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1. Introduction 

 

Growing attention has been given to personality characteristics that enable the individual 

to attain psychological balance and well-being. In the background of this interest there is, on 

the one hand, the already widely spread preventive approach, and, on the other hand, the 

spreading of positive psychology that emphasises personal growth and the evolving resources 

in individuals and communities. These approaches can be especially important when working 

with adolescents and young adults, since the vulnerable period of identity formation and 

preparation for social roles presents young people with great challenges including difficulties 

but opportunities as well. The present research explores the relationship between religiosity 

and mental health in adolescence and young adulthood. There is a growing body of evidence 

reporting a positive link between religiosity and mental health; it seems that religion might 

play an important protective role concerning physical and mental health. At the same time 

there is also a growing number of theories and researches that regard religion and religiosity a 

complex phenomenon, and thus aim at more detailed hypotheses in empirical studies. These 

studies try to explore which of the aspects or characteristics of religion can be regarded as 

protective or risk factors. The question becomes even more complex if it is also considered 

that religiosity, along with other aspects of personality, is changing in the course of life. These 

changes, as part of identity formation, can be especially important in adolescence and young 

adulthood. In the present study we explore the relationship between religiosity – defined as 

frequency of church attendance, religious attitudes, and religious doubts – and mental health 

in adolescence and young adulthood. 

 

Adolescence and young adulthood can be characterised by complex developmental tasks. 

The time of developmental crises can mean increased vulnerability, since the rapid changes 

can make great demands on one’s capacity to accommodate. However, this transitional period 

does not become critical for everybody – this is why more and more attention is given to 

factors that help the individual cope successfully with the challenges of developmental tasks. 

These protective factors, including religiosity, can be key points in prevention. Coping 

strategies are also important in overcoming the difficulties presented by developmental 

changes, and in attaining creative solutions for the crisis. Adolescence is an important period 

in forming coping strategies, since for the achievement of developmental tasks the individual 
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has to learn new ways of coping in the areas of both problem-solving and handling of 

emotions. 

 

Theories of development and personality list identity formation among the main 

developmental tasks of adolescence, which also includes the formation of a standpoint 

concerning religion or world-view. On the basis of these theories it seems that a certain crisis 

or questioning is required for religious development and for forming a personal faith. While 

faith in middle adolescence contains many conventional contents, and elements taken from 

the community, during the period of young adulthood these contents have to undergo a 

personal reflection through critical distance taking; so that in the end the individual is able to 

commit himself to values that are personally acknowledged and accepted. This process is 

described in detail by theories of faith development (e.g. Fowler 1980, Oser and Gmünder 

1991). 

Distancing oneself from religion, the questioning of religious contents, religious doubts 

are frequent developmental phenomena in this period. They are often accompanied by 

tension, depressive states, and conflicts. At the same time, their positive side might be their 

contribution to religious development and to the forming of personal religiosity. Doubts often 

occur as a result of accidental crises, that is, difficulties arising in the person’s life, however 

we suppose that they can appear simply as part of the development, that is, as normative 

crises. From the point of view of the individual they present a vulnerable state, for the 

structure of religiosity is shaken and undergoes changes, thus religion temporarily cannot 

fulfil its protective role concerning health. 

Questioning and critical distancing plays a role also in the forming of religious attitudes. 

The Post-Critical Belief Scale (PCBS) takes into account the developmental aspects that 

might contribute to the changes in the religious attitudes. According to the theoretical concept 

of the scale, the possible approaches to religion can be described along two basic dimensions: 

the inclusion/acceptance or exclusion of the transcendence, and the literal or symbolic 

interpretation of religious contents. The two independent dimensions mark four possible 

attitudes towards religion (inclusion of the transcendence with literal interpretation, exclusion 

of the transcendence with literal interpretation, exclusion of the transcendence with symbolic 

interpretation, inclusion of the transcendence with symbolic interpretation). A developmental 

process of critical distancing and re-approaching on a higher level can be hypothesised 

concerning religious attitudes: symbolic interpretation of religious contents proceeds from 

literal acceptance through critical decomposing towards interpreting religious symbols in a 
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complex way. The four types of religious attitudes can be compared to the stages of faith 

development by Fowler. 

