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ABSTRACT

Objective: To assess the use of SRQ-20 and RCOPE as complementary tools to the Nursing Process.
Methods: This is a descriptive and cross-sectional study carried out with 313 adults from two therapeutic communities
(Therapeutic communities are usually residential facilities in which the community structure and function are agents of change.
Community members progress through varying roles and responsibilities in their recovery and collectively ensure day-to-day
functioning of the community.). and a community mental health treatment unit, located in two cities in northern Paraná (Brazil).
Results: The sample consisted of 313 individuals, aged between 18 and 68 years (M = 36.87, SD = 13.21). The majority of
participants (57.9%) were female, of east-asian descent (35.7%), with a socioeconomic level equivalent to US$252.48 (65.8%)
and incomplete secondary education (60%). Of the sample, 43.4% (n = 136) had a depressive disorder and 23.7% (n = 74)
had an anxiety disorder. As for suicidal behavior, 52.1% of the participants mentioned having suicidal ideation at some point
in their lives. Of those with ideation (n = 163), more than half (54.6%) reported not seeking help in times of crisis. Based on
the frequencies obtained using the Self-Reporting Questionnaire (SRQ-20), 41.9% of the subjects obtained a score of 8 points,
representing the cut-off point for risk of mental disorders. Regarding the hours of religious practices carried out by the participant
(measured in weekly hours), the average obtained was 2.70 hours.
Conclusions: The application of the SRQ-20 helped identify that 48.58% of the individuals were classified as suffering from
psychological distress. The early identification of signs of suffering and religious coping strategies have proven to be beneficial
and necessary for the nurse’s work process, as it adds better direction to the anamnesis and also to the alignment of the health
team in promoting comprehensive care, including aspects of the spiritual dimension in nursing care.

Key Words: Suicide prevention, Coping strategies, Religion and psychology, Community mental health services, Psychiatric
nursing

1. INTRODUCTION

Between 1990 and 2019, although the years of life lost to
suicide worldwide decreased by 5.9%, mortality rates from
suicide, alcohol use and mental/behavioral disorders in Brazil
remain on a stationary trend.[1] Due to their prevalence, such

disorders are considered public health problems and there-
fore, tools for early detection of common mental disorders
are necessary.

Early detection of mental disorders has a direct impact on
treatment and, consequently, on the quality of life of those
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affected. Thus, the early identification of depressive and anx-
iety disorders can mitigate their negative effects, contributing
to a greater life satisfaction and overall mental health.[2] In
this regard, it is important to highlight the relationship be-
tween suicide occurrence and psychological distress, which
is recognized as a predictor of common mental disorders.

Among the protective factors against the risk of suicide, be-
yond those directly related to the care of mental disorders, is
the search for religious belief as a means of alleviating suffer-
ing and stress arising from physical and emotional distress,
an approach conceptualized as religious coping strategies.
These strategies act positively in maintaining aspects such as
resilience and promoting the subject’s well-being.[3] Spiritu-
ality and religiosity exert a protective effect on individuals
with depression. However, a study indicated that depressed
individuals exhibited lower levels of spirituality and that re-
ligiosity, when expressed negatively (e.g., religious crisis),
could serve as a risk factor for suicide.[4]

The most commonly used instruments for screening potential
mental disorders in non-clinical populations are the General
Health Questionnaire (GHQ)[5] and the Self-Reporting Ques-
tionnaire (SRQ-20). These tests are widely employed for
their capacity to predict the likelihood of mental illness.[6]

One study demonstrated the significance of the SRQ-20 as
a predictive tool for suicide risk, revealing that individuals
with an anxious mood pattern were twice as likely to attempt
suicide, while those experiencing depressive thoughts had up
to four times the likelihood of a suicide attempt.[6]

The concept of "religious coping" was first described by
Pargament[7] as an effort to manage major life stressors
through actions centered on the sacred. This theory, at the
time, emphasized various ways in which spirituality was
linked to health outcomes, such as reducing anxiety, fos-
tering emotional and relational connections, shaping life
circumstances and contexts, and navigating the duality of
perceiving oneself as either beneficial or harmful. Since then,
the connection between health, well-being, and spirituality
has been recognized, particularly in critical moments related
to illness.[7]

