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Abstract

Spiritual care competence (SCC) is increasingly recognized as relevant in mental health,
yet no validated tool exists in Slovenia. This study aimed to translate and validate the
Spiritual Care Competence Questionnaire (SCCQ) in a Slovene sample of mental-health
professionals. Guided by this aim, our research question was the following: to what ex-
tent does the SCCQ demonstrate a replicable seven-factor structure, acceptable reliability,
construct validity, and coherent group differences in a Slovene sample of mental-health
professionals? In a cross-sectional survey (n = 291) across outpatient, inpatient, private,
and other settings, we administered the SCCQ together with measures of spiritual sensi-
tivity (SSS), spiritual transcendence (STS), and the BFI-S. Following forward-backward
translation and expert review, we conducted item analysis, exploratory and confirmatory
factor analyses, and assessed reliability and construct validity. After removing seven psy-
chometrically weak items, a 35-item, seven-factor structure—perception of spiritual needs,
team spirit, documentation/tools, spiritual self-awareness, knowledge of other religions,
conversation, and empowerment/proactive opening—showed borderline to acceptable fit
(TLI=0.917, CFI = 0.892, RMSEA = 0.068, SRMR = 0.073) and internal consistency (Cron-
bach’s alpha = 0.67-0.87). Convergent validity was supported by positive associations with
5SS/STS, while expected correlations with Big Five traits were small but significant (nega-
tive for Emotional Instability). Older age and psychotherapist profession predicted higher
SCC. The Slovene SCCQ is a confession-neutral, psychometrically adequate instrument for
assessing SCC in mental-health services. Findings highlight curricular needs—especially
documentation/tools and team-based engagement—and enable research, education, and
quality improvement aligned with international SCCQ validations.

Keywords: spiritual care competence; SCCQ; psychometrics; factor analysis; mental health
professionals; spirituality in healthcare; Slovenia; validation

1. Introduction

The World Psychiatric Association (WPA) and the World Health Organization (WHO)
have consistently worked to ensure that the promotion of and care for mental health are
both scientifically grounded and compassionate, as well as culturally sensitive. In recent
decades, public and scholarly awareness of the significance of spirituality and religion for
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health-related issues has grown markedly. Systematic reviews of the academic literature
had identified by 2015 more than 3000 empirical studies examining the relationship be-
tween religion/spirituality and health; bibliometric analyses indicate that the number of
such studies has increased substantially over the past ten years (Yaminfirooz et al. 2024).
Empirical research has further shown that religious and spiritual values, beliefs, and prac-
tices are salient for the majority of the world’s population and that patients wish their
religious and spiritual concerns to be appropriately addressed within healthcare settings
(WPA 2016).

Many contemporary scholars, including those studying human experience, prefer
the term spirituality over religiosity, partly because spirituality is broader, less concrete,
and less closely associated with institutional structures. Others, however, contend that
spirituality constitutes the heart of religion—its true center—characterized above all by
religious and mystical experience (Griin 2017). Spirituality can be defined in various ways,
and these definitions often differ across cultural contexts. In the Western research literature,
the most widely used definition is the following: “Spirituality is the aspect of humanity
that refers to the way individuals seek and express meaning and purpose and the way
they experience their connectedness to the moment, to self, to others, to nature, and to the
significant or sacred” (Puchalski et al. 2009). Spirituality may therefore be understood as a
fundamental dimension of human experience, encompassing a broad spectrum of beliefs,
practices, and values—both religious and secular.

Psychology has already responded to the rise in psychopathological symptoms by
supplementing the classical linear biomedical model with the so-called biopsychosocial
model—an approach to which scholars have more recently begun to add a spiritual com-
ponent, particularly in relation to coping with psychopathological symptoms (McLaren
2002). Many authors have argued that the biopsychosocial model insufficiently addresses
spiritual factors, even though such factors have proven to be important in treatment out-
comes (e.g., Hatala 2013; McCullough et al. 2000; Plante and Sherman 2001). Consequently,
an expanded version of the biopsychosocial model was proposed by adding a spiritual
component. This four-component framework—referred to as a “multilevel integrative
analysis”—is explicitly multidisciplinary and assumes the equal standing of all disciplines.
It therefore transcends the dichotomies between nature and environment, biology and psy-
chology, and science and spirituality (Cacioppo et al. 2000; Hefti 2003). Such an expanded
model provides a useful framework for understanding the spiritual dimension in clinical
practice and research, as spirituality may function as a causal, maintaining, and protective
factor in both physical and mental health.

Within psychiatry, spirituality has increasingly been recognized as a salient dimen-
sion of treatment, insofar as it can provide constructive coping mechanisms and support-
ive resources. Studies (e.g., Gollnick 2004) indicate that personal identity, values, and
worldviews—core psychological constructs—are shaped by implicit spiritual factors. Spir-
itual affinity also appears to be protective in the context of suicidal behavior: rates of
suicidality are higher among individuals lacking religious or spiritual orientation (Lester
2000). Moreover, spirituality functions as a source of social integration and fosters altruistic
dispositions. Empirical work further suggests that patients who actively engage with spiri-
tual themes in the face of severe life stressors (e.g., serious illness, suffering, life-threatening
conditions, palliative care)—for instance, by seeking meaning or through prayer—cope
more effectively than matched controls who do not engage such practices (Biissing et al.
2005). A comprehensive meta-analysis likewise found that spirituality is associated with
better physical and mental (especially emotional) well-being and with lower mortality
(McCullough et al. 2000). Finally, interpreting adversity as an opportunity for growth, pur-
suing deeper meaning, and assisting trauma-exposed others are all linked to reduced mood
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disturbance and diminished anxiety symptoms (Bonanno 2006). Spiritual virtues can assist
individuals in integrating and reframing seemingly overwhelming traumatic experiences
within a broader framework of meaning—a process of spiritual reappraisal that facilitates
more rapid post-traumatic growth and more effective coping (Koenig 2012). Both positive
and negative forms of religious/spiritual coping play a significant role in mental-health
outcomes, including in disorders such as depression (Koenig 2012), while maladaptive or
conflict-laden spiritual coping may also generate distress and negatively affect well-being
(Stauner et al. 2016). Spirituality has additionally been associated with increased longevity
(Alimujiang et al. 2019) and enhanced psychological well-being (Greenfield et al. 2009), and
a growing body of research continues to document its beneficial effects on physical and
mental health (De Diego-Cordero et al. 2023).

Spirituality is a construct that encompasses a diversity of strongly held beliefs and
pursuits related to life’s meaning and purpose. Empirical studies in key domains of
spirituality related to substance use disorder can be valuable in guiding research and
potentially clinical care. In Psychology, topics include the attribution of substance use
disorder to a spiritual outlook, spiritual awakening, the relationship between spirituality
and drug craving, and spirituality in the context of psychedelic-assisted psychotherapy. In
Biology, areas of focus are the heritability of traits related to shared spiritual experience,
neurophysiological correlates of spiritually related experiences, and findings from brain
imaging. In Culture, considerations include spiritual aspects of substance use disorder
in different cultural settings, distinctions between spiritual and religious phenomena, the
roles played by international organizations, and the context of acquiring recovery capital.
The need for further research in each area is identified (Galanter et al. 2024). Taken together,
these findings suggest that spirituality plays a meaningful role in mental health and illness
and may be linked to improved coping, greater resilience, and a higher quality of life.

Over the past decade, psychotherapy has seen the development of spiritually inte-
grated therapy (SIT), an approach that incorporates religious and spiritual practices into
the therapeutic process. Meta-analytic evidence indicates that SIT is at least as effective
as standard therapy and may be particularly beneficial for religious clients, for whom it
is associated with reductions in depression, anxiety, and trauma-related symptoms (Chen
and VanderWelle 2018). A qualitative meta-analysis published in 2025 further illuminates
how therapists perceive and engage with spirituality in clinical practice, emphasizing the
importance of cultural sensitivity. Recent scholarship has additionally highlighted the need
to train therapists to work competently with diverse religious and spiritual backgrounds
(Lin et al. 2026).

In nursing, spiritual care constitutes an essential component of holistic practice, par-
ticularly within palliative and long-term care settings. Research indicates that nurses
frequently incorporate spiritual interventions that enhance patient well-being, reduce
anxiety, and support the management of chronic illness (Kwan et al. 2019).

An expanding body of research indicates that a growing proportion of patients wish
spiritual concerns to be integrated into the treatment of physical and mental illness (Best
et al. 2015; Biissing et al. 2009). Within mental health care specifically, many patients con-
sider spiritually oriented care important and express a desire to discuss spiritual challenges
with their therapists (e.g., Currier et al. 2020). At the same time, international findings
suggest a persistent gap between patients’ preferences and what they receive: patients
report obtaining less spiritual care in clinical settings than they would like (Fuchs et al.
2019). These patterns underscore the need to strengthen professional competencies in
spiritual care across therapeutic and clinical environments.