 

There is a growing number of researches exploring the relationship between religion and 

mental health. Both the research results and the theories emphasise, however, that religion can 

be a risk, as well as a protective factor concerning mental health; depending on the contents 

and forms of expression of the individual’s or the religious community’s faith system. Based 

on the developmental characteristics of adolescence and young adulthood, Crawford and 

colleagues (2006) summarised the processes through which religion can promote resilience in 

youth in four points; these are attachment relationships, social support, guidelines for conduct 

and moral values, and, lastly, personal growth and development, and transformational 

opportunities. 

 

2. Aims of the study 

 

In the first part of the study we explored the relationship between religiosity (frequency 

of church attendance and religious attitudes), coping strategies and mental health in 

adolescence and young adulthood. In the second part of the study we explored the moderating 

role of religious attitudes on the relationship between religious doubts and mental health. 

Previous research results suggest that the most important characteristics of religion that 

have a protective role in adolescents’ mental health are personal commitment and religious 

social support, or belonging to a religious community. It can also be proved that religion can 

contribute to mental health through the successful handling of emotions. On the basis of this 

we hypothesised: 

Hypothesis 1: the regular practice of one’s religion, as well as the higher acceptance of 

the transcendence is positively related to emotional-adaptive coping strategies, and to 

strategies using social support. 

Hypothesis 2: if the characteristics of religiosity are connected to adaptive coping 

strategies (Hypothesis 1), coping plays a mediating role in the relationship between 

religiosity and mental health. 

 

At the same time, religiosity undergoes significant changes in the course of adolescence 

and young adulthood, usually including a distancing from institutional religiosity, a decrease 
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in faith, and, regarding religious attitudes, an increase in the symbolic interpretation of 

religious contents. Because of these changes it is possible that different aspects of religiosity 

play different roles in the relationship between religion and mental health in adolescent and 

young adult samples. On the basis of this: 

Hypothesis 3: we hypothesise that the explored relationships show different patterns in 

high school and in the university student samples: the relationship between the explored 

variables and the various religiosity variables will be the same in the case of the inclusion of 

transcendence in the high school and university student samples, whereas the relationships 

will be stronger in the case of frequency of church attendance, and weaker (or non-

significant) in the case of symbolic interpretation in the high school student sample compared 

to university students. 

 

Although religion can be an important protective factor regarding mental health in 

adolescence and young adulthood, religious doubts, which are also among the characteristics 

of this period, are linked with negative mental health characteristics. In the second part of our 

study we explored the relationship between religious doubts, mental health and religious 

attitudes in a high school and university student sample. Previous studies carried out among 

adults reported that doubts are associated with greater psychological distress for those who 

value their faith more. On the basis of this, we expected that: 

Hypothesis 4: the religious doubts-negative mental health relationship is stronger when 

inclusion of transcendence is higher also in a high school and university student sample.  

 

Previous findings suggest that the symbolic interpretation dimension is linked to 

cognitive capacities that would enable the individual to handle religious doubts, uncertainties, 

and contradictions better. Thus we expect that: 

 Hypothesis 5.a: a higher capacity for symbolic processing of religious contents would be 

associated with a weaker positive relationship between religious doubts and negative mental 

health. 

Hypothesis 5.b: Moreover, in case the religious doubts-negative mental health 

relationship is stronger when inclusion of transcendence is higher (Hypothesis 4), we expect 

the two basic religious attitudes to interact further: the religious doubts-mental health 

relationship would be stronger when strong religious beliefs are joined with a literal and 

weaker when joined with a symbolic way of interpretation, while it would be even weaker or 

nonsignificant at a low level of religious beliefs regardless of interpretation style. 
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Although previous researches suggest that religious doubts and religious attitudes are 

changing in the course of adolescence and young adulthood, this does not necessarily mean 

that the role of religious attitudes in the relationship between doubts and mental health would 

also change. Similarly to the study of coping strategies, we also explored whether the 

associations hypothesised above are valid in both the adolescent and the young adult samples, 

and expected that: 

Hypothesis 6: the moderating role of religious attitudes in the relationship between 

doubts and mental health would show a similar pattern in the adolescent and young adult 

samples. 

