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Purpose: This study used longitudinal data to examine the inﬂuence of the religiosity of pre-adolescents
with psychiatric problems on the course of mental health during adolescence.
Methods: In the TRAILS clinical cohort of 543 pre-adolescents (10–12 years), mental health problems
were assessed using self-report at baseline, T2 (12–14 years), T3 (14–17 years), and T4 (17–21 years).
The Youth Self Report (YSR) was used at baseline, T2, and T3, and the Adult Self Report (ASR) was used at
T4. Religiosity was assessed at baseline using self-report and information from mothers and fathers,
resulting in three categorical religiosity variables and six SOCON (Social Cultural Developments
Questionnaire) religiosity scales that assess religiosity in greater detail. Repeated measure ANOVA
analyses were performed for each independent religiosity variable with internalizing and externalizing
problem behavior as dependent variables, gender as a factor and time (T1, T2, T3 and T4) as within factor.
Results were adjusted for marital status of parents and socioeconomic status and corrected for multiple
testing.
Results: There were main effects of the self-report SOCON scale ‘‘Humanistic beliefs’’ and gender and
gender ‘‘by Humanistic beliefs’’ interaction effect on internalizing problems. Follow-up tests revealed
that among females ‘‘high’’ scores on ‘‘Humanistic beliefs’’ were associated with increased internalizing
problems.
Conclusions: There were hardly any associations between religiosity and mental health in a clinical
cohort of pre-adolescents up to adolescence. The exception being that among females strong humanistic
beliefs were associated with internalizing problems. Implications of these ﬁndings are discussed.
C 2017 Published by Elsevier Masson SAS.
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1. Introduction
The transition from pre-adolescence to young adulthood is a
crucial period in a person’s life and has a major inﬂuence on future
health and well-being [1]. The TRacking Adolescents’ Individual
Lives Survey (TRAILS), a large prospective cohort study, was
designed to chart the development of mental health problems as
Abbreviations: TRAILS, TRAcking Adolescents’ Individual Lives Survey; YSR, Youth
Self Report; ASR, Adult Self Report.
* Corresponding author. Dr. Eeftinckschattenkerkweg 1, 8025 BW Zwolle,
Postbus 40244, 8004 DE, Zwolle, The Netherlands. Fax: +31 6 38 4561111.
E-mail address: w.vanderjagt@karakter.com (W. van der Jagt-Jelsma).
http://dx.doi.org/10.1016/j.eurpsy.2017.05.031
0924-9338/ C 2017 Published by Elsevier Masson SAS.

youngsters pass from pre-adolescence to young adulthood and to
examine risk and resilience factors [2]. Religiosity1 is recognized as
one of the many factors that may inﬂuence a person’s mental health
[1,3]. In the transition from pre-adolescence to young adulthood,
religiosity can be conceptualized as a way of giving meaning to life
and of coping with the environment [4]. In healthy religious
development, the proportion of internalized religious beliefs
increases along with the development of an authentic personality,
with the subsequent integration of religion1 in the person’s life and
vice versa [5,6]. However, relatively few longitudinal studies have

1

The terms ‘‘religion’’ and ‘‘religiosity’’ are used interchangeably.
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investigated the relationship between religiosity and mental health
in the period from pre-adolescence to young adulthood [7,8]. Research on religiosity is complicated by the existence of various
dimensions of religiosity and different deﬁnitions of religiosity [3].
Most studies (72%) from the past 30 years (which are mostly
Northern-American studies) found religious involvement to be
modestly associated with better mental health and fewer mental
disorders and with better physical health and longer survival [9–
11], with a mean correlation of 0.10 across all conditions
[12]. These studies further suggest that the correlation between
religiosity and mental health becomes stronger when religiosity is
measured using so-called proximal domains, which measure
internalized religiosity (about meaning, support and coping)
[12], rather than with the so-called distal domains, which are
characterized by behavioral measurements only (such as afﬁliation
and frequency of attendance at services) [11].
In this study, we investigated possible inﬂuences of religiosity
assessed by pre-adolescents and their parent(s) on the course of
mental health over adolescence.
Religiosity may inﬂuence the mental health of the preadolescent. Most cross-sectional studies report positive associations between religiosity and mental health (American [13–16], UK
[17], Dutch [18]), associations that are generally stronger for older
adolescents than for younger adolescents [14]. The two crosssectional TRAILS studies of religiosity and mental health in 10- to
12-year-olds did not show religiosity of the pre-adolescent
(reported by mother in the ﬁrst study, self-report in the second
study) to be associated with mental health [19,20]. In trying to
understand the lack of an association between pre-adolescents and
mental health in this study, two possible reasons are given. First,
when pre-adolescents become young adults, they tend to be
critical of their parents’ religious standards. This process of
internalizing religious beliefs can be accompanied by a constructive phase of doubt or quest for certainty, which is termed the
quest phase [21,22] and which can temporarily increase anxiety
and conﬂict [23]. Second, as a consequence of living in an
increasingly secularized society, being religious in a non-religious
environment could result in distress, for example for being bullied
[20]. Increased anxiety may possibly have temporarily neutralized
the positive effect of religiosity [20]. Other studies have failed to
detect an association between religiosity and mental health in
adolescence [13–17], and the ﬁndings of studies reporting a
positive association [9–12] may not be robust. Also, as boys show a
slower moral maturation than girls, gender differences are
reported in relation to religiosity and mental health problems [24].
The longitudinal data from TRAILS, covering the period from
pre-adolescence to young adulthood, can be used to investigate the
relationship between religiosity and mental health in this phase.
Parental religiosity can also inﬂuence the mental health of the
pre-adolescent [19,20,25,26]. The TRAILS study found maternal
religiosity to inﬂuence the mental health of her child in the general
population cohort. Moreover, if there was parental disagreement
about religion, passive religiosity of mother was associated with
increased internalizing problem behavior in the pre-adolescent
child [19]. In the clinical cohort of TRAILS, pre-adolescents of
actively religious mothers had signiﬁcant higher levels of
internalizing problem behavior than pre-adolescents of nonreligious mothers [20]. Another study showed that a greater
participation of mothers in religious services was associated with
better well-being and more social support from friends in preadolescents relative to the children of mothers with a lower level of
participation in religious services [25]. Two other studies found
parental religiosity to be linked to fewer externalizing and
internalizing problems in children via transmission of religious
beliefs to children, an effect which is stronger if the parents are
actively religious and agree about religion [26–28]. Taking these

