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Abstract

We examined religious/spiritual (RS) coping from the Survey of Experiences of Returning 

Veterans (SERV) Study, 630 participants who reported on their demographics, combat exposure, 

use of positive and negative RS coping, posttraumatic stress disorder (PTSD) symptoms and 

perceived posttraumatic growth (PPTG). PTSD symptoms and PPTG were inversely correlated. As 

hypothesized, negative RS coping was inversely associated with PPTG and positively with PTSD, 

while positive RS coping was related only to PPTG. Although we expected that RS coping would 

buffer relations between combat exposure and both PTSD and PPTG, we found only one 

moderator effect and it was opposite our hypothesized direction: Those with high combat exposure 

and high positive RS coping had the highest PTSD symptomatology. These results suggest, among 

veterans with combat exposure, negative RS coping is associated with higher PTSD 

symptomatology, while positive RS coping is generally associated with higher PPTG as well as 

higher PTSD for those with high combat exposure.

Religiousness and spirituality have been shown to be important and commonly used 

resources for people coping with a variety of stressful and traumatic experiences, including 

major illnesses (e.g., Schreiber & Brockopp, 2012), bereavement (e.g., Wortmann & Park, 
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2008), and natural disasters (e.g., Henslee, Coffey, Schumacher, Tracy, Norris, & Galea, 

2014). Although religiousness and spirituality are distinct constructs, with religiousness 

often characterized as a system of beliefs residing in a larger context and spirituality as the 

subjective experiences of a higher power or transcendence, these terms are often used 

conjointly (Aldwin, Park, Jeong, & Nath, 2014) Importantly, religiousness and spirituality 

comprise many dimensions, including affiliation, religious group identification, personal 

practices such as prayer, public practices such as service attendance, personal identification, 

and coping (NIA/Fetzer, 1999; Ysseldyk, Matheson, & Anisman, 2010).

A burgeoning body of research has examined religious/spiritual (RS) coping, which is 

typically separated into two dimensions. Positive RS coping includes strategies such as 

seeking spiritual support and making benevolent religious reappraisals, while negative RS 

coping (also known as spiritual struggle) includes spiritual discontent and making punitive 

religious reappraisals. Positive RS coping efforts are sometimes related to higher levels of 

well-being (e.g., Pargament et al., 1998), but null or even inverse effects of positive RS 

coping are often reported (e.g., Gerber, Boals, & Schuettler, 2011). More consistent findings 

have been reported for negative RS coping, in that it tends to be infrequently used but 

strongly related to myriad dimensions of poorer mental and physical health (see Exline & 

Rose, 2013, for a review).

RS coping may be especially salient in the context of military service (Pargament & 

Sweeney, 2011). Religiousness and spirituality are often emphasized in the military 

implicitly as well as explicitly. For example, chaplains play a prominent role in providing 

RS support to military families, many military creeds and rituals invoke God or Heaven, and 

dog tags indicate service members’ religious affiliations (Besterman-Dahan et al., 2012). 

According to a Department of Defense (DoD) survey, the majority of military personnel 

self-identify as belonging to a religious group/organization (cited in Hourani, Williams, 

Forman-Hoffman, Lane, Weimer, & Bray, 2012). This 2011 DoD Survey, Religiosity/

Spirituality and Health Behaviors, found fairly high levels of religiousness and spirituality 

among active duty personnel, with 28.3% classified as high, 35.3% as medium, 14.0% as 

low, and only 22.4% indicated religiousness and spirituality was “not applicable” to them 

(cited in Hourani et al., 2012). These numbers indicate that religiousness and spirituality are 

indeed a common potential resource for most members serving in the military.

Religiousness and spirituality may be particularly important as a resource for coping with 

experiences encountered in military service, because such service often involves threats of 

danger and death as well as participation in acts that may violate moral beliefs (Litz et al., 

2009). Curiously, however, relatively little research has investigated the role of religiousness 

and spirituality in this context. Studies of predominantly Vietnam-era veterans have reported 

some weak and indirect evidence of protective effects of religiousness and spirituality. For 

example, in one study, stronger religious faith was associated with less extensive use of VA 

services (Fontana & Rosenheck, 2004). In another study of veterans with a history of sexual 

assault, two aspects of religiousness and spirituality (organizational and subjective) 

attenuated negative mental health symptoms for men (Chang, Skinner, Zhou & Kazis, 2003) 

while only organizational religiousness and spirituality buffered the effects for women 

(Chang, Skinner, & Boehmer, 2001). However, a study of VA outpatients found that positive 
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RS coping was associated with more PTSD symptom severity and unrelated to anxiety or 

depression (Witvliet et al., 2004). More consistently, research suggests that Vietnam veterans 

who struggle with RS issues and use negative RS coping have more deficits in 

psychological, social, and physical functioning than do those who do not struggle (Berg, 

2011; Fontana & Rosenheck, 2005). Most of this earlier work, with the exception of Chang 

et al. (2001), was conducted only with men.