 

3. Method 

Participants 

The analysis sample consisted of 403 students; 190 were students in high school and 213 

at university; 173 men (43.1%) and 228 women (56.9%). Their age ranged from 15 to 25 

years, with a mean age of 19.3 (SD = 2.8) years (M = 18.87 and SD = 1.36 for high school 

students; M = 21.37 and SD = 1.90 for university students). Seventy-three point two percent 

of the sample was Catholic, 18.4% other Christians (mainly Protestants), 3.2% described 

themselves as religious but not belonging to any denomination, and 4.6% as non-religious. 

 

Measures 

 Post-Critical Belief Scale (PCBS) 

 Religious Doubts Scale 

 Shortened Ways of Coping 

 Shortened Beck Depression Inventory (BDI) 

 Spielberger State-Trait Anxiety Inventory (STAI-T) 
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4. Results 

 

4.1 The relationship between religiosity (frequency of church attendance and religious 

attitudes), coping strategies, and mental health in adolescence and young adulthood 

Correlational analysis of the variables showed that inclusion of transcendence was 

significantly associated with emotional-adaptive and problem-analysing coping in both the 

high school and the university student samples. In the university student sample the other 

religious attitude dimension, symbolic interpretation was also connected to emotional-

adaptive and problem-analysing coping. Symbolic interpretation showed a negative 

relationship also with depression in the case of university students. Inclusion of transcendence 

was negatively associated with both mental health indicators in the case of high school 

students, but this association disappeared in the university student sample (Table 1). 

 

Table 1. Intercorrelations among study variables 

  1 2 3 4 5 6 7 
1 Inclusion of Transcendence   0,124  0,305*** -0,05  0,037 -0,197** -0,273***
2 Symbolic Interpretation -0,002   0,001  0,106 -0,092  0,099 -0,015 
3 Emotional-adaptive  0,243***  0,219**   0,202** -0,039 -0,138+ -0,55*** 
4 Emotional-inadaptive  0,002 -0,022 -0,366***  -0,018  0,379*** -0,129 
5 Problem-focused -0,136 -0,012 -0,017 -0,081  -0,33*** -0,215** 
6 anxiety (STAI)  0,048 -0,078 -0,221**  0,384*** -0,185**   0,478***
7 depression (BDI-S)  0,037 -0,186** -0,375***  0,217** -0,115  0,46***  

 
Data referring to university students below the diagonal, data referring to high school students above the 

diagonal. * p < 0,05, ** p < 0,01, *** p < 0,001, + p = 0,057 

 

To explore the possible mediating role of coping strategies we performed regression 

analysis for BDI and STAI in the high school and university student samples separately. In 

the case of BDI, the final model explained 36.7% of the variance in the high school sample 

and 18.1% in the university sample. In the high school sample in the second step gender, 

frequency of church attendance, and inclusion of transcendence were significant predictors: 

girls, those who never or rarely go to church, and those with weaker faith were more likely to 

have an elevated level of depressive symptoms. In the case of university students only 

symbolic interpretation was a significant predictor: those who have a higher capacity for 

symbolic processing of religious contents are less likely to have an elevated level of 

depressive symptoms. In the third step in the high school sample, however, frequency of 

church attendance and inclusion of transcendence lost their significance, whereas emotional-

adaptive and problem-focused coping became significant predictors, meaning that having 
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 Table 2. Hierarchical regression of religiosity measures and coping strategies on anxiety 
(STAI) in high school student samples 
  high school 
  B St. error beta p 
Step 1 gender 3.503 1.226 0.209 0.005 
 age -0.752 0.448 -0.123 0.095 