ﬁndings together, it can be expected that the religiosity of fathers
and mothers inﬂuences the mental health of their pre-adolescent
children as they develop into young adults.
This study used longitudinal TRAILS data to determine whether
the religiosity of pre-adolescents, the religiosity of mothers and the
religiosity of fathers predict mental health problems during the
transition from pre-adolescence to late adolescence and young
adulthood.
2. Methods
2.1. Study design
This study used data from an outpatient longitudinal clinicreferred cohort (further: clinical cohort) of Dutch adolescents,
called TRacking Adolescents’ Individual Lives Survey (TRAILS), with
four assessments. The key objective of TRAILS is to chart and
explain the development of, and risk factors for, mental health
problems as children progress from pre-adolescence to young
adulthood. Since the clinical cohort consists of pre-adolescents
who had been referred to an outpatient clinic for child and
adolescent psychiatry, the cohort can be considered at increased
risk of mental health problems during pre-adolescence, adolescence, and young adulthood.
2.2. Data collection
The target sample was selected using the registers of the
outpatient clinic of Accare, University and General Center for Child
and Adolescent Psychiatry North-Netherlands, location Groningen.
The TRAILS protocol was approved by the national ethics
committee. Informed consent was obtained from all parents after
the nature of the study had been fully explained to them. Exclusion
criteria were mental retardation, serious physical illness or
handicap, and no Dutch-speaking parent or parent surrogate
available and it was not feasible to perform assessments in the
parent’s language. Responders and non-responders had a similar
performance on psychopathology subscales and language scales
[29]. Of the 543 enrolled cases, two were excluded because
information about age was missing. Fig. 1 shows the ﬂowchart for
response and non-response over the four assessments. At baseline,
non-participants were more likely to be boys, to come from a lower
socioeconomic status (SES) background, and to have a relatively
poor school performance. Since poor school performance has been
related to more psychopathology [30] and less religiosity [31], the
present study sample might underrepresent children with
psychopathology and parents and children who are religious.
2.3. Measuring religiosity
We assessed religiosity with variables used in previous research
(called: religiosity variables) [32,33], and with variables from the
Social Cultural Developments questionnaire (SOCON), which has
more in depth questions about religiosity, resulting in three religious
scales (called: SOCON religiosity). The religiosity variables can be
considered as more so-called distal measures of religiosity (such as
afﬁliation and frequency of attendance at services) [16], whereas
SOCON religiosity uses more proximal measures (about religious
meaning, support, and coping) [12]. In this study, the word ‘‘church’’
is used to describe a place of worship, because the majority (60,4%) of
the religious responders deﬁned themselves as Christian.
2.4. Religiosity variables
In TRAILS, one of the parents (mostly mother: 86%, further
indicated as mother) was asked three descriptive questions about
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sociological subjects such as labor, education, politics, and
religiosity. SOCON has a good reliability and validity [32,33]. It
has 36 questions on religiosity for adults and nine questions were
speciﬁcally designed for and asked to pre-adolescents. In TRAILS,
mothers completed the questions for herself and her partner, and
the pre-adolescents completed the SOCON questions by selfreport. The questions covered ‘‘Christian religiosity’’, ‘‘Humanistic
beliefs’’, and ‘‘Denial higher power’’ (Table 1), with several
statements (items) scored from ‘‘entirely convinced’’ to ‘‘not
convinced at all’’. Pre-adolescents answered a selection of the
items for adults. Items of the scale ‘‘Christian religiosity’’ were for
example ‘‘For me, life only has meaning because of the existence of
a God’’ or ‘‘If you believe in God you can bear a lot of pain during
illness’’. Items of the scale ‘‘Humanistic beliefs’’ were for example
‘‘Good and evil in the world are entirely the work of man’’, ‘‘Life is
merely an evolutionary process’’, ‘‘For me, God is nothing else than
a valuable human’’ and ‘‘God is not in heaven, but in the hearts of
people’’. The scale ‘‘Denial higher power’’ contained items such as
‘‘Death is the deﬁnite end of everything’’ and ‘‘Sorrow that people
experience has no purpose at all’’. Higher scores on the scale
‘‘Christian religiosity’’ mean higher religiosity, higher scores on
‘‘Humanistic beliefs’’ mean more humanistic thoughts and less
religiosity, and higher scores on ‘‘Denial higher power’’ mean
greater denial of a higher power (for example denial of God) and
also less religiosity [32,33].

