
that not all aspects of R/S are more salient for older people (Ebertz 2009). Finally,
it is also possible—considering the more secularized society in the German-speak-
ing area—that more people of the younger generation with psychological strains are
more religiously engaged than in the average population.

In the next step of the moderator analyses, we also compared the effect sizes for
the different measures of R/S. For the three different hierarchical levels of analyses
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(Ar+ between .26 and .48), “maladaptive dealing with religion or God” (r+=—.20)
is considerably negatively correlated with mental health. The correlations in detail
are as follows: “negative religious coping”: r+=—.23, “negative image of God/
negative relationship with God”: r+=—.18, and “extrinsic religiosity”: r+=—.27.
In contrast, all other measures of R/S have shown small positive correlations with
mental health. This pattern of results is not surprising: when dealing negatively with
God or religion, one can expect—with regard to contents—indeed psychological
strains (for an overview, see: Bucher 2017; Exline and Rose 2013). Analogous find-
ings were shown in the meta-analyses from the USA: In contrast to general tenden-
cies, a positive relationship between extrinsic religiosity (r+=.16) and negative reli-
gious coping (r+=.14) were found (Smith et al. 2003). In the meta-analysis of Ano
and Vasconcelles (2005), negative religious coping correlated with indicators of
emotional strain such as depression, anxiety, and anger (r+=.22). In contrast, posi-
tive religious coping was positively associated with positive adjustment. Finally, one
can go back to the early countings of Batson et al. (1993, Table 8.7), showing that
48 out of 80 studies (60%) have revealed a negative relationship between extrinsic
religiosity and mental health (38.8% unclear results, 1.3% distinct positive results).
Compared to the results of North-American meta-analyses, it is conspicuous that, in
the meta-analysis presented here, the mean effect sizes r+ for the negative measures
of R/S are quite high.

Considering this, the assumption of some authors that the strongest association
between R/S and mental health in the German-speaking area can be found for nega-
tive measures of R/S (Klein and Albani 2011; Utsch 2012, 2014; Zwingmann and
Klein 2013) is now confirmed on an objective base by means of the meta-analysis
at hand. One can only speculate about reasons for these findings. Klein and Albani
(2011) refer to the low implicitness of religiosity in the German-speaking area: One
has to legitimate their religiosity and one cannot be sure of the tolerance of the per-
sonal environment. In the German-speaking area, religious coping can in turn lead
to a higher feeling of uncertainty. Zwingmann et al. (2017) discuss the possibility
that religiosity has a negative impact on health especially for those people who were
born in Germany in the 1950s and 1960s with its strict, partially repressive Christian
education. Primary studies focusing on this possible cohort effect could be helpful
in clarifying this issue.

In any case, for preventative, therapeutic, or rehabilitative interventions in the
context of psychological or medical settings in the German-speaking area, one can
recommend assessing the personal religious/spritual practices of the clients. This
should be done especially for negative aspects of R/S in order to identify potential
strains and to counteract their negative influences. With regard to the socio-scientific
research about R/S in the German-speaking area, one can state that the relationship
between negative measures of R/S and mental health should be further investigated
in methodically high-quality primary studies. In the meta-analysis at hand, negative
aspects of R/S were (co-)examined in only 17 out of 67 studies (25.4%).

Different methods were used to examine whether or not the calculated mean effect
is robust against a possible publication bias. Based on the results of these analyses,
publication bias seems to be an unlikely threat to the results presented here.
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There are several limitations with regard to the generalization of the findings of
the meta-analysis at hand: The calculations are based on correlative data and, there-
fore, it is not allowed to draw causal conclusions. On the one hand, the question of
whether or not certain practices of R/S lead to better or worse mental health can-
not be answered. On the other hand, one can also not conclude if a certain state of
mental health leads to the practice of particular forms of R/S or if there are third
variables that affect both R/S and mental health. Using bivariate effect sizes, one
has to point out that it is not possible to identify a potential curvilinear relationship
between R/S and mental health. In most of the cases, data were gathered by ques-
tionnaires, so it is not possible to rule out a social desirability bias.

To summarize, one can state that the presented meta-analysis enables a quantita-
tive overview of empirical research in the German-speaking area for the relationship
between R/S and mental health for the first time. In comparison with the results of
the meta-analyses of the US-language area, there are structural similarities but also
specific characteristics.

Compliance with Ethical Standards

Conflict of interest All authors declare that they have no conflict of interest.

Human and Animal Rights This article does not contain any studies with human participants or animals
performed by any of the authors. Therefore, an informed consent was not necessary.

References

*These are the primary studies which were included in the meta-analysis.

*Allemand, M., & Znoj, H. (2004). Religiositit — Eine wohlbefindensfordernde Ressource? In C. Zwing-
mann & H. Moosbrugger (Eds.), Religiositdt: Messverfahren und Studien zu Gesundheit und
Lebensbewdiltigung. Neue Beitrdge zur Religionspsychologie (pp. 239-260). Miinster: Waxmann.