Spiritual care competence is defined as “the ability to assess for and provide inter-
ventions to care for a patient’s spiritual needs” (Green et al. 2020). It constitutes a shared
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responsibility among physicians, psychologists, nurses, psychotherapists, hospital chap-
lains, and other healthcare professionals. Key facilitating factors in the development of
spiritual care competence include cultural openness, respect for diversity, ongoing educa-
tion in spiritual issues, and the establishment of clear professional and ethical guidelines
for addressing spirituality in clinical practice (Frick 2017). For mental-health professionals
in particular, spiritual care competence is essential. It involves the ability to take a spiritual
history, to discern and evaluate a patient’s spiritual needs, and to distinguish these from po-
tential psychopathological content of a spiritual or religious nature. Recommendations by
the task force of the Deutsche Gesellschaft fiir Psychiatrie, Psychotherapie, Psychosomatik
und Nervenheilkunde (DGPPN 2017) stress the importance of intercultural competence,
spiritual assessment, and awareness of religiosity and spirituality in treatment, as well
as maintaining therapeutic neutrality, boundaries, and continued professional education.
Nevertheless, evidence indicates that insufficient training remains a primary reason why
many mental-health professionals do not provide spiritual care (Green et al. 2020).

In Slovenia as elsewhere, spiritual concerns in psychiatric and psychotherapeutic care
are frequently marginalized, which can limit treatment. Training opportunities remain
scarce, and neither pathologizing nor idealizing spirituality is clinically useful; instead,
clinicians benefit from culturally sensitive, diversity-aware practice. Reluctance reflects
fears of “non-scientific” content, conceptual conflation of spirituality, religiosity, and psy-
chopathology, and secular professional cultures that weaken confidence (Kosir 2020). Some
therapists avoid spiritual themes by defining psychotherapy narrowly; others import
their own spirituality, with mixed implications (Zorz 2007). Personal biases, cultural as-
sumptions, and fear of value conflict further contribute, and Slovenian studies describe
“de-spiritualized” patterns—from privately religious clinicians who bracket spirituality, to
secular or antitheistic orientations carried into practice (Zorz 2007).

Conversely, a Slovenian meta-study on spirituality in nursing (Strancar and Miheli¢
Zajec 2019) shows that several scholarly contributions address spiritual care, identifying
three main themes: (1) understanding spirituality and spiritual care and their perceived
relevance for patients; (2) recognition of patients’ spiritual needs and the provision of
spiritual care practices; and (3) the potential of existential-phenomenological approaches
to deepen caregivers’ self-understanding in providing spiritual support. Overall, interest
in spirituality is present in Slovenian scholarship, although most publications focus on
palliative care and end-of-life contexts.

Slovenia is a Central-European EU member with a largely secular public sphere and
a historically Christian cultural profile; the last official census to record religion (2002)
reported 57.8% Catholic, ~2.4% Muslim, ~2.3% Orthodox, and ~0.9% Protestant, along-
side sizeable “no religion/undeclared” categories—important because subsequent register
censuses no longer collect religion—so 2002 remains the final official benchmark for de-
nominational shares (Statistical Office of the Republic of Slovenia SURS 2002). Within
health care, Slovenia provides near-universal coverage through statutory social health
insurance with a single public purchaser (ZZZS); provision is predominantly public with
licensed private providers, public sources finance roughly three-quarters of current health
expenditure (~74% in 2022; ~73-74% in 2023), and a 2024 reform replaced complementary
voluntary health insurance with a fixed compulsory contribution within SHI to cover co-
payments; total spending has been around 8.8-9.3% of GDP (2022-2023) (Polin et al. 2024).
Spiritual care is shaped by national guarantees of religious freedom and hospital practice
evidence indicating that most patients’ religious/spiritual needs are largely accommodated
in state hospitals (e.g., clergy access, rites), though implementation varies by institution and
minority needs (Ramsak 2022). In this manuscript, chaplains (also referred to as spiritual
care providers) denotes professionals who specialize in the assessment and provision of
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spiritual/religious care in institutional settings; credentialing pathways vary by country
and sector.

Research Questions and Research Objectives

Based on the theoretical background outlined above, we consider the development of
spiritual care competence essential for healthcare professionals, as it enhances understand-
ing of patients and supports more effective therapeutic engagement. Addressing spiritual
concerns can facilitate healing, improve clinical outcomes, and strengthen the therapeutic
relationship; however, this requires professionals who are both available and sensitive to
such issues. A review of the literature shows that Slovenia currently lacks a validated instru-
ment for assessing spiritual care competence that could also be used for research purposes.
The aim of this study, therefore, was to translate into Slovene and validate the Spiritual
Care Competence Questionnaire (SCCQ; Frick et al. 2019), an instrument applicable across
different professions and healthcare settings, as well as in non-clinical environments.

The present study aims to examine whether the SCCQ’s baseline factor structure
replicates in a Slovene sample as in the original German validation. We also assess the
instrument’s psychometric properties in Slovenia—reliability and validity—testing, in
particular, convergent and discriminant aspects of the construct of spiritual care competence.
The SCCQ has previously been validated in German (Frick et al. 2019), French (Neves
Oliviera 2019), Spanish (Pastrana et al. 2021), Norwegian (Mandelkow et al. 2022), Japanese
(Shimizu et al. 2023), and Dutch (Schoot et al. 2024).

Building on these aims, we articulate the following research question (RQ) to guide
the study: RQ. To what extent does the Spiritual Care Competence Questionnaire (SCCQ) consti-
tute a reliable and valid instrument for assessing spiritual care competence among mental-health
professionals in Slovenia?

To operationalize this overarching question, we specified research sub-questions
aligned with standard validation steps:

1. RQI1 (Structure). Does the SCCQ’s seven-factor structure replicate in a Slovene sample
(EFA/CFA)?

2. RQ2 (Reliability). Do the SCCQ subscales achieve acceptable internal consistency in
this context?

3. RQ3 (Construct validity). Does the SCCQ demonstrate expected convergent and
discriminant validity with Spiritual Sensitivity (SSS), Spiritual Transcendence (STS),
and Big Five traits (BFI-S)?

4. RQ4 (Correlates/Differences). How do SCCQ scores vary by age, gender, profession,
and institutional setting (outpatient, hospital, private/other)?

These sub-questions motivate the analyses below; we therefore preface them with
concise hypotheses that indicate what we examined.

1. H1: The SCCQ will exhibit a coherent multifactor structure in this sample.

2. H2: Subscales will reach acceptable internal consistency.

3. HB3: Construct validity will be supported by expected patterns with SSS/STS and Big
Five traits.

4. H4: Group differences/correlates (age, profession, institutional setting; gender) will
be observable and theory-consistent in direction and magnitude.

2. Materials and Methods

In 2022, we conducted a cross-sectional survey among mental health professionals in
Slovenia working across diverse clinical settings. The National Medical Ethics Committee
of the Republic of Slovenia (under the Ministry of Health) reviewed the protocol and,
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on 25 January 2022, issued a favorable opinion, granting ethical approval for the study
(registered it under research number 0120-446/2021/10).

2.1. Participants

Participants were recruited using purposive convenience sampling. After obtaining
the necessary permissions, an email invitation was distributed to psychiatrists, physicians,
psychotherapists, nurses, psychologists, and other mental health professionals. Invitees
worked in outpatient or inpatient settings and across public or private services, but all
were engaged in mental health care. The email included a link to the study landing page
with the informed-consent form and the online questionnaire. The survey also collected
demographic information (gender, age, marital status, profession and education, years of
professional experience, and—where applicable—religious affiliation). Data collection ran
for three months (February—-April 2022), with one email reminder sent during this period.
Responses were gathered using the web-based platform and online research tool for data
collection 1KA. Data were pseudonymized during data collection.

A total of 325 participants took part in the study. Of these, 297 completed the online
questionnaire in full, and 291 met the metric inclusion criteria (with outliers removed).

Women comprised 78.7% of the sample, men 21.3%.

Regarding marital status, 54.8% were married, 27.4% were in a committed partnership,
5.3% were divorced, 8.7% were single, and 3.8% were widowed.

The mean age of participants was 42 years (M = 41.60; SD = 17.31).

With respect to place of residence, 27.7% reported living in a larger town
(10,000-100,000 inhabitants), 44.5% indicated living in a rural area, while 27.8% did not
specify their place of residence (Missing/NA).

Among the respondents, 96 were psychiatrists, 49 worked in family medicine, 8 were
clinical psychologists, 27 were psychotherapists, 95 worked in nursing, and 16 worked in
other areas. In this study, chaplains/spiritual care providers were eligible to participate
(including those embedded in mental-health or acute-care services). In our sampling frame,
chaplains—if present—were recorded under the “other” category; however, their number
was small and is reported descriptively without subgroup analyses. This approach reflects
heterogeneous credentialing and deployment of chaplains in Slovenia and other European
settings, where chaplaincy roles are recognized but professionalization pathways and
staffing models differ from Anglophone systems.

Regarding professional satisfaction, 57.5% of participants reported being satisfied with
their work, and 24.4% reported being very satisfied. An additional 13.4% were neither
satisfied nor dissatisfied, while 4.7% reported dissatisfaction.

Participants worked an average of 41.3 h per week.

In terms of professional experience, 22.4% had up to 10 years of experience, 26.8%
had 20-30 years, 27.8% had between 30 and 40 or more years of experience, and 23% did
not specify.

Concerning the type of workplace, 36.8% were employed in outpatient public settings,
27.1% in inpatient (hospital) settings, 22.7% in private outpatient clinics, and 13.4% in other
contexts, including settings outside healthcare.