Clinical Cohort T1
(baseline)
Enrolled 1264
n = 543
43.0%
.

Respondent T2
n = 462
85.1%
n = 388
71.5%

Respondent T3
= 419
77.2%

n =74
13.6%

n =31
5.7%

Non-Respondent
T2
n = 81
14.9%
n = 50
9.2%

Non-Respondent
T3
n = 124
22.8%

n = 37
6.8%

n = 382
71,5%

n = 84
15%

n = 40
7.4%

Respondent T4
n = 422
77.7%
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Non-Respondent
T4
n = 121
22.3%

2.6. Child mental health

Fig. 1. Response and attrition of the TRAILS clinical cohort T1 (baseline)–T4.

religion for herself, her partner and for her TRAILS son or daughter:
about being a religious person, being afﬁliated with a church or
denomination, and about the frequency of church attendance. On
the basis of this information, four three-item variables (no
religiosity, passive religiosity, and active religiosity) were constructed: religiosity of the child, religiosity of the mother, and
religiosity of the father (however, this was based on information
from the mother, not self-report) [20]. Data were missing for some
variables: religiosity of the mother (n = 2), religiosity of the father
(n = 94) and religiosity of the pre-adolescent (n = 90). Sensitivity
analyses were performed, with missing values for pre-adolescent
religiosity, religiosity father and religiosity mother, being replaced
with active religious and non-religious scores. Analyses with these
values did not change the direction of the results.
2.5. SOCON
The SOCON questionnaire is a Dutch sociological questionnaire
that has been used in national and international research
[32,33]. SOCON consists of structured questions about different

The Youth Self Report (ages 11–18 years) (YSR) of the
Achenbach System of Empirically Based Assessment (ASEBA)
was used for the ﬁrst three assessments [34]. This questionnaire
contains 112 items regarding behavioral and emotional problems
in the last six months, which are scored 0 (not true), 1 (somewhat
or sometimes true), or 2 (very true or often true). Five syndrome
scales
(anxious/depressed,
withdrawn/depressed,
somatic
complaints, aggressive behavior, and delinquent behavior) and
the broadband scales internalizing and externalizing problem
behavior can be computed [35,36]. Because by the time of the
fourth assessment participants are eighteen years or older, the
‘‘Adult Self-Report’’ (ASR) was used, with identical syndrome
scales, using the 102 items relevant for these syndrome scales [37].
2.7. Descriptives
The internal consistency of all SOCON scales was satisfactory
(for the mothers Cronbach’s alpha [a] > 0.75, for pre-adolescents
a > 0.79) [3]. All SOCON scales (for the mothers and for preadolescents) correlated signiﬁcantly with each other (Pearson’s
correlation coefﬁcients (r) > 0.26, P-values (ps) < 0.011), except
for the SOCON variable ‘‘Humanistic beliefs’’ of the pre-adolescent,
which was not signiﬁcantly correlated with the three SOCON scales

Table 1
Correlations between SOCON scales.

Pre-adolescent
Christian religiosity (CRc)
Humanistic beliefs (HBc)
Denial higher power (DHPc)
Parent
Christian religiosity (CRp)
Humanistic beliefs (HBp)
Denial higher power (DHPp)

r: Pearson’s correlation coefﬁcients.
*
**

P < 0.05.
P < 0.005.

CRc

HBc

r = 0.26**
r = 0.54**

r = 0.16*

r = 0.67**
r = 0.50**
r = 0.47**

r = 0.04
r = 0.06
r = 0.09

DHPc

CRp

HBp

r = 0.60**
r = 0.52**
r = 0.40**

r = 0.66**
r = 0.55**

r = 0.49**
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Table 2
Descriptives of independent variables at baseline.

Gender
Boys
Girls
SES
Low SES
Middle SES
High SES
Divorce of parents
Yes
No
Religiosity pre-adolescent
No religiosity
Passive religiosity
Active religiosity
Missing
Religiosity mother
No religiosity
Passive religiosity
Active religiosity
Missing
Religiosity father
No religiosity
Passive religiosity
Active religiosity
Missing

SOCON scales pre-adolescent
Christian religiosity
Humanistic beliefs
Denial higher power
SOCON scales mother
Christian religiosity
Humanistic beliefs
Denial higher power

2.8. Data analysis

n

(%)

358
185

65.9
34.1

134
272
135

24.8
50.3
25.0

140
401

25.9
74.1

225
170
58
94

41.1
31.1
10.6
17.2

287
112
142
6

52.4
20.5
26.0
1.1

273
72
109
93

49.9
13.2
19.9
17.0

Mean

± SD

2.87
2.53
2.65

± 1.29
± 1.14
± 1.11

2.56
2.74
2.25

± 1.09
± 0.77
± 0.68

SD: standard deviation.