A more recent study of returning combat veterans from Operation Enduring Freedom (OEF), 

Operation Iraqi Freedom (OIF), and Operation New Dawn (OND) by Ogden and colleagues 

(Ogden et al., 2011) extended earlier findings with Vietnam veterans by not only examining 

psychiatric adjustment indices such as PTSD or depression, but also focusing on perceived 

posttraumatic growth (PPTG). PPTG, perceptions of positive changes one has experienced 

as the result of a traumatic event (Cho & Park, 2014), is a phenomenon of increasing interest 

in recent years. There is some evidence that PPTG may be a form of positive adaptation to 

highly stressful or traumatic experiences (Park & Helgeson, 2006). In Ogden and 

colleagues’ (2011) study, PTSD symptoms were associated with spiritual struggle 

(alienation from God, religious rifts, and religious fear and guilt). However, similar to other 

studies (e.g., Witvliet et al., 2004), Ogden and colleagues (2011) found that positive 

religious coping (religious comfort, prayers for acceptance, prayers for assistance, and 

prayers for calm and focus) was unrelated to PTSD symptoms. On the other hand, positive 

religious coping was associated with PPTG while negative religious coping was unrelated.

One essential question regarding religiousness and spirituality is whether, in addition to its 

general associations with adjustment and well-being, it becomes particularly important when 

people experience stressful events. This type of influence is termed stress-buffering or 

moderation. Research has demonstrated stress-buffering effects of religiousness and 

spirituality on a range of psychological, social, and physical outcomes (e.g., Park et al., 

1990; Shannon, Oakes, Scheers, Richardson, & Stills, 2013). However, we were able to 

locate only one study that directly tested stress-buffering effects of religiousness/spirituality 

in the military context, which was a recent study of over 24,000 active duty men and women 

drawn from the 2008 Department of Defense Survey of Health Related Behaviors Among 

Active Duty Military Personnel (Hourani et al., 2012). This study examined the extent to 

which religiousness and spirituality was associated with mental health problems among 

active duty military personnel and whether it moderated the relationship between combat 

exposure during deployment and psychiatric adjustment (depression, posttraumatic stress 

symptoms, and suicidality). Participants were categorized as high, medium or low in 

religiousness and spirituality. Results indicated that high religiousness and spirituality had a 

protective effect only for depression symptoms. Medium, as opposed to high or low, levels 

buffered all three mental health outcomes. Medium and low levels predicted depression 

symptoms but only among those with moderate combat exposure. Medium levels also 

predicted PTSD symptoms among those with moderate levels of combat exposure and 

predicted self-reported suicidal ideation/attempt among those who never deployed. These 

results indicate that the relationship between religiousness and spirituality, and mental health 

is complex.
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Our goal was to extend previous research on religiousness and spirituality in the context of 

military service. In particular, building on Hourani et al.’s (2012) demonstration of stress-

buffering effects of religiousness and spirituality on combat exposure in predicting 

adjustment among active duty military personnel, we expand this work in four ways: (1) We 

focused on veterans after their return from combat theater to examine how religiousness and 

spirituality may aid in adjustment after leaving a warzone environment and separating from 

the military; (2) we measured specifically RS coping rather than global RS; (3) we included 

a negative aspect of religiousness and spirituality (negative RS coping) as well as a positive 

aspect (positive RS coping), and (4) we included a positive outcome (PPTG) along with the 

negative adjustment variable (posttraumatic stress symptoms). Given previous evidence for 

gender differences in mean levels of religiousness and spirituality (women typically higher; 

e.g., Park, Lee, Sun, Klemmack, Roff, & Koenig, 2013) and associations between 

religiousness and spirituality, and mental health (Park & Slattery, 2013), all analyses tested 

for gender differences.

