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A growing body of literature suggests that people often turn to religion
when coping with stressful events. However, studies on the efficacy of
religious coping for people dealing with stressful situations have yielded
mixed results. No published studies to date have attempted to quantita-
tively synthesize the research on religious coping and psychological adjust-
ment to stress. The purpose of the current study was to synthesize the
research on situation-specific religious coping methods and quantitatively
determine their efficacy for people dealing with stressful situations. A
meta-analysis of 49 relevant studies with a total of 105 effect sizes was
conducted in order to quantitatively examine the relationship between
religious coping and psychological adjustment to stress. Four types of
relationships were investigated: positive religious coping with positive psy-
chological adjustment, positive religious coping with negative psychological
adjustment, negative religious coping with positive psychological adjust-
ment, and negative religious coping with negative psychological adjustment.
The results of the study generally supported the hypotheses that positive
and negative forms of religious coping are related to positive and negative
psychological adjustment to stress, respectively. Implications of the find-
ings and their limitations are discussed. © 2004 Wiley Periodicals, Inc.
J Clin Psychol 61: 461–480, 2005.
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Religion is a prominent force in many people’s lives. In the United States, approximately
96% of adults express a belief in God (Princeton Religious Research Center, 1996) and
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72% identify religion as the single most important influence in their lives (Bergin &
Jensen, 1990). In addition, the preponderance and success of numerous religious organi-
zations throughout various communities illustrates the prevalence of religion in individ-
ual and social life. However, despite the obvious importance of religion for individuals
and societies, psychologists and other social scientists as a whole have paid relatively
little attention to religious phenomena within the empirical literature. Furthermore, when
relationships between religion and mental health have been examined, religion has tra-
ditionally been investigated from a more general, dispositional perspective, using crude
measures that often oversimplify the construct of religion and say little about how reli-
gion specifically operates in everyday life, particularly stressful situations.

Religion as a General, Dispositional Variable

Traditionally, studies examining relationships between religion and psychological adjust-
ment to stress have oversimplified the construct of religion by using crude, often single-
item, measures of religion and examining it from a more general, dispositional perspective.
For example, McIntosh, Silver, and Wortman (1993) measured religious importance with
a single item and examined its role among 124 parents coping with an infant’s death from
SIDS. Results of the study indicated that importance of religion was related to well-being
three weeks after the child’s death. Using a single item to measure strength of religious
belief Ross (1990) examined the relationship between religion and psychological distress
among 401 community respondents and found that those who had strong religious beliefs
and those who had no religion had lower levels of distress compared to those who pro-
fessed a weak belief or belonged to their religion out of indifference rather than
commitment.

Other studies have examined organizational aspects of religion and psychological
adjustment to stress. For example, greater frequency of church attendance has been asso-
ciated with lower levels of depression in a sample of 96 male inmates over age 50 (Koenig,
1995) and a sample of 156 family members of accident victims and people who commit-
ted suicide (Sherkat & Reed, 1992). Flannelly and Inouye (2001) examined the relation-
ship of religious affiliation (measured by a single item asking respondents whether or not
they identified with any particular religious affiliation) to quality of life among 40 indi-
viduals with HIV and found that religious affiliation was positively associated with qual-
ity of life.

Although such studies reveal interesting relationships between religion and mental
health and attest to the importance of religion for people managing stressful situations,
such general religious dispositional variables (e.g., religiosity, frequency of church atten-
dance, importance of religious belief, etc.) say little about the specific religious coping
activities that people employ when dealing with life stressors. In order to better under-
stand religion’s role in the coping process and the specific functions which it serves, it is
important to examine the dynamic ways in which people use their religion in specific
situations. Pargament, Koenig, and Perez (2000) put it this way, “it is not enough to know
that an individual prays, attends church, or watches religious television. Measures of
religious coping should specify how the individual is making use of religion to under-
stand and deal with stressors” (p. 521).

Religion as a Situation-Specific Variable

Recently, Pargament et al. (2000) developed and validated a comprehensive measure of
21 different types of situation-specific religious coping strategies that serve a variety of
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functions: meaning, control, comfort/spirituality, intimacy/spirituality, and life transfor-
mation. These religious coping strategies have also been divided into positive and nega-
tive forms, allowing for more comprehensive investigations of religious coping and
psychological adjustment to stress (Pargament, Smith, Koenig, & Perez, 1998; Parga-
ment et al., 2000). Whereas positive religious coping strategies are typically related to
more positive outcomes, negative religious coping strategies are generally related to more
negative outcomes. This contention of mixed implications for religious coping and psy-
chological adjustment has been supported by empirical research.

