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Abstract 

Individuals who have experienced trauma may have varying life experience outcomes 

based on trauma histories and other factors. Little to no study has been done to determine 

whether childhood religious involvement can be a mediating factor. The purpose of this 

quantitative study was to test if any potential mediating effects exist between childhood 

religious attendance, the presence of joyfulness in life, and adult posttraumatic 

symptoms. The theoretical framework utilized in this study was Kenneth Pargament’s 

theory of religious coping. Data were collected in a secure fashion utilizing Survey 

Monkey, and all participants voluntarily answered questions that utilized the short 

posttraumatic stress disorder (PTSD) rating instrument self-reporting tool, the joyful 

disposition scale, and two specific questions from the American general social survey 

which identified the frequency of attendance of religious services. All these measures are 

Likert-style questionnaires that determine the likelihood of the behaviors noted. Data 

were collected from a total of 262 respondents from a variety of ages, backgrounds, and 

locations in the United States; 246 responses were used for analysis. Upon the final study, 

there was no statistically significant data showing childhood religious attendance is 

beneficial as a mediator against PTSD symptoms. However, data analysis did show a 

positive correlation between childhood religious attendance and having a joyful 

disposition as an adult. Any positive support identified can help therapists be informed to 

potentially increase the quality of life of individuals who are seeking help with PTSD 

symptoms, which can have implications for positive social change. 
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Chapter 1: Introduction to the Study 

Introduction 

Posttraumatic stress disorder (PTSD) is an unavoidable part of life for many 

individuals who have survived trauma, abandonment, military service, and other adverse 

situations. In 2018, studies were published to identify trauma responses that were 

debilitating enough to cause personality disorders, dissociation, suicidal ideation, 

emotional numbing, and a loss of control (Jowett et al., 2021). Secondary outcomes of the 

problem of individual PTSD may manifest as personal regulation issues, self-perception 

problems, a lack of compassion for the self, and an introspection problem, such as being 

unable to feel what is happening inside their own body. These issues have been 

demonstrated to be debilitating and create a functional impairment that occurs with 

comorbid disorders (Hodgdon et al., 2021). Portions of the brain, such as the rostral 

anterior cingulate cortices, hippocampus, and others, are identified as locations that will 

retain PTSD markers but can also be affected by posttraumatic learning to improve 

behavior or the ability to moderate individual function (Zilcha‐Mano et al., 2022). 

Comorbid and secondary symptomology determine if there are ways to lessen 

relational or functional disorders through often-successful variations on cognitive 

behavioral therapy (CBT; Pukay‐Martin et al., 2021). This study sought to identify 

whether there are other approaches that will have similar beneficial effects on the mental 

health of individuals who have suffered PTSD. According to Robbins (2021), 

dispositional joy can be a factor that will transforms the suffering or tragedy of an 

individual into something with more meaning, offering a place of refuge for an individual 
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experiencing symptoms PTSD. However, in this study, I hoped to determine whether 

finding meaning in suffering is enough of a benefit to prove useful for practitioners to 

utilize this method or concept for future treatment. Other studies have reached outside of 

typical CBT methods, using new techniques like bright light therapy to the improvement 

of their symptoms, but short of seeing complete remission (Youngstedt et al., 2022). 

In Chapter 2, I dive into the current empirical research surrounding the variables 

of religious attendance, PTSD, and the ability to have a joyful disposition. In Chapter 3, I 

discuss the methodology of the study as well as the rationale of the hypotheses being 

considered. Quantitative in nature, this study’s survey asks adults to look back to their 

childhood to describe their previous religious involvement as well as their current 

experiences. Research design and rationale are described in detail. In Chapter 4, I report 

the outcomes of the research itself. I describe the surveys conducted and who responded 

and include appropriate charts and graphs with data to explain my findings. Chapter 5 is 

an explanation of the findings of the study and will detail what steps were taken and what 

is needed as next steps for future researchers.  

Background 

Recent studies indicate mediating factors exist to help with adult PTSD symptoms 

that will increase life satisfaction (Freedman et al., 2015). The premise of this study was 

to fill the gap in knowledge about the potential mediating role of religious attendance 

behaviors as a child for prevention of posttraumatic symptoms and determine if 

childhood religious attendance makes a difference in the lives of adults who have 

experienced PTSD symptoms. Relationships with others, coping strategies, increased 
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peacefulness, and other positive supportive factors have been shown to assist individuals 

with trauma histories to experience posttraumatic growth (PTG) and improve their 

eventual joyfulness as adults (McIntosh et al., 2011). According to Bonanno (2004), 

individuals with lower resilience scores have more potential for PTG, where individuals 

with higher resilience scores tend to have less potential for PTG due to their already 

flourishing resilience. 

This study aims to determine the mediating factor of childhood religious 

attendance on the relationship between a joyful adult life and posttraumatic symptoms. A 

study of this type does come with potential complications as evidenced by recent studies. 

One complicating factor is the connection between negative faith practices and the 

tendency of young people to not retain religious attendance, especially if they stopped 

attending in their adolescence, which may occur for many reasons (Alexander, 2020).  

Another complicating factor is the link between the onset of major depressive 

disorders and its effect on an individual’s ability to have faith, creating disappointment 

and potential avoidance of religious attendance (Stanko et al., 2018; Tran et al., 2012). 

Individuals who have these types of experiences may resist attending and therefore see 

faith as a negative practice and begin to avoid it (Mesidor & Sly, 2019; Whaley & 

Mesidor, 2021). Also, deteriorating mental health can include a natural path of religious 

decline as PTSD symptoms increase (Speed & Lamont, 2023).  

Current research focuses on PTSD and positive PTG with an emphasis on 

resilience. Resilience, known as bouncing back, is an important part of the healing of an 

individual from their traumatic experiences (Mesidor & Sly, 2019). PTG and resilience 



4 

 

are not the same, but they look similar in cases of human exposure to violence. 

According to Mesidor and Sly (2019), a person who would be considered as having high 

resilience may tend to exhibit lower PTG after trauma. The inverse may also be true. A 

person with lower resilience may tend to report a higher level of PTG following traumatic 

experiences, and this may potentially be explained as resulting from trauma highlighting 

areas in need of emotional growth (Mesidor & Sly, 2019). While this study is not 

conclusive, it does show the diversity of an individual’s ability to process trauma based 

on their personal viewpoint or internal strengths and coping mechanisms.  

Individuals who considered childhood religious attendance a negative coping 

method tend to have heightened potential for alcohol and other substance abuse, while 

those who considered childhood religious attendance a positive coping strategy tend to 

have protective factors against using substances built into their belief systems (Whaley & 

Mesidor, 2021). Life satisfaction also has been demonstrated to be lower for those who 

viewed childhood religious attendance as a negative influence (Tran et al., 2012). 

Mesidor and Sly (2018) utilized a correlational design to determine if there is a 

relationship between psychosocial and PTG factors and psychological change with 

individuals who had experienced trauma. Tran et al. (2012) also sought to determine if 

there is a relationship between the religious beliefs of a person and their experience with 

PTSD. The researchers did not find a significant relationship as it was difficult to tell if 

the religiosity of a person declined when they had experienced PTSD or if their lack of 

religiosity was due to prior experience and then carried over into post-PTSD thinking.  
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DiMauro and Renshaw (2019) utilized a correlational design to determine the 

relationship satisfaction of individuals who had suffered the trauma of sexual assault and 

learned that the severity of the effect on future relationship satisfaction can be significant. 

There is a gap in literature regarding whether it is, in actuality, a protective factor to 

attend religious events as a child; therefore, I attempted to prove the mediating factor to 

be true or false in this study. The outcomes of this study can be utilized by future 

psychology clinicians to make a case for or against someone’s religious history being of 

benefit or harm in their attempt of not exhibiting PTSD symptoms. 

Problem Statement 

According to the Diagnostic and Statistical Manual of Mental Health Disorders-5 

(DSM-5), the criteria for an individual to be diagnosed with PTSD include direct 

exposure to death, threatened death, actual or threatened serious injury, and/or threatened 

sexual violence. The person must be re-experiencing these traumas in unwanted and 

upsetting ways through nightmares or flashbacks or in emotional or physical reactivity 

after traumatic reminders. People diagnosed with PTSD are avoiding the trauma-

reminding stimuli or thoughts. Symptoms worsen, lasting more than a month, causing 

distress and emotional impairment, and these problems are not due to medication, 

substance use, or other illness (American Psychiatric Association, 2021). 

While many studies exist to detail the experiences and the symptoms of PTSD, 

and some describe how individuals may have maintained resilience through it, there are 

fewer studies on the impact of religious participation on an individual’s ability to 

experience a joyful life in adulthood following a traumatic event and whether religious 
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participation can be considered a mediating factor. According to Robbins (2021), 

perceptions of the world and its problematic personal situations can be endured with an 

orientation toward joy, which enhances personal fulfillment and spiritual growth through 

devastating times.  

North Americans have been living in highly variable conditions, with the presence 

of terrorism, political disarray and disagreement, individuals being recruited for military 

action around the world, food insecurity, family violence and aggression, and other 

tensions since the changes of 2020 and the introduction of COVID-19 into the national 

psyche. This study was conducted looking for any potential data to close the gap on the 

understanding of what brings joyfulness and lessens PTSD symptoms.  

Purpose of the Study 

This was a quantitative study. Approximately 50% of North Americans will 

experience trauma, and 5%-6% of those individuals will develop PTSD that meets DSM-

5 qualifications (McCanlies et al., 2014). Connectedness with belief systems, supportive 

groups of people, and ideology that encourages a healthy view of self, have been found to 

assist improvement in an individual’s ability to heal and grow despite traumatic pasts 

(Schwartz & Shrira, 2018). As Zukerman and Korn (2013) described, there can be a 

disparity between female and male PTSD sufferers when it comes to coping mechanisms, 

as men tend to practice avoidance and self-medicate with alcohol, and women tend to 

search for social support. The intention of this study was to assist with the correlation 

between childhood behaviors, such as religious attendance, which are normative in much 

of the country, and if it can be preventive in nature toward PTSD symptoms and joy. 
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Although faith as a positive coping strategy has been determined to be valuable 

across the board, individuals with weakened ties to faith or negative faith coping 

strategies are more likely to feel distressed and show symptoms of posttraumatic stress 

(PTS; Mesidor & Sly, 2019; Stanko et al., 2018). Faith brings measurable strength in that 

the tenets of faith tend to establish a positive framework for individuals to interpret life 

events, remove feelings of helplessness, and cope with loss and traumatic events (Carroll 

et al., 2020). Involvement in religious or spiritual beliefs systems provides a sense of 

joyfulness despite distress and allows individuals to move past trauma into a healing 

mindset that allows them to make plans, establish goals, retain a positive attitude, and 

obtain support from fellow believers, as well as providing socialization through the 

mutual interest of worship (Maselko et al., 2012). 

Childhood religious attendance can be a common thread in some portions of 

North American childhood. If the relationship exists, and if it can carry any benefit 

forward, then this study is necessary to assist therapists today and in the future to 

discover and harness its power. Childhood religious attendance might be used as a tool to 

help someone look back into their childhood to find patterns of resiliency in their lifetime 

or possibly a way to intercept youth at risk of trauma and help them to make the 

connections needed to give them potential strength. 

The dependent variable is PTSD, as evidenced by outcomes on the short PTSD 

rating instrument, self-reporting (SPRINT-SR) tool, noting the degree of trauma. The 

independent variable is the ability of the respondent to experience a joyful disposition in 
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adulthood, utilizing the joyful disposition scale. The mediating variable is attendance at 

religious events as a child. 

Research Questions and Hypotheses 

RQ1: Is there a relationship between religious attendance in childhood and joyful 

disposition in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants continue to 

identify as religious or spiritual)? 

H01: Religious attendance in childhood is not positively and significantly related 

to joyful disposition, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual). 

Ha1: Religious attendance in childhood is positively and significantly related to 

joyful disposition, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual).  

RQ2: Is there a relationship between joyful disposition and PTSD symptoms in 

adulthood, controlling for key covariates (age, gender, religion, race/ethnicity, education 

level, state of residency, extent to which participants continue to identify as religious or 

spiritual)? 

H02: Joyful disposition is not negatively and significantly related to PTSD 

symptoms in adulthood, controlling for key covariates (age, gender, religion, 
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race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual). 

Ha2: Joyful disposition is negatively and significantly related to PTSD symptoms 

in adulthood, controlling for key covariates (age, gender, religion, race/ethnicity, 

education level, state of residency, extent to which participants continue to 

identify as religious or spiritual). 

RQ3: Is there a relationship between religious attendance in childhood and PTSD 

symptoms in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants continue to 

identify as religious or spiritual)? 

H03: Religious attendance in childhood is not negatively and significantly related 

to PTSD symptoms in adulthood, controlling for key covariates (age, gender, 

religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual). 

Ha3: Religious attendance in childhood is negatively and significantly related to 

PTSD symptoms in adulthood, controlling for key covariates (age, gender, 

religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual). 

RQ4: Does religious attendance in childhood mediate the relationship between 

PTSD symptoms and a joyful disposition in adulthood, controlling for key covariates 

(age, gender, religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual)? 
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H04: Religious attendance in childhood does not mediate the relationship between 

PTSD symptoms and a joyful disposition in adulthood, controlling for key 

covariates (age, gender, religion, race/ethnicity, education level, state of 

residency, extent to which participants continue to identify as religious or 

spiritual). 

Ha4: Religious attendance in childhood mediates the relationship between PTSD 

symptoms and a joyful disposition in adulthood controlling for key covariates 

(age, gender, religion, race/ethnicity, education level, state of residency extent to 

which participants continue to identify as religious or spiritual). 

Theoretical and/or Conceptual Framework for the Study 

This study was based on Kenneth Pargament’s theory of religious coping. 

According to a 2021 Gallup poll, 47% of North Americans attend a religious service 

(church, synagogue, or mosque). This number shows a steady decrease in the past 30 

years due to the declining population of the religiously faithful elderly and the 31% of 

millennials and 33% of Gen Z who claim no religious affiliation at all (Jones, 2021). 

Individuals diagnosed with PTSD often report a history of living in a dangerous 

or war-torn place or have held a job that required them to confront violent, deadly, or 

unpredictable situations on a daily basis (McCanlies et al., 2014). These individuals do 

not all develop PTSD, but those who do generally need to have assistance from a 

professional to help them diagnose and treat their symptoms, find the root of the problem, 

and provide assistance to alleviate it. 
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Many studies have investigated PTSD or PTG as they relate to other factors of 

common experience. Mesidor and Sly (2019) utilized a correlational design to determine 

if there is a relationship between psychosocial considerations, PTG factors, and 

psychological change with individuals who had experienced trauma. Their findings 

indicate that resilience and PTG have a positive relationship with one another, as well as 

positive correlations with other types of support such as active coping, symptoms of 

PTSD, and perceived social support systems. The factor deemed to have the weakest 

connection with PTG is negative religious coping. Tran et al. (2012) also sought to 

determine if there is a relationship between the religious beliefs of a person and their 

experience with PTSD. More than simply prayer alone, past research shows that life 

satisfaction in general is supported by religious attendance (Speed & Lamont, 2023). 

However, Tran et al. (2012) found a significant correlational relationship between 

individuals who have suffered PTSD and the likelihood to change religious beliefs or 

practices than individuals who have never experienced PTSD symptoms. It is difficult to 

tell if the religiosity of a person declines when they experience PTSD or if their lack of 

religiosity is due to prior experience and then carried over into post-PTSD thinking. 

However, Tran et al. also discovered that mental health can be related or unrelated to 

religiosity.  

The model being tested in this study is the ability for religious attendance in 

childhood to be a mediator for the relationship between a joyful disposition and a 

reduction in PTSD symptoms in adulthood. If there is a significant relationship between 

childhood religious attendance and an increase of joyful disposition, joyful disposition 
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can be viewed as a protective factor that will in turn see a reduction in symptoms of 

PTSD in adulthood.  

Childhood Religious Participation 

The role of spirituality in the life of someone who has experienced trauma or 

adverse events may be significant, as much research has been done to show the 

importance of prayer alone (Mesidor & Sly, 2019). Religious events are often utilized to 

support community, family, and cultural ties. Varied religious experiences in childhood 

may provide the opportunity to learn and embrace varying coping skills, thus mediating 

the relationship between joyful disposition and developing PTSD symptoms as adults. 

Childhood religious participation and its relationship with a joyful disposition are 

hypothesized in this study to be protective factors against the tendency to develop PTSD 

symptoms. 