Based on previous research, we hypothesized: (1) Combat would be positively related to 

PTSD and PPTG; (2) RS coping would be related to PTSD symptoms and PPTG (i.e., 

positive to less PTSD and more PPTG, negative to more PTSD and less PPTG), and (3) RS 

coping would moderate combat-PTSD/PPTG relationships. Across these hypothesized 

relationships, we expected that men and women would differ, in that that women would 

score higher on religiousness and spirituality than would men and that religiousness and 

spirituality might also differentially buffer the effects of combat on adjustment by gender.

Method

Procedure and participants

We analyzed data from wave 1 of the Survey of the Experiences of Returning Veterans 

(SERV) study. The purpose of SERV is to study post-deployment experiences of returning 

OEF/OIF/OND veterans. Veterans who served in Iraq, Afghanistan, or surrounding areas or 

waters were eligible for SERV. Recruitment took place through multiple outlets, including 

the Internet (e.g., Facebook, YouTube), media outlets, Veterans Affairs (VA) resources such 

as listservs, and closed circuit televisions in VA facilities, and word of mouth. Respondents 

were interviewed by trained staff using structured telephone interviews lasting 60–80 

minutes. At the time of the currently reported investigation, 770 veterans had completed the 

wave 1 survey. The current investigation was limited to those who did not report “I don’t 

believe in God” in response to the religious coping items (n = 630; see “Religious/Spiritual 

Coping” in the “Measures” subsection below). All study procedures were approved by the 

Institutional Review Board of the Department of Veterans Affairs.

Measures

Religious/spiritual coping

Positive coping was assessed with the three-item positive RS coping scale from the Brief 

Multidimensional Measure of Religiousness/Spirituality (BMMRS) (Fetzer/NIA, 1999) 

(sample item: “I work together with God as partners”). Each item is rated on a scale from 1 
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(not at all) to 4 (a great deal). Cronbach’s alpha was 0.89. Negative RS coping was assessed 

with the two items of negative RS coping on the BMMRS (sample item: “I feel God is 

punishing me for my sins or lack of spirituality”), rated on the same scale as positive coping. 

The correlation for these two items was 0.70. Due to a programming error, the last item for 

negative RS coping was left out of the questionnaire and, therefore, not included in the 

analysis. Due to IRB concerns, the religious coping items were modified to include an 

alternative response option, “I don’t believe in God at all.” Therefore, those who selected 

this response option did not have a value for RS coping and consequently were eliminated 

from our analyses. We considered coding this response as a value of 1 (equivalent to “not at 

all”); however, we determined that this would be inaccurate as these individuals may indeed 

use RS coping in spite of their report of a lack of belief in God (Exline & Rose, 2013).

Mental health outcomes

PTSD symptom severity was measured using the 17-item PTSD Checklist (PCL - Civilian) 

(Wilkins, Lang, & Norman, 2011), a widely used self-report measure that corresponds with 

diagnostic criteria for PTSD. The PCL contains 17 items rated on a five-point Likert scale 

from 1 (not at all) to 5 (extremely). Representative items include, “Trouble falling or staying 

asleep,” “Feeling very upset when something reminded you of a stressful experience from 

the past,” and “Avoiding thinking about or talking about a stressful experience from the past 

or avoiding having feelings related to it.” In the present study, Cronbach’s alpha was .94.

Perceived posttraumatic growth was measured using the 21-item Posttraumatic Growth 

Inventory (Tedeschi & Calhoun, 1996). For this measure, respondents rated how much each 

item described change that occurred as a result of their military experience on a scale of 0 

(to a very small degree as a result of my military experience) to 5 (to a very great degree as a 

result of my military experience). Responses were averaged. Cronbach’s alpha was .90.

Combat exposure

Combat exposure during deployment was measured using the Combat Experiences subscale 

of the Deployment Risk and Resilience Inventory (King, King, Vogt, Knight, & Samper, 

2006). Frequencies of occurrence for each of 17 experiences were measured on a scale of 0 

(never) to 5 (daily or almost daily). Sample items included, “I went on combat patrols or 

missions” and “I took part in an assault on entrenched or fortified positions that involved 

naval and/or land forces.” Responses were summed for a total possible score between 0 and 

85. This variable was highly skewed, and was not able to be normalized using 

transformation; therefore we divided combat exposure into three groups (low, moderate, 

high) based on 33rd and 66th percentile cut points.