  R2 change = 0.056,  F = 5.26, p = 0.006 
Step 2 gender 4.120 1.209 0.246 0.001 
 age -1.077 0.449 -0.176 0.017 
 Church attendance (0=never/rarely) -2.007 1.462 -0.110 0.171 
 Inclusion of transcendence -2.391 0.844 -0.221 0.005 
 Symbolic interpretation 0.775 0.634 0.089 0.223 

  R2 change = 0.082,  F = 5.50, p = 0.001 
Step 3 gender 1.852 1.126 0.111 0.102 
 age -0.927 0.427 -0.152 0.031 
 Church attendance (0=never/rarely) -1.191 1.37 -0.065 0.386 
 Inclusion of transcendence -1.229 0.785 -0.114 0.119 
 Symbolic interpretation 0.285 0.571 0.033 0.618 
 Emotional-adaptive -1.725 0.584 -0.220 0.004 
 Emotional-inadaptive 2.400 0.522 0.319 0.000 
 Problem-focused -2.854 0.582 -0.317 0.000 

  R2 change = 0.192,  F = 16.30, p < 0.001 

 Total explained variance 0.331 
 
 
Table 3. Hierarchical regression of religiosity measures and coping strategies on anxiety 
(STAI) in university student samples 
  university 
  B St. error beta p 
Step 1 gender 2.619 1.085 0.168 0.017 
 age -0.313 0.277 -0.079 0.260 

  R2 change = 0.038,  F = 3.968, p =0.020 
Step 2 gender 2.879 1.132 0.185 0.012 
 age -0.261 0.286 -0.066 0.362 
 Church attendance (0=never/rarely) -1.068 1.412 -0.068 0.450 
 Inclusion of transcendence 0.551 0.606 0.080 0.365 
 Symbolic interpretation -0.833 0.548 -0.111 0.130 

  R2 change = 0.014,  F = 0.97, p =0.407 
Step 3 gender 2.677 1.045 0.172 0.011 
 age -0.127 0.262 -0.032 0.629 
 Church attendance (0=never/rarely) -0.954 1.299 -0.060 0.464 
 Inclusion of transcendence 0.532 0.576 0.078 0.356 
 Symbolic interpretation -0.630 0.508 -0.084 0.216 
 Emotional-adaptive -1.028 0.648 -0.117 0.114 
 Emotional-inadaptive 2.757 0.62 0.310 0.000 
 Problem-focused -1.118 0.456 -0.158 0.015 

  R2 change = 0.170,  F = 14.23, p < 0.001 

 Total explained variance 0.221 
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Table 4. Hierarchical regression of religiosity measures and coping strategies on depressive 
symptoms (BDI) in high school student samples 
  high school 
  B St. error beta p 
Step 1 gender 0.543 0.0034 0.118 0.113 
 age 0.304 0.0013 0.180 0.016 

  R2 change = 0.48,  F = 4.42, p = 0.013 
Step 2 gender 0.820 0.0033 0.178 0.014 
 age 0.198 0.0012 0.117 0.108 
 Church attendance (0=never/rarely) -1.098 0.0040 -0.219 0.006 
 Inclusion of transcendence -0.593 0.0023 -0.198 0.011 
 Symbolic interpretation -0.128 0.0017 -0.054 0.458 

  R2 change = 0.114,  F = 7.79, p < 0.001 
Step 3 gender 0.644 0.0030 0.140 0.035 
 age -0.054 0.0012 -0.032 0.641 
 Church attendance (0=never/rarely) -0.252 0.0037 -0.050 0.494 
 Inclusion of transcendence -0.298 0.0021 -0.099 0.162 
 Symbolic interpretation -0.081 0.0015 -0.034 0.597 
 Emotional-adaptive -1.085 0.0016 -0.505 0.000 
 Emotional-inadaptive -0.123 0.0014 -0.060 0.383 
 Problem-focused -0.441 0.0016 -0.177 0.006 