Posttraumatic Symptoms in Adulthood 

PTSD is commonly seen among individuals who work, live, or are exposed to 

life-threatening or violent experiences that surface in a number of physical, mental, or 

emotional factors. Individuals who are diagnosed with PTSD are those who often re-

experience their trauma, practice avoidance of triggers, feel emotionally numb, and may 

have dysphoric arousal such as sleeping difficulty and anxious arousal, which can cause 

irritability. They may also experience exaggerated startle responses, hypervigilance, 

thought intrusions, avoidance, and negative thinking (Whealin et al., 2020). Often these 

symptoms will repeat over time in a manner that the individual can no longer ignore, and 

they must be dealt with. 
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By placing value on the belief systems of a person and the childhood experiences 

they found in their faith, this study seeks to learn if it is possible to continue to strengthen 

the childhood ties they felt to an adult connectivity to a higher source of strength when 

they are feeling out of control, therefore allowing them to focus on their inner resources 

rather than causing perseveration on the issues or problems they are facing (Johnson, 

2019). This framework attempts to find protective factors within the childhood 

experience when manifested in the adult joyful disposition that will assist with 

overcoming PTSD symptoms. 

Joyful Disposition in Adulthood 

Initially a qualitative concept, what is known in this study to be a joyful 

disposition is the description of individuals who have an attitude that is existentially in a 

state of joy (Robbins, 2021). According to the Robbins, joy is more than a simple 

hedonistic expression of temporary good feeling or the practice of positive psychology, 

but instead it is a powerful sense of wonder or awe in a place deeper than one’s heart. 

During times of trouble, or even trauma, an individual with an unshakeable sense of joy 

will feel that they are able to make it. As Robbins (2021) explained, the expectation of an 

individual’s inner being is to hope for a better tomorrow or an enlightened outcome 

because their joy is found as a timeless or transcendent experience. One can even see an 

inner joy as if it were part of a gift or fruit that falls into line with the belief systems of 

individuals (Johnson, 2019). Rather than a simple expectation of good things to come, as 

in positive thinking, joyful disposition is seen as a response to life’s more challenging 

situations. These times of testing are in turn met with a reaction that expresses the inner 
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joy of the person, revealing their outright acceptance of the experience of life (Johnson, 

2019; Robbins, 2021). 

Nature of the Study 

With this study, I investigated whether childhood religious participation is a 

mediating factor between PTSD and a joyful disposition in adulthood. No specific 

research on the topic of a joyful disposition was found to exist in connection with PTSD. 

Various studies exist in connection with faith and military service or with individuals 

with a history of trauma experience. Discovering the ability of childhood religious 

participation to mediate or influence the severity of PTSD symptoms may help therapists 

and clinicians to begin to evaluate individuals who are newly facing PTSD and help them 

to draw on the resilience that may already be present within them. The concept of 

attending religious events in childhood while establishing positive relationships with 

supportive adults may account for a joyful disposition. This may lead to another layer of 

potential tools in the tool chest for clinicians who work with this population, and this 

deserved to be investigated. 

The dependent variable is PTSD symptoms. The independent variable is the 

ability of the respondent to experience a joyful disposition in adulthood. The mediating 

variable is participation in religious childhood activities. These variables are described in 

more detail in Chapter 3. All data were collected in the form of a survey that was sent to 

individuals who requested to participate. This survey collected data through Survey 

Monkey, which utilized an anonymous format in a private and secure manner. The 

participants were individuals who volunteered via Facebook advertisements and Survey 
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Monkey paid respondents. The survey consisted of questions based on the following 

measures: the joyful disposition scale, the American general survey, and the SPRINT-SR.  

Definitions 

Adult: In this study, any person who reports a biological age of 18 or older is 

considered an adult rather than the typical standard of 21.  

Disposition: A person’s natural inclination, or tendency (Robbins, 2021).  

Framework: The existing theories that comprise the foundational aspect of an 

argument. 

Involvement: Notates the amount of participation or attendance to religious events 

a participant experienced in their childhood (Carroll et al., 2020).  

Joyfulness: The experience of a deeper and more intentional connectivity both 

with others and with oneself providing a more engaged life that promotes life satisfaction 

in a way the word happiness cannot imply (Robbins, 2021) 

Posttraumatic stress disorder (PTSD): This study is not attempting to diagnose 

individuals with PTSD. Therefore, respondents only need to self-report that they 

experience unwanted or upsetting memories, nightmares, flashbacks, emotional distress, 

or physical reactivity due to an event rather than complete the entire criteria for diagnosis 

(American Psychiatric Association, 2021).  

Positive psychology: A concept first promoted by Abraham Maslow in his 1954 

book Motivation and Personality. Maslow proposed that psychology was too focused on 

the negative and encouraged the world to embrace the potential of the future (Seligman & 

Csikszentmihalyi, 2014). 
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Protective factor: A measure of cushion, buffer, or a strong support system that 

will insulate a person from the effects of trauma at least to some degree (Efrati, 2023; 

Grandison et al., 2020).  

Religion: A doctrine of worship or lifestyle, followed by a constituency of 

believers, in which a being of a higher power is honored or the focus of prayer or 

adoration (Carroll et al., 2020). 

Religious event: An event hosted by any religious organization in which 

individuals gather together for emotional, spiritual, or community support (Stanko, et al., 

2018).  

Resilience: The ability to be capable of depending on one’s own self-confidence 

and utilizing the existing social support around them when traumatic or stressful events 

occur (Gambaro et al., 2020). 

Trauma: In this study, the requirements for an individual to be diagnosed with 

PTSD are quite rigid. Defining trauma for this study, however, includes an event or 

situation in which the respondent was exposed to death, threatened death, actual or 

threatened serious injury, or actual or threatened sexual violence (American Psychiatric 

Association, 2021). 

Assumptions 

This study was completed with the assumption that each participant would 

understand what was being asked of them and would answer the questions with integrity. 

I also assumed that the history presented would be honest and not invented, but instead 

based on participants’ own lived experiences, not imagined or assigned incorrectly. Each 
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participant also voiced their opinion about their level of involvement in religious 

activities, which depended on recall accuracy for childhood memories. There were two 

sections of religious attendance scoring. One based on the memories of childhood 

attendance, and the other used to determine how much a respondent identifies as 

currently religious. I assumed that each participant was willingly participating. I also 

assumed that the religious activities were supportive and that the participant, as a child, 

received some benefit from them. Lastly, I assumed that all religious activities referred to 

were promoted with good intent and that the trauma the participants shared was not 

directly related to or due to the religious activity.  

These assumptions must be made for the success of the study because a research 

cannot verify the intention of each answer or the state of mind of every participant. Some 

trust in individual participants and the events they claim must be believed. It is also 

important to believe that participants clearly understand the nature of the questions asking 

them to self-identify as having experienced the symptoms of PTS.  

Scope and Delimitations 

This study was focused on the outcomes of individuals who had experienced 

traumatic symptoms in their lives but had been given the resource of childhood religious 

involvement. Posttraumatic symptoms were assessed using the SPRINT-SR assessment 

tool created by the National Centers for PTSD, which integrates eight self-reporting 

questions that address typical core symptoms (Connor & Davidson, 2001). The joyful life 

scale determined adult joyful disposition and asks 19 Likert-scale questions to determine 

unconditional happiness (Robbins, 2021). The religious attendance as a child was 
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captured by a four-question scale taken from the American general social survey and 

respondents revealed their frequency of religious attendance as a child up to age 18. 

Data for this study were collected via anonymous surveys via Survey Monkey. 

Initial reach for participants occurred via social media and social networking. Each 

person’s data remained anonymous, not revealing participant-specific responses. As this 

is quantitative research rather than qualitative, it was optimal to have as many 

participants as possible, with an initial goal of 250. Participants were from many cross-

sections of the United States, from various socioeconomic backgrounds, and not limited 

to individuals who practice religious activities currently.  

No individuals or populations were excluded from this survey aside from those 

under the accepted age of adulthood. Children were not accepted into the study. If 

respondents left sections blank, the data gaps were counted, and if a person did not 

respond to at least 80% of the survey, the respondent’s information was not used.  

This study is easily generalizable with most populations as it does not require any 

person to have participated in any specific religious affiliation or type of activity. 

Outlying religious groups or small population groups were equally represented, as were 

individuals who may have grown up in another country or culture where North American 

religious practices would differ from what they experienced. However, religious 

activities did not pertain to any one culture or religious group. 

Limitations 

In every discussion of trauma, abuse, neglect, or another kind of upsetting life 

event, there is the possibility the human response is skewed by the mind. Individuals may 
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feel pressure to participate but wish to remove pressure or a perceived stigma that they 

may be viewed differently if they admit to having experienced trauma. There are also 

some individuals who may doubt the anonymity of the survey and be nervous about being 

completely truthful for fear of being discovered and seen as less whole or potentially 

broken. This could have affected the validity of the outcomes of the study.  

Responses obtained via social media may provide the largest potentiality for a 

skewed background as many of my personal friends on social media are from similar 

faith backgrounds. The decision was made to purchase random and anonymous 

participants from Survey Monkey’s population groups to help even out the respondent 

pool and make it more general. 

Potential glitches in technology also may potentially skew data or cause a loss of 

data unexpectedly. Data confusion would also be an issue, should the participants’ 

demographic information be mixed, partially lost, or corrupted. Further challenges may 

occur should a large enough pool of participants be available to create a significant study. 

The importance of appropriate study sizes raises flags to ensure that causal relationships 

can be determined by the outcome of respondent participation (McDermott, 2023). 

Potential limitations also include participants’ bias or tendency to generalize their 

personal feelings and make assumptions. Perhaps respondents felt their answers would be 

more favorable if they seemed to support the premise of the study. The density of the 

structure of society is based in part on an ability to work with one another and live 

beneath the perceptions and subsystems developed (He et al., 2021). This may be a 

hindrance to completely honest self-reporting. 
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One reasonable aspect of childhood that is not being explored in this study is the 

potential that an individual was not given the proper adult attachment as an infant. As 

parental styles and aptitudes vary, it is possible that there are behaviors, thought 

processes, and auto-response mechanisms that are embedded in a child and thereby 

changing the likelihood of outcomes. 

Significance 

The premise of this study provides potential in-depth background information to 

supplement the larger body of research that already exists in the light of faith and belief 

as it influences joy in adulthood. Various positive coping strategies already exist and may 

increase the likelihood of better outcomes as individuals apply religious coping 

mechanisms. For example, individuals in a committed relationship have responded to 

experiencing more life satisfaction than those who responded to being single or divorced 

(Karatzias et al., 2013). This contributes to the larger body of PTSD study in that it will 

give researchers and practitioners one more avenue to discuss when working with a 

patient to determine potential interventions or positive experiences that may have assisted 

them with more resilience than originally conceived (Freedman et al., 2015).  

However, those who practice negative coping strategies see an increase in PTSD 

symptoms and very little PTG (Mesidor & Sly, 2019). PTG is a function of the brain that 

allows for a person’s psychological outlook to be better after the traumatic incident than 

it was before (Whealin et al., 2020). Studies show that a better or more joyful outlook on 

life satisfaction is possible after a traumatic event, even one leading to PTSD symptoms. 

However, to affect social change, more research is needed to reveal if childhood religious 
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attendance is a mediator of adult PTSD. Once determined, a possible intervention may 

exist for children in high-stress or high-trauma atmospheres. 

Summary 

With this quantitative research, I intended to determine the connectivity between 

childhood religious involvement and the ability to have a joyful disposition as an adult 

despite life experiences of trauma. Existing literature provides an opportunity to see 

individual responses to religiosity during traumatic events; however, this was an 

opportunity to explore the different segments of an individual’s life and potential effects 

of past religious long-term involvement.  

Chapter 2 is a review of current literature, the theories of PTSD, PTG, and 

childhood religious attendance as they interrelate with one another. The joyful life scale, 

the SPRINT-SR assessment, and the American general social survey are reviewed and 

discussed. 
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Chapter 2: Literature Review 

Introduction 

Direct exposure to death, threatened death, actual or threatened serious injury, and 

actual or threatened sexual violence, as determined by the DSM-5, can provide a level of 

trauma that some people struggle to overcome (American Psychiatric Association, 2021). 

Individuals diagnosed with PTSD may be continuing to experience related flashbacks, 

nightmares, trauma-reminding stimuli, or thoughts that cause an inability to cope (Carroll 

et al., 2020). Symptoms worsening, causing distress or some kind of impairment 

emotionally, can exacerbate an already difficult situation. This research was created in 

hope of determining whether individuals suffering from these problems benefit from 

having childhood experiences of a religious nature (see Jowett et al., 2021).  

PTG is the resilience of an individual to bounce back better or stronger than they 

had been before the trauma occurred (Whealin et al., 2020). The concept of a protective 

factor is an interaction, an event, or an experience that will limit, reduce, or protect an 

individual from suffering emotional harm to the degree they would otherwise experience 

(Seitz et al., 2019). Belief systems in general are shown to support and encourage those 

facing difficult times (Gambaro et al., 2020). However, this study attempted to discover if 

childhood religious attendance has a long-lasting effect insomuch that it can be 

considered a protective factor into adulthood (Schwartz & Shrira, 2018). This study 

explores the premise that childhood religious attendance may have a mediating effect on 

adult PTSD symptoms and joyfulness. 
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Literature Search Strategy 

All materials for the study’s literature review came from the Walden University 

Library, primarily using the following databases: APA Psychnet, Wiley Online Library, 

SAGE Journals, Google Scholar, Thoreau multi-database, and ProQuest Dissertations & 

Theses Global. Search terms used were trauma, trauma theory, posttraumatic stress 

disorder, PTSD, childhood, religion, religious attendance, religious coping, joy, 

joyfulness, hopefulness, resilience, framework, disposition, protective, protective factor, 

attendance, posttraumatic growth, American general social survey, and faith. Searches 

were limited to only peer-reviewed journals and the scope of this literature review 

extended from 1945 to 2023. In this study, only articles published between 2011 and 

2023 are cited. There were hundreds of articles that discussed trauma, and of those 

articles, over half of them were connected in some way to resilience, PTG, and coping. 

However, there was not one article that connected religious childhood attendance with 

trauma as a protective factor.  

Theoretical Foundation 

Kenneth Pargament’s Theory of Religious Coping 

Kenneth Pargament, licensed clinical psychologist, author, and researcher, has 

created a body of work focused on religion, psychology, well-being, and stress. 

Pargament graduated from the University of Maryland with his Ph.D. in 1977. Pargament 

has published over 200 papers and scholarly works on the topic of spirituality and 

religion in psychology. Pargament is also part of the team that created the RCOPE, a tool 

intended to measure the coping strategies of a religious nature (Ouwehand et al., 2019). 



24 

 

Pargament’s basic tenet is that individuals can utilize their religious beliefs to improve 

their perspective of their daily stressors. text here. 

The theory of religious coping was utilized to ground this study. According to 

Jung et al. (2021), individuals who experience high levels of trauma or personal loss can 

experience both positive and negative outcomes when they also integrate religious 

learning or coping into their lives. Not only is there a negative experience, but there is 

also an opportunity for PTG as an individual relies on their faith to succeed through their 

loss. Coping, or the ability to believe in a greater good that is beneficial to their growth, is 

a byproduct of the stress and strain of interpersonal struggle. Pargament developed the 

concept that an individual could find value in the spiritual dimension of their lives, which 

would assist with placing other struggles in perspective (Xu, 2015). Pargament posited 

that through religion, individuals can have a mental state, attitude, or cognition that can 

assist with reframing the negative events of life into something positive (Pirutinsky et al., 

2020).  

Joy is noted to be an outcome that is particularly connected with positive 

psychology (Johnson, 2019). Johnson (2019) observed that a review of the literature on 

joy revealed conflicting theories and definitions of joy. Johnson noted that there were 

theological conceptualizations of joy, or philosophical ideologies that included joy, but 

he suggested that there were not enough studies done on the concept of the power of joy 

itself. Robbins (2021) described his concept of joyfulness in adulthood as an existential–

humanistic approach. Through his dialogical phenomenological analysis, Johnson 

determined that brokenness or humanity’s ills can result in uplifting a person despite 
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personal or collective traumatic events that will inevitably occur. He outlines how, 

traditionally, positive psychology may create a desire to ignore negative occurrences in 

life. However, existential and spiritual beliefs may encourage the individual to find a 

greater meaning or a transformative process that will instill greater hope and resilience in 

the face of challenges (Westerfield & Doolittle, 2021). 

In response to this specific theoretical foundation based on the empirical evidence 

available, a proposed model has been created that advocates for the mediating factor of 

childhood religious attendance on joyfulness and PTSD symptoms in adulthood. 

Mediating relationships affect how one variable will interact with another. Negative 

correlations indicate that as one variable increases, the other variable will decrease. 

Positive correlations indicate that as one variable increases, the other variable being 

compared also increases, or inversely, that both will decrease. Upon analysis of the data 

collected via the questionnaire, the expected outcome was that the adult sample would 

reflect a positive correlation between childhood religious attendance and adult joyfulness, 

while observing a negative correlation between joyfulness and PTSD symptoms as an 

adult. This hypothesis was not correct; these three variables, religious attendance, joyful 

disposition, and experiencing PTSD symptoms in adulthood, were not all correlated.  