Many studies have found that religious coping is typically related to more positive
outcomes to stressful events. For example, Pargament, et al. (1990) found that religious
coping efforts involving the belief in a just and loving God, the experience of God as a
supportive partner, involvement in religious rituals, and the search for spiritual and per-
sonal support were significantly related to better outcomes, such as recent mental health
status and spiritual growth (also see Pargament, 1997 for a review). However, other
studies have found religious coping to be related to more negative outcomes, such as
greater distress while coping with the loss of a family member to homicide (Thompson &
Vardaman, 1997) and more negative mood, lower self-esteem, and greater anxiety while
coping with a major negative life event such as an illness or injury, death of a close friend
or relative, or relationship problems (Pargament, Zinnbauer, Scott, Butler, Zerowin, &
Stanik, 1998). Although the identification of situation-specific religious coping strategies
has helped to clarify the functional role of religion in the coping process, implications of
religious coping for people managing stressful situations are not entirely clear. Research
on religious coping and psychological adjustment to stress has yielded mixed results.

To date, only one published study attempted to quantitatively synthesize the findings
on religion and mental health (Bergin, 1983). In this meta-analysis, which tabulated 30
effect sizes, 47% manifested positive relationships between religion and mental health,
23% indicated a negative relationship, and 30% revealed no relationship. The researcher
concluded that religiosity was not necessarily associated with psychopathology, but was
only slightly correlated with positive aspects of mental health. However, in this study,
religiosity was examined from a more general, dispositional perspective, which presents
various limitations for our understanding of situation-specific religious coping and psy-
chological adjustment to stress. While addressing the ambiguity of the data from his
meta-analysis Bergin (1983) said, “Better specification of concepts and methods of mea-
suring religiosity are alleviating this problem, which suggests that ambiguous results
reflect a multidimensional phenomenon that has mixed positive and negative aspects . . .
using specificity promises clearer and more powerful results” (p. 170). In the present
study, examining situation-specific positive and negative religious coping strategies
addresses the multidimensionality of religion and promotes clearer results by specifying
positive and negative forms of religious expression.

The Present Study

The purpose of the current study was to synthesize the research on situation-specific
religious coping methods and to examine their efficacy for people dealing with stressful
situations. To this end, a meta-analysis of the appropriate literature was conducted in
order to quantitatively evaluate the relationships between situation-specific religious cop-
ing strategies and psychological adjustment to stress. Given the multifaceted nature of
religious coping, it was hypothesized that positive and negative forms of religious coping
(as identified by Pargament et al., 2000; Pargament, Smith, Koenig, & Perez, 1998)
would be related to more positive and negative outcomes to stressful events, respectively.
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Specifically, four hypotheses were investigated: (1) positive religious coping would be
positively associated with positive psychological adjustment, (2) positive religious cop-
ing would be negatively associated with negative psychological adjustment, (3) negative
religious coping would be negatively associated with positive psychological adjustment,
(4) and negative religious coping would be positively associated with negative psycho-
logical adjustment.

Methods

Operational Definitions

Religious coping was conceptualized using Pargament’s (1997) model and operationally
defined as “the use of religious beliefs or behaviors to facilitate problem-solving to pre-
vent or alleviate the negative emotional consequences of stressful life circumstances”
(Koenig, Pargament, & Nielsen, 1998, p. 513). In an attempt to account for the multi-
faceted nature of religious coping, both positive and negative forms of religious coping
were identified. The positive strategies included (1) religious purification/ forgiveness;
(2) religious direction/conversion; (3) religious helping; (4) seeking support from clergy/
members; (5) collaborative religious coping; (6) religious focus; (7) active religious sur-
render; (8) benevolent religious reappraisal; (9) spiritual connection; and (10) marking
religious boundaries. The negative strategies included (1) spiritual discontent; (2) demonic
reappraisal; (3) passive religious deferral; (4) interpersonal religious discontent; (5) reap-
praisal of God’s powers; (6) punishing God reappraisal; and (7) pleading for direct inter-
cession (see Pargament et al., 2000 for definitions of these specific religious coping
strategies; Pargament, Smith, et al., 1998).