Sociodemographic characteristics

We considered age, education, household income, marital status, gender, and race/ethnicity 

as sociodemographic covariates in our models (see Table 1). Education was coded as a 

binary variable, representing either “less than or equal to high-school” or “greater than high-

school” (75.1% ≥ high-school). Income was examined as a continuous ordinal variable, with 

categories ranging from “under $20,000” to “$100,000 or more.” Mean income for this 

sample fell between $35,000 and $75,000, with a range of <$20,000 to ≥$100,000. Marital 
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status was coded into three groups: 1) married or living with someone (54.9%), 2) divorced/

widowed/separated (21.1%), and 3) never married (24.0%). Race/ethnicity was grouped into 

White/Caucasian, non-Hispanic (62.7%), Black/African American, non-Hispanic (14.6%), 

other non-Hispanic (7.7%), and Hispanic (15.1%). Respondents could endorse more than 

one race/ethnicity category.

Statistical Analyses

We first computed sample descriptive statistics, and compared primary study variables 

between men and women (RS coping, PTSD severity, PPTG). Statistical comparisons were 

conducted using chi-square tests for categorical variables and t-tests for continuous 

variables. We then computed a correlation matrix of our primary variables of interest. Next, 

we tested our study hypotheses using a series of regression analyses. We modeled PTSD 

symptom severity on combat exposure and RS coping, controlling for sociodemographic 

variables (Hypotheses 1 and 2). We then repeated this procedure, with PPTG as our outcome 

variable (Hypotheses 1 and 2). Finally, we regressed PTSD symptom severity (and then 

PPTG) on the interaction between combat exposure and RS coping, controlling for 

sociodemographic variables (Hypothesis 3). We tested gender interactions for all analyses, 

which were universally non-significant. As a result, we only present findings for the 

combined sample. All analyses were carried out using Stata version 13.1 (StataCorp, 2013).

Results

Descriptive statistics for sociodemographic variables and variables of interest are presented 

in Table 1. Bivariate associations among study variables are presented in Tables 2 and 3. The 

correlation between positive and negative RS coping was non-significant (r(624) = −.07, p = .

07), confirming our operationalization of two distinct constructs. PPTG and PTSD 

symptoms were significantly negatively correlated (r(620) = −.15, p < .001). Combat 

exposure was significantly positively associated with positive RS coping (F(2,523) = 9.81, p 
< .001) and PTSD symptoms (F(2,624) = 40.78, p < .001). Positive RS coping was associated 

with PPTG (r(619) = .29, p < .001), but not with PTSD symptoms (r(624) = .004, p = .92). 

Negative RS coping was negatively associated with PPTG (r(618) = −.15, p < .001), and 

positively associated with PTSD symptoms (r(623) = .40, p < .001).

We also compared study variables of interest (RS coping, combat exposure, PTSD 

symptoms, and PPTG) by gender. Women scored significantly higher on positive RS coping 

than did men (women: M(SD) = 2.72(.96); men: M(SD) = 2.38(.96); t(625) = −4.32, p < .

001). Negative RS coping did not vary by gender (women: M(SD) = 1.32(.60); men: M(SD) 

= 1.39(0.65); t(624) = 1.16; p = .67). Combat exposure group frequencies varied by sex 

(χ2(2) = 89.59, p < .001). Post-hoc comparisons demonstrated women were more likely than 

men to be in the low-exposure group (47.26% vs. 20.41%) and less likely to be in the high-

exposure group (12.66% vs. 47.45%). There was no gender difference in likelihood of 

inclusion in the moderate-exposure group (women: 40.08%; men: 32.14%). Women had a 

significantly lower mean for PTSD symptoms than did men (women: M(SD) = 

44.82(18.90); men: M(SD) = 48.45(18.28); t(626) = 2.38; p = .007). There was no gender 
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difference in PPTG (women: M(SD) = 2.85(.99); men: M(SD) = 2.74(1.01); t(621) = −1.27; p 
= .26).

Hypothesis 1: Main Effects of Combat Exposure

We first hypothesized that combat exposure would be positively associated with both PTSD 

symptoms and PPTG. Regression results are displayed in Table 4. In the fully-adjusted 

main-effects only model, combat exposure was significantly and positively associated with 

PTSD symptoms. Those with moderate combat exposure had higher PCL scores than did 

those with low combat exposure (β = 8.23, 95% CI = 5.15, 11.31; p < .001), as did those 

with high combat exposure (β = 14.68, 95% CI = 11.34, 18.03; p < .001). Only high combat 

exposure was significantly positively associated with PPTG, relative to low exposure (β = 

0.30, 95% CI = .09, .51; p = .004). Hypothesis 1 was therefore confirmed, with the 

qualification that only high, and not moderate, combat exposure was associated with 

elevated PPTG scores relative to low exposure. All gender interactions were non-significant.