Regarding religious affiliation, 76.6% identified as believers- of whom 70.2% identified
as Catholic, with the remainder identifying as Protestant or Muslim. 23.4% reported no
religious affiliation.

As for religious or spiritual practices, 45.2% reported meditating or praying regularly,
25.8% occasionally, and 29.1% rarely or never. Further details are presented in Table 1.
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Table 1. Demographic variables and characteristics of participants.

Variable %/Mean + SD
Gender (%) !
Women 787
Men 21.3
Mean age (years) 41.60 £17.31
Marital status (%)
Married 54.8
Unmarried, living together 27.4
Divorced 5.3
Single 8.7
Widowed 3.8
Work experience (%)
<10 years 224
20-30 years 26.8
>30 years 27.8
Weekly working hours (mean) 41.3
Profession (%)
Physician 16.8
Psychiatrist 329
Nurse 32.6
Clinical psychologist 2.7
Psychotherapist 9.3
Other 9.3
Religious affiliation (%)
Believer (Catholic) 70.2
Believer (Protestant/Muslim /Other 6.4
None 234
Spiritual/Religious practice
Meditate/pray regularly 452
Occasionally 25.8
Rarely /never 29.1

! Subheadings are presented in italics.

2.2. Measures
2.2.1. Spiritual Care Competence Questionnaire

To assess self-perceived competence in spiritual care, we used the Spiritual Care Com-
petence Questionnaire (SCCQ). The main questionnaire is scored on a 4-point Likert scale
(0—strongly disagree, 1—disagree, 2—agree, 3—strongly agree). In the original German
version, the SCCQ identifies seven factors: (1) perception of spiritual needs competen-
cies [5 items; Cronbach’s alpha = 0.82]; (2) team spirit/teamwork [5 items; Cronbach’s
alpha = 0.81]; (3) documentation/tools competencies [3 items; Cronbach’s alpha = 0.84];
(4) spiritual self-awareness competencies [5 items; Cronbach’s alpha = 0.83]; (5) knowledge
about other religions [2 items; Cronbach’s alpha = 0.73]; (6) conversation (interviewing)
competencies [2 items; Cronbach’s alpha = 0.86]; and (7) empowerment and proactive
opening competencies [4 items; Cronbach’s alpha = 0.79] (Frick et al. 2019).

The first factor, Perception of Spiritual Needs, captures the practitioner’s sensitivity
to and accurate recognition of patients’ spiritual/existential needs, including implicitly
expressed concerns (e.g., meaning, guilt, hope, forgiveness) irrespective of formal religious
affiliation. Higher competence reflects an ability to notice spiritual cues in narratives
and behavior and to differentiate them from purely psychosocial or psychopathological
content. The second factor, Team Spirit/ Teamwork, denotes a collaborative stance within
the interprofessional team whenever spiritual concerns arise. It includes sharing relevant
observations within professional boundaries, co-ordinating care where appropriate, and
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involving chaplains/spiritual-care providers or other colleagues as needed; it does not
require the clinician to conduct joint, team-based spiritual assessments, but rather to work
collegially when spiritual themes matter for care. In addition to individual collaboration,
this domain also reflects the perceived openness and routines of the team/institution (e.g.,
regular discussion of spiritual issues, team rituals) that enable collaborative spiritual care.
The third factor, Documentation/Tools Competencies, assesses the use of appropriate tools
and procedures to record spiritual needs/resources in a traceable, respectful manner (e.g.,
brief spiritual history, structured notes). Competence implies integrating such information
into planning/handovers while observing ethical, legal, and institutional standards of
documentation. The fourth factor, Spiritual Self-Awareness, reflects the clinician’s reflective
attitude, ethical sensitivity, and clarity about personal values/beliefs, including limits. It
emphasizes openness to diversity (religious and nonreligious worldviews) and the capacity
to keep professional boundaries while responding empathically to patients” spiritual con-
cerns. The fifth factor, Knowledge about Other Religions, refers to basic, practice-relevant
knowledge of major religious traditions and needs (e.g., rituals, dietary practices, end-
of-life customs) sufficient to avoid stereotypes and to facilitate timely accommodation or
referral. It does not require advanced theological training, but functional cultural-religious
literacy. The sixth factor, Conversation Competencies, captures the ability to open and
hold respectful, non-intrusive dialogs about spiritual /existential topics—titrated to the
patient’s readiness and clinical context. It involves attuned listening, clear boundaries, and
language that supports meaning-making without imposing beliefs. Finally, the seventh
factor, Empowerment and Proactive Opening, includes the gentle initiation of spiritual
themes when clinically relevant (e.g., suffering, loss, end-of-life) and the support of patients
in mobilizing their own spiritual resources (practices, communities, values). It stresses
non-coercive, autonomy-supportive engagement and the ability to recognize when referral
(e.g., to a chaplain) would benefit the patient (Frick et al. 2019).

The original German questionnaire was forward-translated into Slovene by the
first and second authors; the second author has prior experience translating German
research instruments. A back-translation into German was then performed by a bilingual
(German-Slovene) speaker. To ensure accuracy and conceptual equivalence, the translation
was reviewed by the SCCQ developers. In a pilot test, three psychologists reviewed and
completed the Slovene version, which informed minor revisions and final adaptations of
the instrument.

2.2.2. Spiritual Sensitivity Scale

This study used the first Slovene version of a Spiritual Sensitivity Scale (SSS) designed
to assess spiritual sensitivity. The final version consists of 20 items, including four pictorial
items, all rated on a five-point Likert scale. Preliminary validation procedures indicated that
the scale possesses solid psychometric properties. The internal consistency of the total scale
was high [Cronbach’s alpha = 0.86]. In the original Slovene version, the SSI identifies four
factors: (1) Awareness and perception [5 items; Cronbach’s alpha = 0.72]; (2) Receptivity to
spirituality [5 items; Cronbach’s alpha = 0.77]; (3) Sense of mystery [5 items; Cronbach’s
alpha = 0.70]; and (4) Relationality [5 items; Cronbach’s alpha = 0.71]. All items are
positively keyed, with higher scores indicating a higher level of spiritual sensitivity. Scoring
is straightforward: responses within each subscale are summed according to the scoring
key, and no reverse-scored items are required. Percentile norms are available for the total
score (Brki¢ Golob 2019). In the present study, the reliability of the total scale was likewise
high [Cronbach’s alpha = 0.89].
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2.2.3. Spiritual Transcendence Scale

The Spiritual Transcendence Scale (STS) is designed to assess aspects of spirituality
that are independent of the traits captured by the Big Five model. The short version consists
of nine items, each rated on a five-point Likert scale. The reliability of the short form is sat-
isfactory [Cronbach’s alpha = 0.85]. Predictive validity was examined through correlations
between each factor and indicators of psychosocial functioning, while criterion validity
was supported by positive correlations with other measures of religiosity (r = 0.32-0.58).
Both the full and short versions comprise three dimensions: (1) Contemplative Fulfillment
[3 items; Cronbach’s alpha = 0.91]; (2) Universality [3 items; Cronbach’s alpha = 0.67]; and
(3) Connectedness [3 items; Cronbach’s alpha = 0.65] (Piedmont 1999).

The short form has also been translated into Slovene. All items are positively keyed
except for item 5, which requires reverse scoring. Scoring follows the standard key and
allows for calculation of both subscale and total scores (Tisovec et al. 2011). In the present
study, the internal consistency of the total scale was likewise high [Cronbach’s alpha = 0.90].

2.2.4. The Short Big Five Inventory

The short Big Five Inventory (BFI-S) is designed to assess the prototypical compo-
nents of personality traits as defined by the Five-Factor Model. It is a short form con-
sisting of 21 items, each rated on a five-point Likert scale. The questionnaire measures
the following personality dimensions: (1) Extraversion [4 items; Cronbach’s alpha = 0.65];
(2) Agreeableness [4 items; Cronbach’s alpha = 0.68]; (3) Conscientiousness [4 items; Cron-
bach’s alpha = 0.63]; (4) Emotional Instability [sometimes labeled Neuroticism, this
construct refers—within the Big Five—to a non-clinical personality trait (emotional in-
stability /negative affectivity), not a diagnosis; 4 items; Cronbach’s alpha = 0.65]; and
(5) Openness [5 items; Cronbach’s alpha = 0.65] (Rammstedt and John 2005).

The scale has been translated into Slovene, with reliability coefficients comparable to
those reported by the original authors. Several items require reverse scoring. Scoring is
straightforward and follows the scoring key: responses are summed within each of the five
subscales to produce five separate dimension scores, while no total score can be calculated
(Avsec and Soc¢an 2007).

2.3. Procedure and Statistical Analyses

Data were processed using Microsoft Excel and IBM SPSS Statistics 25. Descriptive
statistics, along with skewness and kurtosis coefficients, indicated distributions within
acceptable bounds; therefore, non-parametric tests were not required.