  R2 change = 0.204,  F = 18.06, p < 0.001 

 Total explained variance 0.367 
 
 
Table 5. Hierarchical regression of religiosity measures and coping strategies on depressive 
symptoms (BDI) in university student samples 
  university 
  B St. error beta p 
Step 1 gender 0.088 0.0032 0.020 0.781 
 age -0.093 0.0008 -0.082 0.247 

  R2 change = 0.083,  F = 0.768, p =0.465 
Step 2 gender 0.249 0.0033 0.056 0.445 
 age -0.080 0.0008 -0.070 0.333 
 Church attendance (0=never/rarely) 0.208 0.0041 0.046 0.609 
 Inclusion of transcendence 0.039 0.0017 0.020 0.825 
 Symbolic interpretation -0.357 0.0016 -0.167 0.024 

  R2 change = 0.033,  F = 2.26, p =0.083 
Step 3 gender 0.340 0.0031 0.076 0.268 
 age -0.045 0.0008 -0.039 0.560 
 Church attendance (0=never/rarely) 0.069 0.0038 0.015 0.856 
 Inclusion of transcendence 0.194 0.0017 0.099 0.251 
 Symbolic interpretation -0.235 0.0015 -0.110 0.116 
 Emotional-adaptive -0.867 0.0019 -0.345 0.000 
 Emotional-inadaptive 0.163 0.0018 0.064 0.370 
 Problem-focused -0.209 0.0013 -0.103 0.119 

  R2 change = 0.141,  F = 12.22, p < 0.001 

 Total explained variance 0.181 

 





these strategies predict lower levels of BDI. In the university student sample symbolic 

interpretation lost its significant predictive value, and it was in the case of emotional-adaptive 

coping that lower levels of BDI could be expected (Table 2-3). 

In the case of STAI, in the final model the explained variance was 33,1% in the high 

school sample, and 22,1% in the university sample. In the high school sample in the second 

step gender, age, and inclusion of transcendence were significant predictors of STAI. In the 

case of university students none of the religiosity measures was a significant predictor. 

Similarly to depressive symptoms, in the third step inclusion of transcendence lost its 

significance in the high school sample, whereas all the three coping factors became significant 

predictors: in case of higher emotional-inadaptive strategies higher values of STAI can be 

expected, and higher emotional-adaptive and problem-focused strategies predict lower levels 

of STAI (Table 4-5). 

 

4.2 The moderating role of religious attitudes on the relationship between religious 

doubts and mental health 

Religious doubts showed no significant relationship with age and symbolic interpretation. 

There was a significant negative relationship between doubts and inclusion of transcendence, 

and a significant positive relationship between doubts and depression, as well as between 

doubts and anxiety. There was a significant negative association between age and inclusion of 

transcendence, and a positive association between age and symbolic interpretation (Table 6). 

 

Table 6. Intercorrelations among study variables 

 Age IT SI Doubt BDI-S 1 STAI 
Age -      
IT -0.16** 0.932     
SI 0.20** 0.00 0.619    
Doubt 0.05 -0.71** -0.01 0.859   
BDI-S 1 -0.24** 0.01 -0.15** 0.19** 0.849  
STAI -0.16** -0.02 -0.01 0.16** 0.48** 0.870 

 
Notes: 1 correlations are with inverse transformed values. Thetas (for IT and SI) and Cronbach alphas in the 

diagonal. IT: Inclusion of Transcendence, SI: Symbolic interpretation, BDI-S: Shortened Beck Depression 

Inventory, STAI: State-Trait Anxiety Inventory (trait anxiety scores). * p < 0.05, ** p < 0.01 

 

To test the hypothesized moderation for the relationship between religious doubts and 

mental health, we ran two hierarchical regression analyses separately for BDI-S and STAI. 