Uncovering the effect of religious influence on life as a protective factor over 

time assists in knowing how much long-term relief may come from simple childhood 

interaction rooted in faith (Franke et al., 2022). If Johnson (2019) is correct that a 

transformative power of joy may assist in perceiving experiences or life events 

differently, it would be logical to suggest that joy would decrease PTSD symptoms. Jung 
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et al. (2021) discovered that when the individuals in their study experienced life stressors 

or unpleasant interpersonal events, those with weaker religious/spiritual coping skills 

would often experience a state of mild depression following the adverse event, but those 

with stronger religious/spiritual coping skills would potentially still struggle, but in the 

end yield a higher amount of PTG and a more favorable outcome. This same study also 

noted the need for more research into the potential for religious/spiritual engagement at 

the adolescent level and their baseline growth at a young age (Jung et al., 2021). Robbins 

(2021) noted the potential of a joyful disposition being one factor in transforming 

personal perspectives on suffering or tragedy due to its orientation to happiness and 

prosocial motivations. Three variables were determined to be not completely interrelated. 

The variable of childhood religious attendance did not mediate the relationship between a 

joyful disposition in adulthood and PTSD symptoms in adulthood.  

Literature Review Related to Key Variables and/or Concepts 

Symptoms such as sleeplessness, lack of concentration, intrusive memories, and 

avoidance of any potentially triggering trauma-related stimuli, along with a variety of 

other symptoms, are the hallmark of PTSD sufferers (Zukerman & Korn, 2013). 

Researchers have posited that there are events, people, or belief systems that successfully 

work as buffers to the long-term effects of PTSD (Gambaro et al., 2020). However, there 

is not enough evidence, nor enough published work, to definitively describe whether 

childhood religious involvement is enough of a buffer to instill a tangible joyfulness that 

would assist individuals into adulthood (Efrati, 2023). 
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Posttraumatic Stress Disorder 

According to Carroll et al. (2020), suicide rates for military members faced with a 

PTSD diagnosis are higher than the rates for non-military members. However, they also 

discovered that the number of individuals who make a suicide attempt with no history of 

suicidality but are diagnosed with PTSD is twice as high as those not diagnosed with 

PTSD (Carroll et al., 2020). Respondents expressed feelings of burdensome or 

purposeless due to a social disconnect that occurred in connection to their trauma. These 

previously active military members were now facing stress and anxiety over the losses of 

family members, a spouse and/or children, jobs, or important and foundational 

relationships.  

Due to the co-occurring symptoms that can be observed in individuals who are 

suffering from PTSD, there was a need to examine all aspects of the nature of the 

disorder. This potential multidisciplinary method of discovery may have in fact given 

clues to existing factors. For example, according to Hodgdon et al. (2021), individuals 

diagnosed with PTSD as adults likely had a history of a broken interfamily system. 

According to the study, those individuals likely suffered multiple childhood traumas as 

children and then were retraumatized or triggered by adult events as well. However, 

Hodgdon et al. (2021) made it clear that there are ways of educating patients in self-

compassion and improving self-awareness to improve mental health going forward. 

Jang et al. (2022) proposed the theory that an incarcerated individual with PTSD 

could attend a religious program focused on healing and eventually find a significant 

amount of coping strategy based on their view of positive reinforcement of virtue and 
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forgiveness. Their proposed discovery offers a glimpse into the concept that all 

individuals who came into contact with the Bible benefited in some positive way as a 

result of the support system it provides (Jang et al., 2022). One challenge to the concept 

being proposed is the potential that Jang and the other researchers discovered for the 

positive effect of teaching and instruction to wane over time. Thus, childhood 

involvement with religious activities may not have a lifetime effect. 

While looking into the long-term effects of PTSD, it is worth noting that Gambaro 

et al. (2020) stated in a study of incarcerated individuals, the trauma suffered by 

immigrants was limited. As determined, it is the injection of hopelessness into the 

situation that tends to be a strong mitigating factor for adult-onset anger, suicidal 

tendencies, and so on (Gambaro et al., 2020). Jowett et al. (2021) stated in their study that 

the types of traumas that happen at differing stages of developmental growth in a child 

will tend to have a variety of potential outcomes. A connection exists here to dissociation 

as the means of interrupting trauma’s inevitable forward motion, a disconnection from 

the trauma experience, and a movement toward a better future. This connection leads to 

the conclusion that if there are buffers to trauma-based outcomes, research needs to 

continue to encourage science to locate as many protective factors as possible to 

influence social change (Kelstrup & Carlsson, 2022). The division of a person’s life into 

three categories of childhood, adolescence, and adulthood breaks down the human 

experience into understandable sections by which time frames can be defined. The effect 

religion and/or religious involvement may have on a person’s life may be based not only 

on their age but on the frequency of attendance and level of involvement the child may 
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have had (Milstein, 2019). Whether PTSD symptoms are responsive to childhood 

religious conditioning remains unclear. 

Depression and anxiety are two of the most commonly reported negative 

outcomes of PTSD, and according to Mehta et al. (2022), many therapists provide social 

support after trauma and other kinds of emotional healing. However, they also posit that 

the genetic makeup of a person ages in a different manner than the biological age and that 

it is possible to stop the biological factors of internal aging at the DNA level (Mehta et 

al., 2022). Mehta et al. credit much of the aging process, or even the illnesses 

experienced, to the changes happening to bodies at a cellular level. Things like misusing 

drugs, suffering trauma, mental health struggles, or disproportionate exposure to certain 

life events or workplace stressors can slowly alter chromosomal patterns and shorten a 

lifespan. 

Effects of Religious Coping 

In a study researching survivors of a large earthquake, it was determined that 

there was a better chance of the respondent to realize a PTG pattern in their lives if they 

had been trained religiously at some time in their life. Religious coping led to active 

coping strategies and an ability to thrive (Mesidor & Sly, 2019). In Haiti, where over 

200,000 people died from the earthquake and 300,000 were left injured, it would not be 

unusual to believe that PTSD would be a likely outcome. Yet, some individuals were 

more able to cope, and it was determined that PTG, a more meaningful appreciation for 

life after the stressful event than had been present before it, was influenced by a belief 
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that there was a larger purpose for life than simply existing (Mesidor & Sly, 2019; 

Tedeschi & McNally, 2011). 

The individuals who responded to the survey felt that their sense of well-being 

and sense of self was higher as a result of the suffering caused by the event. Past research 

shows this to be true- mostly based on the ability of a person to cope with the events of 

their lives by utilizing their cultural connectivity, religious beliefs, personality structure, 

and coping styles. Coping can be described as one of a variety of factors that could be 

considered a strategy or behavior which helps us to remain functional during times of 

stress or trauma. 

Carroll et al. (2020) reported that suicide rates for military members with a PTSD 

diagnosis are higher than the rates for non-military members. Military individuals with no 

history of suicidality but who are diagnosed with PTSD are twice as likely to make an 

attempt as those without. This study reinforced the connection between not only belief in 

religious or spiritual tenets, but a level of commitment that participants reported as a 

positive religious coping strategy that had an anchoring effect, lowering PTSD 

symptoms. This stands in opposition to the negative religious coping strategy which 

resulted in higher levels of PTSD symptoms.  

Religion and mental health are a highly interwoven topic previously researched 

from various angles. This study opens the door for discussion on the connection between 

religious attendance and its connection to PTSD and its symptoms, but past research 

shows a demonstrated lowered risk of suicidality when an individual is involved with 

religious practices of their choice (Koenig et al., 2020). According to the author, an 
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individual who attends church twice a month was 94% less likely to die by suicide than 

those who attend less regularly. 

Koenig et al. (2020) found that religiosity did not have a significant effect one 

way or the other in individuals with pre-existing PTSD symptoms. However, for those 

who were currently working through traumatic situations, those respondents who were 

willing to go home and pray or meditate on the specific symptoms or experiences they 

were having at the time, exhibited a 30% reduction in emotional or psychological 

probability of experiencing PTSD. According to the meta-analysis of 97 outcome studies 

of 7,181 individual patients. Relevant anxieties which were also present due to the trauma 

the individuals had faced, were also mediated by therapies connected to religious 

adherence with an overall 80% improvement of mood and satisfaction in life experience 

(Koenig et al., 2020). 

Negative and positive aspects of religious or spiritual connections help to shed 

light on some of the psychological stress that occurs when a brain is struggling with the 

concept of suicide. As the individual follows religious or spiritual beliefs or action 

patterns, the interpersonal theory of suicide states their PTSD may confer their pain into 

actions instead of remaining thoughts. Religious or spiritual connections can either help 

this person connect and belong to their religious or spiritual institution of choice, or it 

may push them further away. An individual may have a disconnected feeling of others 

being potentially happier or helped in some way by their death. The concept of 

hopelessness goes further into a desire to end the struggle. People dealing with PTSD for 
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long periods of time may feel they exhausted every potential for help, even their belief in 

a higher power. This is one cause of heightened risk.  

Individuals from developing countries also embrace the healing properties of 

religious observance, seeking a strategy to find peace and wholeness through PTSD 

symptoms, and often turn to religious or spiritual belief systems (Wyatt & Welton, 2022). 

Religious coping fits into a category with other functional activities which some choose 

to use to manage stress. Some examples of coping strategies would be the use of 

chemicals to numb pain, planning ahead to pre-manage all known stressors, positive 

reframing, or venting to a friend. But this study made a point of asking about religious 

coping, not referring to any certain religious belief system. In relation to coping through 

utilizing religious tenets to manage stress, individuals also reported having difficulties 

due to a negative connotation that religion had played in their lives in the past. Not all 

religious interactions had been positive ones and thereby contributed to the stress or 

triggering of the respondent in a negative way instead of a positive one (Mesidor & Sly, 

2019). 

Positive religious coping strategies such as faith in a higher power, benevolent 

religious appraisal, prayer, seeking a higher power’s assistance and support, and a 

welcoming feeling of the community were helpful in the respondent’s ability to remain 

stable or see improvement in their PTS symptoms. However, negative religious coping 

strategies such as questioning religious beliefs, and discontent or questioning of 

intentions of other believers resulted in higher levels of anxiety and therefore increased 

amounts of PTS.  
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As explained by the authors, perception can be categorized into three groupings: 

(a) the benevolence of the world, meaning that a person can perceive that the world is 

either one of goodness, or one that is filled with unkind people or unfair situations; (b) 

meaningfulness of the world, meaning that the world can be a place of control, ripe with 

justice and fairness, and randomness, which implies that not every experience was 

intentional, but instead randomly occurs in every life; and (c) self-worthiness, meaning 

the extent to which a person believes they are a good person, self-controllability in which 

a person can feel that the world around them is one they can choose whether or not to 

participate in fully, and that they are personally protected from things considered bad 

from happening to them devoid of crediting any entity for this feeling of safety. The 

engagement of self-worthiness is one of the greatest factors in PTS symptom reduction as 

it was related to religious observance How a person deals with these three sectors of their 

life can be directly correlated with positive and negative religious coping. As individuals 

can attribute their self-worth as an integrated awareness with a supernatural 

consciousness, they feel there is an elevated purpose and safety despite emotional distress 

(Zukerman & Korn, 2013).  

Integrating spirituality and psychology were not initially widely accepted, but due 

in part to Pargament, there is more acceptance of the concept of PTG being at least 

partially attributed to religious belief systems. His concept is that any belief that would be 

truly held must be well integrated in such a way that the belief is deeply felt and broadly 

embraced (Reist Gibbel, 2022). His focus was not only on the scientific study of thinking, 

but also on the subfield of religiousness or spirituality through an impartial lens. It was 
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his position that the schools of religiosity and the science of psychology could come 

together and allow growth within the understanding of psychology (Xu, 2015).  

Kwilecki (2004, cited in Xu, 2015) stated that Pargament utilized rational choice 

theory for his base view of religious coping, which would attribute very little credibility 

to anything that is not intentional, such as actions that occur spontaneously like spirit 

possession or unconscious reactions that tie into religious practice or ritual. I utilized the 

theory that religious involvement makes a difference in other parts of life and seeking to 

know if this spirituality extends over the course of life or if only while in proximity to the 

trauma being presented.  

Religiousness and spirituality are widely accepted coping mechanisms to assist 

individuals who are struggling with PTSD symptoms. Each connection with spirituality is 

usually linked with actions taken such as prayer or religious service attendance, and 

affiliations with others in a supportive setting, such as denominational groups with set 

standards of acceptable practice or rituals that remind the adherer to their sense of 

belonging in the group. These assistive portions of the act of religiousness are what was 

measured in this study about the religious/spiritual coping strategies of combat PTSD 

sufferers (Zukerman et al., 2017). 

As discussed before, there is positive and negative religious coping, therefore 

reinforcing the concept of an individual practicing both positive and helpful religious 

tenets when needed as a coping strategy, or perhaps taking on a negative mindset or 

religious belief that is not helpful when faced with stress (Park et al., 2017). 

Differentiating between what could be perceived as religious/spiritual coping and positive 



35 

 

or negative coping as researchers felt that there are some portions of religiousness that 

instead bring a negative or spiritual struggle to a person. These negative outcomes or 

struggles can be a long-term detriment to psychological healing and leave the worshipper 

in a more negative frame of mind than originally considered as they continue with their 

typical religious practice.  

Unintended negative outcomes may be disappointment, lack of clarity, and poorer 

mental or physical health (Carroll et al., 2020). Military service is potentially connected 

to mortal danger and the constant threat of death. Religious/spiritual connectivity is a 

system that offers a sense of peace and mental positivity to the concept of an afterlife and 

meaningfulness to what is done on earth in this lifetime. 

Despite the connection between improved mental health and PTSD symptoms 

associated with faith or religious practices, research displays a disconnect between 

individuals with PTSD and non-organizational religion. This would include solitude, 

religious reading of pamphlets or other religious materials, prayer without worshipping 

with others, and listening to religious programming (Gillum et al., 2008). These activities 

had a direct impact on the PTS symptoms they were currently experiencing. Those who 

practiced the highest amount of individual non-organized religious activity were nine 

times more likely to experience high levels of PTS symptoms, while it was determined 

that those with a high PTS report were more likely to be engaging in what they would 

consider negative coping activities, thus causal of much of their symptomatology (Stanko 

et al., 2018). 
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Posttraumatic Growth 

The growth that occurs after an individual experiences a traumatic event can 

sometimes allow a person to experience greater levels of psychological well-being than 

they had before the trauma occurred to them. As noted in positive coping and negative 

coping skills, PTG in this study, is noted to also be present in both positive and negative 

fashion. They noted that depending on the variable of time, it is possible that an 

individual can experience higher symptoms of PTSD immediately following the event of 

trauma, but in several months or years, their PTG levels are much higher, and their 

symptoms of PTSD are less when in proportion to the growth, as the religious coping was 

instrumental in facilitating PTG (Whealin et al., 2020). 

Although it is typical for PTSD symptoms to fluctuate in a typical lifespan, the 

authors hypothesized that the greater the PTSD symptoms, the greater the level of PTG 

over time. Their hypothesis was supported in that individuals who had complained of 

higher PTSD symptoms were, four years later, experiencing fewer symptoms and greater 

PTG. Coping strategies, some learned from professionals, and others taken up as 

instinctive or learned behaviors, were measured for their level of effectiveness by the 

2000 participants in this longitudinal study. Active coping tended to be more present in 

the later years of the PTSD study. As individuals would utilize coping strategies, they 

would also report improved sleep, lessened anxiety, and an ability to be more present in 

their active lives. Arousal states were also affected, and individuals who had previously 

exhibited higher agitation were more likely to experience more peace and less intrusive 

rumination (Tedeschi & McNally, 2011). 
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For example, some of the individuals who were considered prisoners of war 

during the Vietnam War developed a higher resilience and quality of life due to what was 

discovered to be hopefulness during their captivity (Carroll et al., 2020; Pukay‐Martin et 

al., 2021). The individual held to certain beliefs which heightened their ability to 

maintain psychological positivity during and after their imprisonment. In fact, when 

interviewed, 61% of the individuals stated that they feel they had benefitted from the 

experience altogether (Tran et al., 2012). This was not seen as an imperative growth for 

all trauma survivors, but the link exists and must be researched further. 

They experienced positive changes to their personalities and a better focus on 

what they consider to be important, a valuable lesson can be learned from their 

perspectives. What would be considered a normal reaction to PTSD and the symptoms of 

being exposed to violence, death, extreme fear, and other life-threatening experiences, are 

different for each person (Alexander, 2020). They discovered that less-resilient 

individuals who had experienced trauma may typically exhibit a higher level of PTG. 

This brought the conclusion that individuals who previously learned to be resilient may 

tend to lean on these skills and not grow internally. The trauma was beneficial in this way 

for individuals with initially lower resilience. Different trajectories of growth occur with 

each individual, but patterns exist in which respondents able to adopt an appreciation for 

life show the most PTG and complain of fewer PTSD symptoms over time. 

Whaley and Mesidor (2021) focused on participants with a history of head and/or 

neck cancer, PTSD, and the likelihood of resulting comorbid substance abuse. 