Hypothesis 2: Main Effects of RS Coping

We hypothesized that higher positive RS coping would be associated with lower PTSD 

symptoms and higher PPTG; conversely, we hypothesized that negative RS coping would be 

associated with higher PTSD symptoms scores and lower PPTG. As shown in Table 4, 

positive RS coping was significantly and positively associated with PPTG (β = .29, 95% CI 
= 0.21, 0.38; p < .001), but was not related to PTSD symptoms (p = .37). Negative RS 

coping was positively associated with PTSD symptoms (β = 9.59, 95% CI = 7.54, 11.63; p 
< .001) and negatively associated with PPTG (β = −.23, 95% CI = −0.36, −0.11; p < .001). 

Therefore hypothesis 2 was supported, with the exception that positive RS coping was not 

associated with PTSD symptoms. No gender interaction was statistically significant.

Hypothesis 3: Moderation of RS Coping

We hypothesized significant interactions between combat exposure and RS coping, with the 

following directions for associations: 1) positive coping would weaken the association 

between combat exposure and PTSD symptoms, 2) positive coping would strengthen the 

association between combat exposure and PPTG, 3) negative coping would strengthen the 

association between combat exposure and PTSD symptoms, and 4) negative coping would 

weaken the association between combat exposure and PPTG. As shown in Table 4, we found 

only one significant interaction: positive coping x high combat exposure (relative to low) in 

association with PTSD symptoms (Figure 1). The direction of the association was opposite 

from our hypothesis: Those with high combat and high positive coping had the highest levels 

of PTSD symptoms. No gender interaction was statistically significant.

Discussion

This study advances our understanding of how religiousness and spirituality may function 

for veterans returning from the recent conflicts in Iraq, Afghanistan, and nearby regions. 

Although religiousness and spirituality have been shown to be important to the majority of 

military personnel, very little research has examined them in the context of their mental 

health. We built upon and expanded previous work demonstrating stress-buffering effects of 
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religiousness and spirituality on combat exposure- adjustment links (Hourani et al., 2012). 

Focusing on veterans after their return from combat theater, we examined how RS coping 

relates to adjustment once they leave a warzone environment and separate from the military.

Before testing the stress-buffering effects, we first examined relations of both combat 

exposure and RS coping with adjustment. As expected, we found that combat exposure was 

indeed related to PTSD symptoms and PPTG. The more combat exposure a veteran had, the 

more symptoms he or she reported currently experiencing. These results are consistent with 

a great deal of work demonstrating a fairly linear relationship between combat exposure and 

symptomatology (e.g., Britt, Adler, Bliese, & Moore, 2013). Regarding combat exposure 

and PPTG, relationships were more complex than we had hypothesized: Only high levels of 

combat exposure were related to more PPTG, relative to low levels of combat. Previous 

research has also demonstrated fairly linear effects of combat exposure on PPTG (e.g., 

Gallaway, Millikan, & Bell, 2011). Consistent with a linear trend, our results showed a 

difference between moderate and low combat exposure in the hypothesized direction, 

although the difference did not reach statistical significance (p = .13). This lack of findings 

for low levels of combat may be due a significant amount of trauma being necessary in order 

to perceive one has grown from that experience (Cho & Park, 2014).

Consistent with our expectations, positive RS coping was related to PPTG but, unexpectedly, 

was not associated with PTSD symptoms. Further, higher negative RS coping was related to 

more PTSD symptoms and lower PPTG, as we had expected. These results regarding 

relations between RS coping and adjustment were fairly consistent with previous research on 

RS coping, which often fails to find links between positive RS coping and adjustment (e.g., 

Hebert, Zdaniuk, Schulz, & Scheier, 2009). Specifically within veteran samples, studies have 

found that negative RS coping is associated with poorer posttraumatic adjustment (e.g., 

Berg, 2011) and that positive RS coping relates to PPTG but not PTSD symptomatology 

(e.g., Ogden et al., 2012).

Still, it is disappointing that we did not identify aspects of RS coping that might be related to 

lower PTSD symptomatology. Such lack of protective effects is consistent with other 

literature on more general coping that identifies coping that is not helpful but does not 

identify coping that is helpful (e.g., Tyler Boden et al., 2014; Rodrigues & Renshaw, 2010). 