A meta-analysis of 42 studies on religious and spiritual cop-
ing during the first wave of the COVID-19 pandemic con-
cluded that religious/spiritual coping presented positive out-
comes when combined with other strategies but was not
effective when used in isolation.[8] Thus, religious coping
can contribute to regulating cortisol levels and mitigating
physiological responses to stress.[9]

Considering the positive association between spirituality and
mental health—particularly in fostering resilience and reduc-

ing mental illnesses—mentally resilient individuals tend to
navigate stressful and traumatic events more effectively. Spir-
ituality thus functions as a protective factor against severe
psychosomatic illnesses, enhancing an individual’s capacity
to recover from trauma and cope with psychological difficul-
ties such as despair and sadness, thereby improving crisis
management.[8]

In light of these considerations, this study aimed to evaluate
the use of SRQ-20 and RCOPE as complementary tools in
nursing anamnesis, with the objective of enhancing nursing
care and improving mental health assistance.

2. METHOD
2.1 Participants
This study was conducted with a sample of 313 adults from
two therapeutic communities (n = 214) and a community
mental health treatment unit (n = 99) in two cities in northern
Paraná, Brazil. The first city, with a population of 555,965
(2022), has a Human Development Index (HDI) of 0.824.
The second city has 71,670 inhabitants and an HDI of 0.739.
Both cities have comparable average salaries, with formal
workers earning, on average, 2.7 and 2.3 times the monthly
minimum wage in 2022, respectively.[10, 11]

The average age was 36.8 years (SD ± 13.2), with a mini-
mum age of 18 and a maximum of 68. Females accounted
for 57.9% of the sample (n = 181) and males for 42.1% (n =
132).

Inclusion criteria included: being an adult and having at
least one diagnosed mental disorder, as well as not exhibiting
signs of irritability, impulsivity, or any other indication of
crisis at the time of the interview.

2.2 Instruments
Three instruments were employed for data collection. The
first instrument used was a sociodemographic/clinical ques-
tionnaire elaborated by the authors to describe the partici-
pants’ profile in terms of age, sex, marital status, suicidal
ideation, leisure activities. education, family income, reli-
gion/religious practice and housing conditions.

The second instrument was the Religious and Spiritual Cop-
ing Scale by Panzini,[12] which was validated based on the
original instrument developed by Pargament, the RCOPE
Scale.[7] The RCOPE was designed to explore the religious
dimension in terms of coping mechanisms, emphasizing the
active role of individuals in interpreting and responding to
life stressors, as well as addressing meaning-making, anxi-
ety reduction, and the expressions shaped by how religiosity
functions across various life contexts. The Brazilian version
comprises 87 items rated on a five-point Likert scale: 1 =
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not at all, 2 = a little, 3 = somewhat, 4 = a lot, and 5 =
very much. Its structure is divided into two dimensions: a
positive dimension, with 66 items and 8 factors, and a neg-
ative dimension, with 21 items and 4 factors. In terms of
psychometric properties, the scale demonstrated excellent
internal consistency (Cronbach’s alpha = 0.97). This instru-
ment was chosen because it evaluates how individuals cope
with everyday adversities through faith and elements related
to religiosity and spirituality.

The third instrument, the Self-Reporting Questionnaire
(SRQ-20),[10] is a self-administered screening tool consisting
of 20 yes/no items addressing somatic and psychological
symptoms. While widely used in primary health care, the
SRQ-20 is suitable for any population, as its purpose is to
identify suspected (non-diagnostic) cases and symptoms as-
sociated with mood disorders, anxiety, and somatization. The
maximum score is 20 points. Scores of 7 or 8 are commonly
used as cutoff points for identifying probable cases of com-
mon mental disorders, with sensitivity and specificity varying
according to the cultural context of the population.

An example of its simple and accessible language includes
item 2, “Do you have a lack of appetite?” and item 18, “Do
you feel tired all the time?”. The SRQ-20 typically takes be-
tween 5 and 10 minutes to complete, with immediate scoring
results. The SRQ-20 originated from a World Health Organi-
zation (WHO) initiative in the 1970s aimed at investigating
mental health care demands and service availability.[13] In
Brazil, it was initially validated in the 1980s using the semi-
structured Clinical Interview Schedule (CIS). Subsequent
revisions were made to reflect cultural and diagnostic ad-
vances, resulting in the current 20-item version that covers
both somatic complaints and psychological symptoms.[13]