Psychological adjustment was operationally defined as psychological outcomes to
religiously oriented efforts employed to manage the negative impact of stressful situa-
tions. In order to accommodate the positive and negative dichotomy of religious coping
and simplify the design of the study, psychological adjustment variables were separated
into positive and negative outcomes. Positive outcomes included (1) acceptance; (2) emo-
tional well-being; (3) general positive outcome; (4) happiness; (5) hope; (6) life satis-
faction; (7) optimism; (8) personal adjustment; (9) personal growth; (10) positive
affect; (11) purpose in life; (12) recent mental health; (13) resilience; (14) satisfaction;
(15) self-esteem; (16) spiritual growth; (17) stress-related growth; and (18) quality of
life. Negative outcomes included (1) anxiety; (2) burden; (3) callousness; (4) depression;
(5) distress; (6) global distress; (7) guilt; (8) hopelessness; (9) hostility; (10) impair-
ment; (11) mood disturbance; (12) negative affect; (13) negative mood; (14) perceived
stress; (15) PTSD symptoms; (16) social dysfunction; (17) specific distress; (18) spiritual
injury; (19) suicidality; and (20) trait anger.

Search Strategy

Table 1 describes the search strategy and criteria for inclusion for the articles incorpo-
rated in this meta-analysis. A computer search of the PsycINFO database from 1967 to
present was conducted using the keywords: religion, religiosity, religious coping, stress,
and psychological adjustment. In addition, the ancestry approach was employed by obtain-
ing references from Appendix D, “Summary of Research on the Relationship between
Religious Coping Methods and Outcomes of Negative Events,” of Pargament’s (1997)
volume, The Psychology of Religion and Coping: Theory, Research, and Practice (pp. 439–
457). This literature search strategy generated a total of 141 potentially relevant articles,
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which was systematically reduced when articles did not meet criteria for inclusion. Raters
agreed upon 97% of the articles to be included in the analyses.

Criteria for Inclusion

The research synthesized in this meta-analysis involved quantitative studies that exam-
ined the relationship between religious coping and psychological adjustment to stress.
The first criterion for being included in this analysis was that studies must have been
published in professional journals in order to promote theoretical and methodological
quality via professional peer review. From the total 141 potentially relevant articles iden-
tified, 37 studies were rejected because they were doctoral dissertations, paper presenta-
tions at professional conferences, or unpublished manuscripts. This exclusion of
unpublished articles reduced the total to 104 potentially relevant studies.

In an attempt to remain consistent with the operational definitions specified in this
study, only articles that investigated situation-specific religious coping methods were
included in this review. This relatively parsimonious criterion for inclusion made it pos-
sible to examine the functional aspects of religion with greater specificity by distinguish-
ing situation-specific religious coping strategies (e.g., positive and negative forms of
religious coping) from more general, dispositional variables (e.g., religiosity, religious
affiliation, religious orientation, frequency of church attendance, etc.). According to this
second criterion, only 71 of the remaining articles met the requirements for inclusion; 33
studies were eliminated from the former total of 104 because they only investigated
general, dispositional religious variables.1

The third requirement for inclusion into the analyses was that studies must have
examined some form of psychological adjustment as an outcome to religious coping with
stress. Therefore, 14 studies that exclusively investigated physical health or physiolog-
ical adjustment (e.g., blood pressure, heart rate, mortality, etc.) as an outcome variable
were excluded from the remaining 71 articles. This exclusion reduced the total to 57
potentially relevant studies.

Finally, only studies that reported bivariate correlations between situation-specific
religious coping methods and psychological adjustment outcomes were included in the
analyses. This final criterion for inclusion resulted in the rejection of eight articles
that did not include bivariate correlation coefficients because they exclusively performed
other statistical procedures, such as hierarchical multiple regression analyses, path

1In order to promote consistency, all situation-specific religious coping activities reported could be theoreti-
cally subsumed under at least one subscale of Pargament et al.’s (2000) RCOPE measure.

Table 1
Criteria for Inclusion of Studies Into Meta-Analysis

Criteria for Inclusion
Number of Studies

in Analyses

Original search 141
Published articles 104
Situation-specific religious coping 71
Psychological adjustment (outcome) 57
Bivariate correlations reported 49
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analyses, or multiple analysis of variance. This exclusion resulted in a final total of 49
relevant studies.2 Table 2 presents all of the studies included in the meta-analysis and
identifies the measures used for the positive and negative religious coping and psycho-
logical adjustment variables in each study.

Procedure

After the identification of the 49 relevant studies, articles were coded to allow for data
entry and analysis. Demographic variables were coded, including total sample size, num-
ber of males and females, average age, education, and religious affiliation. Table 3 lists
the demographic information for the studies included in this meta-analysis. Next, reli-
gious coping and psychological adjustment variables were dichotomized into positive
and negative domains using the criteria from the aforementioned operational definitions.
Two psychology graduate students familiar with the literature on religious coping and
psychological adjustment conducted this procedure after participating in a one-hour train-
ing session conducted by the primary author. The training session involved a review of
the studies included in this meta-analysis and clarified the criteria for dichotomizing the
religious coping and psychological adjustment variables.