Subsequent analyses included descriptive statistics and internal consistency analyses
(Cronbach’s alpha). We conducted both exploratory factor analysis (EFA) and confirmatory
factor analysis (CFA), employing oblimin rotation with Kaiser normalization, on the same
full sample (1 = 291). A hold-out or split-sample validation was not implemented; therefore,
model fit indices should be interpreted with this constraint in mind. The factor-loading
cutoff was set at >0.30 (Stevens 1992). Oblimin rotation was chosen, since this analysis
enables a simple and more interpretable structure while allowing inter-factor correlations,
which can better reflect the underlying structure of the data. Prior to factor extraction,
we verified that the data met factor-analytic assumptions. Univariate normality was
evaluated via skewness and kurtosis; we considered skewness < 3 and kurtosis < 8 as
acceptable criteria met for all variables in the present dataset (Kline 2005). Measures of
sampling adequacy supported factorability: the Kaiser-Meyer—Olkin (KMO) coefficient
was (.88, indicating meritorious adequacy (Field 2009), and Bartlett’s test of sphericity
was significant (p < 0.001). Inspection of the correlation matrix showed no evidence of
problematic multicollinearity (determinant = 0.001).
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Given the total n = 291 and the number of free parameters in the SCCQ model,
a random split would have reduced per-group power for CFA below commonly cited
thresholds for modest-to-complex CFA /SEM models (e.g., rules of thumb of n > 200 and
case-to-parameter ratios > 5:1-10:1 for more stable estimation) (Kyriazos 2018). Therefore,
we estimated EFA and CFA on the full sample and explicitly disclose this trade-off. To
mitigate capitalization on chance, our model specification was theory-driven (based on
the original seven-factor SCCQ), we used oblique rotation to allow correlated factors, and
we report the full set of fit indices and factor-loading ranges. Recent methodological work
indicates that split-sample cross-validation is primarily advantageous at larger samples
and favorable model conditions, whereas with modest N whole-sample estimation coupled
with transparent reporting and planned replication remains acceptable. In line with this
guidance, we interpret our CFA cautiously and highlight the need for replication (e.g.,
independent sample or a planned split-sample in future data collections).

Confirmatory factor analysis (CFA) was conducted using the Lavaan package (Rosseel
2012) to evaluate the best-fitting model. Model fit was assessed with the following indices:
root mean square error of approximation (RMSEA), standardized root mean square residual
(SRMR), comparative fit index (CFI), and Tucker-Lewis index (TLI). Thresholds for good
fit were CFI and TLI > 0.90, SRMR < 0.07, and RMSEA < 0.06.

Convergent validity was examined via associations with closely related spiritual con-
structs (SSS and STS), whereas correlations with the Big Five traits were interpreted as
evidence of theoretical differentiation—placing the SCCQ within its expected nomological
network—rather than as a formal test of psychometric discriminant validity. Pearson corre-
lations were interpreted as follows: r > 0.50 strong, 0.30 < r < 0.50 moderate, 0.10 < r < 0.30
weak, and r < 0.10 negligible (i.e., effectively no correlation) (Cohen 1988).

For between-group comparisons on SCCQ scores, we used independent-samples
t-tests and one-way ANOVA. Levene’s test indicated no violation of the homogeneity-of-
variance assumption for ANOVA. Statistical significance was set at two-tailed p < 0.05.
Effect sizes were reported as Cohen’s d for t-tests and as eta-squared and Cohen’s f
for ANOVA. Conventional benchmarks were d(f) = 0.20 (small), d(f) = 0.50 (medium),
d(f) = 0.80 (large); for eta-squared, thresholds were 0.01 (small), 0.06 (medium), and 0.14
(large) (Field 2009).

Item analysis and screening were performed prior to factor extraction. We evaluated
corrected item-—total correlations (rit), item discrimination indices, response distributions,
and cross-loadings in preliminary EFA. Following commonly used cutoffs (e.g., rit < 0.30;
weak discrimination; substantial cross-loading > 10.30| on non-target factors), seven items
were flagged as psychometrically inadequate and removed before confirming the model.
Specifically, items [13], [25], [33], [34], [35], [36], and [42] were excluded due to [low rit:
0.14-0.22], [poor discrimination], and/or [substantive cross-loadings]. The final Slovene
version thus comprised 35 items.

3. Results
3.1. Factor Analysis

We present the final version of the Spiritual Care Competence Questionnaire (SCCQ)
validated in the Slovenian context. Applying the Kaiser-Guttman criterion (eigenvalues > 1;
Nunnally and Bernstein 1994), nine factors could be retained, jointly accounting for 59.95%
of the total variance. The Cattell scree test indicated a relatively strong first factor followed
by an elbow at approximately four factors, yielding no unequivocal guidance regarding the
optimal dimensionality. On the basis of oblique rotation and the observed pattern of factor
loadings (with no loading below 0.30), it is methodologically defensible to retain a seven-
factor solution—mirroring the structure of the original scale—although a five-factor model
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would also be plausible. Internal consistency for the subscales ranged from moderate
[Cronbach’s alpha = 0.67 for Documentation Competencies] to very good [Cronbach’s
alpha = 0.87 for Empowerment and Proactive Opening Competencies]. The seven-factor,
35-item factor structure of the SCCQ is reported in Table 2.

Table 2. Factorial Structure of the 35-Item SCCQ.

Corrected Item-Scale Factor Loading

Correlation 1 2 3 4 5 6 7

Factors and Items

Factor 1: Competence in Knowledge of Other Religions !

(eigenvalue 8.3, Cronbach'’s alpha = 0.75)

21. I support my patients in critically reflecting on their

spiritual beliefs and attitudes. 0-562 0632

28. I am able to assess which religion-specific considerations of
patients from other faith communities need to be taken 0.624 0.567
into account.

29. I attend to ensuring that the religion-specific needs of
patients from other faith communities are 0.552 0.691
appropriately accommodated.

30. I am familiar with appropriate points of contact (e.g.,
Christian, Muslim, Jewish) to whom I can refer particular 0.364 0.571
patients when needed.

31. I consistently engage patients in order to address their

C 0.565 0.639
religious needs.

Factor 2: Teamwork Competencies
(eigenvalue 3.1, Cronbach’s alpha = 0.82)

6. I am able to share my observations regarding my patients’

spirituality within the team. 0485 0681

10. In our institution (e.g., outpatient clinic, hospital), there is a

high level of openness toward addressing spirituality. 0-368 0-640

11. Within the team, we regularly address issues related to the

spirituality of the patients under our care. 0.542 0.731

12. Within the team, we regularly engage in discussions about

our own spirituality. 0.459 0.702

14. Within the team, we have established rituals (e.g., rituals of
departure and farewell) that enable us to collectively process 0.347 0.664
challenging situations.

9. Within the team, we consistently discuss the spiritual needs

of patients. 0.532 0.655

Factor 3: Empowerment and Proactive
Opening Competencies
(eigenvalue 2.1, Cronbach’s alpha = 0.87)

18. When reflecting on the day I have spent, I regularly think

about my patients. 0.260 0.629

19. I support my patients’ participation in religious activities

and celebrations. 0.386 0.476

23. In my thoughts and feelings, I remain emotionally present

with the individuals under my care. 0.415 0.625

26. I would like to have more time to engage in conversations

with my patients about their spiritual needs. 0370 0474

40. Awareness of one’s own weaknesses and wounds

contributes to spiritual competence. 0442 0.535

41. I perceive my professional group as demonstrating a high

level of spiritual competence. 0414 0551
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Table 2. Cont.

Corrected Item-Scale Factor Loading
Factors and Items .
Correlation 1 2 3 4 5 6 7
Factor 4: Spiritual Self-Awareness Competencies
(eigenvalue 1.7, Cronbach'’s alpha = 0.78)
24. My own spirituality influences how I behave toward others 0331 0.664

and toward people who are ill.

37. I regularly engage in practices that deepen my personal
spirituality (e.g., days of reflection, meditation, attendance at 0.377 0.785
worship services).

27. I am attentive to opportunities for conversations

about spirituality. 0.627 0.433

38. I regularly participate in continuing education focused on

. . 0.480 0.673
spiritual topics.

39. It is important to me to touch the other’s suffering and to

bear it with them. 0.482 0.535

Factor 5: Documentation, Tool and Instrument
Recognition Competencies
(eigenvalue 1.5, Cronbach’s alpha = 0.67)

3. I am familiar with tools (e.g., thematic checklists) for

conducting a brief spiritual history. 0332 0889

4. T am familiar with tools and thematic questions used for the

structured assessment of spiritual needs. 0404 0880

5. I know how to document my patients’ spiritual history in an

appropriate and verifiable manner. 0422 0.791

Factor 6: Perception of Spiritual Needs Competencies
(eigenvalue 1.3, Cronbach'’s alpha = 0.80)

1. I am confident that I am able to accurately perceive the

spiritual needs of patients. 0.613 0.710

2. I am confident that I am able to accurately perceive the

spiritual needs of patients’ family members. 0-503 0749

7. 1am able to perceive existential and spiritual needs even

when patients are distant from religion. 0-575 0-565

8. I am able to engage in conversations about existential and
spiritual needs even with patients who are distant 0.599 0.521
from religion.

20. In therapeutic decision-making, I attend to the religious
and spiritual attitudes, orientations, and beliefs of the 0.573 0.588
individual patient.

Factor 7: Conversation Competencies
(eigenvalue 1.2, Cronbach’s alpha = 0.71)

15. I am aware of which of my colleagues consider spirituality

to be important. 0.460 0.480

16. I am able to engage qpenly in discussions about 0.388 0784
existential topics.

17. I am able to engage openlyvm discussions about 0397 0,789
religious topics.

22. I am able to tolerate and remain present with the pain and 0.356 0.409

suffering of patients and their family members.