Respondent answers were based on their own personal belief (“I like who I am”), to 
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collect evidence to suggest that individual perceptions about oneself and the world 

around them were potentially protective factors against PTS and trauma-related 

symptoms. However, as these respondents have suffered a painful and often disfiguring 

disease, some individuals struggle with these traumatic experiences, they may feel their 

beliefs about the world and themselves being shaken or dismantled by unexplainable 

events. According to Spiegel and Giese- Davis (2003, cited in Whaley & Mesidor, 2021), 

research is ongoing about the bidirectional arc that exists between cancer and depression. 

They postulated that there may even be a predictive factor between them.  

Respondent appreciation of life, however, was the variable of interest and is 

another PTG measurement that can be assessed through the viewpoint of big-picture 

expectation (Zhang et al., 2022). Maintaining an appreciation for the life that is still 

ahead allows an individual to connect more meaningfully with others, taking part in 

activities and developing inner strength that others may not have.  

Resilience and Protective Factors 

Resilience could be defined as a calculated amount of risk that an individual is 

willing to take based on the protective factors already in motion in their lives (Sölva et 

al., 2023). Protective factors are individual or other environmental portions of a person’s 

life that will buffer or assist a child with making appropriate choices and surviving any 

trauma or situation that would harm them (Efrati, 2023).  

Utilizing the satisfaction with life scale, Beck depression inventory, and other 

materials to measure, Karatzias et al. (2013) asked respondents to identify whether they 

had experienced trauma and whether they found satisfaction in their lives. Life 
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satisfaction ratings were indelibly higher for those who had less severe PTSD symptoms, 

and it was determined that those with higher PTSD had less satisfaction with their life, 

and they tended to present with lower scores in their general interviews. The author 

reiterated that individuals experiencing generally high PTSD were more likely to practice 

avoidance techniques around coping with the event that triggered the PTSD.  

Mesidor and Sly (2019) are inconclusive on whether PTSD and PTG are linked. 

The writers agreed that those with higher levels of PTSD were also likely to have higher 

levels of PTG. Others, they state, are also likely to have both PTSD symptoms and PTG 

simultaneously. Resilience plays a role in the ability of an individual to cope with their 

circumstances, and often the lack of resiliency can be crippling to the psyche of an 

individual who is experiencing traumatic events (Zilcha‐Mano et al., 2022). They 

reiterated that those with higher levels of PTSD symptoms and lesser levels of resiliency 

will tend to experience higher levels of PTG. 

The authors pointed out the pivotal role that religiosity plays in post-traumatic 

recovery. Individuals who can draw from their inner belief system responded that prayer 

was their greatest coping mechanism while overcoming PTSD symptoms (Mesidor & 

Sly, 2019). While negative religious coping was attributed to an increase in PTSD 

symptoms, there was still enough support for the theory that individuals who positively 

adapted religious coping found the support they needed to heal, grow, and learn due to 

the close cultural and relationship support by fellow believers during a time of great death 

and injury (Carver, 1998). 
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To determine if there are visible brain abnormalities in individuals with 

experienced trauma or are suffering PTSD symptoms, an MRI may be used. In 

comparison with individuals who have not been exposed to trauma, there is a visible 

difference in the T1 region. It was believed that brain signaling will inform the person 

who is experiencing PTSD symptoms, or a triggering event. The damaged section of the 

brain sends and receives mixed signals and/or triggering responses which may erupt in 

disturbing thoughts or behavior. Resilience is said to be the ability to adapt brain or 

cognitive function and maintain its flexibility despite stress or triggering circumstances 

(Zilcha‐Mano et al., 2022). 

Religious resilience, described as an ability to have flexibility, perspective, and 

hope while surviving trauma, paints a picture of individuals who are not afraid to keep 

striving for what they believe were better for them on a foundational level (Ginesini, 

2018). While Bonano (2004) feels that humans lose the ability to feel, he believes that 

they are much stronger than they believe they are, and that almost everyone experiences 

at least one traumatic event and comes out on the other side generally okay. The ability to 

cope with these losses and traumas builds gradually as a person walks through more life 

experiences. Resilience is built daily, with faith as a secondary help.  

The protective factor provided by personal satisfaction that came from 

religious/spiritual practices and dedications was beneficial to a lessening of the feeling of 

burdensomeness and it provides connections to other like-minded believers who can 

interact in similar levels of understanding. One missing link is the level of trauma 
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exposure, as Carroll et al. (2020) proposed, it is possible that varying levels of trauma 

exposure could affect the outcomes of these study mechanisms. 

One impact of trauma on a person is the way it can affect resilience, but the 

reverse is also true, a person’s resilience can affect how trauma impacts the person 

(Zukerman & Korn, 2013). How one feels about religion is shown to mediate one’s 

personal effect of trauma due to religion’s effect on worldview. If a respondent’s 

worldview is affected by their belief in a higher power or the response of pain to be 

focused on prayer, one may survive the process of healing from PTSD in a way that 

exhibits an improvement in life satisfaction 

The Role of Positive Psychology 

According to Harvard Medical School, positive psychology, a study on 

connectivity and good in life- or to cultivate a flourishing life, came as a response to the 

perception that general psychology tended to look at maladaptive coping or negativity in 

thinking (Positive Psychology - Harvard Health, 2023). A study in 2014 intended to 

discover if police officers, who are often exposed to trauma, could also gain a high level 

of resilience that comes through various mental strategies and coping mechanisms. Their 

belief was that police officers often have a higher locus of control, thereby having the 

ability to manage stressors through ego, positivity, emotion modulation, and hardiness. 

These protective factors insulate them against developing PTSD symptoms even in 

situations that would have typically been psychologically damaging in others. Personal 

outlook and positive perspective play a role in one’s sensitivity to PTSD (McCanlies et 

al., 2014). These findings shed light on positive adjustment to stressors and trauma based 
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on a person’s life satisfaction and ability to cope with the daily symptoms they were 

experiencing. For example, individuals who used alcohol as a coping mechanism had 

lower life satisfaction scores than those who instead cope with workplace violence with 

optimism and faith. Those who fall back to alcohol and other substance use tend to have 

lower life satisfaction and higher PTSD symptom responses (McCanlies et al., 2014). 

Research on positive and negative coping techniques shows the use of religious or 

spiritual coping mechanisms to possibly be a predictor of potential PTSD symptoms and 

PTG. In a study by Park et al. (2017), the respondents with higher PTSD symptoms 

reported higher positive PTSD symptoms. But they also discovered that 

religion/spirituality assisted them with higher levels of PTG. Individuals with higher 

levels of combat experience had a linear relationship with PTSD symptomology, but they 

also had a higher level of PTG when intersected with religious/spiritual coping 

mechanisms.  

Gender factors into the discussion of how trauma is managed (Zukerman et al., 

2017). The likelihood of individuals experiencing trauma during their lifetime is 

becoming increasingly prevalent (Sölva et al., 2023). As individuals tell their stories, we 

hear their tales of resilience, coping, or loss. As protective factors are identified, we can 

look for a way to measure levels of adapting to their environment. According to the study 

mentioned, females were more likely to exhibit depression, PTSD symptoms, and even 

depressive or dissociative problems (Sölva et al., 2023). Yet even these can display a 

cultural disparity depending on where people were raised, how they were taught, and 

whether they had sufficient support in their formative years. The ability for a young 
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person to acquire the ability to see a positive determination or to have a positive outlook 

on their future despite trauma, is not currently identified.  

Joyfulness 

Originally contributed to being a tenet of positive psychology, the concept of 

joyfulness is one that could be defined in multiple ways. Robbins (2021) brought to light 

the perceptive benefits of maintaining a joyful life despite the traumatic or globally 

disturbing events of your life. The author distinguished the difference between simply 

feeling pleasant feelings or having a hedonistic experience of getting momentary 

pleasure. Instead, Robbins stated that deeper and more intentional connectivity both with 

others and within oneself provide a more engaged life that promotes life satisfaction in a 

way the word happiness cannot imply.  

One key distinction of the joyful disposition is what the author would define as a 

consummate form of happiness. This type of joyfulness is one that combines the four 

dimensions: (a) chaironic, or a sense of gratitude or depth of feeling for the blessings one 

has received in their life; (b) hedonic, or the determination of what drives behavior as 

human beings, a sense of pleasure or pain that culminates from activities or intentions; (c) 

eudaimonic, or a sense of purpose and meaning for an individual life; (d) prudential, 

achieving a mental or emotional sense of well-being. Hedonistic joy, or happiness, by 

itself can be described as the amount of pleasure one has in their lives versus the amount 

of pain that they will experience throughout their lives. But when there is an endearing 

disposition, it is able to instill a depth of joy despite the adverse circumstance an 

individual is facing (Robbins, 2021). 
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Robbins (2021) observed that joy can be understood as an emotional state, a 

mood, a trait, or a spiritual fruit. Joy as an emotional state is, as Johnson (2019) 

explained, a feeling that does provide happiness or a good experience, but it does not 

have the ability to be a stabling factor that will stand over time. Joyfulness as a mood is 

the ability to experience a low threshold of happiness, and in a variety of situations, but it 

still is not a stabilizing happiness that would affect the disposition. Joyfulness as a 

disposition also provides an ability to feel this joy in a variety of situations, but it is an 

ebb and flow that will endure for longer without being apt to change due to circumstance. 

Joy as a spiritual fruit may manifest as gratitude or a thankfulness for the good and the 

bad in life due to personal beliefs in a higher power that is assisting and finding meaning 

despite the outlook. In Robbins’ (2021) connectivity of the spiritual fruits of a 

mainstream faith base, he inserts the adherence to a religious practice that can be seen as 

a mediator for the traumatic events of life that interrupt us. His specific example was the 

global pandemic in which it was still possible, amidst the suffering and unknowns of a 

national crisis, for a person could still be depending on and experiencing a life based on 

ethics, morality, virtue, and excellence, and focused on blessing. The human who is 

striving to have a life that is focused on meaningfulness and even personal sacrifice for a 

greater good will have a higher life satisfaction than one who is focused on temporal 

happiness, hedonism, and the fleeting pleasures of instant gratification. As each person 

meets the challenges and ravages of time, their perspective may affect their mental 

health. 
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In the development of the joyful life scale, Robbins (2021) proposed to design a 

tool that would contrast the measures that are currently being used for the determination 

of happiness as they are more focused on hedonism, and this tool focuses on the 

dispositional happiness that is long-lasting over time. The survey of 235 individuals, all 

based on an online format, subjected the respondents to subjective questions about their 

well-being as well as other various traits correlating to expressive human traits, gratitude, 

awe, material values and the big five personality traits. The joyful life scale was 

determined to be an integration of both positive psychology and humanistic theory. In the 

end, it proved to be reliable and have validity. A one-way ANOVA analysis found that 

the average of respondents who reported to have religious belief (M = 35.82 SD = 35.82), 

for example, had higher scoring on dispositional gratitude (p = .04) than those who 

professed to having no religious belief (M = 34.02, SD = 6.16).  

Noted is the difference in life experiences in which varieties of joy can be 

experienced and how a dispositional joyfulness can provide stability. This mark of 

arousal states can be the precursor to emotional stability that transcends the negative 

experiences of life through a radiant optimism of deeply rooted belief. Even in embracing 

suffering that is both unavoidable and tragic, the inner person may choose. A shift in 

value system is typical of the onboarding of improved coping skills, and many times 

Whaley and Masidor (2021) found them successful in introducing others to outside 

mediating groups, for example, a 12-step program as they were working with individuals 

with potential substance abuse problems. When individuals find themselves adopting new 

coping mechanisms, they also may see a decrease in PTSD symptoms. 
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A response that remains positive despite difficult functioning brings resilience and 

mindfulness that will allow the individual to maintain positive coping styles that can act 

as a protective factor for their psychological well-being. But as Westerfield and Doolittle 

(2021) point out, it is an increased participation in the real-time religious communal 

aspect of life that brings peace and healing to childhood pain. They note that children 

have an inner and outer world that invites them to struggle, grow, be challenged, be 

changed, and encounter a higher power. This encounter whether it be a strong or 

occasional experience (Mercer, 2006, cited in Westerfield & Doolittle, 2021), The 

cultivation of the interaction and awareness that integration into a faith-based group 

encourages the healing that children of trauma may be enduring. However, it is not yet 

shown that childhood exposure to religious interaction can carry a person into adulthood 

with a similar benefit against PTSD symptoms. Zhang et al. (2022) showed, however, 

that there is an appreciation of life that comes through mindfulness and the acceptance of 

life’s circumstances. 

Zhang et al. (2022) also discovered that the respondents with higher PTSD 

symptoms reported higher negative coping mechanisms and in turn, PTSD symptoms 

were not lowered when regarding religious/spiritual practices and coping. But they also 

discovered that religious/spiritual practices assisted them with higher levels of PTG. 

Individuals with higher levels of combat experience had a linear relationship with PTSD 

symptomology, but they also had a higher level of PTG when intersected with 

religious/spiritual coping mechanisms (Park et al., 2017). It seemed apparent to the 
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authors that it may require a higher level of trauma for one to see that they have adjusted 

their life perception. 

This study concluded with the understanding that outcomes are spotty and 

inconclusive when associated with religious and spiritual support and PTSD relief. 

However, there is a strong connection between the relief of PTG that is associated with 

the positive coping of religion/spirituality. There is more research needed on the 

effectiveness of religion/spirituality as a mediator of human-perceived trauma exposure 

and long-term PTSD symptomology. Positive steps made toward PTG will assist the 

person with their frame of mind, outlook, and understanding of their purpose in life. 

Social Connectedness as a Protective Factor 

Social networking, family or cultural ties, belief systems, and memberships to 

places of worship may be related to improved mental health symptoms, and even physical 

health improvement (Schwartz & Shrira, 2018). Relationship satisfaction research is one 

part of PTSD study that fails to completely explore the depth of the ability of social 

connectedness to truly support an individual through PTSD. PTSD is associated with a 

variety of negative social or interpersonal outcomes, some of which are lesser known but 

spelled out, such as intimacy issues and sexual dysfunction, poor relationship quality, and 

other social relationships like parenting (Morland et al., 2022). The factors, though well-

defined, describe the causal problems as a level of dissatisfaction with individuals who 

experience PTSD in social roles of the home and community. This dissatisfaction may be 

due to the perceived lack of understanding, the inability to empathize with their partner, 

and a lack of social support in the home (Freedman et al., 2015). 
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Negative life events, sociodemographic variables, and trauma types were 

measured in the Freedman et al. (2015) study, which was eventually noted to be 

inconclusive as there was significant evidence that the social relationship struggles at 

times contributed to the PTSD symptoms which lead the authors to be unsure which was 

causal of the other. The correlation determined that Social Relationship Satisfaction 

negatively correlated with negative life events and PTSD symptoms. The study is still 

appropriate to determine that there is a contributing factor of PTSD to the increasing 

social relationship quality after the onset of PTSD symptoms. We also know that 

addictive behavior can be both negatively and positively impacted by social 

connectedness (Efrati, 2023). Being part of a religious community may provide social 

connectedness and a sense of belonging which could potentially increase social 

relationship quality and impact PTSD the symptoms that may tend to linger. 

Intimate relationships are important to the critical functioning of the human 

experience, however, there are severe constrictions when that close relationship becomes 

the catalyst for trauma and leaves an individual with PTSD and afraid to trust others 

again (DiMauro & Renshaw, 2019). This leads to more questions about the viability of 

church involvement being truly positive and effective enough to allow a child to 

experience a joyful adulthood despite trauma.  

As described by Stanko et al. (2018), when one’s coping mechanism, a highly 

valued belief system or religious strategy, does not seem to be helping, or worse, yields 

poor results with interpersonal relationships or expectations, there can be an even greater 

trauma or stressor left behind and the respondents reported practicing their own religious 
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coping on their own. The nature of the study was interviewing 189 individuals who had 

lived through multiple hurricane losses to determine if or how faith and religion 

supported them through PTSD and other emotional struggles as they rebuilt yet again. It 

was discovered that the less organizational religious involvement there was, the higher 

the PTSD scores were. As individuals were growing disenchanted and losing faith, they 

tended to drift off and develop their own belief system. Often, these individuals would 

end up with greater distress than those who had not established faith at all to begin with. 

Gallop measures religiosity in North America yearly, noting increases or 

decreases in attendance or individual memberships in any one church. Down to its lowest 

for the first time in the last 80 years, researchers say that there is a downward trend that is 

apparently worsening. From 69% in 1998, to 62% in 2010, to 49% in 2020, and now, 

47%, or just under the majority, in 2021. Blame is placed on falling organizational 

memberships, or even on individual lack of connectivity with any major religion (Jones, 

2021). What is not clear is the connection between current (adult) attendance and whether 

childhood attendance played a role in the decision to stop going as an adult and whether 

trauma had a role in the choice.  