Ano, G. G., & Vasconcelles, E. B. (2005). Religious coping and psychological adjustment to stress: A
meta-analysis. Journal of Clinical Psychology, 61, 461-480.

*Appel, C. (2012). “Von Gott verlassen?” Bedingungen und Wirkmechanismen religiosen Copings bei
der Verarbeitung chronischer Schmerzen. Eine Ldingsschnittbefragung. Doctoral dissertation,
University of Trier. Retrieved from http://ubt.opus.hbz-nrw.de/volltexte/2013/802/pdf/Dissertati
on_Appel.pdf. Accessed 12 Aug 2015.

*Appel, C., Miiller, C., & Murken, S. (2010). Subjektive Belastung und Religiositit bei chronischen
Schmerzen und Brustkrebs. Ein Stichprobenvergleich. Schmerz, 24, 449—458.

Batson, C. D., Schoenrade, P., & Ventis, W. L. (1993). Religion and the individual. A social psycholo-
gical perspective (2nd ed.). New York: Oxford University Press.

Bax, L., Ikeda, N., Fukui, N., Yaju, Y., Tsuruta, H., & Moons, K. G. M. (2008). More than numbers: The
power of graphs in meta-analysis. American Journal of Epidemiology, 169, 249-255.

*Becker, G., Momm, F., Xander, C., Bartelt, S., Zander-Heinz, A., Budischewski, K., et al. (2006). Reli-
gious belief as a coping strategy. An explorative trial in patients irradiated for head-and-neck can-
cer. Strahlentherapie und Onkologie, 5, 270-276.

@ Springer


http://ubt.opus.hbz-nrw.de/volltexte/2013/802/pdf/Dissertation_Appel.pdf
http://ubt.opus.hbz-nrw.de/volltexte/2013/802/pdf/Dissertation_Appel.pdf

Journal of Religion and Health (2019) 58:1970-1998 1993

Bertelsmann Stiftung (Ed.). (2008a). Religionsmonitor 2008 (2nd ed.). Giitersloh: Verlag Bertelsmann
Stiftung.

Bertelsmann Stiftung (Ed.). (2008b). Religionsmonitor 2008. USA. Uberblick zu religiosen Einstellungen
und Praktiken. Giitersloh: Verlag Bertelsmann Stiftung.

*Berthold, A., & Ruch, W. (2014). Satisfaction with life and character strengths of non-religious and
religious people: It’s practicing one’s religion that makes the difference. Frontiers in Psychology, 5,
876. https://doi.org/10.3389/fpsyg.2014.00876.

Borenstein, M., Hedges, L. V., Higgins, J. P. T., & Rothstein, H. R. (2009). Introduction to meta-analysis.
Chichester: Wiley.

Bucher, A. A. (2009). Religiositdt und Spiritualitit bei jungen Erwachsenen. In Bertelsmann Stiftung
(Ed.), Woran glaubt die Welt? Analysen und Kommentare zum Religionsmonitor 2008 (pp. 633—
654). Giitersloh: Verlag Bertelsmann Stiftung.

Bucher, A. A. (2017). Zornig und strafend — oder zu milde? Negative Gottesbilder. In C. Zwingmann,
C. Klein, & F. Jeserich (Eds.), Religiositit: Die dunkle Seite. Beitrige zur empirischen Religions-
Sforschung (pp. 23—42). Miinster: Waxmann.

*Biissing, A., Fischer, J., Ostermann, T., & Matthiessen, P. F. (2008). Reliance on God’s help, depres-
sion and fatigue in female cancer patients. International Journal of Psychiatry in Medicine, 38,
357-372.

*Biissing, A., Fischer, J., Ostermann, T., & Matthiessen, P. F. (2009a). Reliance on God’s help as a meas-
ure of intrinsic religiosity in healthy elderly and patients with chronic diseases. Correlations with
health-related quality of life? Applied Research in Quality of Life, 4, 77-90.

*Biissing, A., Lotzke, D., Glockler, M., & Heusser, P. (2015). Influence of spirituality on cool down
reactions, work engagement, and life satisfaction in anthroposophic health care professionals. Evi-
dence-Based Complementary and Alternative Medicine. https://doi.org/10.1155/2015/754814.

*Biissing, A., Michalsen, A., Balzat, H. J., Griinther, R.-A., Ostermann, T., Neugebauer, E. A. M., et al.
(2009b). Are spirituality and religiosity resources for patients with chronic pain conditions? Pain
Medicine, 10, 327-339.

*Biissing, A., & Mundle, G. (2012). Reliance on God’s help in patients with depressive and addictive
disorders is not associated with their depressive symptoms. Religions, 3, 455-466.

*Biissing, A., & Recchia, D. R. (2015). Spiritual and non-spiritual needs among German soldiers and
their relation to stress perception, PTDS symptoms, and life satisfaction: Results from a structural
equation modeling approach. Journal of Religion and Health, 55, T47-764.