32. Through both verbal and nonverbal communication, I
create a relational space in which patients may open spiritual 0.607 0.588
topics, without ever being compelled to do so.

1 Factor labels are presented in bold. In the Results (Table 2), factors are numbered by EFA order in our sample,
whereas labels are harmonized with the original seven-domain framework for cross-study comparability.

A confirmatory factor analysis (CFA) was conducted on the full dataset to evaluate the

seven-factor solution suggested by EFA. CFA supported the target model (Bartlett’s p < 0.001;
KMO = 0.89), with borderline to acceptable global fit indices (chi-square(df = 539) = 1261.78,
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chi-square/df = 2.34, CFI = 0.892, TLI = 0.917, RMSEA = 0.068, 90% CI [0.063, 0.073],
SRMR = 0.073), see Figure 1. The seven-factor model was therefore used. We retained
a seven-factor solution on theoretical and comparative grounds. The SCCQ was origi-
nally conceptualized and validated with seven correlated dimensions in German samples
and subsequent validations in other languages have replicated this structure with similar
subscale profiles—particularly the comparatively weaker reliability / performance of the
documentation factor. In deciding between solutions, we prioritized cross-study compa-
rability and interpretability. Specifically, we retained seven factors to mirror the original
SCCQ framework and because additional factors beyond seven offered limited incremental
interpretability while complicating the factorial map. The seven-factor solution produced a
clear simple structure aligned with the instrument’s intended content domains.
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Figure 1. Outcome of confirmatory factor analysis.

Evidence for the questionnaire’s validity is also provided by the intercorrelation
matrix (Table 3), which demonstrates predominantly moderate to strong, positive, and
statistically significant inter-factor correlations. Furthermore, all dimensions are positively
and significantly correlated with the overall SCCQ score, indicating coherent scale structure.

Table 3. Intercorrelation matrix.

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Factor 7 sccQ!?
Factor 1 0.47 *** 0.46 *** 0.46 *** 0.34 *** 0.61 *** 0.59 *** 0.80 ***
Factor 2 0.31 *** 0.30 *** 0.37 *** 0.49 *** 0.38 *** 0.69 ***
Factor 3 (0.58 *** 0.29 ** 0.50 *** (0.42 *** (0.49 ***
Factor 4 0.32 *** 0.50 *** 0.40 *** 0.70 ***
Factor 5 0.33 *** 0.30 *** 0.77 ***
Factor 6 0.54 *** 0.79 ***
Factor 7 0.71 ***

1%+ Correlation is significant at the 0.001 level; ** Correlation is significant at the 0.01 level.
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3.2. Construct Validity

Construct validity was further examined by comparing the Spiritual Care Competence
Questionnaire (SCCQ) with other scales that assess related, but distinct, constructs. Notably,
all comparison instruments have been previously employed with Slovenian samples. The
analyses—summarized in Table 4—indicated positive, statistically significant correlations
of low to moderate magnitude between spiritual competence and measures of spiritual
sensitivity and general spirituality, thereby providing additional evidence for the SCCQ’s
construct validity (i.e., expected convergence with theoretically adjacent constructs).

Table 4. Evidence of construct validity.

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Factor 7 sccQ!?
SSS—Awareness 0.11 0.01 0.24 *** 0.24 *** 0.03 0.16 *** 0.06 0.17 ***
SSS—Receptivity 0.11 —0.01 0.27 *** 0.28 *** —0.03 0.17 *** 0.10 0.18 ***
SSS—Mystery 0.09 —0.02 (0.29 *** 0.37 *** 0.02 0.13 ** 0.00 0.19 ***
SSS—Relationality 0.07 —0.01 0.23 *** 0.18 *** —0.05 0.13 ** 0.05 0.12 **
SSS 0.09 —0.00 0.26 *** 0.27 *** —0.01 0.15 *** 0.05 0.17 ***
STS—Contemplative 0.17 *** 0.06 0.34 *** 0.44 *** 0.11 (0.24 *** 0.13 ** 0.31 ***
STS—Universality 0.07 —0.06 0.23 *** 0.28 *** 0.07 0.05 0.00 0.14 **
STS—Connectedness 0.41 ** 0.08 0.25 *** 0.20 *** 0.06 (0.22 *** 0.12 ** 0.22 ***
STS 0.26 *** 0.08 0.41 *** 0.61 *** 0.27 *** (0.24 *** 0.13 ** 0.41 ***

1 SCCQ—Spiritual Care Competence Questionnaire, SSS—Spiritual Sensitivity Scale, STS—Spiritual Transcen-
dence Scale, *** Correlation is significant at the 0.001 level; ** Correlation is significant at the 0.01 level, strong
correlations are highlighted in bold.

Beyond convergence with SSS/STS, correlations with Big Five traits primarily serve
to demonstrate theoretical differentiation of SCCQ from broad personality domains (i.e.,
nomological distinctivene. Table 5 presents the associations between spiritual compe-
tence and personality dimensions within the Big Five model. In line with this framework,
correlations between Extraversion, Agreeableness, Conscientiousness, and Openness to
Experience and the SCCQ factors were positive, small in magnitude, yet statistically signifi-
cant. In contrast, Emotional Instability showed a negative, small, but statistically significant
association with spiritual competence. Practically, individuals who are more extraverted,
agreeable, conscientious, and open—and lower in emotional instability—tend to achieve
higher scores in spiritual competence.

Table 5. Association between Spiritual Competence and Personality Traits within the Big Five Model.

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Factor 7 sccQ!l

BFI—Extraversion
BFI—Agreeableness
BFI—Conscientiousness
BFI—Emotional Instability
BFI—Openness

0.21 *** 0.22 *** 0.12 ** 0.11 0.14 ** 0.17 *** 0.19 *** 0.24 ***
0.11 0.12 ** 0.12 ** 0.21 *** 0.07 0.18 *** 0.12 0.20 ***
0.15 ** 0.12 0.09 0.18 *** 0.24 *** 0.12 0.02 0.19 ***
—0.07 —0.16 *** —0.04 —0.17 *** —0.12** —0.19 *** —0.13 ** —0.18 ***
0.10 0.05 0.19 *** 0.17 *** 0.02 0.20 *** 0.15 *** 0.18 ***

1 SCCQ—Spiritual Care Competence Questionnaire, BFI—Big Five Inventory, *** Correlation is significant at the
0.001 level; ** Correlation is significant at the 0.01 level.

3.3. Distribution of SCCQ Scores in the Sample in Relation to Other Variables

The highest-rated items were Item 23 (“In my thoughts and feelings, I remain emotion-
ally present with the individuals under my care”) and Item 16 (“I am able to engage openly
in discussions about existential topics”), whereas the lowest-rated were Item 3 (“I am
familiar with tools [e.g., thematic checklists] for conducting a brief spiritual history”) and
Item 4 (“I am familiar with tools and thematic questions used for the structured assessment
of spiritual needs”). At the factor level, scores were highest on Factor 3 (Empowerment and
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proactive opening competencies) and Factor 7 (Conversation competencies), and lowest on
Factor 5 (Documentation, tool and instrument recognition competencies).

ANOVA and t-tests were conducted, with the assumption of homogeneity of variances
being met (Levene’s test was not statistically significant). The corresponding results and
findings are presented in Table 6.

Table 6. SCCQ score and differences between other variables (age, gender, profession, institution, religion).

Factor1 Factor2 Factor3 Factor4 Factor5 Factor6 Factor7 SCCQ!

All
n=291

21-38
(n=281)
39-45
(n=283)
46-54
(n=59)
55-78
(n =68)
F value
p-value

Female
(n =229)
Male
(n=62)
F value
p-value

Physician/Psychiatrist
(n=145)
Nurse
(n=95)
(Clinical) psychologist
(n=8)
Psychotherapist
(n=27)
Other
(n=16)
F value
p-value

Outpatient setting
(n=107)
Hospital setting
(n=97)
Private sector setting
(n =66)

Other setting
(n=39)

F value
p-value

Religiously affiliated
(n =223)
Religiously non-affiliated
(n=68)

F value
p-value

Mean 12.46 11.39 16.88 13.22 4.88 13.63 15.12 84.78

SD 2.93 3.83 3.05 3.42 2.23 2.93 2.71 14.31
Age

Mean 11.58 10.85 16.33 12.00 4.60 12.48 14.66 79.96
SD 2.71 3.62 3.08 3.42 2.22 2.81 2.94 13.75
Mean 12.41 11.26 16.63 12.94 4.65 13.49 15.00 83.67
SD 2.60 3.88 2.84 3.27 2.18 2.89 2.53 13.26
Mean 12.97 11.85 17.37 13.95 497 14.80 15.80 88.61
SD 3.17 3.63 3.23 2.84 1.93 2.86 2.68 14.10
Mean 13.12 11.79 17.43 14.40 5.40 14.13 15.22 88.56
SD 3.08 4.17 3.02 2.84 2.50 2.71 2.68 14.70
4.40 1.09 2.39 7.69 1.96 8.53 2.09 6.57

0.005 0.352 0.075 <0.001 0.120 <0.001 0.102 <0.001

Gender

Mean 12.40 11.28 17.19 13.25 4.80 13.62 14.97 84.73
SD 2.92 3.78 3.01 3.26 2.16 2.89 2.66 14.10
Mean 12.68 11.81 15.76 13.13 5.16 13.66 15.68 84.99
SD 2.93 4.02 2.95 3.99 2.50 3.09 2.83 15.17
0.43 0.92 11.08 0.06 1.28 0.010 3.35 0.02