of the mother (r < 0.06, ps > 0.354) (Table 1). Using ANOVA
analyses, the categorical religiosity variables of pre-adolescent and
father did not show a signiﬁcant association with any SOCON
variable (ps > 0.082). The categorical religiosity variable of mother
showed signiﬁcance in association with the SOCON scales from
pre-adolescents and parents concerning ‘‘Christian religiosity’’ and
‘‘Denial Higher Power’’ (ps < 0.034), but not with SOCON scale
‘‘Humanistic beliefs’’ (P = 0.119). Further, all religiosity variables
were signiﬁcantly associated with each other (ps < 0.001).
Covariates marital status (i.e. divorce yes/no) and SES were added
in analyses, while gender was added as a factor. SES was measured
as the average of income level, educational level of both the father
and the mother, and occupational level of each parent, using the
International Standard Classiﬁcation of Occupations. The lowest
25% of scores were considered as ‘‘low SES’’, the highest 25% as
‘‘high SES’’, and everything in between was labeled as ‘‘middle
SES’’. The internal consistency of these variables was satisfactory
(a = 0.84) [38].

In the TRAILS clinical cohort of 543 pre-adolescents (10–12
years), mental health problems were assessed using self-report at
baseline, T2 (12–14 years), T3 (14–17 years), and T4 (17–21 years).
Descriptive statistics were calculated in terms of frequency (and
percent distribution) for categorical variables and mean (and
standard deviation [± SD]). The YSR was used at baseline, T2, and
T3, and the ASR was used at T4. Religiosity was assessed at baseline
by self-report by pre-adolescents and their mothers, using the
religiosity variables and the SOCONs Questionnaire, which goes
into greater detail about religiosity. Each SOCON scale was
categorized into ‘‘low’’, ‘‘medium’’ and ‘‘high’’ scores, to be used
in the repeated measure ANOVA analyses. Repeated measure
ANOVA analyses were performed with respectively internalizing
and externalizing problem behavior as dependent variables, time
(T1, T2, T3 and T4) as within factor, while the three religiosity
variables and the six SOCON scales were added as independent
factor for every analysis. Planned pairwise comparisons were
performed to discover signiﬁcances between the different categories of each religiosity variable. Signiﬁcance of pairwise comparisons is indicated with ‘‘*’’ and is described in the text. To correct
for the number of statistical tests (we run ten statistical models, six
with the categorical religiosity variables and four with the SOCON
variables), the Bonferroni method was used, resulting in an alpha
set at 0.005, balancing between not being too strict and on the
other hand taking the risk of a type II error seriously.

3. Results
3.1. Study population
Descriptives of the independent variables are given in Table 2. As
shown in Table 3, the mean item value on internalizing problem
behavior was 0.40 ± 0.24 at baseline and at slightly lower at T2
(0.38 ± 0.25), T3 (0.33 ± 0.25) and T4 (0.35 ± 0.29). The mean item
value on externalizing problem behavior was 0.32 ± 0.22 at baseline
and increased slightly at T 2 and T3. At T4, mean item value on
externalizing problem behavior as lower than baseline (0.30 ± 0.24).
3.2. Internalizing problem behavior
In the analysis of the three models with categorical religiosity
variables religiosity mother (Table 4), religiosity father and religiosity
child, there were no main religiosity or religiosity by time interaction
effect on internalizing problem behavior (ps > 0.181). Gender was
signiﬁcant as a factor (ps < 0.001), but not in connection with one of
the categorical variables (ps > 0.062). Neither the covariates nor the
pairwise comparisons showed any signiﬁcance.
Concerning the model with SOCON scales based on preadolescents’ self-report, signiﬁcance was reached in main analysis
concerning the second SOCON scale, ‘‘Humanistic beliefs’’, and
internalizing problem behavior (F(2,91) = 5.643, P = 0.005), but not
at the ﬁrst and third SOCON scale. The overall gender effect just

Table 3
Descriptives dependent continuous variables at baseline, T2, T3 and T4.
Baselinea

Internalizing problem behavior
Externalizing problem behavior
SD: standard deviation.
a
YSR.
b
ASR.

T2a

T3a

T4b

Mean

± SD

Mean

± SD

Mean

± SD

Mean

± SD

0.40
0.32

± 0.24
± 0.22

0.38
0.33

± 0.25
± 0.21

0.33
0.37

± 0.25
± 0.23

0.35
0.30

± 0.29
± 0.24

W. van der Jagt-Jelsma et al. / European Psychiatry 45 (2017) 65–71

69

Table 4
Repeated measure in ANOVA, dependent is problem behavior over time, with the religiosity variables as predictors at T1.
Internalizing problem behavior

