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that it is inconsequential in under-
standing mental illness (1). 

The mental health field has creat-
ed a plethora of sophisticated treat-
ment strategies and a highly system-
atized base of clinical knowledge
that has—perhaps inadvertently—
neglected to take into account the
personal resources and meaningful
strategies used by persons with men-
tal illness to sustain coping ability
and strength. One of these strategies
is religious coping, and an examina-
tion of its prevalence seems increas-
ingly necessary.

The limited research that does ex-
ist on religious coping among per-
sons with persistent mental illness
suggests that it may be a salient and
prevalent method for enduring
chronic psychiatric symptoms and
concomitant life frustrations. Kroll
and Sheehan (2) found that 95 per-
cent of the psychiatric inpatients in
their study (N=52) professed a belief
in God, and 53 percent prayed or
consulted the Bible—rates similar to
those in the general population (3).
In a comparison of psychiatric pa-
tients and a nonpsychiatric control
group, it appeared that the psychi-
atric patients had a larger number of
religious beliefs and practices that
offered comfort during stressful life
experiences (4). 

Religious forms of coping may be
particularly relevant and compelling
for persons with schizophrenia (5,6),
recurrent major depression (7), and
other forms of severe mental illness
because of the overall loss of hope,
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Objective: The purpose of this study was to examine the prevalence of re-
ligious coping among persons with persistent mental illness and to gain a
preliminary understanding of the relationship between religious coping
and symptom severity and overall functioning. Methods: A total of 406 in-
dividuals who were diagnosed as having a mental illness and who were
patients at one of 13 Los Angeles County mental health facilities com-
pleted a survey consisting of the Religious Coping Index, the Symptom
Checklist 90-R (SCL-90), the Global Assessment of Functioning (GAF)
scale, and a 48-item demographic questionnaire. Results: More than 80
percent of the participants used religious beliefs or activities to cope with
daily difficulties or frustrations. A majority of participants devoted as
much as half of their total coping time to religious practices, with prayer
being the most frequent activity. Specific religious coping strategies, such
as prayer or reading the Bible, were associated with higher SCL-90 scores
(indicating more severe symptoms), more reported frustration, and a low-
er GAF score (indicating greater impairment). The amount of time that
participants devoted to religious coping was negatively related to report-
ed levels of frustration and scores on the SCL-90 symptom subscales.
Conclusions: The results of the study suggest that religious activities and
beliefs may be particularly compelling for persons who are experiencing
more severe symptoms, and increased religious activity may be associat-
ed with reduced symptoms. Religion may serve as a pervasive and poten-
tially effective method of coping for persons with mental illness, thus war-
ranting its integration into psychiatric and psychological practice. (Psy-
chiatric Services 52:660–665, 2001)

When mental health care
professionals consider the
coping strategies used by

persons with mental illness, religion
may not be the first mechanism that

comes to mind. In fact, little attention
has been given to adaptive forms of
religious coping in this population.
Many professionals view religious
coping with ambivalence or believe



control, and purpose that these ill-
nesses may engender. In fact, Lin-
denthal and associates (8) found that
more internal or personal forms of re-
ligious expression, such as prayer,
may come to the foreground as cop -
ing strategies precisely when psycho-
logical impairment and life crises in-
crease. Sullivan (9) found that almost
half of a group of 40 psychiatric out-
patients perceived their spiritual be-
liefs and practices as crucial to their
psychiatric improvement. 

Religious practices and beliefs may
play an integral role in sustaining ade-
quate adjustment to severe and per-
sistent mental illness (7) by serving as
a buffer against the progression of de-
compensation (10) and by enabling in-
dividuals to cope with the ongoing in-
terference of symptoms in their daily
lives. However, basic information
about their prevalence for coping pur-
poses and their overall relationship to
severity of symptoms and functioning
has yet to be determined (11).

The importance of such research is
underscored by the fact that profes-
sional organizations such as the
American Psychiatric Association and
the American Psychological Associa-
tion now encourage the assessment
and incorporation of adaptive reli-
gious repertoires into treatment plan-
ning and intervention (12). In order
to improve treatment planning and
intervention, mental health profes-
sionals need to increase their commu -
nication with persons who have men-
tal illness and who have acquired and
maintained a lifestyle of adaptive reli-
gious coping. Such a dialogue may
prove to be a rich resource for discov-
ering more meaningful ways to man-
age the debilitating, long-term effects
of severe mental illness.

After many years of clinical work
with clients suffering from severe and
persistent mental illness, and recog-
nizing the paucity of knowledge about
religious coping among the mentally
ill, we could no longer ignore the
need to empirically inquire into pa-
tients’ use of adaptive religious cop -
ing. We wanted to determine the
prevalence of religious coping among
persons with severe and persistent
mental illness and the most frequent-
ly used practices or beliefs. We also
sought to gain a preliminary under-

standing of the relationship between
such coping and symptom severity
and daily functioning. 

Methods
Participants
Between June 1998 and October
1999, we surveyed 406 mental health
consumers who had been diagnosed
as having persistent mental illness
and who were attending one of 13
Los Angeles County mental health fa-
cilities, including four board-and-care
units. Of the 406 participants, 238 (59
percent) were men and 168 (41 per-
cent) were women. Their mean±SD
age was 40.9±10.7 years, and their av-
erage Global Assessment of Func-
tioning (GAF) (13) score was 38.2±
8.4. They averaged 18.5±12.7 years of
mental illness and had a lifetime aver-
age of 5.68±9.17 hospitalizations for
mental illness. Ninety-three percent
of the participants reported that they
were taking medications on a daily
basis. Additional characteristics are
summarized in Table 1. Participation
in the study was contingent only on
the client’s informed and voluntary
consent.