Currently the instrument has gained global relevance due to
its reliable psychometric performance in various contexts,
such as its North American and Indonesian adaptations, and
its utility in helping clinicians make timely and appropriate
decisions.[14]

2.3 Procedures
2.3.1 Data collection
A sample size calculation was performed using IBM Sam-
ple Power v.3.0. Considering a 10% attrition rate and a
margin of error of 0.1, the minimum required sample was
estimated at 264 participants. Data were collected between
2022 and 2024 across two therapeutic communities and one
community-based mental health treatment unit, which pro-
vides psychiatric care for individuals with mental disorders,
located in the interior of Paraná, Brazil. The research was
approved by the Human Research Ethics Committee of the
State University of Londrina (CAAE: 4,276,621/2020).

2.3.2 Data analysis

Exploratory descriptive statistics for univariate analysis. For
bivariate analysis, the Chi-square test was applied to dichoto-
mous variables, and internal consistency was evaluated using
Cronbach’s Alpha and McDonald’s Omega scores. Data
were analyzed using JAMOVITM software, version 2.3.28.

3. RESULTS

The final sample included 313 participants, aged between 18
and 68 years (M = 36.87, SD = 13.21). The majority were
female (57.9%), self-identified as east-asian (35.7%), with a
socioeconomic level of US$ 252.48 (65.8%) per month, and
incomplete secondary education (60%). Table 1 presents ad-
ditional sociodemographic characteristics of the participants.

Table 1. Sociodemographic characteristics of adults with
mental disorders (N = 313). Paraná (Brazil), 2024

 

 

Features  n % 

Sex 
Male 
Female 

132 
181 

42.1 
57.9 

Marital 
status 

Married/Stable union 
Singles 
Divorced/Widowed/Others 

140 
124 
34 

44.7 
39.6 
15.7 

Education 
Elementary Education  
High School  
Higher education 

188 
84 
41 

60 
26.9 
13.1 

Income* 

< 252.48 (US$) 
252.49 (US$) to 504.96 (US$) 
504.97 (US$) 757.44 (US$) 
> 757.45 (US$) 

112 
94 
80 
27 

35.8 
30 
25.5 
8.7 

Housing 
Partner  
Partner and children 
Alone 

140 
124 
34 

44.7 
39.6 
15.7 

Religion 

Catholic 
Evangelical 
Spiritist 
Others 

109 
125 
52 
27 

34.8 
40 
16.6 
8.6 

Occupation 

Unemployed/Inactive 
Health professional 
Commerce/Industry/Agriculture
Education 
Security 
Retired/Others 
Self-employed 

36 
60 
54 
25 
15 
122 
1 

11.5 
19.1 
17.2 
7.9 
4.8 
38.9 
0.31 

*Value based on US dollars 

Regarding housing conditions, a large proportion (44.7%)
lived with their partner and/or partner and children. The aver-
age number of people per household was between 2 and 3. As
for religious practices, evangelicals predominated (n = 40%),
followed by Catholics (n = 34.8%) and Spiritists (16.6%). It
is important to mention that of the religions highlighted here,
all are general, that is, there was no specific denomination.
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Spiritism can be understood as a belief in spirits and their
communication with the living. Furthermore, its branches,
including Kardecism (from Allan Kardec), followers of Um-
banda, Candomblé, sects of African origin, and others that
also advocate the use of supernatural knowledge and forces,
are worth highlighting. Around 2% (n = 6) mentioned that
they believed in spirituality, but did not attend any religious
places, or even perform any religious rites/formalities. With
regard to religious practices, measured in weekly hours, the

average reported was 2.7 hours, with a range from 0 to 24
hours.

As for mental disorder diagnoses, Table 2 presents the fre-
quency and distribution of the conditions identified in the
participants. These were based on medical records of indi-
viduals receiving treatment at the community mental health
treatment unit and compared with the results of the screening
conducted using the SRQ-20.