0.511 0.338 <0.001 0.807 0.258 0.922 0.068 0.901

Profession

Mean 11.89 10.62 17.00 13.18 4.40 13.41 14.95 82.59
SD 2.81 3.30 2.83 341 1.96 2.80 2.27 12.18
Mean 12.79 11.84 16.67 13.01 5.59 13.15 14.82 85.38
SD 2.98 4.02 3.33 3.45 2.42 2.78 2.89 15.84
Mean 11.75 9.75 16.00 12.75 4.75 14.00 14.50 80.75
SD 2.37 3.10 1.77 2.87 2.25 2.78 3.25 12.43
Mean 14.29 13.85 17.55 15.30 5.11 16.22 17.63 96.63
SD 2.88 4.60 2.88 2.97 2.19 2.89 2.24 14.00
Mean 12.87 12.37 16.37 11.62 4.62 13.87 14.50 83.19
SD 2.50 4.05 3.96 3.16 2.58 3.16 3.69 15.33
4.75 5.53 0.77 3.61 4.40 6.68 7.08 6.14

<0.001 <0.001 0.546 0.007 0.002 <0.001 <0.001 <0.001

Institutional setting

Mean 11.87 10.09 17.03 13.29 4.39 13.09 14.70 81.79
SD 2.78 3.32 2.80 3.41 1.92 2.78 2.34 12.31
Mean 12.51 11.05 16.07 12.40 5.30 12.76 14.68 82.24
SD 3.02 3.44 3.48 3.39 2.55 2.96 2.98 15.65
Mean 12.85 12.61 17.00 14.15 5.09 14.88 15.98 89.38
SD 3.11 4.03 2.90 3.24 2.28 2.93 2.74 14.57
Mean 13.33 13.59 17.92 13.13 5.00 14.74 15.69 90.36
SD 2.47 4.10 2.72 3.53 2.10 2.37 2.67 12.91
3.08 12.00 3.56 3.22 3.00 10.31 4.51 7.05

0.028 <0.001 0.015 0.023 0.031 <0.001 0.004 <0.001

Religious affiliation

Mean 12.56 11.37 17.06 13.81 5.01 13.58 15.01 85.69
SD 2.95 3.91 3.12 3.19 2.30 2.86 2.67 14.39
Mean 12.12 11.47 16.29 11.29 4.44 13.78 1547 81.81
SD 2.81 3.59 2.76 3.48 1.94 3.15 2.82 13.72
1.22 0.04 3.33 31.13 3.39 0.23 1.48 3.87

0.270 0.847 0.069 <0.001 0.066 0.629 0.224 0.050

1 SCCQ—Spiritual Care Competence Questionnaire, n—numerus, SD—standard deviation. Significant differences
are highlighted (bold).
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Age emerged as a relevant variable, with results indicating that higher age was
associated with greater spiritual competence (r = 0.16, ** p < 0.001). Analyses at the factor
level further revealed statistically significant age-related differences, with older participants
achieving higher scores across several dimensions. The effect of age on the competence
in knowledge of other religions was small to moderate (Eta = 0.044; Cohen’s f = 0.215).
A moderate effect was observed for age and the empowerment and proactive opening
competencies (Eta? = 0.074; Cohen’s f = 0.284), as well as for age and the perception of
spiritual needs competencies (Eta2 = 0.082; Cohen’s f = 0.299). Similarly, the association
between age and the overall SCCQ score was of moderate magnitude (Eta? = 0.064; Cohen’s
£ =0.262).

Gender differences were observed in favor of women, most notably for Factor 3, which
assesses the competence of empowerment and proactive opening. The associated effect
was small to moderate in magnitude (Eta? = 0.037; Cohen’s d = 0.39).

Profession and education were significantly associated with spiritual competence
across all factors except empowerment and proactive opening competencies. Psychothera-
pists achieved the highest scores on all competencies, whereas psychologists scored the
lowest; for the documentation, tool and instrument recognition competencies, nurses ob-
tained the highest scores. Effects (in favor of psychotherapists) were moderate in size across
competencies: knowledge of religiosity/spirituality (Eta? = 0.062; Cohen’s f = 0.258), team-
work (Eta? = 0.072; Cohen’s f = 0.278), proactive opening (Eta? = 0.048; Cohen’s f = 0.225),
documentation (Eta? = 0.058; Cohen’s f = 0.248), perceiving spiritual needs (Eta? = 0.085;
Cohen’s f = 0.306), and ability to guide conversations (Eta? = 0.090; Cohen’s f = 0.315). The
overall SCCQ score showed a moderate effect as well (E’ta2 =0.079; robust Omega2 =0.066;
Cohen’s f = 0.293).

Institutional setting was also associated with significant differences in spiritual com-
petence. Participants employed in the private sector or other settings (predominantly
outside healthcare, e.g., pastoral or spiritual care roles) demonstrated higher competence
across all factors compared with those working in outpatient or hospital settings. Effects
were small for knowledge of religiosity and spirituality, proactive opening and spiri-
tual self-awareness, and identifying tools and instruments (Eta? = 0.031-0.036; Cohen’s
f =0.178-0.184). Moderate effects were observed for perceiving spiritual needs and ability
to guide conversations (E’ca2 = 0.045-0.098; Cohen’s f = 0.218-0.328), as well as for the
overall SCCQ score (Eta? = 0.068; Cohen’s f = 0.270). The largest effect was found for
teamwork competence, indicating a moderate-to-large association (Eta? = 0.111; Cohen’s
f =0.354).

Regarding religious affiliation, religiously affiliated individuals scored significantly
higher on the empowerment and proactive opening competencies, with an effect size in the
moderate-to-large range (Eta? = 0.097; Cohen’s d = 0.66).

In addition, no statistically significant differences were observed between work
experience and spiritual competencies, nor between marital status and levels of
spiritual competencies.

Overall, the seven-factor configuration achieved borderline-to-acceptable fit, consis-
tent with H1. Subscales met acceptable internal consistency thresholds, with documenta-
tion/tools comparatively lower (H2). Convergent and discriminant patterns with S55/STS
and BFI-S were small-to-moderate and theory-consistent (H3). Age, profession, and setting
differences emerged with small-to-moderate effects; overall gender effects were minimal,
apart from domain-specific nuances (H4).
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4. Discussion

Based on our review of the literature and available measurement tools, we found that
no validated instrument exists in the Slovenian context to assist mental health professionals
in assessing their own capacities—such as recognizing patients’ spiritual needs, engaging in
dialog about religious and existential questions, and developing relevant competencies. To
address this gap, we translated and validated the Spiritual Care Competence Questionnaire
(SCCQ) into Slovenian. Our findings align with prior SCCQ validations, which consis-
tently support a seven-factor representation and report similar patterns at the subscale
level—most notably, lower psychometric robustness for the documentation/tools factor
relative to dialogical and perception-related factors (Frick et al. 2019).

In a sample of 291 mental health professionals, the seven-factor model was supported,
aligning with the structure of the original German version. The sample was female-skewed
(78.3%), which is consistent with the gender distribution typically observed across psychia-
try, family medicine, psychology, and nursing and is thus unsurprising for this professional
context. The initial 42-item pool was reduced by eliminating seven items on the basis of low
corrected item discrimination and/or excessively high corrected item-total correlations
(Field 2009), yielding a 35-item instrument. Exploratory factor analysis (principal-axis
factoring with oblimin rotation) corroborated the seven-factor solution, taking into account
the Kaiser—Guttman criterion and the Cattell scree test (although nine factors could have
been extracted, the incremental explained variance was not substantively improved). The
model was further corroborated by confirmatory factor analysis. Although global fit indices
indicate a borderline-acceptable solution (e.g., chi-square/df ~ 2.34; CFI just below 0.90;
RMSEA = 0.07 with a narrow 90% CI), the overall configuration is consistent with the
Dutch SCCQ-NL validation (Schoot et al. 2024) and the original German validation model
(Frick et al. 2019), where similar trade-offs between global fit and factorial interpretability
have been reported and the documentation domain typically emerges as psychometrically
weakest across settings. This supports treating the seven-factor solution as structurally
continuous across languages while recommending replication and cross-validation in fu-
ture studies. We therefore treated the seven-factor solution as the most defensible balance
between empirical fit, conceptual coherence, and cross-validation continuity with prior
SCCQ studies, while openly reporting that eigenvalue-based criteria alone would suggest
additional factors.