*Biissing, A., Wirth, A.-G., Humbroich, K., Gerbershagen, K., Schimrigk, S., Haupts, M., et al. (2013).
Faith as a resource in patients with multiple sclerosis is associated with a positive interpretation
of illness and experience of gratitude/awe. Evidence-Based Complementary and Alternative Medi-
cine. https://doi.org/10.1155/2013/128575.

Cohen, J. (1987). Statistical power analysis for the behavioral sciences. Hillsdale, NJ: Erlbaum.

*Dorr, A. (2001). Religiositit und psychische Gesundheit. Zur Zusammenhangsstruktur spezifischer
religioser Konzepte. Hamburg: Kovac.

*Dorr, A. (2004). Religioses Coping als Ressource bei der Bewiltigung von Life Events. In C. Zwing-
mann & H. Moosbrugger (Eds.), Religiositdt: Messverfahren und Studien zu Gesundheit und Leb-
ensbewdltigung (pp. 261-275). Miinster: Waxmann.

Ebertz, M. N. (2008). Je ilter, desto frommer? Befunde zur Religiositit der dlteren Generation. In Ber-
telsmann Stiftung (Ed.), Religionsmonitor 2008 (pp. 54-63). Giitersloh: Verlag Bertelsmann
Stiftung.

Ebertz, M. N. (2009). Je ilter, desto frommer? Aspekte der Religiositit am Lebensabend der ilteren
Generation. In Bertelsmann Stiftung (Ed.), Woran glaubt die Welt? Analysen und Kommentare zum
Religionsmonitor 2008 (pp. 655-666). Giitersloh: Verlag Bertelsmann Stiftung.

Eisend, M. (2004). Metaanalyse — Einfiihrung und kritische Diskussion. Diskussionsbeitrige des Fach-
bereichs Wirtschaftswissenschaft der Freien Universitit Berlin (Betriebswirtschaftliche Reihe,
2004/8). Berlin: Freie Universitdt Berlin. https://doi.org/10.17169/FUDOCS_document_00000
0000422.

Exline, J. J., & Rose, E. D. (2013). Religious and spiritual struggles. In R. F. Paloutzian & C. L. Park
(Eds.), Handbook of the psychology of religion and spirituality (2nd ed., pp. 380-398). New York:
Guilford.

*Fischer, P., Greitemeyer, T., Kastenmiiller, A., Jonas, E., & Frey, D. (2006). Coping with terrorism: The
impact of increased salience of terrorism on mood and self-efficacy of intrinsically religious and
nonreligious people. Personality and Social Psychology Bulletin, 32, 365-377.

@ Springer


https://doi.org/10.3389/fpsyg.2014.00876
https://doi.org/10.1155/2015/754814
https://doi.org/10.1155/2013/128575
https://doi.org/10.17169/FUDOCS_document_000000000422
https://doi.org/10.17169/FUDOCS_document_000000000422

1994 Journal of Religion and Health (2019) 58:1970-1998

*Fitchett, G., Winter-Pféndler, U., & Pargament, K. I. (2014). Struggle with the divine in Swiss patients
visited by chaplains: Prevalence and correlates. Journal of Health Psychology, 19, 966-976.
*Francis, L. J., Ziebertz, H.-G., & Lewis, C. A. (2003). The relationship between religion and happiness

among German students. Pastoral Psychology, 51, 273-281.

*Gebauer, J. E., Sedikides, C., & Neberich, W. (2012). Religiosity, social self-esteem, and psychological
adjustment: On the cross-cultural specificity of the psychological benefits of religiosity. Psycho-
logical Science, 23, 158-160.

*Geiss, G., Belschner, W., & Oldenbourg, R. (2005). Ohne meinen Glauben konnte ich diese Arbeit hier
nicht tun. Hat die spirituelle Orientierung Auswirkungen auf die subjektive Belastetheit bei Men-
schen, die professionell mit sterbenden Patienten zu tun haben? Transpersonale Psychologie und
Psychotherapie, 11, 42-55.

*QGrozinger, G., & Matiaske, W. (2014). The direct and indirect impact of religion on well-being in Ger-
many. Social Indicators Research, 116, 373-387.

Hackney, C. H., & Sanders, G. S. (2003). Religiosity and mental health: A meta-analysis of recent stud-
ies. Journal for the Scientific Study of Religion, 42, 43-55.

*Headey, B., Schupp, J., Tucci, 1., & Wagner, G. G. (2010). Authentic happiness theory supported by
impact of religion on life satisfaction: A longitudinal analysis with data for Germany. Journal of
Positive Psychology, 51, 73-82.

Heene, M. (2010). A brief history of the fail safe number in applied research. Retrieved from http://arxiv
.org/ftp/arxiv/papers/1010/1010.2326.pdf. Accessed 24 June 2016.