Table 2. Classification of mental disorder diagnoses x screening using the SRQ-20 Scale, Paraná, 2024
 

 

Diagnostics of Mental Disorders 
SRQ-20  

Total (n) 
Suspected MD  No suspected MD  

Depressive disorder only 68 (50%) 68 (50%) 136 
Anxiety disorder only 58 (78.3%) 16 (21.7%) 74 
Bipolar disorder only 26 (89.6%) 3 (10.4%) 29 
Schizophrenia only 15 (88.2%) 2 (11.8%) 17 
Autism only 0 1 (100%) 1 
More than one disorder 50 (89.2%) 6 (10.8%) 56 
Total   313 

 

Based on the frequencies obtained through the Self-
Reporting Questionnaire (SRQ-20), 1.3% (n = 4) of the par-
ticipants scored zero, while 29.5% of the sample reached a
score of up to 7 points, and approximately 41.9% obtained a
score of 8 points. Regarding the presence of mood, anxiety,
and somatization disorders (indicating extreme probability),
27.5% (n = 86) of the sample had scores ≥ 9. The highest
score recorded in the study was 18 points. Table 3 presents
the associations between suicide attempts and the predicted
likelihood of mental disorders, as identified by the SRQ-20.

Table 3. Association between suicide attempts and
predicted mental disorders (MD) based on SRQ-20 scores.
Paraná, Brazil, 2024

 

 

Suicide 
attempt 

SRQ-20 Classification 
No suspected MD Suspected MD Total  

No 92  105 197 
Yes  4 112 116 
Total  96 217 313 

 

Regarding suicidal behavior, 52.1% of participants reported
experiencing suicidal ideation at some point in their lives.
Among those who experienced suicidal ideation (n = 163),
54.6% (n=89) reported not seeking help during crises, while
45.4% (n = 74) reported having sought assistance. This as-
sociation was found to be statistically significant using the
Chi-square test (χ2 = 41.986; p < .001). Of the 95 individ-
uals who sought help after a suicide attempt, 76.84% (n =

73) reported receiving assistance, whereas 23.16% (n = 22)
stated that they did not. The Chi-square test indicated statis-
tical significance for this association as well (χ2 = 142.236;
p < .001). Regarding suicide attempts, 37% of respondents
reported having attempted suicide. Chi-square test results
indicated a statistically significant association among the
variables presented in Table 3 (χ2 = 64.232; p < .001). Table
4 presents the scores related to the RCOPE scale.

Table 4. Internal consistency scores of the positive and
negative coping subscales of the RCOPE scale, Paraná,
Brazil, 2024

 

 

 Average SD Cronbach’s 
alpha 

McDonald’s 
Omega 

Positive Coping 3.31 0.61 0.93 0.94 
Negative Coping 2.32 0.61 0.76 0.78 

 

4. DISCUSSION

4.1 Psychic distress and sociodemographic variables
Poverty has a profound and multifaceted impact on mental
health, creating a direct interaction with mental illness, which
makes it clear that there is an urgent need to implement ef-
fective and targeted actions for this population group. An
interdisciplinary approach must be adopted to support and
integrate these actions, considering a range of perspectives
from individual care programs to the formulation of public
policies at the national level. This will enable a broader and
more effective response to the complex needs of society.[15]
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It is therefore understood that poverty can lead to psycho-
logical suffering in adults, or rather, it can exacerbate the
effects generated by the psychological discomfort felt by
this condition In this context, it is important to highlight
that religiosity/spirituality has significant protective effects
against mental health problems associated with unemploy-
ment, for example, becoming a good mechanism for coping
with stress.[16]

Regarding the scores obtained by applying the SRQ-20, ap-
proximately 71.4% (n = 224) of the subjects presented risks
of mental suffering, with scores between 7 and 8. These
data reflect concerns about suicidal behavior since mental
disorders are significant risk factors for suicide.[17] Although
no subject scored twenty points, it is important to say that
the risk of suicide is increased when there is a suspicion of
any type of mental disorder.

In this way, the applicability of the SRQ-20 translates as
an important element for predicting the increased risk of
suicidal behavior, regardless of the cutoff point, which can
vary from one study to another. Therefore, another important
point that integrates the use of the SRQ-20 to the chosen
public (coming from therapeutic communities).

Thus, in an ideal community model, the subject is expected to
meet the expectations of the whole, based on self-knowledge,
motivating attitudes for change, and commitment to the
whole process of self-care. However, the intense pres-
ence of suffering and the lack of stimuli for maintaining
resilience/self-care can make it difficult for the subject to
manage their emotional/participatory behavior.[18]

Consequently, the usefulness of the SRQ-20 should attract
the attention of professionals working in these communities,
mainly because they require greater support approaches for
social strengthening and maintenance of symptoms that lead
to suffering.[19]

In terms of the overall burden of mental illness, depressive
disorder was the second leading cause of disability disor-
ders during an individual’s lifetime. Anxiety ranked sixth,
accounting for almost 42.5 million people with this type of
disorder.[1] It is important to emphasize that depressive dis-
orders were more common in young women, as was also the
case here, with a predominance of females.