According to Karatzias et al. (2013), individuals with PTSD report a lower quality 

of life satisfaction than those with other mental illnesses. To know what caused these 

many factors were checked: education, age, gender, marital status, employment, 

psychotropic medication use, and history of counseling, One factor, marriage, was a 

predictor for increased life satisfaction Those who reported being married or cohabitating 

were statistically more satisfied with their lives than those who were single or divorced. 
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And marriage also played a role in higher PTG. Marriage and increased life satisfaction 

were indicative of an increase in PTG overall in PTSD sufferers (Karatzias et al., 2013). 

The connection and interpersonal relationship were valuable overall.  

According to Maselko et al. (2012), individuals with previous attendance to 

religious activities were typically at lower risk for major depressive disorder. However, 

church attendance was a factor that played into a life-long ritual. Individuals who were 

childhood church attendees would repeatedly attend into adulthood with very few of them 

stopping their attendance. However, if the adult reported stopping attending church as a 

child or teenager, there were very few who would begin going again. Anyone who had 

not attended church as a child or into adolescence was not likely to begin attending as an 

adult if they had experienced major depressive disorder or a major depressive event. 

Female respondents were more likely to be struggling with finding support within a local 

faith community and were 1.42% more likely to stop attending supportive religious 

activities, and there was one link drawn to female sufferers of major depressive event that 

stated women were more likely to abandon religious practices after an major depressive 

event. 

Summary and Conclusions 

In this chapter, I addressed the factors of PTSD, PTG, religious coping, a joyful 

life, and protective factors. The discussion included the potential for individuals who had 

experienced connectivity with religious organizations to potentially find the ability to 

experience a joyful life in adulthood despite experiencing trauma along the way. A joyful 
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life is defined as an existential feeling of satisfaction despite the negative realities of life. 

However, it is unknown what is needed in each life to reach that existential place. 

Individuals who experience trauma in their lives, whether in person or vicariously 

through witnessing events via media or from stories told by others, can be left with PTS. 

These stresses can bring about negative emotional and psychological consequences that 

leave them with something the authors described as disturbed fear conditioning. 

Associated with the prefrontal cortex, abnormal amygdala functioning, and the 

hippocampus, this fear conditioning can affect the psychological development of PTSD 

or behavioral and cognitive changes.  

Those who were able to embrace religion and spirituality found a buffer that 

enhanced their quality of life. Finding meaningfulness in life allows an individual to 

recover and leave behind more destructive coping strategies. This study was conducted to 

fill the gaps in understanding if it is statistically possible to show evidence of the building 

of those kinds of meaningful interactions within childhood religious involvement that 

could be strong enough to be connected to adult joyfulness. In Chapter 3, I discuss the 

research methods of study used and how they were accomplished in the final study.  
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Chapter 3: Research Method 

Introduction 

The purpose of this quantitative study was to determine if childhood religious 

attendance mediates the relationship of an adult joyful life and PTSD. The target group 

were adults. This chapter includes the methodology chosen for this study and my 

justification for this specific methodological choice. I conducted internet-based surveys 

via social media advertisement and delivered them through electronic links. All surveys 

were collected through Survey Monkey anonymously.  

Chapter 3 focuses on the research design and its purposes and benefits, outlines 

key steps to ensuring that the validity of the study was maintained, the populations that 

were chosen for this study, as well as describing data collection within the sampling 

framework. Here, the instruments of data collection to complete the research are 

presented and explained. Protection of study participant response data is also described. 

Research Design and Rationale 

The dependent variable is PTSD, as evidenced by outcomes on the SPRINT-SR 

tool, noting the degree of trauma. The independent variable is the ability of the 

respondent to experience a joyful disposition in adulthood, utilizing the joyful disposition 

scale. The mediating variable is attendance at religious events as a child. If all variables 

are significantly related, then childhood religious attendance would predict respondent 

joyful disposition, which would then predict lower PTSD symptoms. 

This quantitative correlational study utilizes a survey method design, which was 

appropriate both for ease of use and for providing anonymity. The purpose of this study 
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was to gain insight in the relationship between the dependent variable of childhood 

religious attendance and a joyful disposition in adulthood, as well as the independent 

variable of trauma experience along with seven demographic variables (age, gender, 

religion, race/ethnicity, education level, state of residency, and extent to which 

participants continue to identify themselves as religious). A mediation approach was 

utilized to examine the relationships among the variables. All responses required for the 

SPRINT-RS and the joyful disposition scales were listed on Survey Monkey which 

accumulated the responses in an anonymous way in anticipation of a quantitative 

analysis.  

There were no time constraints on the survey once it was begun. The survey had 

27 Likert-scale questions and one yes/no check box question addressing the three 

measures as well as the six demographic variables. The surveys were set to run for a 

specific number of hours, during which time, advertisements and social media posts were 

created as reminders and to raise interest in the project.  

This research design was chosen as the instruments were readily available from 

their respective authors. One liability is lack of control over the convenience sample. As 

the SPRINT-RS deals with PTSD symptomology, it is possible that the symptoms being 

measured could be worse or better than a typical time frame and thereby create outliers. 

The study was also at risk of being left incomplete as Robbins (2021) noted. However, 

much of the previous research was done using correlational studies, therefore it was 

appropriate to utilize the same research method. 



54 

 

Methodology 

Population 

The intended population for this study were adults over the age of 18 from a 

cross-section of states in America. This demographic information was found in the initial 

entry into the survey for comparison purposes, and participants did not need to be part of 

any mental health group or be participating in PTSD support. This was a convenience 

survey.  

Statistical power can increase as the size of the sample increases. It is imperative 

to create a sample size. A power analysis was completed using G*Power software to 

determine sample size. To estimate size takes into consideration the more generalizable 

the data are to the North American public.  

According to White (2022), it is important to have a large enough sample size; 

they found that of 1,750 journal articles that listed their sample size in their abstract, 

about 90% of the studies utilized a general sample size greater than 100, and 7% had a 

sample size greater than 1,000. White determined that 89% of the samples were over 100, 

53.5% were over 300, 31% were over 500, 19.8% were over 750. Especially noted were 

13.9% over 1,000 and 4.6% over 2,000. Indicative of studies that were more statistically 

powerful were those studies that had access to larger populations for survey. These all 

could be affected by topic, region, communication, and style.  

In determining the sample size needed for this study, a power analysis was 

completed using G*Power software for the multiple linear regression using the f-tests 

function utilizing the linear multiple regression fixed model. Effect size was determined 
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to medium effect (.15), α = .05, ß = .80 an 80% chance of correctly rejecting the null 

hypothesis if there were a minimum number of 103 participants with seven predictors. 

Sampling and Sampling Procedures 

The respondents were invited to respond to the survey as long as they fit the 

criteria for inclusion. Criteria for inclusion included being over the age of 18 and living 

within the United States at the time of the survey. One example of a reason for exclusion 

is a survey that is more than 20% incomplete, and another example for exclusion is if the 

individual did not complete 80% of the survey.  

As noted by Suen et al. (2014), the unique information that comes from choosing 

randomly selected participants is assumed to provide a richer pool of data in the outcome 

of the study. Also, it is assumed that the larger the number of respondents that participate 

in the study, the more statistical power will result in appropriate outcomes. This method 

allows for faster data collection as well, as it is a quicker method of accepting any or all 

respondents who apply to participate. Identifiable drawbacks to nonprobability 

convenience sampling may be an accidental homogenous sampling frame; for example, if 

all respondents were friends of a study’s author, there may potentially be a sameness of 

thought that would reduce the ability of the study to be generalizable. Therefore, I sought 

to find participants from all around North America from a variety of backgrounds.  

Procedures for Recruitment 

The procedure for recruitment was conducted through social media and word of 

mouth (friend referral). A Survey Monkey account was used to create the survey with the 

questions and places for answers to be easily delineated. The link for this free survey was 
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sent via email and posted on social media in a public post. The post clearly stated the 

purpose of the study and that a researcher was requesting help with Ph.D. dissertation 

research. The recruitment could apply to individuals from any walk of life or belief 

system.  

Participation and Data Collection 

An account was created on Survey Monkey. Appropriate fees were paid, and a 

survey was created containing the demographic information needed as well as the survey 

questions themselves. An informed consent form was created with Walden University 

Institutional Review Board (IRB) approval, which also included what to expect from the 

study and any risks and benefits. Once created, the digital survey was accessed via the 

link and would accept direct input of answers to the survey which were recorded into the 

secure servers.  

All data were securely saved in the Survey Monkey system. No names or 

identifying information were attached to any data. All participants exited the study with 

no counseling or need for a return interview. All interaction was in the form of 

instructions within the study with no human interaction. No cost is expected to come 

from this type of data collection as it was strictly voluntary. 

Once all questions were answered and stored, Survey Monkey displayed a page of 

thanks and closed out the session. Respondents were not allowed to re-enter the survey 

once it was closed. Following the survey window of availability closing, all data were 

collected by download from the Survey Monkey system and saved as an Excel document. 

There were no debriefing or exit interviews as this was an anonymous survey and not 
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found to contain anything that would potentially cause harm or bring alarm to the 

respondents. 

Instrumentation and Operationalization of Constructs 

Data from two measures and one yes/no question were analyzed through a 

mediation multiple regression in IBM’s program SPSS. In addition to the three measures 

that were compared, there were seven demographic variables (age, gender, religion, 

race/ethnicity, education level, state of residency, and extent to which the individual 

attends religious events now) that were also collected. These demographic variables were 

intended to summarize various characteristics of the sample in SPSS.  

The mediating variable, childhood religious attendance, utilized the question 

posed by the American general social survey (Smith et al., 2018). The survey is a cross-

sectional survey instituted in 1972 by NORC at the University of Chicago. The survey is 

repeated yearly to adults who are non-institutionalized in the United States and who 

speak either English or Spanish. The respondents are asked socioeconomic and 

sociodemographic questions. This survey collects demographic information such as 

income, frequency of certain behaviors, happiness, personal belief systems, and opinions 

about social hot topics, such as abortion, gender, and race relationships, to name a few. 

These data sets are used by researchers on a plethora of topics as they investigate topics 

regarding trends in the United States. This study only replicated the four answers 

regarding religious attendance, were a single question, (“How often do you attend 

religious services?”) and marked with frequency option responses coded as never, less 



58 

 

than monthly, less than weekly, and greater than or equal to weekly. These responses are 

simple and offer a greater opportunity to understand frequency of attendance.  

SPRINT-SR 

To measure the amount of trauma, the SPRINT-SR was administered to the 

respondents. The SPRINT, created by Jonathan Davidson, is an assessment tool created 

for the National Centers for PTSD that integrates eight self-reporting questions that 

address core symptoms. Created in 2001, but updated in 2021 to correlate with the 

updated PTSD guidelines in the DSM-5, it is a reliable and often-utilized assessment to 

determine the severity of any global improvements noted in individuals seeking help for 

posttraumatic symptoms. The SPRINT does not include subjective symptoms but follows 

closely with typically accepted symptomology. The SPRINT was an appropriate scale for 

this study as it helps to determine current levels of distress as a result of past traumatic 

occurrence and has been shown to be reliable in discriminating between potential PTSD 

sufferers and those without PTSD symptoms. Internal consistency has shown to be good 

with a Cronbach’s alpha = 0.77–0.87 and a test-retest reliability of 0.778 (n = 67; Connor 

& Davidson, 2021). When compared to the clinical global impressions of severity scale, 

the SPRINT was noted that their recommended measure for levels of trauma symptoms 

were no symptoms, mild, mediates, marked, and severe PTSD (Morrens et al., 2022). The 

corresponding scores were 6.5, 10.6, 16.9, 18.7, and 22.9 (Connor & Davidson, 2021). 

Levels of distress are noted with the following Likert-type scoring system with a 

scale of 0-4 with a score of 0 meaning not at all, and 4 meaning very much. Each of these 

eight questions indicate the symptoms mentioned as identifiable PTSD symptoms, such 
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as recurring nightmares, flashbacks, decreased levels of life enjoyment, physical pain, 

stress sensitivity, and whether these symptoms have interfered with daily life. The 5-point 

scale was aggregated and totaled. The tool cutoff for identification as experiencing 

significant trauma symptoms was 14 (Connor & Davidson, 2021). Any answers that total 

13 or below were considered no trauma. I obtained permission and paid appropriate fees 

to use and distribute the scale as described by the developer.  

This scale is not based on any particular DSM criteria, but instead on typical traits 

and therefore applicable despite continual DSM updating. This partial independence from 

contemporary diagnostic criteria is considered a benefit as it avoids being connected to 

something that is often changing and must be reassessed. With high validity ratings, the 

scale is also versatile, as it can be used as an interview tool or a self-rated scale. The scale 

closely connects with respondents’ feelings about the symptoms they are experiencing in 

their lives in the present and asks them to name their most persistent troubling symptom 

within the last 7 days.   

Joyful Disposition Scale 

Joyful disposition was assessed utilizing the joyful disposition scale (Robbins et 

al., 2019). This 19-question survey, a blend of positive psychology and humanistic 

theory, measures states of mind such as self-actualization and happiness. Based on an 

integration of life experience and personality traits, respondents express their experience 

through a seven-point Likert scale questionnaire with choices from 1 = strongly agree to 

7 = strongly disagree. The joyful disposition scale has a strong inter-item reliability score 

of Cronbach’s alpha .92. Found to be very reliable, it identifies the trait or state of 
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joyfulness by determining whether joy is affirmed despite any life circumstance the 

respondent may be experiencing. Concurrent validity is established based on correlations 

with similar constructs.  

These answers were tallied up and compared to the other responses on the 

SPRINT-RS to determine the relationship between trauma and the trait of joyful 

disposition. Those whose totals fall below the mean score were considered less joyful and 

those who score at the mean or above were considered more joyful for the purposes of 

this study.  

Robbins (2021) noted that a variety of studies have used the joyful disposition 

scale along with other tools to determine the degree to which joyfulness is present in a 

respondent’s life along with other variables such as hedonism, materialism, self-

actualization, and religious beliefs. The measure attempts to identify a type of happiness 

that is consummate—that is, it integrates hedonic, eudaimonic, and chaironic types of 

happiness into a single personality trait construct. One limitation is a tendency for 

answers in the survey to be incomplete, which may be due to length. 

Data Analysis Plan 

SPSS was utilized to complete all mediation analysis. Exclusion criteria was 

determined to be the value of 20% of unanswered questions. Responses were checked to 

ensure that there are no omissions, and any survey found to be 20% incomplete or more 

was set aside and removed from consideration. All questionnaires that were at least 80% 

complete were utilized in the study. All data were then be moved to an Excel spreadsheet 

for greater ease to transport into SPSS for statistical analysis. 
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This study intended to use an SPSS mediation analysis with regression. It will not 

only show the potential of the outcomes of the individuals from their independent 

variable of trauma history, but to introduce the mediating factor of childhood religious 

attendance. This additional factor may potentially prove to interact with the other 

variables in a statistically significant way.  

First, a bivariate regression was performed predicting the outcomes of individuals 

with trauma histories and their likelihood to self-report joyfulness in adulthood. Then a 

second bivariate regression was performed on the data to investigate the outcomes of 

individuals who had self-reported as experiencing trauma, also had experience with 

religious attendance as a child. Thirdly, a bivariate correlation between joyful disposition 

and religious attendance were performed, attempting to see if childhood attendance of 

religious activities were, in fact, mediating events for individuals who had experienced 

trauma. The fourth step, assuming that Hypotheses 1-3 are supported by correlational 

findings, were to complete a mediation analysis. 

The purpose of doing a series of regressions, or a multiple regression, is to 

determine the association of the independent variable and the dependent variable when all 

other variables are held constant. It is important to determine any unique associations 

between the independent variable and the dependent variable when you have a constant 

or control which will help identify any changes from the determined path or patterns 

established by the first regression.  

Values were interpreted through the SPSS regression feature. The standard 

coefficient beta were determined through the co-efficient feature of the linear regression 
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model. On the second regression, I sought to find the coefficient for the dependent 

variable to the mediating variable. The third regression featured the joyfulness as an adult 

as the independent variable, and the trauma history and childhood attendance were listed 

as dependent variables. Once these coefficients are determined, the numbers were 

compared for statistical significance, searching to find if the mediator has any effect on 

the dependent variable, joyfulness in adulthood. 

Threats to Validity 

Threats to internal validity include things that could jeopardize the ability to draw 

a conclusion based on purely the regression outcomes. Outcomes must only result from 

the mediator and nothing else. The design of the study might create a doubt in the causal 

relationship between factors, which would also create a threat to internal validity. One 

such problem might be a regression to the mean. If the respondents chosen for the survey 

happen to answer questions that fit within the extreme values, it is possible that they can 

become more of a central tendency and not so much of an extreme anymore. One way 

around this potential issue is to gather larger amounts of data, which will increase the 

likelihood of the responses being varied enough to create a more accurate mean, or 

average.  