*Heinemann, B., & Wormann, V. (2010). Psychische Beanspruchung, Lebenszufriedenheit und Religi-
ositdt: Beeinflusst Religiositdt den Zusammenhang zwischen psychischer Beanspruchung und
Lebenszufriedenheit bei Patienten mit psychischen Erkrankungen? Internationale Zeitschrift fiir
Philosophie und Psychosomatik, 1, 1-16.

*Hess, H. K. S. (2009). Zum Zusammenhang von positiven und negativen religiosen Bewdltigungsstra-
tegien und der Progredienzangst von Tumorpatientinnen. Doctoral dissertation, University of Mar-
burg. Retrieved from http://archiv.ub.uni-marburg.de/diss/z2009/0732/pdf/dhksh.pdf. Accessed 19
Sept 2015.

Heuft, G. (2016). Not lehrt (nicht) beten. Reprisentative Studie zu religiosen Einstellungen in der Allge-
meinbevolkerung und von Patienten der psychosomatisch-psychotherapeutischen Ambulanz eines
Universitditsklinikums. Miinster: Aschendorff.

Hodapp, B. (2017). Religiositdt/Spiritualitit und psychische Gesundheit. Eine Metaanalyse iiber Studien
aus dem deutschsprachigen Raum. Hamburg: Kovac.

*Hofner, M., & Michalak, J. (2013). Die Rolle sozialer Unterstiitzung, Religiositit und Achtsamkeit im
Rahmen der Krankheitsverarbeitung bei Brustkrebspatientinnen. Zeitschrift fiir Klinische Psycho-
logie und Psychotherapie: Forschung und Praxis, 42, 127-136.

Huber, S. (2003). Zentralitit und Inhalt. Ein neues multidimensionales Messmodell der Religiositdit.
Opladen: Leske & Budrich.

Huber, S. (2004). Zentralitdt und multidimensionale Struktur der Religiositét. Eine Synthese der theo-
retischen Ansitze von Allport und Glock zur Messung der Religiositit. In C. Zwingmann & H.
Moosbrugger (Eds.), Religiositit: Messverfahren und Studien zu Gesundheit und Lebensbewdlti-
gung. Neue Beitrdige zur Religionspsychologie (pp. 79-105). Miinster: Waxmann.

Huber, S. (2011). Religiositit in Deutschland, Osterreich und der Schweiz. In C. Klein, H. Berth, & F.
Balck (Eds.), Gesundheit — Religion — Spiritualitdit. Konzepte, Befunde und Erkldrungsansdtze (pp.
163-187). Weinheim: Juventa.

Huber, S., & Huber, O. W. (2012). The centrality of religiosity scale (CRS). Religions, 3, 710-724.

*Hunger, C. (2010). Depression, religiousness and spirituality, and culture: Comparisons between Chile
and Germany. Doctoral dissertation, University of Heidelberg.

*Jendro, B. C. (2013). Wohlbefinden in Lebenskrisen: Der Einfluss von sozialer Unterstiitzung, sozialem
Engagement und Religiositdt im Umgang mit auflergewohnlichen Lebenssituationen. Doctoral dis-
sertation, University of Frankfurt. Retrieved from http://publikationen.ub.uni-frankfurt.de/front
door/index/-index/docld/31699. Accessed 29 Aug 2015.

*Klein, C. (2010). Ist Religiositit eine Ressource gegen psychische Belastung fiir Studierende der Medi-
zin? In H. Berth (Ed.), Psychologie und Medizin: Traumpaar oder Vernunftehe? Festschrift fiir
Prof. Dr. Friedrich Balck zum 65. Geburtstag (pp. 119—143). Lengerich: Pabst.

Klein, C. (2012). Fromme Frau, agnostischer Mann — sind Frauen grundsétzlich religioser/spiritueller als
Mainner? Spiritual Care, 1(2), 6-22.

@ Springer


http://arxiv.org/ftp/arxiv/papers/1010/1010.2326.pdf
http://arxiv.org/ftp/arxiv/papers/1010/1010.2326.pdf
http://archiv.ub.uni-marburg.de/diss/z2009/0732/pdf/dhksh.pdf
http://publikationen.ub.uni-frankfurt.de/frontdoor/index/-index/docId/31699
http://publikationen.ub.uni-frankfurt.de/frontdoor/index/-index/docId/31699

Journal of Religion and Health (2019) 58:1970-1998 1995

Klein, C., & Albani, C. (2011). Die Bedeutung von Religion fiir die psychische Befindlichkeit: Mogli-
che Erkldrungsansitze und allgemeines Wirkmodell. Zeitschrift fiir Nachwuchswissenschaftler,
3(1), 7-58.

Klein, C., Berth, H., & Balck, F. (2011). Zur Einfiihrung. Die Relevanz von Religiositédt und Spiritual-
itét fiir die Gesundheitsforschung. In C. Klein, H. Berth, & F. Balck (Eds.), Gesundheit — Reli-
gion — Spiritualitit. Konzepte, Befunde und Erkldrungsansdtze (pp. 11-23). Weinheim: Juventa.