The final model explained 23.2% of the variance of depressive symptoms. In the final model, 



gender, educational level and doubts were significant predictors. This latter result has to be 

interpreted in light of the interactions, however: one of the first order interactions was also 

significant (doubts X inclusion of transcendence) along with the three-way interaction term 

(doubts X inclusion of transcendence X symbolic interpretation). Regression analysis showed 

a significant three-way interaction effect also in the case of STAI. The final model explained 

14.2% of the variance of trait anxiety. There was a significant main effect for religious doubts 

predicting higher anxiety. None of the other variables was consistently significant except 

gender. Significant first order interactions were found for inclusion of transcendence X doubts 

and symbolic interpretation X doubts; as well as for the second order interaction term (Table 

7). 

 

Table 7. Hierarchical regressions of doubts and religious attitudes on depressive symptoms 
and anxiety 

 BDI1   STAI   
 B SE Beta B SE Beta 

Step1       
Intercept 0.931 0.003  43.76 1.03  
Gender: female (0=male) 0.005 0.002 0.11* 3.44 0.82 0.21*** 
Age (years) 0.001 0.001 0.12 -0.31 0.24 -0.11 
Church attendance: 
occasionally (0=regularly) 

0.002 0.003 0.05 0.23 1.00 0.01 

Church attendance: never 
(0= regularly) 

0.000 0.005 -0.01 0.89 1.72 0.03 

School: university (0=high 
school) 

-0.019 0.004 -0.40*** -0.88 1.37 -0.06 

Doubts 0.011 0.002 0.38*** 3.07 0.67 0.32*** 
IT 0.003 0.002 0.12 0.94 0.67 0.12 
SI -0.002 0.001 -0.10 0.00 0.45 0.00 
 R2 = 0.192 F (8. 373) = 11.07 *** R2 = 0.101 F(8. 376) = 5.28 *** 
Step2       
Doubts X IT 0.006 0.001 0.28*** 1.44 0.48 0.20** 
Doubts X SI 0.002 0.002 0.07 2.08 0.66 0.22** 

IT X SI 0.001 0.002 0.06 0.94 0.60 0.12 

 DR2 =0.028 F(8. 370) = 4.41 ** DR2 =0.030 F(8. 373) = 4.28** 

Step3       

Doubts X IT X SI 0.003 0.001 0.17* 0.85 0.40 0.16* 

 DR2 =0.012 F(8. 369) = 5.99 * DR2 =0.011 F(8. 372) = 4.60 * 

 sum R2=0.232 F(8. 369) = 9.30*** sum R2=0.142 F(8. 372) = 5.11*** 

 
Notes: 1 equations are with inverse transformed values. Unstandardized and standardized regression coefficients 

are from the final equation. IT: Inclusion of Transcendence, SI: Symbolic interpretation, BDI-S: Shortened Beck 

Depression Inventory, STAI: State-Trait Anxiety Inventory (state anxiety scores). * p < 0.05, ** p < 0.01 
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For a more precise presentation of the complex interactions between the variables, 

predicted values for low (-1SD below the mean) and high (+1SD above the mean) values of 

the interacting predictor variables were plotted. In the case of BDI, individual slope tests for 

the interaction plot indicated that all slopes differed significantly from 0, except for that of 

low inclusion of transcendence/high symbolic interpretation, meaning that in this case higher 

doubts did not predict more depressive symptoms. Slopes for high and low inclusion of 

transcendence differed significantly both at high and low level of symbolic interpretation, 

indicating that stronger religious beliefs amplify the relationship between doubts and 

depressive symptoms. Slopes for high and low symbolic interpretation differed only at the 

high level of inclusion of transcendence but not when inclusion of transcendence was low, 

suggesting that the hypothesized interaction between symbolic interpretation and religious 

doubts is limited to a higher level of religious belief. Moreover, the inspection of slopes 

indicates that the direction of moderation, if there is any, is the opposite of what we assumed: 

symbolic interpretation did not attenuate but amplified the doubts-BDI relationship (Figure 1). 