Effect size estimates were obtained by averaging the Pearson product moment cor-
relation coefficients across the positive and negative domains of both religious coping
and psychological adjustment variables, yielding a total of 105 effect sizes from the four
relationships examined across all 49 studies. Specifically, 29 effect size estimates were
generated from 29 studies reporting effect sizes for the relationship between positive
religious coping and positive psychological adjustment. The second relationship exam-
ined, positive religious coping and negative psychological adjustment, generated 38 effect
size estimates. Sixteen effect size estimates were obtained from 16 different studies report-
ing effect sizes for the relationship between negative religious coping and positive psy-
chological adjustment. Finally, 22 studies reported effect sizes between negative religious
coping and negative psychological adjustment, yielding 22 effect size estimates for the
final relationship examined in this meta-analysis.

The correlation coefficient effect size estimates were then converted to a common
metric in the statistical software package, MetaWin (Version 2.0), using Fisher’s z trans-
formation, represented as Zr � 1

2
_ loge(1�r/1�r). Fisher’s z transformation allows effect

sizes (r’s) from different populations to be combined and compared by converting them
to a common metric, Zr , that is distributed nearly normally (see Rosenthal, 1991). In the
current study, this conversion yielded effect sizes for four different types of relationships:
(1) positive religious coping with positive psychological adjustment; (2) positive reli-
gious coping with negative psychological adjustment; (3) negative religious coping with
positive psychological adjustment; and (4) negative religious coping with negative psy-
chological adjustment. Table 4 lists the individual effect size estimates calculated from
each study with their corresponding Fisher’s z transformations.

After obtaining Zr’s for all relevant studies, summary analyses were conducted in
MetaWin (Version 2.0) and cumulative effect sizes were obtained for the four types of
relationships specified, yielding a total of four cumulative effect sizes. Additionally, a QT

statistic was calculated in order to examine the total heterogeneity of the effect sizes from

2 Six of the articles included in the meta-analysis (Cohen, 2002; Exline, Yali, & Sanderson, 2000; Fiala, Bjorck,
& Gorsuch, 2002; Maton 1989; Pargament, Smith, Koenig, & Perez, 1998; Watson, Morris, Hood, & Folbrecht,
1990) involved multiple studies using different measures with different samples. For the purpose of this meta-
analysis, the studies were treated as individual studies within their respective references. (See Table 2 for
clarification.)
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the sample. Finally, Rosenthal’s (1979) (as cited in, Rosenberg, Adams, & Gurevitch,
2000) fail-safe tests were calculated in order to determine the number of nonsignificant,
unpublished studies that need to be added to a summary analysis in order to change the
results from significant to nonsignificant. These fail-safe tests have the capability of
providing some reassurance that the file-drawer problem was not an issue in the current
study.

Results

The total number of participants across all 49 studies included in this meta-analysis was
13,512. Of 47 studies (n � 13,107) reporting demographic information on gender, 40%
(n � 5,270) were male and 60% (n � 7,837) were female. The mean age for a sample of
43 studies (n � 12,607) reporting this information was 42.01 years, with a range of 17–97
years. Of 27 studies (n � 6,186) reporting information on education levels, 12% (n �
713) of the sample had a high-school education, 74% (n � 4,563) had at least some
college education, and 14% (n � 910) were unspecified. Thirty-five studies (n � 8,115)
reported information on religious affiliation, of which 57% (n � 4,638) were Protestant,
28% (n � 2,304) were Catholic, 13% (n � 1,027) declared other religious affiliations
such as Judaism, Islam, Buddhism, etc., and 2% (n � 146) were unspecified. In regards to
ethnicity, the majority of the participants across 35 studies (n �11,001) was White/
European-American (65%, n � 7,186), 13% (n � 1,451) were Black /African-American,
14% (n � 1,475) declared other ethnicities, such as Hispanic, Asian, Native-American/
American-Indian, Middle-Eastern, etc., and 8% (n � 889) were unspecified.

Table 5 contains the results for the summary analyses performed for each hypothesis
examined in this meta-analysis. For the first relationship examined, positive religious
coping and positive psychological adjustment, 29 converted effect sizes (Zr’s) were com-
bined to yield a cumulative effect size of .33, indicating that a moderate positive rela-
tionship exists between positive religious coping and positive psychological adjustment.
The 95% confidence interval for the obtained cumulative effect size was .30–.35. The
results from this analysis also indicated that there was significant heterogeneity of vari-
ance among the effect sizes from this sample (QT � 358.77, p � .01). Finally, the results
of Rosenthal’s fail-safe test revealed that 10,039.5 contradictory results from other stud-
ies would have to be added to this analysis in order to disconfirm the obtained significant
association between positive religious coping and positive psychological adjustment.