Based on the results, and in line with the originally proposed theoretical model (Frick
et al. 2019), the factors can be interpreted as follows:

1. Factor: Competencies in Knowledge of Other Religions. Basic familiarity with diverse
religious/spiritual traditions and culturally sensitive responding (without requiring
advanced theological expertise). Higher scores indicate fewer stereotypes, greater
cultural-religious sensitivity, and communicative confidence in plural settings;

2. Factor: Teamwork Competencies. The extent to which the work/team environment
enables and supports discussion of spiritual / existential issues—an index of institu-
tional and team culture, not personal conviction. Higher scores reflect an open, safe
climate, regular exchange, and integration of spiritual themes into team reflection;

3.  Factor: Empowerment and Proactive Opening Competencies. Capacity to reflect
on one’s spiritual /existential convictions, acknowledge limits and resources, and
remain open to diverse views without imposing norms—a core of mature spiritual
competence that guards against instrumentalizing spirituality;

4. Factor: Spiritual Self-Awareness Competencies. Ability to strengthen a person’s
own spiritual/existential resources without directing or norming them (supporting
meaning, hope, inner orientation). Higher scores imply autonomy-support, space for
personal meaning-making, and non-coercive accompaniment;
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5. Factor: Documentation, Tool and Instrument Recognition Competencies. Skill in
structuring, documenting, and ethically recording spiritual/existential needs and
interventions. Lower scores often reflect training gaps, institutional constraints, or
unclear documentation standards rather than insensitivity;

6.  Factor: Perception of Spiritual Needs Competencies. Recognition of spiritual, existen-
tial, and religious needs irrespective of affiliation or religiosity, including implicitly
expressed needs. Higher scores denote sensitivity to existential concerns beyond
biomedical /behavioral frames and recognition of needs among non-religious persons;

7. Factor: Conversation Competencies. Ability to conduct open, non-intrusive con-
versations on spiritual/existential topics, attune to the interlocutor’s readiness, and
maintain professional boundaries—not initiating such topics, but responding ethically
when they arise.

The scale demonstrated adequate metric properties. Reliability estimates based on
internal consistency were satisfactory across all seven dimensions, with most coefficients ex-
ceeding 0.70; only the dimension assessing documentation, tool and instrument recognition
competencies showed a slightly lower reliability (Cronbach’s alpha = 0.67). This pattern is
consistent with the original validation of the SCCQ (Frick et al. 2019). Subsequent Dutch val-
idation corroborated these findings, likewise identifying the documentation/identification
of tools and instruments dimension as yielding the lowest reliability estimates (Schoot
et al. 2024). Collectively, these results indicate that documentation-related competence
represents the least psychometrically robust dimension across cultural contexts. Prior
authors have attributed this to the lack of standardization in documenting spiritual content
within most institutions, its strong dependence on organizational practices, and the fact
that it is not typically included in formal professional training. We further note that this
dimension reflects a secondary (technical) competence rather than a personal-relational
capacity, which likely contributes to greater response variability and, consequently, lower
internal consistency. Overall, this factor appears to tap a domain that is less consolidated,
more culturally variable, and institutionally contingent.

Convergent validity of the SCCQ was examined through its associations with mea-
sures of spiritual sensitivity (SSS; Brki¢ Golob 2019) and general spirituality (STS; Piedmont
1999), following the multitrait-multimethod framework (Campbell and Fiske 1959). As
theoretically expected, spiritual competence showed moderate, statistically significant
correlations with general spirituality and lower but significant correlations with spiritual
sensitivity, the latter reflecting a related but non-competence construct. This pattern sup-
ports the construct validity of the SCCQ), indicating convergence with conceptually adjacent
measures while maintaining adequate discriminant differentiation, as intercorrelations
remained predominantly low to moderate. Overall, the findings suggest that the SCCQ
captures a coherent dimension of spirituality-related competence that is aligned with, yet
distinct from, broader spirituality constructs.

We also examined how spiritual competence relates to personality within the Big Five
framework (McCrae and Costa 1996). Consistent with contemporary recommendations,
we interpret the Big Five pattern as evidence of theoretical /nomological differentiation.
Prior work has documented robust links between religiosity and personality (e.g., intrin-
sic religiosity with higher Extraversion, Agreeableness, and Conscientiousness; extrinsic
religiosity with higher Emotional Instability; Saroglou 2002), whereas studies addressing
spirituality—and especially spiritual competence—remain comparatively scarce. In our
data, individuals higher in Extraversion, Agreeableness, Conscientiousness, and Openness
achieved higher SCCQ scores, whereas Emotional Instability correlated negatively with
spiritual competence, mirroring patterns previously observed for spirituality more broadly
(Saroglou 2010). In this study, Emotional Instability (sometimes labeled as Neuroticism)
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is used strictly in the Big Five sense (negative affectivity/emotional instability) rather
than as a clinical label. Importantly, the observed associations are modest, and spiritual
care competence is a trainable, practice-dependent capacity; personality does not preclude
growth through education, supervision, and organizational support.

Notably, the association with Conscientiousness—defined in the Big Five as responsi-
bility, reliability, self-control, persistence, and a norm-guided orientation to ethical action
(Costa and McCrae 1992)—is theoretically coherent. The SCCQ operationalizes spirituality
as a competence: reflective, ethically attuned engagement with existential /spiritual themes;
respectful boundary-keeping; and the integration of inner values into concrete professional
behavior. It therefore taps an operational—ethical dimension rather than merely private
experience. Practitioners who habitually assume responsibility (high Conscientiousness)
are also more likely to recognize and address existential /spiritual concerns in ways that
support patient understanding and needs—consistent with literature linking Conscien-
tiousness to ethical sensitivity and prosocial, value-integrated behavior (e.g., McCullough
and Willoughby 2009). Taken together, these findings suggest that spiritual competence
aligns with a prosocial, self-regulated, and open personality profile, while being attenuated
by affective instability.

Participants were largely unfamiliar with formal instruments for assessing spiritual
competence or documenting patients’ spiritual needs, which aligns with their lowest scores
on Factor 5 (identifying tools/instruments). This suggests that knowledge and documenta-
tion of spiritual concerns require specific skills that are often underemphasized in training.
Prior literature attributes such gaps to heterogeneous curricula, unclear interprofessional
responsibilities, and the lack of standardized documentation practices for spiritual content
across institutions (e.g., role delineation in spiritual care) (Ross and McSherry 2020). Lower
scores on Factor 2 (teamwork competence) do not reflect personal conviction but rather
the institutional /team ecosystem—whether the clinical environment permits and supports
open, safe discussion of spiritual and existential themes. In secularized Western contexts
(including Slovenia), broad cultural shifts have privileged rationalization, abstraction, and
systematization, while holistic perception, intuition, and embodied experience receive
less emphasis. As a result, spirituality is often individualized, moving from community-
anchored, institutionally supported practices toward more self-directed, private forms. This
shift can weaken collective readiness for team-based reflection on spiritual issues in clini-
cal settings, leading staff to perceive spiritual themes as primarily “personal” rather than
team-level matters. In such climates, clinicians may rate themselves higher on individual di-
alogical capacities with patients (e.g., Factors 3 and 7) while reporting lower competence for
team-based engagement. Moreover, insufficient awareness of one’s own spiritual identity
can manifest as countertransference-like avoidance of patients’ spiritual concerns, further
discouraging shared, team-mediated discussion (Magaldi-Dopman et al. 2011). By contrast,
the highest scores appeared on Factor 3 (proactive opening competencies and recognition
of one’s experiences) and Factor 7 (conversation competencies)—typically cultivated in
clinical and psychotherapeutic training. While socially desirable responding cannot be
ruled out, the pattern of lower team-culture alongside higher individual-dialog scores may
indicate a more expert-centered stance within the therapeutic dyad. Such a posture aligns
more closely with a classical biomedical orientation than with a biopsychosocial-spiritual
model that emphasizes interprofessional collaboration, holistic needs (including spiri-
tual care), and patient- and family-level goals such as meaning-making (McLaren 2002;
Doherty et al. 2020).

Our findings point to a need for curricular adjustments in the education of mental
health professionals. We observed statistically significant between-profession differences:
psychotherapists scored highest on most factors of spiritual competence—as well as on the
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overall SCCQ—with moderate effect sizes, followed by nurses, physicians, and, lastly, psy-
chologists. This pattern is interpretable in light of psychotherapy training, which typically
emphasizes self-reflection, recognition of limits and responsibilities, protection of patient
autonomy, acceptance, and meaning-oriented dialog—all of which align with the SCCQ’s
focus on operational (rather than doctrinal) competences such as discerning spiritual needs
and opening these themes in a proactive, non-intrusive manner (see also the instrument’s
original rationale) (Frick et al. 2019). Consistent with prior validations, professional differ-
ences in SCCQ scores—though generally small to moderate—are repeatedly observed; some
groups (e.g., nursing) more strongly endorse relational and communication competences,
and profession and years of practice tend to matter beyond formal degree status. The Dutch
validation (SCCQ-NL) on a large mental health sample similarly reports profession-related
differences and effects of practice habits (e.g., prayer/meditation), age, and experience
(Schoot et al. 2024). Against this backdrop, it is plausible that psychotherapists—as a
group with highly reflexive training and routine work with existential content—would
rank highest. By contrast, psychologists showed the lowest scores (noting their smaller sub-
sample). We tentatively hypothesize that this may reflect limited discipline-specific training
on spiritual care, minimal curricular attention to spiritual themes in academic psychology,
and a relative paucity of disciplinary debate on religious/spiritual identity—factors that
may contribute to a de facto taboo. Where accredited programs include spiritual care
content, it is often confined to specific contexts (e.g., palliative care modules), rather than
embedded across the broader mental health curriculum. Taken together, these results argue
for targeted educational reforms that integrate spiritual care competencies—including
assessment, documentation, team communication, and ethical boundary-keeping—across
disciplines and levels of training.