*Klein, C., Keller, B., Silver, C. F., Hood, R. W., & Streib, H. (2016). Positive adult development and
“spirituality”: Psychological well-being, generativity, and emotional stability. In H. Streib & R.
W. Hood (Eds.), Semantics and psychology of spirituality (pp. 401-436). Cham: Springer.

*Kralovec, K., Fartacek, C., Fartacek, R., & Ploderl, M. (2014). Religion and suicide risk in lesbian,
gay and bisexual Austrians. Journal of Religion and Health, 53, 413-423.

*Kremer, R. (2001). Religiositdt und Schlaganfall. Bewdltigen religiose Menschen anders? Frankfurt
am Main: Lang.

*Kremer, R. (2002). Der EinfluB} der Religiositét auf die Folgen des Schlaganfalls. Empirische Ergeb-
nisse einer Langsschnittuntersuchung. In C. Henning & E. Nestler (Eds.), Konversion. Zur
Aktualitdt eines Jahrhundertthemas (pp. 191-211). Frankfurt am Main: Lang.

*Lechner, C. M., & Leopold, T. (2015). Religious attendance buffers the impact of unemployment on
life satisfaction: Longitudinal evidence from Germany. Journal for the Scientific Study of Reli-
gion, 54, 166-174.

Lipsey, M. W., & Wilson, D. B. (2001). Practical meta-analysis. Thousand Oaks, CA: Sage.

*Maercker, A., & Herrle, J. (2003). Long-term effects of Dresden bombing: Relationships to control
beliefs, religious belief, and personal growth. Journal of Traumatic Stress, 16, 579-587.

*Malfent, D., Wondrak, T., Kapusta, N. D., & Sonneck, G. (2010). Suicidal ideation and its corre-
lates among elderly in residential care homes. International Journal of Geriatric Psychiatry,
25, 843-849.

*Mehnert, A., RieB, S., & Koch, U. (2003). Die Rolle religioser Glaubensiiberzeugungen bei der
Krankheitsbewiltigung Maligner Melanome. Verhaltenstherapie und Verhaltensmedizin, 24,
147-166.

*Meulemann, H. (2001). Religiositit, Anpassungsbereitschaft und Lebenszufriedenheit. Traditionelle
und moderne Formen der Bewiltigung von Misserfolg und ihr Einfluss auf die Lebenszu-
friedenheit ehemaliger Gymnasiasten im 43. Lebensjahr. Zeitschrift fiir Soziologie der Erzie-
hung und Sozialisation, 21, 227-242.

*Moller, A., & Reimann, S. (2004). Religiose Einstellung und Zukunftssicht in einer studentischen
Untersuchungsgruppe. Psychotherapie, Psychosomatik, Medizinische Psychologie, 54,
383-386.

*Miiller, C. (2008). “... vielleicht mal ein Gebet mehr gesprochen...“: Religiositdt im Verarbeitungs-
prozess von Angst und Todesangst bei Brustkrebspatientinnen. Marburg: Tectum.

*Murken, S. (1998a). Gottesbeziehung und psychische Gesundheit. Die Entwicklung eines Modells
und seine empirische Uberpriifung. Miinster: Waxmann.

*Murken, S. (1998b). Hilft die Gottesbeziehung bei der Lebensbewiltigung? Eine beziehungstheore-
tische Analyse. In C. Henning & E. Nestler (Eds.), Religion und Religiositdt zwischen Theolo-
gie und Psychologie. Bad Boller Beitrdge zur Religionspsychologie (pp. 205-236). Frankfurt
am Main: Lang.

*Murken, S., Namini, S., GroB, S., & Korber, J. (2010). Geschlechtsspezifische Unterschiede in der
Bewiltigung einer Darmkrebserkrankung — Empirische Befunde unter besonderer Beriicksichti-
gung religiosen Copings. Rehabilitation, 49, 95-104.

*Muthny, F. A., Bechtel, M., & Spaete, M. (1992). Laienitiologien und Krankheitsverarbeitung bei schw-
eren korperlichen Erkrankungen. Eine empirische Vergleichsstudie mit Herzinfarkt-, Krebs-, Dia-
lyse- und MS-Patientinnen. Psychotherapie, Psychosomatik, Medizinische Psychologie, 42, 41-53.

Niemeyer, H., Musch, J., & Pietrowsky, R. (2012). Publication bias in meta-analyses of the efficacy of
psychotherapeutic interventions for schizophrenia. Schizophrenia Research, 138, 103—112.

Papageorgiou, S. N., Dimitraki, D., Coolidge, T., & Kotsanos, N. (2015). Publication bias and small-
study effects in pediatric dentistry meta-analyses. Journal of Evidence Based Dental Practice, 15,
8-24.