Historical threats are also a reality. During this study, for example, a triggering 

event could happen in a public location or threaten national security and cause sudden 

recurrences of PTSD symptoms and a decrease of joyfulness due to current events. This 

could potentially skew responses or decrease the number of participants willing to 

participate. Another potential historical threat to validity could be an unusually large 
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economic downturn that causes a sense of fear or dread that may situationally decrease 

joyfulness. One last historical threat to internal validity could be a massive scandal 

regarding religious leaders or systems. As news coverage is released, it may change the 

tenor of responses. They may feel less likely to view their once-positive memories in a 

light that disagrees with the current events surrounding the history being made.  

Maturation is not likely to be an issue or threat to validity as all the participants 

were over age 18. Testing and instrumentation are not likely to be an issue or threat to 

validity as there are no pretests and posttests for comparison. Attrition may be a slight 

threat, while surveys do not occur over time, there may be a lack of patience or desire to 

complete the survey among certain populations within the study. This would remove one 

cultural viewpoint from the study, and potentially miss out on the snapshot of the larger 

population. Any potential for attrition validity threat could be combated by a larger pool 

of recipients who were well-documented as a cross section of North America.  

Research Question and Hypotheses 

RQ1: Is there a relationship between religious attendance in childhood and joyful 

disposition in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants continue to 

identify as religious or spiritual)? 

H01: Religious attendance in childhood is not positively and significantly related 

to joyful disposition, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual). 
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Ha1: Religious attendance in childhood is positively and significantly related to 

joyful disposition, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual).  

RQ2: Is there a relationship between joyful disposition and PTSD symptoms in 

adulthood, controlling for key covariates (age, gender, religion, race/ethnicity, education 

level, state of residency, extent to which participants continue to identify as religious or 

spiritual)? 

H02: Joyful disposition is not negatively and significantly related to PTSD 

symptoms in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual). 

Ha2: Joyful disposition is negatively and significantly related to PTSD symptoms 

in adulthood, controlling for key covariates (age, gender, religion, race/ethnicity, 

education level, state of residency, extent to which participants continue to 

identify as religious or spiritual). 

RQ3: Is there a relationship between religious attendance in childhood and PTSD 

symptoms in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants continue to 

identify as religious or spiritual)? 

H03: Religious attendance in childhood is not negatively and significantly related 

to PTSD symptoms in adulthood, controlling for key covariates (age, gender, 



65 

 

religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual). 

Ha3: Religious attendance in childhood is negatively and significantly related to 

PTSD symptoms in adulthood, controlling for key covariates (age, gender, 

religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual). 

RQ4: Does religious attendance in childhood mediate the relationship between 

PTSD symptoms and a joyful disposition in adulthood, controlling for key covariates 

(age, gender, religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual)? 

H04: Religious attendance in childhood does not mediate the relationship between 

PTSD symptoms and a joyful disposition in adulthood, controlling for key 

covariates (age, gender, religion, race/ethnicity, education level, state of 

residency, extent to which participants continue to identify as religious or 

spiritual). 

Ha4: Religious attendance in childhood mediates the relationship between PTSD 

symptoms and a joyful disposition in adulthood controlling for key covariates 

(age, gender, religion, race/ethnicity, education level, state of residency extent to 

which participants continue to identify as religious or spiritual). 

Ethical Procedures 

The potential for ethical concerns was very limited. All respondents were 

convenience sample volunteers from ads on either Survey Monkey or Facebook. 
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Individuals were not part of any vulnerable population and ages were required to be listed 

on the survey form. No data were utilized that was suspected of being from an individual 

under the age of 18. Individuals may change their minds and not completely answer the 

survey questions. However, this would not damage the survey outcomes unless a large 

number of respondents (more than 50%) did not complete 80% or more of the survey as 

that would be more than the original G*Power assessment predicted to have for a 

statistically significant study.  

Appropriate permissions were obtained by the Walden University IRB. Letters 

and permissions were included in the survey as introductory matter before they accessed 

the survey. They were aware of their participation and what the survey was intended to 

do. All collected data were stored inside of the Survey Monkey system which is password 

protected. Data stored on local laptop computers will also be password and fingerprint 

protected. All responses were confidential; no names were collected with the computer 

input from each respondent. No one except me will have access to the individual 

responses as given by the Survey Monkey data. There appears to be no conflict of interest 

as the pool of participants is opened completely to anyone in North America. 

Summary 

This quantitative study utilized a survey to allow respondents to enter their data. 

All data were protected and anonymously collected. The three measurement tools that 

were used were the SPRINT-SR, the joyful disposition scale, and two questions from the 

general social survey. All permissions were gathered to utilize these tools. The target 

population, any North American, age 18 and older, were targeted through Survey 
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Monkey and social media. Data were entered into SPSS with the intention to run a 

multiple regression to determine outcome. Chapter 4 will detail the course of the research 

and include tables and figures to explain the outcomes of the research.  
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Chapter 4: Results 

Introduction 

The purpose of this study was to determine whether childhood religious 

attendance mediates the relationship between PTSD symptoms and the ability to have a 

joyful disposition. The dependent variable presented in this study was childhood religious 

attendance, as measured by the question taken from the general social survey, consisting 

of two questions. The independent variables were a joyful disposition in adulthood, 

measured by the joyful life scale, which consisted of 19 questions, and symptoms of 

PTSD , measured by the SPRINT-SR, which contained eight questions. The demographic 

variables were age, religious affiliation, ethnicity, gender, level of education, state, and 

the level at which a person still considers themselves religious. Pargament’s theory of 

religious coping was the theoretical foundation for this study. In Chapter 4, I reveal the 

results of the process of data collection. The process was supposed to include a multiple 

regression analysis to test the hypotheses; however, the first step was to complete a 

Pearson’s correlation. This study is also supported by descriptive analysis as well as 

assessing the hypotheses and answering the research question which is summarized in 

detail. 

Research Questions and Hypotheses  

RQ1: Is there a relationship between religious attendance in childhood and joyful 

disposition in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants continue to 

identify as religious or spiritual)? 
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H01: Religious attendance in childhood is not positively and significantly related 

to joyful disposition, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual). 

Ha1: Religious attendance in childhood is positively and significantly related to 

joyful disposition, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual).  

RQ2: Is there a relationship between joyful disposition and PTSD symptoms in 

adulthood, controlling for key covariates (age, gender, religion, race/ethnicity, education 

level, state of residency, extent to which participants continue to identify as religious or 

spiritual)? 

H02: Joyful disposition is not negatively and significantly related to PTSD 

symptoms in adulthood, controlling for key covariates (age, gender, religion, 

race/ethnicity, education level, state of residency, extent to which participants 

continue to identify as religious or spiritual). 

Ha2: Joyful disposition is negatively and significantly related to PTSD symptoms 

in adulthood, controlling for key covariates (age, gender, religion, race/ethnicity, 

education level, state of residency, extent to which participants continue to 

identify as religious or spiritual). 

RQ3: Is there a relationship between religious attendance in childhood and PTSD 

symptoms in adulthood, controlling for key covariates (age, gender, religion, 
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race/ethnicity, education level, state of residency, extent to which participants continue to 

identify as religious or spiritual)? 

H03: Religious attendance in childhood is not negatively and significantly related 

to PTSD symptoms in adulthood, controlling for key covariates (age, gender, 

religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual). 

Ha3: Religious attendance in childhood is negatively and significantly related to 

PTSD symptoms in adulthood, controlling for key covariates (age, gender, 

religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual). 

RQ4: Does religious attendance in childhood mediate the relationship between 

PTSD symptoms and a joyful disposition in adulthood, controlling for key covariates 

(age, gender, religion, race/ethnicity, education level, state of residency, extent to which 

participants continue to identify as religious or spiritual)? 

H04: Religious attendance in childhood does not mediate the relationship between 

PTSD symptoms and a joyful disposition in adulthood, controlling for key 

covariates (age, gender, religion, race/ethnicity, education level, state of 

residency, extent to which participants continue to identify as religious or 

spiritual). 

Ha4: Religious attendance in childhood mediates the relationship between PTSD 

symptoms and a joyful disposition in adulthood controlling for key covariates 
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(age, gender, religion, race/ethnicity, education level, state of residency extent to 

which participants continue to identify as religious or spiritual). 

In Chapter 4, I will describe the data collection process as well as detail the demographic 

information of the respondents in the sample, give results containing the descriptive 

statistics and the summary of the Pearson’s correlation and other findings. All three 

variables are described.  

Data Collection 

Data were collected in two different ways. The survey was created in Survey 

Monkey online and two collectors were created. This survey was intended to be taken by 

a random selection of individuals from a cross-section of the country from varying 

backgrounds and experience. The inclusion requirements were such that respondents 

must live within the United States, be at least 18 years old, and answer 80% of the 

questions. In determining the required sample size, a power analysis was completed 

utilizing G*Power software for multiple linear regression using the f-tests function 

utilizing the linear multiple regression fixed model. Effect size was determined to 

medium effect (.15), α = .05, ß = .80 an 80% chance of correctly rejecting the null 

hypothesis if there were a minimum number of 103 participants with nine predictors over 

2 days. 

A Survey Monkey link was created for social media collection. Using the IRB 

approved invitation and informed consent form, the survey was posted online for 

respondents’ consideration. I hoped that a minimum of 100 individuals would take the 

survey from my post. Also, due to the desire to ensure randomness and unique traits in 
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the sample, I also purchased another 100 responses from Survey Monkey’s database of 

survey takers. The sample was intended to be gender, age, and location balanced. At a 

cost of $3.50 per respondent, the total cost was $373.10, after all fees and taxes. While 

the collector was open, an additional 73 people participated unexpectedly for free, 

providing 173 respondents.  

The number of respondents from the Facebook post was lower than expected, so I 

purchased a second Survey Monkey survey providing 50 more age- and location-

balanced responses. The purchase of 50 additional participants from Survey Monkey 

came to a total of $186.55. The total cost for 223 random participants was $559.65 (or 

average of $2.51 per response); 39 responses (14%) came in from the Facebook invitation 

at no cost. Altogether, there were 262 original respondents in the study (N = 262). All 

entries were examined for their appropriate inclusion in the sample. Due to exclusion 

criteria, one individual who was under 18 years of age (n = 1), and 11 others who were of 

age but did not complete the survey to at least 80% were disqualified and their 

information removed from the data set (n = 11). The removed data were retained in a 

separate file and not considered with the others, bringing the official total of respondents’ 

information used for the study to 250 (N = 250.) The study was conducted as intended, 

with nearly 250 participants as hoped for. 

Descriptive Analysis of the Sample 

In this first section, I describe the variables included in this analysis. Each of the 

demographics are described, providing visual output to assist with understanding. 

Originally, there were 250 participants accepted in the study. However, there were four 
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persons whose data points were found to be outliers. Those four respondents’ data were 

removed from the analysis, leaving N = 246. More detail is given in the next section.  

Using SPSS, descriptive statistics were used to determine the frequencies of the 

individuals participating in this survey. These descriptive results are not intended to infer 

any meaning or significance by themselves, but rather were a door to understanding the 

broad picture of the respondents of the study. Immediately following was the analysis of 

the findings of the study and the research questions, followed by the determination of the 

hypotheses. The final section provides a summary of information and a simple 

conclusion.  

Demographic Variables 

Age  

There was a consistent spread of reported ages ranging from 18 to 82 (N = 243). 

The mean age for the sample was 41.9, with a SD of 1.636. Approximately 57.9 of the 

participants were between ages 18 and 49. By far, the largest segment of participants fell 

between age 40 and 49. The smallest segment of population was those over the age of 80 

(.8%), with the next smallest segment being those between 18 and 25 years of age 

(6.9%). In measuring symmetry, there was some skewness (–.092), which in a unimodal 

histogram meant that the tail was to the left of the mean, and there is a slightly larger 

percentage of the participants who fall to the right. The kurtosis, being less than 3, is 

mesokurtic, which is not excessive and further validates the normality of the sample 

received.  



74 

 

There were representatives from each decade within the sample. One person was 

under the age of 18 and therefore was removed from the sample. The categories are as 

follows, 1 = 18-25 years old (6.9% of the sample), 2 = 26-29 (7.7% of the sample), 3 = 

30-39 years old (17.8% of the sample), 4 = 40-49 years old (24.7% of the sample), 5 = 

50-59 years old (19.4% of the sample), 6 = 60-69 years old (12.1% of the sample), 7 = 

70-79 years old (9.7% of the sample), 8 = 80 or above (.8% of the sample). The largest 

segment of respondents were from the 40-49 age range. With the mean being 41.9 years 

old, and a standard deviation of 1.64, it equates to the largest part of the population of the 

survey being between 40.26 years and 43.54. Approximately 61.9% of the respondents 

were between 30 and 59; 14.6% of the individuals were below the age of 30, and 22.6% 

were over the age of 60. Figure 1 reveals a frequency chart of age breakdown from the 

respondents. Figure 2 reveals a more accurate visualization of the ages of participants.  

Figure 1 

Respondents’ Age Breakdown 
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Figure 2 

Histogram of Respondents’ Ages 

 

Religious Affiliation  

As this study was focused on the outcomes of religious attendance experiences as 

a child, the religious affiliation for each participant was determined in an effort to 

determine if there was a differentiation to religious belief in the outcomes of the study. 

The largest religious group was Pentecostal/spirit-filled/born-again Christian with 23.4% 

of the population. Second, Catholic respondents were 23%, and those claiming no 

religion were in third place with 21.7%. Protestant respondents were 12.3%, Islamic and 

inter-/non-denominational respondents represented 5.3% each, Hindu respondents were 

4.9%, Jewish respondents were 2.9%, Native American respondents were .8%, and 

Buddhist respondents were .4% of the sample. Figure 3 shows the data for respondent 

religious affiliation. 
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Figure 3 

Respondents’ Religious Affiliation 

 

Gender  

Gender was determined as self-identified by participants, with 69.1% (170) being 

female and 30.2% (74) being male. One person (.4%) declined to specify gender. The 

larger percentage of the respondent pool was female. Figure 4 and Figure 5 break down 

the frequency of the gender of responders.  
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Figure 4 

Breakdown of Respondents’ Gender 

 

Figure 5 

Histogram of Respondents’ Gender 

 

Race/Ethnicity 

Race/ethnicity of participants was also determined utilizing frequencies. The 

percentages are in order of size as follows: American Indian/Alaskan Natives, 2.4%; 

Black/African American, 6.1%; Asian/Pacific Islander, 7.3%; Hispanic, 8.09%; and 

White/Caucasian being the largest grouping of respondents at 74.5%. One respondent did 

not choose to share their racial background, removing themselves from this calculation. 

Figure 6 provides the frequency of individual respondents’ ethnic background and Figure 

7 is a histogram of the trending proportion. 
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Figure 6 

Respondents’ Reported Ethnic Background  

 

Figure 7 

Histogram of Respondents’ Reported Ethnic Background  
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State of Origin 

As shown in Figure 8, respondents were from 42 of the 50 states in the United 

States.  

Figure 8 

Respondents’ State of Origin 
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Education Level 

Each participant was asked to identify their highest educational level they had 

completed. All (N = 246) participants reported their education level, which allowed them 

to choose a year-by-year breakdown. Some options were never chosen (ex: first grade) 

and the most often chosen option was the bachelor’s degree (30%). As noted in Figure 9, 

82% of respondents reported having educational opportunities outside of high school, 

while high school graduates reported at 9.3%. The mean statistic was 14.3 which is 

equated to a reported Associate’s degree, with a standard deviation of 2.745. As Figure 

10 shows, the distribution was not completely even, as shown by the right skewness 

result of 2.745, with a small proportion of individuals with low levels of completed 

education, versus those leaning toward a higher education.  
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Figure 9 

Respondents’ Level of Education Completed 
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Figure 10 

Histogram of Respondents’ Education Completed 

 

Respondent Current Self-Connection to Religion 

Respondents’ current self-connection to religion was also assessed via asking 

about current religious attendance. This was one of the demographic variables that were 

crucial to see if individuals were still connected to religious practice. Figure 11 displays 

the frequency of current religious involvement, with a mean of 1.54 (which would 

correlate with attending less than monthly) and a standard deviation of 1.228; 28% said 

that they never attend any religious services currently, 24% reported attending less than 

monthly, 13% report attending less than weekly, and 31% (the largest portion of 

respondents) reported attending equal to or greater than weekly. Two individuals chose 
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not to answer this question, creating two missing data points with 244 remaining for 

analysis (N = 244).  

Figure 11 

Frequency Table of Respondents’ Current Religious Attendance 

 

Description of Variable Factors 

This section describes the analysis of the participants of the study as well as their 

accumulative responses to the proposed questions. These analyses provide support charts 

and graphs to detail and envision the understanding of the respondents and their variables 

which added to the study. No inferential information is provided in this section, as it is 

only descriptive of the differing aspects of the study and the demographics provided. 

Statistical significance is not assumed in this section.  