For the second relationship examined, 38 converted effect sizes (Zr’s) were com-
bined and yielded a cumulative effect size of �.12, indicating that a modest inverse
relationship exists between positive religious coping and negative psychological adjust-
ment. The cumulative effect size for this relationship had a 95% confidence interval of
�.14–�.10. The 38 effect sizes combined in this analysis displayed total heterogeneity
of variance (QT � 285.02, p � .01) and 1,059 (Rosenthal’s fail-safe test) contradictory
results from other studies would be needed to disconfirm the significant inverse relation-
ship obtained between positive religious coping and negative psychological adjustment.

For the third relationship examined, negative religious coping with positive psycho-
logical adjustment, 16 effect sizes were combined to yield a cumulative effect size of .02,
indicating that no significant relationship exists between negative religious coping and
positive psychological adjustment because the confidence interval contains zero (95%
C.I. � �.02–.05). Accordingly, since the results for this analysis failed to reach signifi-
cance, Rosenthal’s fail-safe test revealed that no studies would have to be added to the
analyses in order to disconfirm the results. Furthermore, the effect sizes from this sample
displayed significant heterogeneity of variance (QT � 68.79, p � .01).
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Table 4
Individual Effect Sizes Calculated With Corresponding Fisher’s Z Transformations

Study Effect 1 Zr1 Effect 2 Zr2 Effect 3 Zr3 Effect 4 Zr4

1 – – �.06 �.06 – – – –
2 .20 .20 – – �.17 �.17 – –
3 – – �.18 �.18 – – – –
4 – – �.15 �.15 – – .03 .03
5 – – �.01 �.01 – – – –
6 .78 1.05 – – – – – –
7 – – .10 .10 – – .32 .33
8 .09 .09 – – – – – –
9 .28 .29 – – – – – –

10 .57 .65 – – – – – –
11 – – – – – – .26 .27
12 – – �.08 �.08 – – .38 .40
13 – – �.09 �.09 – – .39 .41
14 .36 .38 �.29 �.30 – – – –
15 .30 .31 �.25 �.26 – – – –
16 .08 .08 �.11 �.11 �.08 �.08 .39 .41
17 – – �.31 �.32 – – – –
18 – – .46 .50 – – .43 .46
19 .09 .09 �.06 �.06 – – – –
20 .33 .34 �.02 �.02 .00 .00 .15 .15
21 .23 .23 .00 .00 – – – –
22 .24 .24 �.07 �.07 – – – –
23 – – �.41 �.44 – – – –
24 .15 .15 �.23 �.23 – – – –
25 .17 .17 – – – – – –
26 .24 .24 �.01 �.01 �.05 �.05 .16 .16
27 .25 .26 �.02 �.02 – – – –
28 – – �.20 �.20 – – – –
29 .63 .74 .36 .38 .44 .47 .49 .54
30 .30 .31 – – �.08 �.08 .00 .00
31 .27 .28 – – �.35 �.37 – –
32 .44 .47 �.08 �.08 .13 .13 .07 .07
33 .59 .68 .16 .16 .15 .15 .38 .40
34 .55 .62 �.02 �.02 .10 .10 .16 .16
35 .42 .45 �.04 �.04 �.02 �.02 .31 .32
36 – – – – �.16 �.16 .33 .34
37 .25 .26 .00 .00 .00 .00 .49 .54
38 .35 .37 �.27 �.28 – – – –
39 .67 .81 �.09 �.09 .19 .19 .43 .46
40 – – �.32 �.33 – – �.37 �.39
41 – – �.10 �.10 – – .27 .28
42 .33 .34 – – .14 .14 – –
43 .63 .74 �.01 �.01 �.13 �.13 .21 .21
44 – – �.02 �.02 – – .36 .38
45 .30 .31 �.24 �.24 – – – –
46 – – .07 .07 – – – –
47 – – �.27 �.28 – – – –
48 – – �.31 �.32 – – – –
49 – – �.51 �.56 – – – –

Note. Effect 1 � positive religious coping and positive psychological adjustment; Effect 2 � positive religious coping and
negative psychological adjustment; Effect 3 � negative religious coping and positive psychological adjustment; Effect 4 �
negative religious coping and negative psychological adjustment; Zr � Fisher’s Z transformation.
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The final analysis revealed that, although modest, a significant positive relationship
exists between negative religious coping and negative psychological adjustment (cumu-
lative effect size from 22 Zr’s � .22, 95% C.I. � .19–.24). The 22 effect sizes in this
sample displayed significant heterogeneity of variance (QT � 188.35, p � .01) and
Rosenthal’s fail-safe test indicated that 2,190.4 contradictory results from other studies
would have to be added to this analysis in order to disconfirm the significant positive
association obtained between negative religious coping and negative psychological
adjustment.