Predictor

Externalizing problem behavior

Religiosity

Variable

F

df

Error df

P-value

F

df

Error df

P-value

Mother

(Intercept)
Religiosity mother
Gender
Gender*religiosity mother
Time
Time*religiosity mother
(Intercept)
Religiosity father
Gender
Gender*religiosity father
Time
Time*religiosity father
(Intercept)
Religiosity pre-adolescent
Gender
Gender*religiosity pre-adolescent
Time
Time*religiosity pre-adolescent
(Intercept)
Sc1
Sc2
Sc3
Gender
Gender*Sc1
Gender*Sc2
Gender*Sc3
Time
Time*Sc1
Time*Sc2
Time*Sc3
Sc2 females
Time females
Time*Sc2 females
Sc2 males
(Intercept)
Sp1
Sp2
Sp3
Gender
Gender*Sp1
Gender*Sp2
Gender*Sp3
Sp2 females
Sp2 males

126.225
1.620
28.407
0.141
0.865
0.552
108.686
1.719
19.869
1.014
1.206
2.284
125.797
1.492
32.182
2.814
1.083
2.083
42.682
1.304
5.643
3.279
7.431
1.827
5.961
1.270
5.561
2.054
2.260
0.918
8.873
1.782
1.731
0.033
60.130
1.546
1.087
0.380
12.178
1.378
5.358
0.552
2.764
2.400

1
2
1
1
3
6
1
2
1
2
3
6
1
2
2
2
3
6
1
2
2
2
1
2
2
2
3
6
6
6
2
3
6
2
1
2
2
2
1
2
2
2
2
2

289
289
289
289
867
867
289
289
289
289
867
867
289
289
289
289
867
867
91
91
91
91
91
91
91
91
273
273
273
273
22
66
66
67
228
228
228
228
228
228
228
228
72
154

< 0.001
0.200
<0.001
0.869
0.459
0.769
< 0.001
0.181
< 0.001
0.364
0.306
0.034
< 0.001
0.227
< 0.001
0.062
0.355
0.053
< 0.001
0.276
0.005
0.042
0.008
0.167
0.004
0.286
0.001
0.059
0.038
0.482
0.001
0.159
0.128
0.967
< 0.001
0.215
0.339
0.684
0.001
0.254
0.005
0.576
0.070
0.094

105.439
1.192
0.015
0.454
1.161
2.874
103.424
0.574
0.887
0.996
1.433
2.418
106.454
1.633
0.063
0.893
1.213
1.639
41.998
0.600
2.488
2.524
0.114
0.094
0.808
0.633
1.540
0.990
1.591
1.288

1
2
1
2
3
6
1
2
1
2
3
6
1
2
2
2
3
6
1
2
2
2
1
2
2
2
3
6
6
6

293
293
293
293
879
879
293
293
293
293
879
879
293
293
293
293
879
879
93
93
93
93
93
93
93
93
279
279
279
279

< 0.001
0.305
0.902
0.636
0.324
0.009
< 0.001
0.564
0.347
0.371
0.232
0.025
< 0.001
0.197
0.803
0.410
0.304
0.133
< 0.001
0.551
0.089
0.086
0.735
0.911
0.449
0.533
0.204
0.433
0.150
0.263

70.888
1.808
0.405
0.174
0.821
0.558
0.480
0.741

1
2
2
2
1
2
2
2

230
230
230
230
230
230
230
230

< 0.001
0.166
0.668
0.841
0.366
0.573
0.619
0.478

Father

Pre-adolescent

SOCON pre-adolescent
Step 1

Step 2

SOCON parent
Step 1

Step 2

missed signiﬁcance at the corrected P-value of 0.005
(F(2,91) = 3.279, P = 0.008). Further, there was a gender by
‘‘Humanistic beliefs’’ interaction effect on internalizing problem
behavior. (F(2,91) = 5.961, P = 0.004). Follow-up tests showed a
main effect on ‘‘high’’ scores associated with internalizing problem
behavior, compared to ‘‘medium’’ (mean item difference 0.165,
P = 0.008) and ‘‘low’’ scores (mean item difference 0.293, P = 0.004)
on the SOCON scale ‘‘Humanistic beliefs’’, with higher scores on
internalizing problem behavior in case of a ‘‘high’’. Higher scores
mean more humanistic beliefs, measured by two statements that
were answered by pre-adolescents, namely: ‘‘To me God is nothing
else than the valuable in the human being’’ and ‘‘God is not up
there somewhere, but only in the hearts of people’’ [2]. Further, no
statistically signiﬁcant two-way interaction between the SOCON
scales from pre-adolescents and time was found. The covariates
divorce of parents and SES were not signiﬁcant. Analyzing
separately for females and males revealed signiﬁcance for females,
but not for males (resp. F(2,22) = 8.873, P = 0.001 and
F(2,67) = 0.033, P = 0.967). In females, pairwise comparisons were
signiﬁcant, with higher internalizing problem behavior in case of
high scores on the second SOCON scale, compared to respectively
medium and low scores (mean item differences respectively
0.293 and 0.323, P = 0.004 and P = 0.005).