*Pfeifer, S., & Waelty, U. (1995). Psychopathology and religious commitment: A controlled study. Psy-
chopathology, 28, 70-717.

Pickel, G. (2013). Religionsmonitor. Religiositdt im internationalen Vergleich. Giitersloh: Verlag Bertels-
mann Stiftung.

@ Springer



1996 Journal of Religion and Health (2019) 58:1970-1998

*Reidick, O. (2013). Einstellungen zu Sterben und Tod bei Hochaltrigen: Die Rolle von Persinlichkeit,
Gesundheit und Religiositdt. Doctoral dissertation, University of Heidelberg. Retrieved from http://
archiv.ub.uni-heidelberg.de/volltextserver/15563/. Accessed 02 Sept 2015.

*Renner, W., & Salem, 1. (2004). Wertorientierungen und Bewiltigung traumatischer Erfahrungen:
Welche Rolle spielt Religiositit? Praxis Klinische Verhaltensmedizin und Rehabilitation, 17(66),
117-124.

*Rowold, J. (2011). Effects of spiritual well-being on subsequent happiness, psychological well-being,
and stress. Journal of Religion and Health, 50, 950-963.

Salsman, J. M., Pustejovsky, J. E., Jim, H. S. L., Munoz, A. R., Merluzzi, T. V., George, L., et al. (2015).
A meta-analytic approach to examining the correlation between religion/spirituality and mental
health in cancer. Cancer, 121, 3769-3778.

*Schaal, S., Richter, A., & Elbert, T. (2014). Prolonged grief disorder and depression in a German com-
munity sample. Death Studies, 38, 476-481.

Schowalter, M., & Murken, S. (2003). Religion und psychische Gesundheit — empirische Zusammen-
hinge komplexer Konstrukte. In C. Henning, S. Murken, & E. Nestler (Eds.), Einfiihrung in die
Religionspsychologie (pp. 138—162). Paderborn: Schoningh.

*Schowalter, M., Richard, M., Murken, S., Senst, R., & Riiddel, H. (2003). Die Integration von Religi-
ositdt in die psychotherapeutische Behandlung bei religiosen Patienten — ein Klinikvergleich.
Zeitschrift fiir Klinische Psychologie, Psychiatrie und Psychotherapie, 51, 361-374.

*Schwab, R. U., & Petersen, K. U. (1990). Religiousness: Its relation to loneliness, neuroticism and sub-
jective well-being. Journal for the Scientific Study of Religion, 29, 335-345.

Sedlmeier, P., & Renkewitz, F. (2008). Forschungsmethoden und Statistik in der Psychologie. Miinchen:
Pearson.

*Selinger, K., & Straube, E. R. (2002). Coping-Funktion religioser Glaubenssysteme. Bericht aus der
Jenenser “Arbeitsgruppe Religionspsychologie®. In C. Henning & E. Nestler (Eds.), Konversion.
Zur Aktualitdt eines Jahrhundertthemas (pp. 213-256). Frankfurt am Main: Lang.

*Sinnewe, E., Kortt, M. A., & Dollery, B. (2015). Religion and life satisfaction: Evidence from Germany.
Social Indicators Research, 123, 837-855.

Smith, T. B., McCullough, M. E., & Poll, J. (2003). Religiousness and depression: Evidence for a main
effect and the moderating influence of stressful life events. Psychological Bulletin, 129, 614-636.

Stark, R., & Glock, C. Y. (1968). American piety: The nature of religious commitment. Berkeley/Los
Angeles, CA: University of California Press.

*Stavrova, O., Fetchenhauer, D., & Schlosser, T. (2013). Why are religious people happy? The effect of
the social norm of religiosity across countries. Social Science Research, 42, 90-105.

*Tagay, S., Diillmann, S., Brihler, E., Stecker, A., & Senf, W. (2009). Wie héngen Religiositit, psy-
chische Symptombelastung und Integration zusammen? FEine vergleichende Betrachtung der
Religiositit bei tiirkischen/kurdischen Migranten gegeniiber Deutschen. Psychiatrische Praxis, 36,
286-292.

*Tagay, S., Erim, Y., Brihler, E., & Senf, W. (2006). Religiosity and sense of coherence — Protective fac-
tors of mental health and well-being? Zeitschrift fiir Medizinische Psychologie, 15, 165-171.
*Tagay, S., Senf, W., Schopper, N., Mewes, R., Bockisch, A., & Gorges, R. (2007). Protektive Faktoren
fiir Angst und Depression bei Schilddriisenkarzinompatienten. Zeitschrift fiir Psychosomatische

Medizin und Psychotherapie, 53, 62-74.

*Thomas, C., WittmiB, S., Topper, M., Thomas, G., & Driessen, M. (2009). Religiose Motivation und
Depression im Alter. Erste Ergebnisse einer klinisch prospektiven Studie. In G. Thomas & I. Karle
(Eds.), Krankheitsdeutung in der postsikularen Gesellschaft. Theologische Ansdtze im interdiszi-
plindren Gesprich (pp. 63-72). Stuttgart: Kohlhammer.