Discussion

The purpose of this study was to synthesize the literature and examine the relationship
between situation-specific religious coping strategies and psychological adjustment for
people dealing with stressful life situations. To that end, a meta-analysis of 49 relevant
studies was conducted in order to quantitatively examine the relationship between reli-
gious coping and psychological adjustment to stress. In general, the results of this study
indicated that religious coping strategies are significantly associated with psychological
adjustment to stress.

More specifically, the results of this meta-analysis supported the first hypothesis,
indicating that a moderate positive relationship exists between positive religious coping
strategies and positive outcomes to stressful events. That is, individuals who used reli-
gious coping strategies such as benevolent religious reappraisals, collaborative religious
coping, seeking spiritual support, etc. typically experienced more stress-related growth,
spiritual growth, positive affect, and had higher self-esteem, etc. One possible explana-
tion for this finding may be that positive religious coping methods serve a variety of
adaptive functions. Although causal inferences between religious coping and adjustment
cannot be derived from the current study because of its cross-sectional design, previous
studies using longitudinal designs have helped to clarify the temporal linkages between
religious coping and adjustment. For example, Tix and Frazier (1998) examined the effects
of religious coping among patients and their significant others coping with the stress of
kidney transplant surgery. In their study, they used a longitudinal design and measured
psychological adjustment at three and 12 months post-transplantation. Hierarchical regres-

Table 5
Summary Statistics for Religious Coping and Psychological Adjustment

Number
of Studies

Cumulative
Effect Size

Confidence
Interval
(95%)

QT

Statistic
Fail-safe

Test

Positive religious coping
with positive adjustment 29 .33* .30–.35

358.77*
( p � .01) 10,039.5

Positive religious coping
with negative adjustment 38 �.12* �.14–.10

285.02*
( p � .01) 1,059.1

Negative religious coping
with positive adjustment 16 .02 �.02–.05

101.39*
( p � .01) 0.00

Negative religious coping
with negative adjustment 22 .22* .19–.24

188.35*
( p � .01) 2,190.4

Note. * illustrates significant findings.
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sion analyses showed that religious coping was generally associated with better psycho-
logical adjustment both concurrently and over time at three and 12 months follow-up for
both patients and significant others. Furthermore, religious coping added a unique com-
ponent to the prediction of psychological adjustment and could not be explained by other
possible mediating factors, such as cognitive restructuring, social support, and perceived
control. Thus, positive religious coping served some adaptive functions and led to some
relatively long-term improvements in mental health among patients and their significant
others.

The second hypothesis that positive religious coping strategies are inversely related
to negative psychological adjustment was supported by the results of this meta-analysis.
That is, individuals who used positive religious coping strategies experienced less depres-
sion, anxiety, distress, etc. This finding lends further support to the notion that positive
religious coping strategies may serve some adaptive functions. Again, causal inferences
between religious coping and adjustment cannot be derived from the current study because
of its cross-sectional design. However, this finding is consistent with another study that
has helped to demonstrate the temporal precedence of religious coping over psycholog-
ical adjustment by using a longitudinal design. Working with a sample of college stu-
dents, Pargament et al. (1994) examined the relationship between religious coping with
the Gulf War and adjustment both concurrently and at three weeks follow-up. After con-
trolling for Time 1 distress and other relevant demographic and predictor variables, hier-
archical regression analyses indicated that positive religious coping strategies at Time 1
predicted decreases in distress at Time 2. As a result, the researchers concluded that “the
relationship of religious coping to distress is not simply a result of retrospective bias” and
that religious coping has significant implications for distress levels over time (p. 357).
Thus, in light of previous research employing longitudinal designs, the results of the
current study suggest that positive religious coping may serve some adaptive functions.

The results of this meta-analysis did not support the third hypothesis that negative
religious coping is inversely related to positive psychological adjustment. In other words,
people who felt punished by God, attributed their situation to the work of the devil, etc.,
did not necessarily report lower self-esteem, less purpose in life, lower spiritual growth,
etc. One explanation for this finding is that, although negative religious coping may be
harmful, it does not necessarily prevent people from experiencing positive outcomes.
In fact, a few empirical studies have shown that negative religious coping is associated
with some positive outcomes, such as stress-related growth and spiritual growth
(Koenig et al., 1998; Pargament et al., 1999; Pargament et al., 2000; Smith, Pargament,
Brant, & Oliver, 2000). Therefore, some forms of negative religious coping may repre-
sent spiritual struggles that are actually pathways on the road towards growth, a notion
that is consistent with various religious traditions that teach that struggle often precedes
growth.