Concerning the model with SOCON scales from mothers, there
was no signiﬁcance in main analyses concerning the three SOCON
scales. Gender was signiﬁcant (F(1,288) = 12.178, P = 0.001), and
showed in interaction with the SOCON scales signiﬁcance on the
second SOCON scale (F(2,228) = 5.358, P = 0.005). Further, no
statistically signiﬁcant two-way interaction between the SOCON
scales from mothers and time was found. The covariates divorce of
parents and SES were not signiﬁcant. Testing separately for females
and males did reveal a trend signiﬁcance for females, but no
signiﬁcance for males (respectively F(2,72) = 2.764, P = 0.070,
F(2,154) = 2.400, P = 0.094). Pairwise comparisons in females were
not signiﬁcant.
3.3. Externalizing problem behavior
Concerning the three models with categorical religiosity variables
religiosity mother (Table 4), religiosity father and religiosity child,
there were no main effect between these categorical variables and
externalizing problem behavior (ps > 0.197). Also gender was not
signiﬁcant as a factor and in interaction with each of these categorical
variables (ps > 0.347). Further, no statistically signiﬁcant two-way
interaction between the SOCON scales from mothers and time was
found. The covariates divorce of parents and SES were not signiﬁcant.
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Concerning the two models with the SOCON scales from
respectively pre-adolescents and mothers, there were no main
effects for the SOCON scales (resp. ps > 0.551 and ps > 0.166).
Neither gender as a factor was signiﬁcant (resp. F(1,93) = 0.114,
P = 0.735 and F(1,230) = 0.821, P = 0.366), nor gender in interaction
with the SOCON scales for respectively pre-adolescents and
mothers (resp. ps > 0.150 and ps > 0.478). Further, no statistically
signiﬁcant two-way interaction between the SOCON scales from
mothers and time was found. The covariates divorce of parents and
SES were not signiﬁcant.

4. Discussion
This study used longitudinal TRAILS data to determine whether
the religiosity of pre-adolescents, the religiosity of mothers and the
religiosity of fathers predict mental health problems during the
transition from pre-adolescence to late adolescence and young
adulthood. Cross-sectional studies report a mental health beneﬁt
of religion in adolescents [13,14]. This longitudinal study showed
that the second SOCON scale from pre-adolescents, with statements about humanistic beliefs was associated with increased
internalizing problem behavior in females who scored ‘‘high’’ or
‘‘medium’’ on this SOCON scale, compared to ‘‘low’’ scores. This
effect was not found in relation to the ﬁrst and the third SOCON
scale from pre-adolescents. Also, this effect was not found in males.
Further, this association was not found in the SOCON scales from
mothers. None of the categorical religiosity variables showed
signiﬁcance. The SOCON scale ‘‘Humanistic beliefs’’ from preadolescents is based on two statements, namely: ‘‘To me God is
nothing else than the valuable in the human being’’ and ‘‘God is not
up there somewhere, but only in the hearts of people’’. High and
medium scores point towards a higher degree of agreement with
these statements, and were associated in this study with higher
internalizing problem behavior as compared to lower scores on
these statements. One could say that humanistic beliefs are
Christian beliefs but without God. Seen in this way, higher selfreported humanistic beliefs, associated with higher self-reported
internalizing problem behavior in female pre-adolescents could be
a sign of reﬂection on and feeling responsibility towards life, in
denial of a God outside themselves. This basal attitude was found
to be associated with increased internalizing problem behavior.
The fact that this study found a result on female pre-adolescents
and not on male pre-adolescents, may be a result of a slower moral
maturation of boys, compared to girls [24].
This may explain the persistence of this correlation, lasting
from pre-adolescence up to young adulthood, instead of the
expected decrease in time in case the quest phase would apply.
Not ﬁnding major signiﬁcances on the categorical religiosity
variables and the SOCON scales ‘‘Christian religiosity, could have
other reasons as well. As the clinic-referred cohort can be deﬁned
as a cohort of pre-adolescents with an elevated risk for mental
health problems, not ﬁnding signiﬁcant associations with religiosity could be due to other psychosocial and environmental
problems that exist in this group of (pre-)adolescents and that,
together with genetic liability, override any more subtle effects of
religiosity. Also, not ﬁnding major signiﬁcances on the categorical
religiosity variables and the SOCON scales ‘‘Christian religiosity’’ in
(pre-)adolescents differs from results in Northern-American
studies, reporting positive associations between religiosity and
mental health in pre-adolescence [13–15]. This could be due to the
fact that these (pre-)adolescents live in the Netherlands, a country
known for an increasingly secularized society. This may cause
some distress as a consequence of being special, i.e. being religious
[16], compared to the other youth, which may dilute and diminish
the associations between religiosity and mental health.