 

Fig. 1. Simple slopes for the interaction of religious doubts, Inclusion of Transcendence (IT), and Symbolic 

interpretation (SI) on BDI-S  
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Similarly to BDI, in the case of STAI individual slope tests for the interaction plot 

indicated that all slopes differed significantly from 0, except for that of low inclusion of 

transcendence/low symbolic interpretation, meaning that in this case higher doubts did not 

predict more anxiety. Slopes for high and low inclusion of transcendence differed 

significantly only at a high level of symbolic interpretation whereas at low level the slopes did 

not differ significantly, indicating that stronger religious beliefs amplify the relationship 

between doubts and anxiety only when interpretation of religious content is symbolic. Slopes 

for high and low symbolic interpretation differed only at a high level of inclusion of 

transcendence while they did not when inclusion of transcendence was low, suggesting that 

the hypothesized interaction between symbolic interpretation and doubts is limited to higher 

levels of religious beliefs. Again, the inspection of slopes indicates that the direction of 

moderation is the opposite of what we assumed: symbolic interpretation did not attenuate but 

amplified the doubts-anxiety relationship (Figure 2). 

 

Figure 2. Simple slopes for the interaction of religious doubts, Inclusion of Transcendence (IT), and Symbolic 

interpretation (SI) on STAI 
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5. Discussion and conclusion 

 

In the present study we explored the relationship between religion and mental health in a 

high school and university student sample. Since theories and previous research suggest that 

religion might be connected to protective factors of mental health, such as social support and 

successful handling of emotions, in the first part of our study we examined the relationship 

between religiosity, coping, and mental health. Literature on the developmental characteristics 

of adolescence and young adulthood reports, however, that religiosity undergoes significant 

changes in this period. One of the characteristics of these changes is critical distancing and the 

emergence of religious doubts. This phenomenon, including doubts and the psychological 

distress linked to them, can be interpreted as a developmental crisis. Therefore in the second 

part of the study we explored the relationship between religious doubts, characteristics of 

religiosity, and mental health. 

 

Religiosity and coping. In accordance with our expectations, inclusion of transcendence, that 

is, the strength of religious beliefs, showed strong correlation with emotional-adaptive coping 

in both samples. Frequency of church attendance also correlated to higher emotional-adaptive 

coping in the high school student sample, this relationship, however, did not appear in the 

university student sample. On the other hand, symbolic interpretation of religious contents 

was related to emotional-adaptive coping only in the university student sample. In both 

samples the emotional-adaptive factor included social support, the controlling and adaptive 

expressing of emotions, and the avoidance of risk-taking behaviour – these coping strategies 

can possibly be promoted by religion through the available social support, the help in 

expressing and handling emotions, and practices of self-control. Religious teachings can 

promote adaptive emotional coping also through providing a frame of interpretation, and 

through enhancing positive emotions (forgiveness, gratitude, hope). Moreover, religious 

rituals can provide a framework for expressing emotions and for building social relationships. 

 

Coping as a mediator in the relationship between religion and mental health. Our results 

provided support for the mediating role of emotional-adaptive and problem-solving coping in 

the relationship between religion and mental health in both samples. In the case of high school 

students frequency of church attendance and inclusion of transcendence, whereas in the case 

of university students symbolic interpretation contributed to better mental health through the 
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use of these coping strategies. This result suggests that it is not for example church attendance 

in itself that is connected to better mental health, but the coping strategies that religious 

communities or religious rituals make available and possible to acquire for the individual (e.g. 

help, adaptive expressing of emotions, providing a frame of interpretation). 

 

Comparison of the high school and university student samples from the aspect of the 

religiosity-coping relationship. Frequency of church attendance was not connected to mental 

health variables and to coping dimensions in the university student sample. Because of certain 

characteristics of religiosity in young adulthood, such as the decreasing importance of 

institutional religiosity, it might be hypothesised that these results are due to the fact that this 

variable is not necessarily an informative measure regarding the religion-mental health 

relationship in this period. Symbolic interpretation was not connected to any other variable in 

the high school student sample, this result might suggest that symbolic interpretation is still 

changing and becoming more differentiated during these years. In the case of university 

students, however, symbolic interpretation seems to take over the place of the other two 

religiosity variables: while in the high school sample emotional-adaptive coping mediates the 

relationship between frequency of church attendance, inclusion of transcendence and 

depressive symptoms, in the university student sample emotional-adaptive coping mediates 

the relationship between symbolic interpretation and depressive symptoms. This, again, might 

suggest the transformation of religiosity: as individuative-reflective faith evolves, symbolic 

interpretation shifts into a more important role compared to frequency of church attendance 

and inclusion of transcendence regarding mental health. The growing importance of symbolic 

interpretation might partly be connected to developmental changes, such as the strengthening 

and differentiation of formal thinking; however, it cannot be simply reduced to the sum of 

other developmental or cognitive factors. 