As in the present study, depression was present in 43.4%
of the sample, while anxiety accounted for 23.7% of the
diagnoses reported by the subjects.

In this sense, this research also revealed that 17.9% of the

sample had more than one diagnosis of mental disorder. Thus,
it is worth highlighting that other types of disorders were
also included as being responsible for disabilities during life,
such as schizophrenia, use of psychoactive substances, and
autism.[20]

In a recent Colombian study, individuals with depressive
disorders who attempted suicide had already reported/sought
help from professionals and/or family members. It is worth
noting that in this study, most of the subjects who mentioned
suicidal ideation (n = 163), 54.6% (n = 88) did not seek
help. Therefore, protective measures for the act must be
highlighted, since, in this same study, having a mental illness
and/or having attempted suicide (at some point) proved to be
a predictive factor for the act.[17]

In terms of occupation, 38.9% (n = 122) of the individu-
als reported working independently, 11.5% stated that they
were unemployed/on leave and the rest were in other occu-
pations, such as the industrial/commercial sector, education,
and health. This configuration contributes to an unstable
financial situation that generates additional stress, as in the
studies that evaluated the main symptoms that triggered the
psychosocial determinants as being responsible for the strong
association with mental suffering.[21]

Thus, as in the current study, the authors also showed that
being female, having a low income (<252.48 -US$), and
having incomplete secondary education act as conditioning
factors that were most associated with mental disorders.[21]

Low income/education also contributes to the lack of early
identification of mental disorders, mainly because access to
health services becomes more limited/distant. This condi-
tion has an impact on the individual’s health, as it leaves
the subject more vulnerable, also reducing their quality of
life.[22] Therefore, there is a bidirectional link suggesting
that poverty and mental health interact in such a way that low
financial conditions can favor the emergence of mental dis-
orders, and the disorders themselves can aggravate poverty.
Thus, both can influence and be influenced by such negative
factors and events, as well as impact social/religious support
and precarious survival conditions.[15]

Housing conditions, especially family and social configu-
rations, also reflect on factors that promote mental health.
In this research, 44.7% (n = 140) of participants reported
living with their partners and/or partners and children. It is
therefore understood that the social configuration as well as
the family history with bad psychosocial antecedents, can act
as predictive factors for suicide attempts, especially when
there is a late diagnosis of associated mental disorders, or
even when the individual is exposed to situations of violence
in parental contexts.[23]

Published by Association for Health Sciences and Education 43



https://jnepweb.org Journal of Nursing Education and Practice 2025, Vol. 15, No. 9

4.2 Religious/spiritual coping related to psychological
suffering

To ascertain construct validity, the internal consistency of
the positive and negative coping subscales of the RCOPE
Scale was estimated. The scores obtained were similar to
the scores of the original scale, since the positive dimension
and its factors presented had a better Cronbach’s alpha (α)
performance compared to the negative dimension. In the
original scale, the positive dimension presented an Alpha (α)
of 0.98, while in the current research this score was Alpha
(α) = 0.93, which reflects the expected values. Regarding the
negative dimension, the current scale presented a good level
of internal consistency (α = 0.76), while the original scale
had a score of α = 0.86.[12]

As for religion, there was a predominance of evangelicals
(40%; n = 125) and Catholics (34.8%; n = 125), followed
by Spiritists (16.6%; n = 52). The data found in the present
research are similar to a recent study on religious affiliations
and how they influence general and health-related decision-
making, in which a large proportion of the subjects were also
predominantly Catholic (43.9%; n = 1,133) and Evangelical
(18.7%).[24]

In this way, the influence exerted by religiosity/spirituality
and adopted beliefs also directly reflects on the subject’s
actions. Evangelical Christians represent a quarter of the US
population, so it is known that they may face challenges in
mental health treatment, such as the belief that some psychi-
atric problems are a consequence of personal sin.[25]