This study is unique with regard to the age of the participants
and its longitudinal nature. Another strength is that we used the
validated SOCON scales that asked more in depth questions on
religiosity. Further, the categorical religiosity variables for preadolescents and father were not associated with the SOCON scales,
while the categorical religiosity for mother was only associated
with ‘‘Christian religiosity’’ and ‘‘Denial higher power’’, and not
with ‘‘Humanistic beliefs’’. Although the categorical religiosity
variable of mother showed a signiﬁcant association with two out of
three SOCON scales, the fact that religiosity of pre-adolescents and
fathers was not associated with any of the SOCON scales may
indicate that these two categories of instruments measure partly a
different aspects of religiosity. The religiosity variables were
composed of three questions, with two questions asking about
religious behavior (being a member of a church or denominations
and frequency of church visits), the so-called distal measurement
of religiosity [11]. The questions of the SOCON probe about
religious content and impact on daily life, which can be seen as
more proximal or measures of religiosity. Proximal religious
variables have been found to have a stronger association with
mental health measures than distal religious variables [11],
however, we did not ﬁnd any signiﬁcance concerning the
categorical religiosity variables nor on the SOCON scales measuring religiosity. Note that we applied stringent corrections for
multiple testing by using the Bonferroni method.
This study has some limitations. Given that our research is part
of a cohort that covers different types of predictors and outcomes,
we could only use a global construct for religion. TRAILS is being
run in the three northern provinces of the Netherlands. As a
consequence of regional differences in religiosity in the
Netherlands, it may be difﬁcult to generalize these ﬁndings to
other areas and other countries. In conclusion, we found hardly any
associations between religiosity and mental health in preadolescents, measured over time, which is in line with earlier
TRAILS studies, and points towards a minor role of religiosity in the
association with mental health in adolescence.
Implications and contribution
Clinicians should be aware of the relevance of religiosity for
personal and family functioning. In a clinic-referred sample in the
three Northern provinces of the Netherlands female pre-adolescents had increased internalizing problem behavior in case of
‘‘high’’ scores on ‘‘Humanistic beliefs’’ compared to ‘‘medium’’ and
‘‘low’’ scores. This may be a sign of reﬂection on and feeling
responsibility towards life, in denial of a God outside themselves.
This basal attitude was found to be accompanied with increased
internalizing problem behavior. Overall, religiosity was not
associated with mental health problems in pre-adolescents up
to adolescence, in a clinical cohort.
Disclosure of interest
The authors declare that they have no competing interest.
Acknowledgments
This research is part of the TRacking Adolescents’ Individual
Lives Survey (TRAILS). Participating centers of TRAILS include the
University Medical Center and University of Groningen, the
University of Utrecht, the Radboud Medical Center Nijmegen,
and the Parnassia Bavo group, all in the Netherlands. TRAILS has
been ﬁnancially supported by various grants from the Netherlands
Organization for Scientiﬁc Research NWO (Medical Research
Council program grant GB-MW 940-38-011; ZonMW Brainpower

W. van der Jagt-Jelsma et al. / European Psychiatry 45 (2017) 65–71

grant 100-001-004; ZonMw Risk Behavior and Dependence grants
60-60600-97-118; ZonMw Culture and Health grant 261-98-710;
Social Sciences Council medium-sized investment grants GBMaGW 480-01-006 and GB-MaGW 480-07-001; Social Sciences
Council project grants GB-MaGW 452-04-314 and GB-MaGW 45206-004; NWO large-sized investment grant 175.010.2003.005;
NWO Longitudinal Survey and Panel Funding 481-08-013 and 48111-001), the Dutch Ministry of Justice (WODC), the European
Science Foundation (EuroSTRESS project FP-006), Biobanking and
Biomolecular Resources Research Infrastructure BBMRI-NL (CP 32),
and the participating universities. We are grateful to everyone who
participated in this research or worked on this project to make it
possible.
References
[1] Schulenberg J, Maggs JL, Hurrelmann K. Health risks and developmental
transitions during adolescence. In: Wallace JM, Williams DR, editors. Religion
and adolescent. Health-compromising behavior. Cambridge: Cambridge University Press; 1999. p. 444–71.
[2] http://www.trails.nl.
[3] Koenig HG, King DE, Carson VB. Handbook of religion and health. New York:
Oxford University Press; 2012.
[4] Lerner RM, Steinberg L. Religion and spirituality in adolescent development.
In: Ebstyne King P, Roeser RW, editors. Handbook of adolescent psychology.
New Jersey: John Wiley & Sons; 2009.
[5] De Vries-Schot MR, Van Uden MHF, Heitink G, Pieper JZT. Healthy religiosity
and salutary faith. Clariﬁcation of concepts from the perspective of psychology, psychiatry and of theology. J Emp Theol 2008;21:88–108.
[6] Kirkpatrick LA. A general attribution theory for the psychology of religion. J Sci
Study Relig 1985;24(1):1–20.
[7] Bartkowski JP, Xu X, Levin ML. Religion and child development: evidence from
the Early Childhood Longitudinal Study. Soc Sci Res 2008;37:18–36.
[8] Chan M, Tsai KM, Fulignin AJ. Changes in religiosity across the transition to
young adulthood. J Youth Adolesc 2014;44(8):1555–66.
[9] Larson SS. Associations between dimensions of religious commitment and
mental health reported in the American Journal of Psychiatry and Archives of
General Psychiatry: 1978–1989. Am J Psychiatry 1992;149:557–9.
[10] Bonelli RM, Koenig HG. Mental disorders, religion and spirituality 1990 to
2010: a systematic evidence-based review. J Relig Health 2013;52:657–73.
[11] Cotton S, Zebracki K, Rosenthal SL, Tsevat J, Drotar D. Religion/spirituality and
adolescent health outcomes: a review. J Adolesc Health 2006;38(4):472–80.
[12] Hackney CH, Sanders GS. Religiosity and mental health: a meta-analysis of
recent studies. J Sci Study Relig 2003;42(1):43–55.
[13] Dew RE, Daniel SS, Armstrong TD, Goldston DB, Triplett MF, Koenig HG.
Religion/spirituality and adolescent psychiatric symptoms: a review. Child
Psychiatry Hum Dev 2008;39(4):381–98.
[14] Wong YJ, Rew L, Slaikeu KD. A systematic review of recent research on
adolescent religiosity/spirituality and mental health. Issues Ment Health Nurs
2006;27:161–83.
[15] Barton AL, Snider JB, Vazsonyi AT, Cox JL. Adolescent religiosity as a mediator
of the relationship between parental religiosity and adolescent health outcomes. J Relig Health 2014;53:86–94.