Finally, the results of this meta-analysis supported the fourth hypothesis that nega-
tive religious coping strategies are positively associated with negative psychological adjust-
ment to stress. That is, individuals who reported using negative forms of religious coping
experienced more depression, anxiety, distress, etc. One possible explanation for this
finding is that negative religious coping represents a burden for people undergoing stress-
ful situations. This finding is consistent with previous longitudinal research that has
demonstrated the harmful effects of negative religious coping. For example, in the afore-
mentioned study on religious coping with the Gulf War (Pargament et al., 1994), hierar-
chical regression analyses revealed that negative religious coping (e.g., religious avoidance)
was associated with increases in global distress at three weeks follow up. In another
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longitudinal study of religious coping among medical rehabilitation patients, negative
religious coping was associated with poorer psychological adjustment both concurrently
and at four months follow up (Fitchett, Rybarczyk, DeMarco, & Nicholas, 1999). Taken
together, these studies suggest that negative religious coping leads to greater distress.
Thus, consistent with previous research using longitudinal designs, the results of this
meta-analysis indicate that negative religious coping appears to have some harmful effects
and may represent a burden to people experiencing stressful situations.

Limitations and Future Directions

One of the major limitations of this study is its cross-sectional design. Although respon-
dents were typically asked to rate what they did to deal with the stressful event and how
they felt after, they rated both religious coping behaviors and outcomes at one point in
time. Thus, causal statements that positive and negative religious coping strategies result
in positive and negative outcomes, respectively, cannot necessarily be derived from this
study because of its correlational methods and cross-sectional design. More longitudinal
designs are needed to accurately assess the process and outcomes of religious coping.

A second limitation of this meta-analysis is that all of the studies used self-report
measures. Thus, the accuracy of the reports may be influenced by the respondents’ sub-
jective experiences and reconstruction of events. However, two studies (Abernathy, Chang,
Seidlitz, Evinger, & Duberstein, 2002; Pargament et al., 2000) also included more objec-
tive outcome measures such as observer-rated depression, cooperativeness, and number
of medical diagnoses. Future studies should incorporate similar methods so that findings
cannot be fully explained by a mono-method self-report bias.

A third limitation of this study is the heterogeneity of effect sizes obtained in this
analysis. Because of the multifaceted nature of religious coping and the various indices of
psychological adjustment, combining different religious coping strategies and different
types of psychological adjustment into dichotomous constructs and examining them uni-
formly may violate the statistical assumption of homogeneity of variance. Furthermore,
the wide gamut of stressful situations encountered by people across studies may also
contribute to the heterogeneity of effect sizes. As previous research suggests (Mattlin,
Wethington, & Kessler, 1990; McCrae, 1984), different types of situations may have
different implications for coping and psychological adjustment to stress. Future research
might attempt to specify relationships between individual subscales of religious coping
and particular outcomes to similar types of stressful events.

Finally, the generalizability of these results is limited due to the predominance of
Protestants and Catholics (85%) within this study. Because the religious coping strategies
identified within this meta-analysis are based upon Judeo-Christian traditions, the impli-
cations of this study may not apply to other religious worldviews, particularly those that
are not theocentric (e.g., Hinduism, Buddhism, Taoism, etc.). Future studies should exam-
ine the implications of religious coping for individuals from other religious traditions in
order to understand how other religious beliefs and practices might contribute to the
coping process.

Implications of the Study

The results of this study have several practical implications for the assessment, diagnosis,
and treatment of individuals seeking counseling or psychotherapy. In terms of assess-
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ment, the results of this study suggest that it may be important to explore people’s reli-
gious coping strategies and determine whether or not their religion serves as a resource or
burden for them in coping. Since negative religious coping was associated with negative
outcomes in this study, it may be important for practitioners to listen carefully for themes
of spiritual struggle when working with clients. Understanding negative forms of reli-
gious coping may help practitioners identify possible “warning signs” or “red flags”
(Pargament, Zinnbauer, et al., 1998) in therapy and help them determine whether it might
be important to address religious issues with their clients. For example, Exline et al.
(2000) found that individuals who experienced greater religious strain expressed a greater
interest in addressing religious issues in psychotherapy. However, clients experiencing
spiritual struggles may be reluctant to address these concerns because of fears of rejec-
tion, disagreement of values, or pathologizing of religious beliefs and practices by their
therapists. Thus, clinicians may need to take the initiative to address religious and spiri-
tual issues with clients. In fact, Richards and Bergin (2002) suggest that it may be helpful
to include religious and spiritual background questions as a standard part of any routine
clinical intake assessment.