This analysis had a consenting participant rate (N = 246) that was not constant in 

every category, but each of the responses provided in this study outcome meet the 

threshold of answering at least 80% of the questions that were posed, as stated in the 

proposal. Any individual who did not meet the threshold of being over 18 years old, 
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living in the United States, or answering 80% of the questions or more, was removed 

from the pool of participants. Also, four outliers were removed as their answers were 

found to be outside of the range needed to have a balanced study.  

An informed consent form was attached to each survey for the respondent to read 

before continuing on; assumed consent was determined if they continued on to answer. 

Data were collected over 3 days and from reputable and safe source via social media and 

Survey Monkey. If at any time, individuals felt they no longer wanted to participate in the 

study or if they no longer consented to answering, they could simply stop the survey at 

any time and their partial data were discarded.  

Study of Variables 

The following sections describe the steps taken to determine the information 

collected regarding the following variables: PTSD symptoms experienced in adulthood, 

the ability of the respondent to experience a joyful disposition, and the mediating ability 

of a child’s religious attendance between them. 

PTSD Symptoms in Adulthood 

Each of the respondents was asked to self-identify if they had the symptoms of 

PTSD in adulthood utilizing questions from the SPRINT-SR tool. They were not asked to 

specify any traumatic event, but simply to discuss if they had symptoms within their 

recent life experience. The questions that described the symptoms were taken from the 

SPRINT self-assessment and were labeled from a 1-7 Likert scale. After all assessments 

had been completed, the total trauma scores for each person were totaled.  
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The average level of trauma symptoms reported (M =14.47, SD = 8.996) showed 

a wide range of responses as the opportunity for nuance was high over 27 questions. The 

lowest reported score was zero, while the highest score reported was 132. There was a 

wide dispersion between respondents, in between. The data was divided at the mean line 

and according to the instructions provided by the creator of the measure, individuals with 

a mean score of 13 and below were considered to have no trauma, and those with a score 

of 14 and above were considered to have trauma.  

Individuals in the 0 graph are considered in the no trauma category equal to or 

below the mean (13), while the individuals in the 1 graph are considered to have trauma 

in the category above the mean (14 and above). In the sample, 125 individuals were 

considered no trauma while 118 were considered to have trauma.  

This breakdown by age can be seen below in the effect of age on the respondents’ 

experience with traumatic stress symptoms. While there is an increasing trend after an 

initial spike in the late teens/early 20s, there is a sharp downward fall into the late 20s 

before steadily rising into the highest level of traumatic stress symptoms around the 40–

49-year-old respondents. While those in the no trauma category still have some 

symptoms, there is a general spike in the mid-20s and again in the late 50s, with a third 

rise in the late 70s, but they seem to have a more generalized experience with people of 

all age groups reporting various levels of symptoms. See Figure 12 for a visual 

representation of PTSD symptom responses by age group, with 0 being considered no 

trauma and 1 corresponding with trauma. 
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Figure 12 

Visualization of Respondents Reporting PTSD Symptoms 

 

The data were checked for trauma outliers. There were no outliers as determined 

by the expectation that any z factor with a threshold of +/-3 from zero is an outlier. Figure 

13 gives a description of PTSD symptoms being reported by respondents.  

Figure 13 

Descriptive Statistics About the Reported PTSD Symptoms  

 

As Figure 14 demonstrates, with the use of a box plot, it was determined that there were 

no outliers for the PTSD symptom variable. 
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Figure 14 

Plot Box of PTSD Symptoms Used to Determine the Presence of Outliers 

 

Results 

Each respondent was asked questions about their experience with a joyful life or 

joyful disposition that was drawn from their own experience as well as what others have 

told them. The answers have a Likert-type scale response, which ranges from strongly 

disagree to strongly agree. Each respondent’s scores were added together and a mean of 

100 was determined. Each score from the lowest to 100 was considered less joyful and 

those from 101 and above were considered more joyful as per the design. Of all 

respondents, the lowest score was 20, with the highest score being 133. The output was 

also checked for Joyfulness outliers. There were four outliers as determined by the 

expectation that any z factor with a threshold of +/-3 from zero is an outlier (20, 23, 25, 

36). 

If the threshold was to be anything that is +/- 3.29 from zero, individuals were 

removed: Joyfulness totals of anything less than 37 were marked as missing and not 

included thereafter. See Figure 15 for a frequency table of respondents’ answers in both 
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categories. Figure 16 describes the descriptive statistics of the levels of joyfulness in 

respondents with a mean response of 100 and a standard deviation of 22.008.  

Figure 15 

Frequency Table of a Joyful Disposition in Adulthood 

 

Figure 16 

Descriptive Statistics Showing Level of Joyful Disposition in Adults 

 

As shown in Figure 17, with the use of a box plot, it was determined that there 

were four outliers in the sample of joyful disposition. Figure 18 gives a visual 

representation of the scatterplot of responses and how the answers of 37 or lower are 

clearly outliers. 
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Figure 17 

Boxplot Demonstrating Outliers in the PTSD Symptoms Data Set 

 

Figure 18 

Scatterplot of PTSD Symptom by Joyful Disposition Outliers 

 

Upon determining which of these outliers needed to be removed, they were marked 

missing and the data set prepared for the remainder of the research.  
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Childhood Religious Attendance 

Each respondent answered one question taken from the general social survey 

which asked them how often they attended religious activities as a child to the age of 18. 

As noted in Figure 19, there were four possible responses: never, less than monthly, less 

than weekly, and greater than or equal to weekly. Among respondents, 11.5% answered 

that they had never attended religious services as a child, 27.6% attended less than 

weekly, 23.9% attended weekly, and 48.6% attended at least weekly or more during 

childhood.  

Figure 19 

Childhood Religious Attendance Frequencies 

 

Checked for childhood religious attendance outliers. There were three outliers as 

determined by the expectation that any z factor with a threshold of +/-3 from zero is an 

outlier. Figure 20 displays the variety of religious affiliations that were noted by 

respondents. Catholic respondents had the highest number of respondents with 56. Then, 

Pentecostal/spirit filled/born-again Christian had the second highest number of 
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respondents at 55, however, immediately following was no religion at 53 respondents. 

Respondents answered in each category. 

Figure 20 

Frequency of Respondents’ Religious Affiliation 

 

Further Assumption Testing 

In order to run a multiple regression analysis, all of the variables must be 

correlated. The variables needed to pass the five assumptions for a Pearson’s correlation. 

The first assumption is to determine if the variables are able to be run through the 

correlation appropriately. Each variable needed to be on a continuous scale. Each of the 

variables and demographics were checked to ensure that they met the first condition. All 

the variables did meet the condition of being on a continuous scale. The second condition 

that must be met is that each of the data points were paired, or that each case has a value 

for each of the variables. This condition was also met.  

The third condition was that there needs to be a linear relationship between the 

variables. As the Pearson’s correlation coefficient exists to show the strength and linear 
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movement between variables, it is important to see the linear relationship. In order to 

show the linear relationship, I created a scatterplot (Figure 21) to determine the outcome 

of this condition. The variables all seem to have a linear relationship between one 

another. 

Figure 21 

Scatterplot of Correlation Between Joyful Disposition Totals and PTSD Symptoms 

 

The fourth assumption that must be met, as noted above, that there are no outliers 

in the data set that will skew the data. As Figure 21 shows, while the graphs above have a 

few lower results, they are within the measures that are acceptable. The previous outliers 

have been removed, they were very low, such to the degree that they were not allowable 

in the sample due to the skew factor that they provided.  

The final assumption that must be tested is a test of normality, meaning that the 

variables should be roughly similarly distributed (Analyze: Descriptive: Explore). The 

resulting chart shows the outcome. As noted on Figure 22, with outcomes on the Shapiro-
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Wilk of less than .001, the assumption of normality has been violated. According to the 

normal use of the Shapiro-Wilk, if the significance is less than .05, the assumption has 

been violated, and the data, which has been assumed to be normally distributed, is not 

normally distributed. Not all variables were normally distributed, as assessed by the 

Shapiro-Wilk’s test, (p = less than .05), however, I elected to run the Pearson’s 

correlation anyway, as the correlation is a robust test that can handle some abnormality.  

Figure 22 

Kolmogorov-Smirnov Test of Normality 

 

Pearson’s Correlation Coefficient 

The Pearson’s correlation coefficient will assist this study in determining the 

interlinear relationships and interdependence the variables have on one another. A 

Pearson’s correlation was run on the output data provided by this study. It utilizes the 

bivariate correlation option in SPSS (Analyze: Correlate: Bivariate). The Pearson will 

describe numerically the strength and direction of movement of the data in relationship to 

one another. Note on Figure 23 the correlation between the variables is evident in the 

Pearson Correlation output.  
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Figure 23 

Correlation Matrix of All Variables and Demographic Variables 

 

A zero (0) correlation is accepted mean there is “no correlation,” whereas the 

other correlations can be between -1 and +1, understanding that the closer a number is to 

zero, the less significant and the weaker the association is. The significance level was 

determined to be .05, which means that there would be 5% possibility that the 

relationship found in this correlation could have happened by chance. The null hypothesis 

states that these variables do not have any association with one another. According to 

Laerd statistics, an output of .1 <| r | < .3 would be considered a small correlation, while 

.3 <| r | < .5 would be considered a moderate correlation. But a Pearson correlation 

significance output of |r| >.5 would be considered a large or strong correlation. 
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In this study, among the three variables being studied, childhood religious 

attendance, experiencing PTSD symptoms in adulthood, and the ability to have a joyful 

disposition, the only correlation was between the childhood religious attendance, and the 

ability to have a joyful disposition r(241) = .139, or, less than 2% of the respondents, or 

approximately 5 people from this sample. This would be considered a relatively weak 

correlation. The other correlations, are all smaller yet. Childhood religious attendance and 

PTSD symptoms yield a negative r(241) = -.001, the correlation output for PTSD 

symptoms and the ability to have a joyful disposition were r(243) = -.037. Neither of 

those were significant to the .05 or .01 level.  

Incidental Findings of Note 

Incidental and unintended correlations that surfaced during the study were noted 

among the demographic results. While these were not the intended topics of study, their 

correlations on the Pearson correlation coefficient are worth mentioning here and in 

chapter five in the section mentioning items for future study. The variable of 

experiencing PTSD symptoms had three correlations on the matrix. PTSD symptoms and 

the age of the respondent, significant at the .01 level r(243) = -.266, showing a negative 

effect of age on experiencing PTSD symptoms. Experiencing PTSD symptoms and the 

respondent’s gender also showed to be significant at the .01 level r(243) = -.182. 

Experiencing PTSD symptoms and the respondent’s reported religious affiliation also 

tended to be significantly negatively related at the .05 level at r(242) = -.151. Also, there 

was a significant correlation between an individual’s race and their education level r(243) 
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= .134. Lastly, there was a statistically significant correlation between the race and the 

education of our respondents r(243)=.037. 

Looking at the two-tailed row of the correlations table, the significance of these 

variables and demographic items should also be consulted. The correlation between 

childhood religious attendance and the ability to have a joyful disposition in adulthood (p 

= .03) was deemed significant, which is a confirmation of the Pearson correlation 

coefficient findings. The other two variables were still considered not significant, with 

experiencing trauma symptoms and the ability to experience a joyful disposition as an 

adult being p = .561, and childhood religious attendance and experiencing PTSD 

symptoms being p = .986. 

The correlations for the demographic variables showed more significance. The 

variable of experiencing PTSD symptoms showed significant correlations with age (p = 

<.001), respondent gender (p = .004), and respondent religious preferences (p = .019). 

However, seeing as this number does not guarantee statistical significance, the Pearson 

Correlation Coefficient stated that the childhood religious attendance correlation with the 

adult ability to have a joyful disposition was the only correlation that was statistically 

significant. Among the demographic control variables, there was a statistically 

significant, negative correlation between the noted experience of PTSD symptoms in 

adulthood correlations with participant age, gender, and religious preference were also 

noted to be statistically significant.  
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Multiple Mediation Regression Analysis 

The intention of this study was to do a multiple regression test on the variables to 

determine the relationship of the variables mentioned in the research questions. However, 

once the Pearson’s correlation was run, it became apparent that only one of the three 

variables being studied were statistically related in a significant way. Primary regression 

analysis would not be successful if all three variables were not correlated, which in fact, 

these variables are not. Due to this being a mediation regression, it can be determined that 

there is no mediating affect, because of the lack of correlation between the variables. 

Summary 

Research Question Outcomes 

As noted in Figure 24-Figure 27, the null or alternative hypothesis for each 

research question are individually determined to be rejected or accepted. All the null 

hypotheses are determined to be accepted, except for RQ1, which shows a correlation 

between childhood religious attendance and adult joyful disposition. 
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Figure 24 

Research Question 1 Outcome 

 

Figure 25 

Research Question 2 Outcome  
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Figure 26 

Research Question 3 Outcome 

 

Figure 27 

Research Question 4 Outcome 

 

Chapter 5 will conclude the study with a detailed analysis of the outcomes of the 

research questions and their findings. I will restate the purpose of the study as well as 
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give consideration for study limitations, the need for future research, and the implications 

for social change that are inferred.  
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Chapter 5: Discussion, Conclusions, and Recommendations 

Introduction 

The purpose of this qualitative study was to test the relationship between 

childhood religious attendance, adult PTSD symptoms, demographic variables, and the 

ability of an adult to have a joyful disposition. Religious participation has often been 

researched in relationship with outcomes of quality of life and overall health, but there I 

found no other work testing the relationship of childhood religious participation and adult 

outcomes or the relationship to PTSD symptoms. This research intended to detail the 

responses of individuals from varying levels of childhood participation in a variety of 

religious backgrounds and faith systems to determine what, if any, lasting impression is 

retained in adulthood. 

The independent variable was the reported history of experiencing PTSD 

symptoms. No individual was required to note that they had indeed experienced trauma 

or been diagnosed with PTSD; they simply answered questions that referred to 

symptomology typical of PTSD sufferers. The dependent variables were the ability to 

have a joyful disposition, with the introduced potentially mediating factor of childhood 

religious attendance. Covariates or demographic variables (age, religious affiliation, 

ethnicity, gender, level of education, state, and the level at which a person still considers 

themselves religious) were considered covariates in this study and were also included in 

the questionnaire. 

The nature of the study was quantitative. I had intended to utilize multiple 

regression to determine if it was possible that childhood religious attendance had any 
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mediating factors on adult ability to have a joyful disposition. I used a correlational 

design that was beneficial in determining the predictive relationships between variables. 

The survey consisted of convenience sampling of adults over age 18 from a variety of 

sources, one being a Facebook post and the second being a purchased set of respondents 

from Survey Monkey. The respondents were assumed to be from all parts of the country, 

be of varied ages, be from varied religious and ethnic backgrounds, and have diverse 

religious affiliations and current attendance histories. All the responses were given online 

through a completely anonymous portal, and no identification could be determined by the 

remaining data. All data were analyzed using the IBM SPSS program, which was used to 

test the five assumptions that must be true for the determination of correlation between 

each variable.  

The rationale for this study was to determine if there is a long-acting relationship 

between childhood religious attendance and lifelong joyfulness. I sought to find any link 

between the religiosity of childhood and the long-term effects of joyfulness. I hoped to 

determine whether religious attendance in childhood would play any role in predicting 

adult joyfulness and whether those adults would experience PTSD symptoms. Such a link 

was not delineated by the study. While a statistical relationship was identified between 

childhood religious attendance and the adulthood ability to have a joyful disposition, 

there was no relationship to indicate that childhood religious attendance would have an 

impact on adult PTSD symptoms. 
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Interpretation of the Findings 

Key findings of the study rejected the hypothesis that childhood religious 

attendance plays a statistically significant role in mediating the relationship between adult 

PTSD symptoms and the ability to have a joyful life. The premise that childhood 

religious attendance does significantly impact adult joyful disposition was accepted, 

controlling for key covariates, but the null hypothesis that stated childhood religious 

attendance is significantly related to PTSD symptoms in adulthood was accepted.  

The five assumptions for correlation were conducted, and I tested all 

demographics against the ability to have a joyful disposition. As Figure 28 shows, the 

only statistical significance appears to be between a joyful disposition and current level 

of religious involvement. No other demographic appeared to have a significant impact on 

the ability of the respondent to have a joyful disposition in adulthood. These correlations 

also align with the work of Speed and Lamont (2023) who found that the action of 

attending religious activities is not necessarily a predictor of life satisfaction due to the 

presence of outside factors such as strength, mobility, wellness, and life circumstance. 

These factors play a role in the type of relationship an individual reports with religious 

attendance or religion in general. 
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Figure 28 

Correlations of All Demographic Variables 

 

Examining trauma responses, while there was an increasing trend after an initial 

spike in the late teens/early 20s, there was also a sharp downward fall into the late 20s 

before steadily rising into the highest level of traumatic stress symptoms around the 40–

49-year-old respondents. While those in the no trauma category still have some 

symptoms, there is a general spike in the mid-20s and again in the late 50s, with a third 

rise in the late 70s, but they seem to have a more generalized experience with people of 

all age groups reporting various levels of symptoms. 