That negative RS coping was negatively related to PPTG is consistent with our expectations 

and the previous study of veterans that examined this issue (Ogden et al., 2012).

PPTG and PTSD symptoms were inversely related, suggesting that PPTG may indeed reflect 

a positive aspect of adjustment in our sample. Much previous research has found positive 

relationships between PTSD symptoms and PPTG among veterans (e.g., Pietrzak et al., 

2010), but other studies found results similar to those of the present study, in which PPTG 

was related to better levels of mental health indices (e.g., Gallaway, Millikan, & Bell, 2011). 

These inconsistent findings suggest that PPTG may sometimes reflect distress and efforts to 

cope, while at other times, may reflect better functioning (Park & Helgeson, 2006). That 

negative RS coping was associated with lower PPTG is also supportive of this interpretation, 

perhaps reflecting underlying processes of poorer adjustment.
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Our third set of hypotheses expected RS coping to moderate combat-PTSD/PPTG 

relationships. Contrary to our expectations, three of the four analyses did not demonstrate 

stress-buffering, and the one that did was in the direction opposite our hypothesis: Positive 

RS coping was related to higher levels of PTSD symptoms among those who had more 

combat exposure. This finding is consistent with the notion that positive RS coping may 

have not only been ineffective in alleviating symptoms of PTSD but may actually have 

strengthened the influence of high combat exposure. However, given the cross-sectional 

nature of our study, this finding may also reflect those with greater psychiatric distress 

turning to religiousness and spirituality for relief. As noted earlier, findings regarding the 

effects of positive RS coping are spotty and inconsistent (e.g., Thune-Boyle et al., 2006; 

Pargament, Koenig, & Perez, 2000), although, similar to our study, Mota and colleagues 

(Mota et al., 2013) found positive associations between spirituality and psychiatric outcomes 

in a sample of veterans. However, very little research has examined RS coping as a 

moderator of levels of traumatic exposure; thus, our findings are provocative but will require 

much additional research to replicate and understand.

Our finding that women reported greater positive RS coping compared to men is consistent 

with other military samples (McLaughlin et al., 2010). There were no gender differences in 

negative RS coping or in associations between negative RS coping and PTSD symptoms, 

suggesting interventions targeted at negative RS coping may benefit both male and female 

veterans. Only one gender difference emerged in associations between RS coping and 

trauma outcomes. Among those with moderate combat exposure, positive RS coping was 

more strongly related to greater PPTG for women compared to men. Therefore, although 

women did not score higher than men on PPTG, spirituality may play a more salient role in 

perceptions of growth for women compared to men.

Limitations of our study must be noted. The cross-sectional nature of the study design does 

not allow for teasing out causality or even directionality among the variables. For example, 

while it is plausible that combat exposure is reported accurately, it is possible that current 

PTSD symptoms may influence those recollections. It is also possible that combat exposure 

or PTSD symptoms influenced subsequent levels of RS coping as well as RS coping 

influencing PTSD. Therefore, it is quite likely that the relationship of negative RS coping 

and PTSD is bidirectional as well—individuals experiencing high levels of distress may 

draw more heavily on negative RS coping as well as the use of more RS coping leading to 

more distress. Such questions always arise with cross-sectional designs; at best, these data 

can provide only suggestive possibilities rather than convincing causal chains of explanation. 

Further, we did not assess RS coping specifically with military or combat stressors, but 

rather as a general coping style. Thus, we do not know if participants were using RS coping 

specifically to deal with their military stressors or their PTSD symptoms. Given that PPTG 

was self-reported, we could only measure perceived, rather than actual, growth. 

Additionally, using the short form for measuring positive and negative RS coping limits the 

number of specific RS coping methods that were assessed; however, empirical support for 

the short form still demonstrates good internal consistency, construct validity, predictive 

validity, and incremental validity (Pargament, Feuille, & Burdzy, 2011).
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Because our RS coping items included a response of not believing in God, we were unable 

to include individuals who answered the items in this way in analyses of RS coping. This 

exclusion is unfortunate because studies often find that individuals report not believing in 

God yet report a fair amount of religious coping (Exline & Rose, 2013). In fact, individuals 

who are engaging in a great deal of negative RS coping may be more likely to endorse a lack 

of belief in God (Exline & Rose, 2013). Future research is needed to understand the 

associations between RS coping and psychological adjustment in veterans who identify as 

not believing in God.