Since negative religious coping was associated with decreased mental health in the
current study, it may be important to consider how religious and spiritual problems may
contribute to one’s diagnosis or vice versa. For example, feeling punished and abandoned
by God may lead to feelings of guilt, depression, and loneliness; questioning God’s pow-
ers may lead to feelings of hopelessness; attributing stressful situations to the work of the
devil may provoke anxiety and fear; and expressing frustration and dissatisfaction with
one’s religious community may lead to social withdrawal and isolation. In contrast, par-
ticular diagnoses may predispose people to engage in certain types of negative religious
coping strategies. For instance, people with dependent personality disorders may contin-
uously defer the responsibility for improvement to God in a passive fashion; depressed
individuals may consistently feel punished and abandoned by God as a result of their
negative views of themselves; and people with narcissistic tendencies may refuse to take
responsibility for their own shortcomings and constantly blame others in their religious
community for their problems. Because of the cross-sectional nature of this study, it is not
possible to determine whether particular religious beliefs and practices lead to negative
symptoms or vice versa. However, Koenig and Larson (2001) suggested, “The apparent
ill effects of religion may actually be the aberrant or conflictual use of religion by those
with mental illness” (p. 75). This is an important suggestion to consider when diagnosing
clients who are experiencing religious and spiritual problems.

Finally, the results of this meta-analysis have implications for the treatment of psy-
chological disorders. Since religion provides a variety of resources and burdens for peo-
ple dealing with stressful situations, sensitivity towards religious issues may be helpful
(and crucial) for building the therapeutic alliance and promoting healing and growth for
certain clients, particularly because religion is an important influence in many people’s
lives (Bergin & Jensen, 1990). In addition, because positive religious coping was asso-
ciated with better psychological adjustment in the current study, understanding positive
forms of religious coping may help practitioners to better assist their clients with access-
ing valuable spiritual resources. Some professionals have already begun to incorporate
some “psychospiritual” interventions into their work with clients (e.g., Propst, 1988;
Richards & Bergin, 2002). The results of the current study help to clarify some of the
adaptive and maladaptive functions served by particular forms of religious coping and
provide interesting and helpful insights for practitioners incorporating such “psycho-
spiritual” interventions into treatment.
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Conclusion

Despite its limitations, this study makes a significant contribution to the existing litera-
ture on religious coping and psychological adjustment to stress by quantitatively synthe-
sizing the research on this topic and clarifying the nature and efficacy of religion in the
coping process. In a recent review of the literature on religious coping, Harrison, Koenig,
Hays, Eme-Akwari, and Pargament (2001) reported that positive religious coping strat-
egies have consistently been associated with psychological adjustment variables such as
self-esteem, life satisfaction, and quality of life, and negative religious coping strategies
have consistently been related to more depressive symptoms. The results of this meta-
analysis support these findings and also provide quantitative effect sizes to illustrate the
strength of these relationships.

More generally, the current study helps to clarify the nature of the long debated
relationship between religion and mental health. Traditionally, psychologists have held
negative views of religion and have argued that religion promotes neurotic defenses (Freud,
1927) and irrational beliefs (Ellis, 1971). Early reviews of the empirical literature have
supported such claims that religion has negative effects on mental health (e.g., Martin &
Nichols, 1962). More recently, however, methodological advances have helped to bal-
ance the picture and have revealed positive associations between religion and mental
health (see Larson et al., 1992 for a review). In an attempt to clarify the inconsistent
findings on the relationship between religiosity and mental health, Bergin (1983) con-
ducted a meta-analysis of 24 pertinent studies and found ambiguous results. Conse-
quently, he concluded that religion is a complex phenomenon with numerous correlates
and consequences that defy simple interpretations and argued the need for greater spec-
ificity in measuring religion. Because of methodological advances in measuring religious
constructs since Bergin’s (1983) study, the current meta-analysis was able to utilize such
“greater specificity” by distinguishing between positive and negative forms of religious
expression. As a result, the findings of the current study help to clarify the picture and,
consistent with recent reviews of the empirical literature (e.g., Pargament, 2002; Koenig
& Larson, 2001), indicate that religion has both positive and negative implications for
mental health, depending upon what type of religion it is.
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