In Brazil, according to the latest IBGE census, around 22.2%
declared themselves as evangelicals (of these, 60% were of
Pentecostal origin, 18.5% missionary and 21.8% undeter-
mined).[26] Thus, understanding the beliefs and attitudes
arising from the evangelical faith, as well as adopting re-
silient strategies and overcoming fear, are measures that
can influence psychiatric practice by these professionals, so
that practices and knowledge can be identified that can have
both a positive and negative impact on mental health care by
nurses.[25]

Studies on religiosity suggest the benefits of belief in relation
to coping measures. The subject begins to believe in himself,
in his own strength and is (often) guided by social support.
An example of this is the current study on the religious di-
mension in a North American sample of African-American
adults, in which such associations (beliefs/faith) with health
behaviors and depressive symptoms were examined. The au-
thors evaluated five indexes on religiosity (including positive
and negative aspects on coping) and showed that subjects
belonging to positive religious groups engaged in healthier
habits, while the negative group demonstrated greater nega-

tive health behavior, such as high alcohol/cigarette consump-
tion, more depressive symptoms and, consequently, greater
risks of suicidal behaviors.[16–27]

When investigating weekly dedication to religious practices
(measured in hours/week), the average obtained was 2.70
hours. In an Indian study (n = 381), it was highlighted that
the presence of depressive symptoms was more associated
with less time spent on religious practice, while individuals
without depressive symptoms had higher levels of religious
engagement.[27] It is worth noting that the way in which
the subject experiences the experience (religious/spiritual
dimension) and uses these resources (focused on faith) can
influence the way in which they cope, in addition to favor-
ing positive and negative effects (which are not always so
explored).

Furthermore, evaluating religious affiliation based on
decision-making can contribute to a greater understanding of
this relationship (religion/health). Therefore, it is understood
that having a religious affiliation can positively contribute to
reducing the use of tobacco/other drugs.[28] When compared
to those who have multiple religions, subjects who reported
having more than one belief demonstrated better levels of
happiness and optimism, when compared to just one religion.
However, in another study, it was found that anxiety levels
were lower in groups without religion, however, in this group
(with low/no religiosity) depression levels were higher.[27]

Corroborating the findings on mental health and the benefits
of religiosity/spirituality, it is essential to mention that the
report of faith suggests significant and impactful results on
depression and, consequently, on suicidal tendencies, since
religious engagement generates and experience of grounded
inner peace, by positively associating engaged actions with
happiness, attribution of “reason in things” and promotion of
life.[24]

Therefore, when using faith in a positive way (reading sacred
books, visiting churches or other temples, praying, among
other actions particular to religions), the subject connects
themself to divine appreciation and tends to have stronger
feelings of gratitude. This feeling is strongly linked to the
most recent studies on the benefits of religiosity, which sug-
gest a high moral impact, mainly because it is a highly valued
human characteristic.[29]

The benefits of religiosity and spirituality also had a direct
impact on individuals with autism, as in the case of a study
carried out with adolescents. However, it is important to
emphasize that, although the current study does not address
the same sample, the positive impact on these subjects re-
vealed greater communication when weaving elements of

44 ISSN 1925-4040 E-ISSN 1925-4059



https://jnepweb.org Journal of Nursing Education and Practice 2025, Vol. 15, No. 9

religiosity and faith, when compared to people who did not
attend any religion.[30] In a study on the impact of religion
on mentally healthy people and with mental disorders, it was
observed that patients with mental disorders showed greater
belief in God and often used more prayers compared to the
other group, as well as people with high spirituality, intrinsic
religiosity and religious affiliation had a lower prevalence of
depressive symptoms.[31, 32]

Personalized attention, as well as interventions based on reli-
gion and spirituality, can have a profound impact on mental
health treatment, as it helps to reduce stress and, conse-
quently, psychological suffering.[33] One example is based
on the practice reported in studies published by Christian
community nurses in countries such as the United States,
who provide comprehensive care based on religious values,
reclaiming a significant role in public health interventions, as
well as illustrating a greater diversity related to care practices,
including Christian principles in nursing care.[34]

However, the literature still lacks studies on the perception
of the population that receives care based on the holistic prin-
ciples and incorporated by spiritual aspects. However, it is
worth mentioning that in some cases, there is a negative ten-
dency towards high religiosity, which ends up worsening the
symptoms of depressive/anxiety disorders, presenting feel-
ings of guilt, for example, and generating sadness/remorse
and, with that, further exacerbating the suffering, mainly
because they confront aspects of the religious teaching they
had.[35] The use of negative elements related to faith can im-
pact suicidal behavior, since, for each increase of 1 unit in the
negative religious coping score, the chances of attempted sui-
cide increased by 1.83 times (95% CI 1.11; 3.00).[36] These
data are also responsible for collaborating with nursing prac-
tice as a promoter of comprehensive care.