 

Inclusion of transcendence as a moderating factor in the relationship between religious 

doubts and mental health. In line with previous research carried out on adults, inclusion of 

transcendence strengthened the negative relationship between religious doubts and mental 

health in both the high school and the university student samples. This result might be due to 

the fact that for those who are committed to their faith, religious doubts present a threat to an 

important aspect of their identity, independently of their age. Another possible explanation 

can be found in the framework of the cognitive dissonance theory: for those who accept the 
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existence of the transcendence, any doubt regarding the transcendence presents a basic 

problem because of the conflict between the contents. 

 

The interaction of inclusion of transcendence and symbolic interpretation in the doubts-

mental health relationship. Previous findings suggest that the symbolic approach to religion, 

or the symbolic interpretation of religious contents is linked to cognitive capacities that would 

enable the individual to handle religious doubts, uncertainties, and contradictions better. On 

the basis of this, we expected that a higher capacity for symbolic processing of religious 

contents would be associated with a weaker positive relationship between religious doubts 

and psychological distress. The results contradicted this expectation: symbolic processing did 

not attenuate but amplified the doubts-negative mental health relationship; the connection 

between religious doubts and anxiety/depression was the strongest in case of high inclusion of 

transcendence and high symbolic processing. One possible explanation for symbolic 

processing not attenuating but amplifying the doubts-anxiety relationship might be that the 

difference between those scoring high and low in symbolic interpretation lies not in the ability 

to tolerate or handle contradictions better but in the readiness to turn towards them, or 

acknowledge their existence. On the basis of faith development theories we might also 

suppose that the ability to tolerate religious doubts or contradictions concerning religious 

issues still has the possibility of increasing with age during adulthood, since the change from 

adolescence towards middle adulthood in the form of logic used is a shift from reductionism 

to a growing awareness of tension and ambiguity in faith development. Considering that our 

sample ranged up to 25 years of age only, our results would describe an early transitory 

period when the individual is already capable of tolerating ambivalence although still 

experiencing significant distress. 

 

The moderating role of religious attitudes in the two samples. The results confirmed our 

expectations concerning the similarity in the pattern of the moderating role of religious 

attitudes in the religious doubts-mental health relationship. However, on the basis of the 

unexpected results regarding symbolic interpretation, it seems that further studies re needed to 

explore whether this pattern is also characteristic of other age groups as well. 

 

Limitations of the study 

The major limitation of the study is its cross-sectional design; a longitudinal design would 

allow for better grounded conclusions regarding developmental aspects. Cross-sectional data 
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do not provide information about causality either. The generalizability of the results is also 

restricted by the non-randomness of the sample. 

 

Growing importance has been given in professional helping to prevention, as well as to 

the exploring and strengthening of protective factors. Understanding the changing and 

functioning of religiosity in adolescence and young adulthood can add major contributions to 

this field. Our findings may have practical implications for professionals working with 

adolescents and young adults in counselling, as well as in spiritual guidance and religious 

education. One of the important parts of the helping process in psychological counselling is 

the exploration of the resources the individual can draw on to in healing; religion might be 

considered as one of these resources. The fact that spirituality has been added to the psycho-

social model draws the attention of helping professions to the role of religion and spirituality 

in prevention and intervention. Hopefully the results of the present study can also contribute 

to the understanding of adolescent and young adult religiosity, thus improving methods of 

psychological prevention and intervention, as well as religious education. 
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