*Thomas, C., Wittmi3, S., Topper, M., Thomas, G., & Driessen, M. (2010). Einfluss verschiedener
Dimensionen von Religiositiit auf die Schwere und den Verlauf der Depression im Alter. In G.
Etzelmiiller & A. Weissenrieder (Eds.), Religion und Krankheit (pp. 283-292). Darmstadt: Wis-
senschaftliche Buchgesellschaft.

*Unterrainer, H. F. (2010). Seelenfinsternis? Struktur und Inhalt der Gottesbeziehung im klinisch-psychi-
atrischen Feld. Miinster: Waxmann.

*Unterrainer, H. F. (2014). Braucht die Suchtbehandlung eine spirituelle Dimension? Spiritual Care,
3(1), 28-35.

*Unterrainer, H. F., Huber, H.-P., Sorgo, I. M., Collicutt, J., & Fink, A. (2011). Dimensions of reli-
gious/spiritual well-being and schizotypal personality. Personality and Individual Differences, 51,
360-364.

@ Springer


http://archiv.ub.uni-heidelberg.de/volltextserver/15563/
http://archiv.ub.uni-heidelberg.de/volltextserver/15563/

Journal of Religion and Health (2019) 58:1970-1998 1997

*Unterrainer, H. F., Huber, H.-P., Stelzer, K., & Fink, A. (2012a). Spiritus contra Spiritum? Spiritual
well-being and depression among male alcohol dependents in treatment. Alcoholism Treatment
Quarterly: The Practitioner’s Quarterly for Individual, Group, and Family Therapy, 30, 67-717.

*Unterrainer, H. F., Lewis, A. J., & Fink, A. (2014). Religious/spiritual well-being and mental health: A
review of results and conceptual issues. Journal of Religious Health, 53, 382-392.

*Unterrainer, H. F., Schoggl, H., Fink, A., Neuper, C., & Kapfhammer, H. P. (2012b). Soul darkness?
Dimensions of religious/spiritual well-being among mood-disordered inpatients compared to
healthy controls. Psychopathology, 45, 310-316.

*Unterrainer, H. F., Schoggl, H., Lewis, A. J., Fink, A., Weiss, E., & Kapthammer, H. P. (2013). Religits/
Spirituelles Befinden bei psychisch Kranken: Angstlich/Depressive und Suchtkranke im Vergleich
zu gesunden Kontrollpersonen. Neuropsychiatrie, 27, 172-179.

*Unterrainer, H. F., Sollgruber, A., Rinner, A., Wolsch, D., Fink, A., & Kapfhammer, H. P. (2015).
Spiritualitit bei schizophrenen Erkrankungen. Nervenarzt, 86, 359-366.

Utsch, M. (2005). Religiose Fragen in der Psychotherapie. Psychologische Zugdnge zu Religiositdt und
Spiritualitdt. Stuttgart: Kohlhammer.

Utsch, M. (2012). Wenn Religiositit krank macht: Fakten und Folgen. In M. Utsch (Ed.), Pathologische
Religiositit. Genese, Beispiele, Behandlungsansdtze (pp. 11-36). Stuttgart: Kohlhammer.

Utsch, M. (2014). Einleitung. In M. Utsch, R. M. Bonelli, & S. Pfeifer (Eds.), Psychotherapie und
Spiritualitat. Mit existenziellen Konflikten und Transzendenzerfahrungen professionell umgehen
(pp. 1-9). Heidelberg: Springer.

*Wigger, S., Murken, S., & Maercker, A. (2008). Positive und negative Aspekte religiosen Copings im
Trauerprozess. Trauma & Gewalt, 2, 118-128.

*Winter, U. (2005). “Der liebe Gott hat es so gewollt”. Die Rolle der Religiositdt bei der Bewdltigung
kritischer Lebensereignisse sowie Impulse fiir eine pastorale Krisenintervention — eine pasto-
ralpsychologische Studie. Doctoral dissertation, University of Fribourg, Switzerland. Retrieved
from https://doc.rero.ch/record/4943/files/1_WinterUC.pdf. Accessed 05 Sept 2015.

*Winter, U., Hauri, D., Huber, S., Jenewein, J., Schnyder, U., & Kraemer, B. (2009). The psychological
outcome of religious coping with stressful life events in a Swiss sample of church attendees. Psy-
chotherapy and Psychosomatics, 78, 240-247.

*Wirth, A. G., & Biissing, A. (2016). Utilized resources of hope, orientation, and inspiration in life of
persons with multiple sclerosis and their association with life satisfaction, adaptive coping strate-
gies, and spirituality. Journal of Religion and Health, 55, 1359-1380.