71

[16] Abbotts JE, Williams RGA, Sweeting HN, West PB. Is going to church good or
bad for you? Denomination, attendance and mental health of children in West
Scotland. Soc Sci Med 2004;58:645–56.
[17] Pearce MJ, Little TD, Perez JE. Religiousness and depressive symptoms among
adolescents. J Clin Child Adolesc Psychol 2003;32(2):267–76.
[18] Harakeh Z, de Looze ME, Schrijvers CT, van Dorsselaer SA, Vollebergh WA.
Individual and environmental predictors of health risk behaviours among
Dutch adolescents: the HBSC study. Public Health 2012;126(7):566–73.
[19] Van der Jagt W, de Vries-Schot M, de Jong R, et al. The relationship between
parental religiosity and mental health of pre-adolescents in a community
sample. The TRAILS study. Eur Child Adolesc Psychiatry 2011;20(5):253–60.
[20] Van der Jagt-Jelsma W, de Vries-Schot M, de Jong R, et al. The relationship
between (parental) religiosity and mental health of pre-adolescents with
psychiatric problems. The TRAILS study. Eur Psychiatry 2015;30(7):845–51.
[21] Watson PJ, Howard R, Hood RW, Morris RJ. ‘‘Age and religious orientation’’. Rev
Relig Res 1988;29:271–80.
[22] Batson CD, Spilka B, Shaver P, Ventis WL. The religious experience: a socialpsychological perspective. New York: Oxford University Press; 1982.
[23] Kojetin BA, McIntosh DN, Bridges RA, Spilka B. Quest: constructive search of
religious conﬂict? J Sci Study Relig 1987;26:111–5.
[24] Regnerus MD. Linked lives, faith, and behavior: intergenerational religious
inﬂuence on adolescent delinquency. J Sci Study Relig 2003;42(4):189–203.
[25] Varon SR, Riley AW. Relationship between maternal church attendance and
adolescent mental health and social functioning. Psych Services
1999;50(6):799–805.
[26] Myers SM. An interactive model of religiosity inheritance: the importance of
family context. Am Soc Review 1996;61(5):858–66.
[27] Pearce LD, Axinn WG. The impact of family religious life on the quality of
mother–child relations. Am Soc Rev 1998;63:810–28.
[28] Pearce LD, Haynie DL. Intergenerational religious dynamics and adolescent
delinquency. Soc Forces 2004;82(4):1553–72.
[29] Huisman M, Oldehinkel AJ, de Winter A, et al. Cohort proﬁle: the Dutch ‘‘Tracking
Adolescents’ Individual lives’ Survey’’; TRAILS. Int J Epidemiol 2008;1–9.
[30] Sijtsema JJ, Verboom CE, Penninx BW, Verhulst FC, Ormel J. Psychopathology
and academic performance, social well-being, and social preference at school:
the TRAILS study. Child Psychiatry Hum Dev 2014;45(3):273–84.
[31] Azagba S, Asbridge M, Langille DB. Is religiosity positively associated with
school connectedness: evidence from high school students in Atlantic Canada?
J Primary Prevent 2014;35:417–27.
[32] Voert M, Felling A, Peter J. The effect of religion on self-interest morality. Rev
Relig Res 1994;35:302–23.
[33] Grotenhuis M, Scheepers PLH. Churches in Dutch: causes of religious disafﬁlitation in the Netherlands, 1937–1995. J Sci Study Relig 2001;40(4):591–606.
[34] Achenbach TM. Manual for the Youth Self-Report and 1991 proﬁle. Burlington
VT: University of Vermont; 1991.
[35] Achenbach TM, Dumenci L, Rescorla LA. Ratings of relations between DSM-IV
diagnostic categories and items of the Adult Self-Report (ASR) and the Adult
Behavior Checklist (ABCL). Burlington, VT: University of Vermont, Research
Center for Children, Youth, and Families; 2003.
[36] Oldehinkel AJ, Hartman CA, De Winter AF, Veenstra R, Ormel J. Temperament
proﬁles associated with internalizing and externalizing problems in preadolescence. Dev Psychopathol 2004;16(2):421–40.
[37] Achenbach TM, Rescorla LA. Manual for the ASEBA adult forms & proﬁles.
Burlington VT: University of Vermont, Research Center for Children, Youth, &
Families; 2003.
[38] Amone-P’Olak K, Burger EH, Ormel EJ, Huisman EM, Verhulst FC, Oldehinkel AJ.
Socioeconomic position and mental health problems in pre- and early-adolescents. The TRAILS Study. Soc Psychiatry Psychiatr Epidemiol 2009;44:231–8.