Beyond formal education, age emerged as a key correlate of spiritual competence,
with positive associations between age and SCCQ scores—particularly for knowledge in
other religions, empowerment and proactive opening, and perception of spiritual needs.
This pattern suggests that seniority is linked to higher spiritual competence. Our findings
replicate those of the original German validation, which likewise reported positive age-
related correlations on the same dimensions (Frick et al. 2019). A plausible account is that
these are experiential and reflective competences that accumulate through years of practice.

In our study, no statistically significant gender differences were observed in overall
spiritual competence, with one exception: women scored higher on empowerment and
proactive opening competencies. A plausible explanation lies in professional socialization.
In work environments with a higher proportion of women (e.g., nursing, psychology,
psychiatry, psychotherapy), there are typically more opportunities for reflective practice,
and women are often socially and culturally trained toward verbal emotion regulation
and sharing of personal experience, which may benefit this specific competence. At the
same time, the broader literature suggests that gender differences are more pronounced
for religiosity than for spirituality, where effects tend to be smaller or negligible (e.g., Rich
2012). Our findings therefore largely align with comparable studies showing that—even
where statistically significant—gender effects on spirituality measures are very small or
absent (e.g., Simpson et al. 2008). Consistently, the original German validation of the SCCQ
(n =717) did not report significant gender differences (Frick et al. 2019).

We also observed differences in spiritual competence by institutional setting. While
scores did not differ between outpatient settings and hospitals, they were significantly
higher among professionals working in the private sector or in spiritual care roles not nec-
essarily embedded in the public health system. A plausible explanation is that non-public
contexts entail less taboo and greater latitude for addressing spirituality. This interpretation
is consistent with Slovenian evidence showing that nursing students express reservations
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about incorporating spiritual-care topics into formal curricula (Karnjus et al. 2019). The
educational culture in which healthcare training occurs tends to prioritize physiological
needs and a biomedical model of health and illness, rendering psychosocial and spiritual
dimensions less salient. Moreover, healthcare professionals themselves shape social rep-
resentations that, through model learning during clinical placements, are transmitted to
students and residents (Karnjus et al. 2019). Within this context, lower spiritual-competence
scores among practitioners employed in the public health system are understandable.

Finally, religious affiliation versus non-affiliation did not substantially affect overall
ratings of spiritual competence, with one exception: empowerment and proactive opening
competencies showed higher scores among the religiously affiliated, consistent with its
items” emphasis on self-reflection and awareness of one’s own spirituality. This aligns
with the primary SCCQ validation, in which the authors argue that spiritual competence
is not causally tied to institutional religiosity, and that affiliation per se is not a reliable
indicator of competence; rather, these competences develop through experience, practice,
and reflective work, not through identity alone (Frick et al. 2019).

Our findings are broadly consistent with both the original German validation of the
SCCQ and the Dutch validation (SCCQ-NL), suggesting comparable patterns across cultur-
ally proximate settings (Frick et al. 2019; Schoot et al. 2024). This convergence is plausible
given the shared late-modern Western context, in which Slovenia—despite a historically
Christian profile—exhibits secularization and the individualization of spirituality. Notably,
Slovenia ceased collecting religious-affiliation data after the 2002 census (transition to
register-based censuses); the last official snapshot already showed a Catholic majority
alongside sizeable “no religion/undeclared” categories, while later representative surveys
(e.g., Slovene Public Opinion, 2019) report a substantial non-affiliated share (Statistical
Office of the Republic of Slovenia SURS 2002; EUREL 2019). Long-series infrastructures
such as the European Values Study position Slovenia with Western/Central European soci-
eties where attendance and self-assessed religiosity trend downward and non-affiliation
rises—a pattern consistent with secularization and a shift toward privatized, self-directed
spirituality (EVS Consortium 2017-2023; Polak and Rohs 2023). Slovenian sociological
work documents persistent declines in institutional religiosity across national value surveys
(Tos 2000), while some others interpret recent trajectories as distancing from the Church
together with more individualized meaning-making (Smrke 2016). More broadly, recent
Slovenian analyses read secularization not as the disappearance of the spiritual field but as
its reconfiguration: questions of meaning, purpose, and existential concern remain salient
irrespective of formal belonging—an interpretation consistent with European comparisons
and with domestic debates on religion in public life (Anci¢ 2024; Mastnak 1998).

Taken together, evidence for factorial structure (H1), reliability (H2), and construct
validity (H3), alongside expected correlates/differences (H4), supports the use of the SCCQ
in Slovenian mental-health services, with documentation/tools remaining a priority for
training and organizational support.

4.1. Strengths and Limitations

A key strength of the present study is that it provides the first empirical validation of a
psychometrically adequate instrument in Slovenia for assessing spiritual care competence
among mental health professionals, independent of religious affiliation. This addresses
a notable measurement gap and enables structured assessment of competencies such as
recognizing spiritual needs, engaging in existential/religious dialog, and acting ethically
and non-intrusively in clinical contexts. A further strength is the professionally diverse
sample (psychotherapists, psychologists, nurses, physicians), which broadens the perspec-
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tive on spiritual care competence in mental health services and allows profession-level
comparisons that are rarely reported in a single national validation.

The SCCQ can support self-assessment and reflective practice by clinicians, helping
them identify strengths and developmental needs in areas often under-recognized or
neglected in routine care (e.g., documentation of spiritual needs, team-based discussion of
spiritual themes). Beyond individual feedback, the instrument is suitable for organizational
development, including targeted continuing education and quality-improvement initiatives
(e.g., case reviews, supervision). It may also inform human-resources decisions—for
instance, in assembling palliative-care or consultation-liaison teams where spiritual care
competence is desirable and sometimes pivotal. Finally, the SCCQ can serve as an outcome
measure for evaluating the effectiveness of training in spirituality-informed care (pre/post
designs; responsiveness to change).

Several limitations should be acknowledged. First, the sample size and composition—although
adequate for the main analyses—limit generalizability; a larger and more diverse national
sample would strengthen population-level inferences. Also, the sample composition
did not allow us to analyze chaplains/spiritual-care providers as a dedicated subgroup;
future research should purposively recruit chaplains to examine role-specific competence
patterns and interprofessional measurement invariance. Second, the SCCQ is a self-report
measure and therefore subject to self-awareness constraints, introspective limits, and social
desirability. Third, some convergent measures used (e.g., instruments tapping spiritual
sensitivity or general spirituality) are not yet widely established in the Slovenian context,
which may constrain the interpretability and uptake of convergent-validity findings. Forth,
the documentation/tools dimension—consistently the weakest psychometric subscale
across validations—likely reflects cross-institutional variability in training and standards
rather than a lack of clinical sensitivity per se. Finally, a key limitation is that EFA and
CFA were both performed on the same sample, without a hold-out set or split-sample
cross-validation. As such, the reported fit indices may be optimistic, and the factor structure
warrants replication using split-sample or out-of-sample validation (e.g., multi-group CFA
or test-retest).

4.2. Recommendations for Further Research

Future work should clarify whether spiritual competence is best understood as a
trainable ability or a more trait-like disposition, using mixed methods (qualitative inquiry
and quantitative modeling alongside the Big Five) to identify which aspects are most
amenable to education and intervention. Broader, multi-site sampling is needed, with
multi-group CFA to establish measurement invariance across professions, genders, ages,
and institutional settings—including cross-cultural tests in secularized and multireligious
contexts. To reduce mono-method bias, combine self-report with multi-informant (super-
visor/peer ratings), performance-based evidence (vignettes/OSCEs), and chart audits,
adding social-desirability controls and, where feasible, implicit/behavioral tasks. Psy-
chometrically, extend evidence with test-retest, responsiveness (pre/post training), and
predictive validity (links to patient- and family-reported outcomes). Given the persistent
weakness of the Documentation/Tools factor, conduct process evaluations of real-world
documentation practices and pilot micro-interventions (brief trainings, EHR prompts) to
improve both practice and subscale performance. Finally, map curricular gaps in mental
health education and implement modular training on identifying needs, ethical boundary-
keeping, team communication, and documentation; use the SCCQ for reflective practice,
quality-improvement, and HR applications (e.g., assembling palliative or C-L teams), and
as an outcome measure in educational and implementation projects.
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5. Conclusions

The Slovenian SCCQ provides a psychometrically sound, confession-neutral tool for
assessing spiritual care competence among mental health professionals. By validating
a seven-dimensional, operationalized construct—covering perception of spiritual needs,
existential dialog, self-reflection, empowerment, documentation, and team culture—the
study turns an often abstract notion into something measurable, comparable, and devel-
opable. Because the SCCQ evaluates competencies rather than the clinician’s religiosity,
it enables objective gap-identification and targeted capacity-building in healthcare and
psychosocial teams across settings (e.g., palliative care, oncology, psychiatry, crisis work).
The instrument is suitable for educational, research, evaluative, and HR uses (e.g., team
composition, training outcomes).

Findings also indicate a need for additional training to strengthen spiritual care compe-
tence along the professional pipeline. Higher-education programs and specialty curricula
should consider embedding dedicated coursework in spiritual care and integrating it into
routine clinical training (assessment, ethical boundary-keeping, team communication, doc-
umentation). Given time pressures and biomedical priorities that often sideline spiritual
concerns, a more structured and comprehensive educational approach is warranted so
that spiritual needs—an essential component of patient- and family-centered care—are
addressed with the same rigor as physical and psychological needs.
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