*Wolf, S. (2002). Religidse Orientierung und Persinlichkeit: Eine empirische Untersuchung unter beson-
derer Beriicksichtigung von Aspekten psychischer Gesundheit und differenzierter Korperkonzepte.
Regensburg: Roderer.

World Health Organization. (2009). Gender disparities in mental health. Geneva: World Health
Organization.

Yonker, J. E., Schnabelrauch, C. A., & DeHaan, L. G. (2012). The relationship between spirituality and
religiosity on psychological outcomes in adolescents and emerging adults: A meta-analytic review.
Journal of Adolescence, 35, 299-314.

Ziebertz, H. G. (2008). Gibt es einen Tradierungsabbruch? Befunde zu Religiositit der jungen Genera-
tion. In Bertelsmann Stiftung (Ed.), Religionsmonitor 2008 (pp. 44-53). Giitersloh: Verlag Bertels-
mann Stiftung.

*Zimmermann, M. (1995). Spiritualitit und Positives Denken: Zwei Lebenskonzepte im Vergleich. Eine
empirische Studie. Frankfurt am Main: Lang.

*Zink, S. K. (2011). Der Zusammenhang zwischen Religiositdt, Bindung, Hoffnung und Wohlbefinden
unter Beriicksichtigung von Stress. Hamburg: Disserta.

*7Znoj, H., Morgenthaler, C., & Zwingmann, C. (2004). Mehr als nur Bewiltigen? Religiositit, Stress-
reaktionen und Coping bei elterlicher Depressivitit nach dem Verlust eines Kindes. In C. Zwing-
mann & H. Moosbrugger (Eds.), Religiositdt: Messverfahren und Studien zu Gesundheit und
Lebensbewdltigung. Neue Beitrdge zur Religionspsychologie (pp. 277-297). Miinster: Waxmann.

*Zwingmann, C. (1991). Religiositit und Lebenszufriedenheit. Empirische Untersuchungen unter beson-
derer Beriicksichtigung der religiosen Orientierung. Regensburg: Roderer.

Zwingmann, C. (2005). Spiritualitit/Religiositit als Kompenente der gesundheitsbezogenen Lebensqua-
litét? Wege zum Menschen, 57, 68—80.

Zwingmann, C., & Gottschling, S. (2015). Religiosity, spirituality, and God concepts. Interreligious and
interdenominational comparisons within a German sample. Archive for the Psychology of Religion,
37, 98-116.

@ Springer


https://doc.rero.ch/record/4943/files/1_WinterUC.pdf

1998 Journal of Religion and Health (2019) 58:1970-1998

Zwingmann, C., & Hodapp, B. (2018). Religiositit/Spiritualitdt und psychische Gesundheit: Zentrale
Ergebnisse einer Metaanalyse iiber Studien aus dem deutschsprachigen Raum. Spiritual Care, 7,
69-80.

Zwingmann, C., & Klein, C. (2013). Sind religiose Menschen gesiinder, und wenn ja, warum? Ergebnisse
empirisch-sozialwissenschaftlicher Forschung. Spiritual Care, 2(2), 21-36.

Zwingmann, C., Klein, C., & Hofling, V. (2011). Messung von Religiositét/Spiritualitit im Rahmen der
Gesundheitsforschung. In C. Klein, H. Berth, & F. Balck (Eds.), Gesundheit — Religion — Spiritua-
litdt. Konzepte, Befunde und Erkldrungsansdtze (pp. 65-91). Weinheim: Juventa.

Zwingmann, C., Klein, C., & Jeserich, F. (2017). “Ekklesiogene Neurose“: Entwicklung des Konzepts,
Befunde und Bewertung. In C. Zwingmann, C. Klein, & F. Jeserich (Eds.), Religiositdt: Die dunkle
Seite. Beitrdige zur empirischen Religionsforschung (pp. 43—64). Miinster: Waxmann.

*Zwingmann, C., Moosbrugger, H., & Frank, D. (1991). Religiose Orientierung und ihre Bedeutung fiir
den Zusammenhang zwischen Religiositidt und Lebenszufriedenheit. Zeitschrift fiir Pddagogische
Psychologie, 5, 285-294.

*Zwingmann, C., Miiller, C., Korber, J., & Murken, S. (2008). Religious commitment, religious coping
and anxiety: A study in German patients with breast cancer. European Journal of Cancer Care, 17,
361-370.

*Zwingmann, C., Wirtz, M., Miiller, C., Korber, J., & Murken, S. (2006). Positive and negative religious
coping in German breast cancer patients. Journal of Behavioral Medicine, 29, 533-547.

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

@ Springer



	ReligiositySpirituality and Mental Health: A Meta-analysis of Studies from the German-Speaking Area
	Abstract
	Introduction
	Method
	Literature Search
	Criteria of Inclusion and Exclusion
	Coding of the Studies
	Data Analysis

	Results
	Descriptive Characteristics
	Mean Effect Size
	Moderator Analyses
	Assessment of Publication Bias

	Discussion
	References