In spite of these limitations, our findings clearly illustrate the need to attend to veterans’ RS 

issues to better understand their post-deployment adjustment. Future research should be 

designed to be longitudinal and, ideally, prospective. It would be useful to know more about 

the specific coping efforts of the veterans, including the events to which they refer 

describing their coping, and to incorporate non-RS coping along with RS coping into studies 

to understand their interplay.

Our findings also support the notion that addressing spiritual issues could play an important 

role in mental health treatment for veteran populations (Fontana & Rosenheck, 2004). 

Several recent intervention efforts highlight these possibilities. For example, Harris and 

colleagues (Harris et al., 2011) have developed a trauma-focused, spiritually-integrated 

intervention and demonstrated promising initial findings for helping veterans alleviate 

negative religious coping and resolve spiritual struggles. Taking another approach, Bormann 

and colleagues (Bormann, Thorp, Wetherell, Golshan, & Lang, 2013) demonstrated that 

mantram meditation reduced PTSD symptoms among veterans, and that the improvements 

were mediated by increasing spiritual well-being (Bormann, Liu, Thorp, & Lang, 2012). 

Given the strong and urgent need for alternative effective treatments for returning veterans’ 

mental health issues (e.g., Kroesen, Baldwin, Brooks, & Bell, 2002; Smeeding, Bradshaw, 

Humpfer, Trevithick, & Stoddard, 2010), RS avenues are promising. Before such approaches 

can be wholeheartedly embraced, much future research on the roles of various RS aspects 

and mental health should be vigorously pursued.
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Figure 1. 
Interaction between combat exposure and religious/spiritual positive coping, in association 

with PCL score (PTSD symptom severity). PCL = PTSD Checklist, RS = Religious/

spiritual. The slope for positive coping was significant and positive among those with high 

combat exposure scores (β = 2.34, 95% CI = 0.08, 4.59; p < .05). The slope for positive 

coping was non-significant for those with low and moderate combat exposure.

Park et al. Page 14

Psycholog Relig Spiritual. Author manuscript; available in PMC 2018 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Park et al. Page 15

Table 1

Sample characteristics (n = 730)

Range Mean (SD)
or n (%)

Age 21.97 to 65.73 35.72 (8.86)

Gender ---

    Male 392 (62.22)

    Female 238 (37.78)

Education a 1 to 8 5.18 (1.27)

Household income b 1 to 6 3.31 (1.57)

Marital status ---

    Married or living with someone 346 (54.92)

    Never married 151 (23.97)

    Divorced/widowed/separated 133 (21.11)

Race/ethnicity ---

    White/Caucasian, non-Hispanic 391 (62.66)

    Black/African American, non-Hispanic 91 (14.58)

    Other, non-Hispanic 48 (7.69)

    Hispanic 94 (15.06)

RS coping: Positive 1 to 4 2.51 (0.97)

RS coping: Negative 1 to 4 1.36 (0.63)

Combat exposure ---

    Low 192 (30.52)

    Moderate 221 (35.14)

    High 216 (34.34)

PCL score (PTSD symptoms) 17 to 85 47.07 (18.59)

Perceived posttraumatic growth 0 to 5 2.78 (1.00)

Note: RS = Religious/spiritual, PCL = PTSD Checklist

a
A mean education score of 5.17 is between the categories ‘Some college’ and ‘College graduate’

b
A mean household income score of 3.31 is between the categories ‘$35,000 to $50,000’ and ‘$50,000 to $75,000.’
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Table 2

Correlation matrix for RS Coping, PTSD symptoms and perceived post-traumatic growth

1. 2. 3. 4.

1. RS coping:
Positive

--- .29*** .004

2. RS coping:
Negative

--- --- −.15*** .40***

3. Perceived
posttraumatic growth

--- --- --- −.15***

4. PCL score --- --- --- ---

Note: RS = Religious/spiritual, PCL = PTSD checklist. Pairwise correlations for continuous variables (1–4) were calculated using Pearson 
correlations.

*
p < .05,

**
p < .01,

***
p < .001.
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Table 3

Means for key study variables by combat exposure level

RS coping:
Positive***

RS coping:
Negative*

Perceived
posttraumatic

growth

PCL score***

Low 2.66 (0.93) 1.30 (0.55) 2.74 (1.10) 38.71 (17.40)

Moderate 2.61 (0.98) 1.32 (0.57) 2.78 (0.95) 47.36 (17.47)

High 2.28 (0.97) 1.46 (0.74) 2.81 (0.97) 54.41 (17.59)

Note: RS = Religious/spiritual, PCL = PTSD checklist. Significance of mean differences in variables 1–4 between combat exposure categories were 
calculated using ANOVA.