5. CONCLUSION
The application of the SRQ-20 contributed to the under-
standing that most individuals are likely to be experiencing
psychological distress, although screening data were com-
pared with diagnoses of depressive disorders. However, early
identification of signs of suffering proves beneficial for the
nurse’s work process, as it provides better guidance for the
anamnesis and the Nursing process.

Regarding the inclusion of religiosity and spirituality in nurs-
ing practice, it is understood that there are several benefits
to this dyad. Brazilian nurses’ knowledge about religios-
ity/spirituality should be incorporated into training and nurs-
ing education itself to improve their understanding and com-
petence in holistic and person-centered care.

In this way, it is important to mention that religiosity acts

positively when there is an attribution of meaning reflected
by the individual, that is, when his belief is strengthened and
he is able to exercise his role in a consolidated and balanced
way. It is therefore expected that more studies can focus on
the benefits of religiosity and spirituality in daily applications
in the health field, mainly for therapeutic communities, as
well as health professionals such as nurses, who can acquire
skills to deal with their own and others’ faith, since the di-
mension of spirituality in health care should not be limited
to the area of mental health, but have repercussions in other
Nursing specialties.

ACKNOWLEDGEMENTS
We appreciate the health services involved, as well as your
representatives.

AUTHORS CONTRIBUTIONS
The nurse and doctoral student at IRRJ was responsible for
all stages, including data collection, theoretical development,
analysis, and data processing. Professor MHS was respon-
sible for reviewing the work, as well as data processing and
contributing to discussions. Professor KLO was responsible
for data review and critical input on the text. All authors read
and approved the final manuscript.

FUNDING
This work was supported by CAPES (Coordination and Im-
provement of Higher Education Personnel) and with transla-
tion support from the UEL Writing Center.

CONFLICTS OF INTEREST DISCLOSURE
The authors declare that they have no known competing fi-
nancial interests or personal relationships that could have
appeared to influence the work reported in this paper.

INFORMED CONSENT
Obtained.

ETHICS APPROVAL
The Publication Ethics Committee of the Association for
Health Sciences and Education. The journal’s policies ad-
here to the Core Practices established by the Committee on
Publication Ethics (COPE).

PROVENANCE AND PEER REVIEW
Not commissioned; externally double-blind peer reviewed.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available
on request from the corresponding author. The data are not
publicly available due to privacy or ethical restrictions.

Published by Association for Health Sciences and Education 45



https://jnepweb.org Journal of Nursing Education and Practice 2025, Vol. 15, No. 9

DATA SHARING STATEMENT
No additional data are available.

OPEN ACCESS
This is an open-access article distributed under the terms
and conditions of the Creative Commons Attribution license

(http://creativecommons.org/licenses/by/4.0/).

COPYRIGHTS

Copyright for this article is retained by the author(s), with
first publication rights granted to the journal.

REFERENCES
[1] Zheng Y, Tyrovolas AMS, Yip PSF. Epidemiological changes, de-

mographic drivers and global Years of life lost from suicide over the
period 1990-2019. Suicide Life-threat behav. 2022 [cited 2024 dec
08]; 52(3): 439-51. PMid:35137457 https://doi.org/10.1111/
sltb.12836

[2] de Carvalho MLSND, Costa MR, Simões NS, et al. Child men-
tal health: early detection and interventions in anxiety disorders
and depression. LEV [Internet]. 2024. Set. 2; 15(39): 3106-15.
https://doi.org/10.56238/levv15n39-116

[3] Morais WBS, Nascimento FF, Penha JC, et al. Trend in mortality
from mental and behavioral disorders due to alcohol use in Brazil,
2010-2021. Epidemiol Serv Saude [Internet]. 2024 [cited 2024 Jul
24]; 33: 1-12. PMid:39016404 https://doi.org/10.1590/s223
7-96222024v33e20231483.en

[4] Kucharska K, Gajewski R. Czynniki ryzyka a czynniki ochronne
zachowań samobójczych u osób z diagnozą depresji. 2023. https:
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