To compare my outcomes with Pargament’s theory of religious coping, I also 

compared the impact that childhood religious attendance may have influenced how adults 
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now attend religious activities. No participant that reported being raised to never attend 

religious activities stated that they now attend at least weekly. As noted in Figure 18, the 

relationship map of childhood religious attendance and current attendance shows that 

childhood attendance had an impact on the respondents’ current pattern of religious 

attendance.  

Childhood trends appear to have continued to shape the way adults think about 

their present attendance. Figure 29 notes the statistical significance of the attendance 

patterns and Figure 30 denotes their statistical significance. This may predict to a degree 

that individuals who were raised attending events at religiously supportive environments 

are more likely to continue seeking the emotional and spiritual support of a faith group.  

Figure 29 

Relationship Map of Childhood Religious Attendance and Current Reported Attendance 
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Figure 30 

Correlations Table Showing Statistical Significance of Attendance 

 

These correlational findings appear to concur with the findings of Jang et al. 

(2022) who found religious support to be of a healing nature to those struggling with 

emotional or spiritual needs. The primary outcome of their research was to determine if 

an increase in religiosity is helpful in other mental, physical, or emotional ways. Bonanno 

(2008) stated that hardiness and resilience come through a variety of sources in life, and a 

belief system is one of the ways individuals who are under stress may appraise their 

situations differently to make healthier decisions. However, it does not appear that 

childhood religious attendance can be considered a protective factor against PTSD 

symptoms.  

Pargament’s theory of religious coping stated that individuals who integrate 

religious learning into their lives are more likely to develop resiliency and potential PTG 

(Jung et al., 2021; Pirutinsky et al., 2020; Reist Gibbel, 2022). However, it has yet to be 

determined when the integration is most influential. From this study, it may be potentially 

perceived that current integration is more useful or relatable than childhood learning. 

However, the practice of childhood religious attendance does appear to influence the 
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practice of adult attendance, which then may, in turn, allow for PTG or the building of 

resilient coping. 

Due to the lack of correlation between all the variables, no further calculations 

were possible, and therefore no multiple regression was conducted. The religious 

attendance of childhood, while perhaps making an impact on religious practice in 

adulthood, did not act as a mediating factor in the experience of adult PTSD symptoms 

and the ability to have a joyful life. 

Limitations of the Study 

Data collection for the study was completed using random responses from 

individuals that were purchased through Survey Monkey. While it was a good 

convenience sample from around the country and of differing demographics, it would 

also have been nice to have a larger pool to see if there were specific trends within 

demographic areas. Perhaps future studies could elaborate on the experiences of 

individual cultural groups. The questionnaires also presented a limitation, as the 

individuals were not required to answer every question. Therefore, some individuals who 

refused to answer some questions caused their responses to be rejected. Future research 

may wish to require respondents to answer, however, it could lead to false answers if an 

individual does not wish to answer and strongly reacts to the requirement.  

The focus on PTSD symptoms was another potential limitation of the study. 

While none of the individuals was asked to reveal whether they had been actually 

diagnosed with PTSD, individuals were asked about potential experiences that they may 

have had that resemble PTSD. Potentially individuals may have considered temporary 
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feelings of the moment and reported them even though they were short-term complaints 

and maybe not a larger factor in their daily life. The portion of the survey that discussed 

negative symptoms being located just before the longer questionnaire on joyfulness may 

also have had a negative effect on the person’s frame of mind as they went into the 

joyfulness aspect of the survey, skewing their thoughts to a negative frame and therefore 

being less joyful in their responses. 

No bias occurred in the sampling as all the responses were taken from blind 

purchase through an outside entity. Those who responded through social media were 

given the opportunity through an anonymous portal and as they responded, no identifying 

information was recorded in any form. No respondents were selected individually, nor 

were there any benefits offered to those who responded. The only way a survey was 

rejected was if they did not meet the qualifications for inclusion, such as being 18 years 

of age, live within the United States, and they must respond to 80% of the questions or 

more.  

Another limitation of the study was the length of the joyful disposition scale. 

While the other tools utilized were shorter in nature, the joyful disposition scale was quite 

lengthy with 19 questions, which contributed heavily to the 27 questions of the survey 

questionnaire. Concentration may have been an issue, as well as the questions requiring a 

subjective answer that was not based in their own experience, such as if others reported 

them to be a joyful person. 
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Recommendations 

As Carver (1998) noted in his research, a variety of variables result in an 

individual’s happiness or ability to find resilience. He stated that it is important to realize 

that even through traumatic events some individuals are more prone to thriving while 

others struggle. This study was focused on a multiple-prong approach to joyfulness, 

including childhood religious attendance and PTSD symptoms. Future research could 

focus more specifically on the other long-term results of childhood religious attendance 

that may result in a joyful disposition in adulthood without the focus of PTSD symptoms.  

Potentially, other researchers could utilize other theories that may expand the 

concept of a joyful disposition, such as self-acceptance theory, which helps define the 

concept of looking beyond a person’s actions or negative experiences and focusing on the 

acceptance of self to move forward or provide happiness (Hwang, 2022; Szymanska, 

2010). Carl Rogers, humanistic psychologist, developed a concept of a person’s 

environment helps them to grow into the person they are supposed to be (Hod & Ben-Zvi, 

2018). Future studies may choose a slightly different direction and integrate a person-

centered focus when looking at the successes and joyfulness of an adult, as revealing 

patterns in self-knowledge can help determine what the ingredients really are in a non-

hedonistic joy.  

Finally, one other approach that may be helpful is the context of religious 

involvement and its timing in human life for the ability of the person to experience more 

joyfulness or less PTSD symptoms. Jokela and Laakasuo (2023) studied the effect of 

religiously involved people becoming no longer active in religious activities and the long-
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term effect on their physical health. Their findings discussed typical human physical 

decline over time and, as they stated, could be considered a correlate to religious decline 

instead of being somehow causation for religious inactivity. Future researchers could 

look at emotional health as it relates to increases and declines in religious belief or 

attendance to see if there is a correlation between them. 

Implications for Social Change 

As of the time of this dissertation, there were no studies identified that could 

determine the effect of childhood religious attendance on PTSD symptoms and the ability 

to have a joyful disposition. This study did not find substantial new evidence to support a 

significance in childhood religious attendance that offered new understanding on adult 

PTSD symptoms, but it did offer some notable side concepts in the vein of adult patterns 

of behavior that may have been influenced by childhood activity. 

Childhood religious attendance was not proven to have a negative effect on adult 

joyfulness or the experience of PTSD symptoms. But it did not strictly show it was 

beneficial. The noted information of the educational and adult religious connection to 

active attendance is a consideration that may help parents to determine if they would like 

their children to experience whatever benefits may exist for future physical practices of 

attendance they wish to observe. As noted above, religious activities and beliefs may 

provide a supportive environment, possible PTG, and coping skills to meet the challenges 

of adulthood (Jung, et al., 2021).  

Professionals who serve the mental health community may find value in knowing 

that strictly being active in childhood religious activities is not enough of a preventative 
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to assist adults through their PTSD symptoms. They may wish, however, to relay the 

concept of the individual who has had religious interaction in the past, does have coping 

mechanisms and a support system to rely on when times are difficult.  

It was determined that there was no statistical support for the concept that 

childhood religious attendance being a mediating factor for PTSD symptoms in 

adulthood. When professionals are gathering their client histories, they often ask about 

religious affiliations in the past or present. Adult joyful disposition nor the experience of 

PTSD symptoms can be expected to be affected positively or significantly by this one 

historical portion of their client’s life. Rather, it is more likely that it could be stated that 

an individual’s life fluctuates over time and having a supportive relationship or system is 

most likely to be beneficial. 

Due to the lack of findings that there is a statistically significant relationship 

between the childhood attendance of an individual and their adult PTSD symptoms or 

experience of a joyful disposition, any implications that are made could be completely by 

chance. It would be difficult to express any specific health implications for an individual 

based on this study. Because there was a significant relationship between the attendance 

of childhood religious events and the joyful disposition of adults, it is possible to suggest 

that individuals who did attend these events will likely be more happy, struggle less with 

negative outcomes in their life, and be potentially more likely to be the support system of 

someone else.  

One result of this study is the understanding that individuals who have had the 

experience of childhood religious attendance tend to experience more joyfulness in 
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adulthood. It is possible that their perceptions, behaviors, and practices were influenced 

by the teachings in their upbringing. The more an individual attended religious events, 

the happier they reported feeling as adults.  

This study did not ask about the familial make up of each respondent’s upbringing 

as a demographic data point, but it could be said that children of all locations, family 

make up, financial means, and cultures or races were included in the study. They appear 

to be equally as influenced by the attendance of childhood religious events, and it may be 

correlated that it was an important part of their upbringing. 

Although it is not scientifically proven that there were any preventative effects 

against PTSD symptoms provided by the childhood religious attendance, the adults 

expressed that they are generally more joyful individuals, even those who had 

experienced “some” PTSD symptom effects but would be considered “no PTSD” by the 

standards of our study. Providing social support and increased numbers of positively 

engaged people in a child’s life may be the protective factor that their joyful disposition 

needs. While it is true that some individuals will not be considered joyful, it is 

scientifically a significant finding for those who are. Encouraging families to engage in 

the religious activities of their choice may be an option that creates better, stronger, 

emotionally healthier families overall. 

Conclusion 

Children all over the United States of America grow up in homes where their 

families practice a religious belief and therefore attend religious activities to support 

those beliefs. Others do not have a “household” religious practice, but perhaps send their 
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children to religious events on their own, yet others are from unhealthy homes where the 

parents are absent/unengaged and local faith groups take the children under their wing for 

support, teaching, shelter, and other reasons. This study has shown that while the data 

does not conclude that religious activities as a child will reduce PTSD symptoms as 

adults, it does show that the child is more likely to have a joyful disposition.  

Individuals who attended religious childhood events are not, however, more likely 

to experience less PTSD symptoms. In fact, the statistics from this study show that there 

is very little difference between those who did and did not attend religious events as 

children and those who did not attend. Despite the lack of support in this portion of the 

study, we can see that there is also a noted connection to adulthood religious attendance, 

and this may be accounted for by the support system needed by adults who are struggling 

with PTSD symptoms. This does not mean there is a benefit lingering from childhood, 

but it does give us a window of understanding about the nature of childhood practices and 

how they may or may not affect us as adults.  
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Appendix A: Invitation for Research Participants 

.Invitation Template for Email, Social Media, and 
Flyers 

 
 
There is a new study about the influence of religious attendance in childhood mediating 
Post Traumatic Stress Disorder (PTSD) Symptoms in adulthood and having a joyful 
disposition. You are invited to complete a 20 minute anonymous survey. 
 
Seeking volunteers that meet these requirements: 

• 18 years old or older  
• Live in the United States of America 

This study is part of the doctoral program for Kara S. McCoy, a doctoral student at 
Walden University. The survey will be open until the end of August. Questions should be 
directed to kara.mccoy@waldenu.edu. 
 
Please click here to view the consent form and begin the survey. 
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Appendix B: Permission to Collect and Analyze Data 

Anonymous Survey Consent Form 

You are invited to complete an anonymous online questionnaire for a Walden 
University doctoral study. To provide your informed consent, please review the 
information below and continue on to the survey if you choose to proceed. 

Your role: 

· is completely voluntary and can end at any time you wish 

· is anonymous (your name will not be requested) 

· involves completing a questionnaire 

· involves little or no risk 

Privacy: 

To protect your privacy, the researcher will not collect, track, or store your 
identity or contact info. In place of a consent signature, your completion of the 
questionnaire would indicate that you consent to your responses being analyzed 
in the study. 

Data will be kept secure by using password-protected devices and platforms. 
Data will be kept for a period of at least 5 years, as required by the university. 

Once the doctoral student graduates, the study’s results will be posted online in 
Scholarworks (a searchable publication of Walden University research). 

Contacts and Questions: 

Questions about the study can be emailed to the student researcher via 
kara.mccoy@waldenu.edu. If you want to talk privately about your rights as a 
participant or any negative parts of the study, you can call Walden University’s 
Research Participant Advocate at 612-312-1210 or email 
IRB@mail.waldenu.edu. Walden University’s ethics approval number for this 
study is 07-19-24-0602024. 
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You might wish to retain this consent form for your records. You may ask the 
researcher or Walden University for a copy at any time using the contact info 
above. 
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Appendix C: Joyful Life Scale 

JOYFUL LIFE SCALE 
 
Instructions: The statements below may be statements you agree with, or they may be 
statements you disagree with. Using the 1-7 scale below, indicate the extent of your 
agreement or disagreement with each item by placing the appropriate number on the line 
preceding that item. You are strongly encouraged to be as open and honest as possible in 
your answers.  
 
7 – Strongly agree 
6 – Agree 
5 – Slightly agree 
4 – Neither agree nor disagree 
3 – Slightly disagree 
2 – Disagree 
1 – Strongly disagree 
 
____ If something bad happens, it won’t ruin my day. 
____ In a job I dislike, I can still remain content.  
____ I consider myself a joyful person.  
____ People often tell me I’m a cheerful person. 
____ No matter what life offers, I can still find joy in life. 
____ I can find satisfaction in life when things aren’t going my way. 
____ During difficult times, I take advantage of the challenge in order to grow as a 
person. 
____ Despite what may happen to me, I am able to maintain a sense of well-being. 
____ Whatever life throws at me, I don’t let it get me down. 
____ There’s always something in life to be joyful about. 
____ Joy is possible even during times of suffering. 
____ I delight in most circumstances of my life. 
____ I often find myself in a state of bliss. 
____ Happiness is in the journey, not the destination. 
____ When life gets tough, I tend to find motivation to see the bright side of my situation. 
____ When bad things happen, I can still maintain a good mood. 
____ When life becomes difficult, it does not hinder my contentment. 
____ I have a positive attitude. 
____ I tend to look at the bright side of life. 
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Appendix D: Permission to Use Joyful Life Scale 

Hi Kara, 
 
I have attached the Joyful Life Scale. The score is reported as the mean score of the 
items. 
 
Let me know if you have any questions. 
 
Best wishes, 
Dr. Robbins 
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Appendix E: SPRINT-SR 
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Appendix F: Permission to Use SPRINT-SR 

Dear Kara: 

Thank you for your interest in the Short PTSD Rating Inventory (SPRINT). By 
this agreement you are granted permission to use the scale in the activity you 
have described, under the following terms: 

1. You agree not to provide the scale to a third party unconnected with your 
project. If other off-site colleagues are involved with your work, their use of the 
scale is restricted to this work, and the signatory of this agreement is 
responsible for ensuring that all collaborators adhere to the terms of this 
agreement. 

2. You may use the SPRINT in written format for completion as a hard copy, 
through administration over the telephone, or electronically in a secure format 
to protect the scale from unauthorized distribution or the possibility of 
modification. 

3. If modification or changes in formatting are desired, permission of Dr. 
Davidson is required. It is important that the entire copyright statement be 
retained verbatim on all formats of the scale. 

4. If you create a non-English language or culturally modified version of the 
SPRINT, please e-mail a copy of the English back translation of the scale for 
review prior to implementing the scale in your work. In addition, please include 
the following language at the end of the form: 

Scale is based upon the English language version of the Short PTSD Rating 
Inventory, Ó 2017, Jonathan R. T. Davidson, MD. All Rights Reserved. 
Translation by……… 

5. For use of the SPRINT a one-time fee of $ 25 US is requested, payable to 
Jonathan Davidson at 2434 Racquet Club Drive, Seabrook Island, SC 29455, 
USA, by PayPal (mail@cd-risc.com, at www.paypal.com), regular cheque or 
bank wire. Echecks and postal orders are not accepted. 

6. Complete and return this form via email to mail@cd-risc.com. 
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7. In any publication or report resulting from use of the SPRINT, you do not 
publish or partially reproduce the scale without permission of the copyright 
holder. 

If the terms of this agreement are acceptable, please email a signed copy to the 
above email address. Upon receipt of the signed agreement and payment, we 
will email a copy of the scale. For questions regarding use of the SPRINT, 
please contact Jonathan Davidson, at mail@cd-risc.com. 

Sincerely yours, 

Jonathan R. T. Davidson, M.D 
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Appendix G: Permission to Use the General Social Survey 

 
Kara McCoy, 
  
Thank you for your email and interest in GSS. As a public resource, GSS survey questions are 
available for general use and can be incorporated into other projects. Many local and 
national surveys have done just that. We simply ask that you cite the GSS as the source of 
these questions (e.g., GSS codebook). If you choose to alter wording from the original GSS 
wording, please ensure this is clearly documented. 
  
All the best, 
General Social Survey (GSS) 
NORC at the University of Chicago 
gss.norc.org | gss@norc.org 
NORC.org | Research You Can TrustTM 
55 East Monroe Street, 20th Floor, Chicago, IL 60603 

 
 
 

https://gss.norc.org/
mailto:gss@norc.org
https://www.norc.org/
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