*
p < .05,

**
p < .01,

***
p < .001.
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Table 4

Linear regression estimates

PCL score (PTSD symptoms) Perceived posttraumatic growth

Main effects only
B (95% CI)

Model with RS coping
X Combat interactions

B (95% CI)

Main effects only
B (95% CI)

Model with RS
coping X Combat

interactions
B (95% CI)

Intercept 22.65 (14.15, 31.14)** 21.49 (9.75, 33.23)** 2.00 (1.48, 2.52)*** 2.03 (1.32, 2.75)***

Combat exposure

    Low Ref. Ref. Ref. Ref.

    Moderate 8.23 (5.15, 11.31)*** 10.73 (−1.20, 22.67) 0.08 (−0.11, 0.27) 0.33 (−0.40, 1.06)

    High 14.68 (11.34, 18.03)*** 11.45 (−0.15, 23.04) 0.30 (0.09, 0.51)** −0.07 (−0.78, 0.64)

RS coping: Positive 0.62 (−0.75, 1.99) −0.93 (−3.37, 1.51) 0.29 (0.21, 0.38)*** 0.29 (0.14, 0.44)***

RS coping: Negative 9.59 (7.54, 11.63)*** 12.83 (8.47, 17.19)*** −0.23 (−0.36, −0.11)*** −0.26 (−0.52, 0.01)

RS coping: Positive X … --- ---

    Low combat exposure Ref. Ref.

    Moderate combat exposure 1.26 (−1.99, 4.51) −0.16 (0.36, 0.04)

    High combat exposure 3.27 (0.003, 6.54)* 0.17 (−0.03, 0.37)

RS coping: Negative X … --- ---

    Low combat exposure Ref. Ref.

    Moderate combat exposure −4.52 (−10.16, 1.12) 0.13 (−0.22, 0.47)

    High combat exposure −3.70 (−8.88, 1.48) −0.01 (−0.32, 0.31)

Age 0.32 (0.16, 0.49)*** 0.31 (0.14, 0.48)*** 0.003 (−0.008, 0.013) 0.002 (−0.01, 0.01)

Gender

    Male Ref. Ref. Ref. Ref.

    Female 1.51 (−1.32, 4.33) 1.47 (−1.35, 4.29) 0.06 (−0.11, 0.23) 0.06 (−0.11, 0.24)

Education a −1.45 (−2.56, −0.34)* −1.40 (−2.51, −0.29)* 0.01 (−0.06, 0.07) 0.01 (−0.06, 0.07)

Household income b −1.36 (−2.38, −0.35)** −1.33 (−2.35, −0.31)* 0.002 (−0.06, 0.06) −0.01 (−0.07, 0.06)

Marital status

    Married or living with

     someone Ref. Ref. Ref. Ref.

    Never married −1.52 (−4.86, 1.82) −1.87 (−5.21, 1.48) 0.16 (−0.05, 0.36) 0.14 (−0.06, 0.35)

    Divorced/widowed/separated 2.42 (−0.97, 5.81) 2.49 (−0.91, 5.89) −0.14 (−0.35, 0.07) −0.15 (−0.39, 0.06)

Race/ethnicity

    White/Caucasian, non-

      Hispanic Ref. Ref. Ref. Ref.

Black/African American,

     non-Hispanic 5.18 (1.34, 9.01)** 5.39 (1.55, 9.23)** 0.10 (−0.13, 0.34) 0.12 (−0.12, 0.35)

Other, non-Hispanic 1.51 (−3.29, 6.31) 1.42 (−3.39, 6.23) 0.32 (0.02, 0.61)* 0.32 (0.03, 0.61)*

Hispanic 4.99 (1.40, 8.58)** 4.64 (1.04, 8.24)* 0.18 (−0.04, 0.39) 0.14 (−0.08, 0.36)

Note: RS = Religious/spiritual, PCL = PTSD Checklist, Ref. = reference group

a
A mean education score of 5.17 is between the categories ‘Some college’ and ‘College graduate’
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b
A mean household income score of 3.31 is between the categories ‘$35,000 to $50,000’ and ‘$50,000 to $75,000.’
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