Measures
The prevalence of religious coping
was assessed by asking the partici-
pants to complete a 48-item demo-
graphic survey. The survey included
items that assessed the total number
of years the participants had used re-
ligious coping and the perceived im-
portance of religion when their
symptoms worsened. Types of reli -
gious activities or strategies were de-
termined by providing the partici-
pants with a list of eight religious ac-
tivities, ranging from prayer to meet-
ing with a spiritual leader, and asking
them to check the ones they used. 

Participants were also interviewed
with an adapted version of Koenig’s
(7) Religious Coping Index (RCI).
The RCI is a simple, three-item ques-
tionnaire developed for use with
persons with severe medical illness,
including mental illness. The RCI
was also used to measure the extent
to which participants relied on reli -
gious activities and beliefs and their
perceived helpfulness as an aid for
coping. One item was added to the
RCI to determine what proportion

of total coping time was spent on re-
ligious coping. 

To assess symptom severity and
overall functioning, participants com-
pleted a large-font version of the
Symptom Checklist 90-R (SCL-90)
(14), which is a 90-item index de-
marcated into ten subscales de-
signed to assess severity of symptoms
within the past seven days. These
subscales included somatization, ob-
sessive-compulsiveness, interperson-
al sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid
ideation, and psychoticism. Subscale
scores were calculated by summing
responses to the subscale items,
which ranged from 0 (not at all) to 4
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Table 1

Characteristics of 406 persons with
persistent mental illness who partici-
pated in a study of the prevalence of
religious coping

Characteristic N %

Number of hospitalizations 
in previous year

None 242 60
One to three 138 34
Four to six 13 3
Seven to 12 9 2
More than 12 3 1

Diagnosis
Paranoid schizophrenia 89 22
Schizoaffective disorder 69 17
Major depressive disorder 65 16
Undifferentiated schizo-

phrenia 48 12
Bipolar I disorder 43 11
Other 92 23

Substance use
Prior use 251 62
Never used 155 38

Marital status
Single 277 68
Separated or divorced 92 23
Married 25 6
Widowed 11 3

Ethnicity
Caucasian 185 46
Hispanic 83 20
African American 76 19
Asian or Pacific Islander 20 5
Other 27 7

Current religious affiliation
Protestant 144 35
Catholic 125 31
Jewish 17 4
Mormon 15 4
Buddhist 9 2
Other 96 24
None 46 11



(extremely), in assessing the degree
to which participants were distressed
by the difficulties or problems indi-
cated in each item. Internal consis -
tency coefficients on the subscales
ranged from .83 to .93. 

Symptom severity and overall
functioning were also assessed by
the participants’ current level of
frustration, their total number of
hospitalizations for mental illness in
the past year, and their current GAF
score. Level of frustration was meas-
ured by asking participants the de-
gree to which they had current frus-
trations or difficulties, with potential
responses ranging on a 5-point scale
from “none” to “I have many frustra-
tions or difficulties constantly, and
they never seem to get better.” GAF
scores were obtained from the par-
ticipants’ medical charts. (GAF scores
can range from 1 to 100, with higher
scores indicating better functioning.)
If the charts lacked GAF scores or
reflected scores that were more than
six months old, the interviewers ex-
tracted clinical information from
chart notes, SCL-90 responses, and
behavior during the interview to es-
timate a current GAF score. 

Three interviewers who had re-
ceived training on each measure ad-
ministered the surveys to the partici-
pants in scheduled treatment groups
or site meetings at each county facility.

Data analysis
The prevalence of religious coping
was determined by computation of
descriptive statistics for each meas-
ure, including means and relative
frequencies. The relationship be-
tween each specific strategy and
each symptom measure was evaluat-

ed with independent-samples t tests.
Pearson product-moment correla-
tions were used to determine the re-
lationship between each symptom
measure and the measures that as-
sessed the amount of time devoted
to religious coping. However, the po-
tential variation in symptoms across
perceived differences in the impor-
tance of religion as symptoms wors-
en was assessed with a univariate
analysis of variance. The Scheffé test
was subsequently used to assess post
hoc comparison of means. Given the
exploratory nature of these analyses,
an alpha level of .05 or less was con-
sidered significant.

Results
Prevalence of religious coping
Overall, 325 of the 406 participants
(80 percent) reported using some
type of religious activity or had some
type of religious belief that helped
them cope with their symptoms and
frustrations or difficulties. A total of
373 (92 percent) reported using a re-
ligious activity, and 296 (73 percent)
had some type of religious belief. A
total of 246 participants (61 percent)
devoted as much as half of their total
coping time to religious practices,
and they reported having engaged in
such coping for a mean±SD of 16±
17.65 years. As shown in Table 2,
prayer was the most common type of
religious activity, followed by attend-
ing religious services and worship-
ping God. 

Religious coping and 
symptom severity
A total of 264 participants (65 per-
cent) reported that religion helped
them to either a moderate or a large
extent in coping with symptom
severity, and 120 (30 percent) indi-
cated that their religious beliefs or
activities “were the most important
things that kept [them] going.” In
fact, 193 participants (48 percent)
indicated that religion became more
important to them when their symp-
toms worsened. 

Participants were divided into
three groups according to their per-
ception of whether religion became
more important when their symp-
toms worsened. The groups differed
significantly in total number of hos-

pitalizations during the previous year
(F=7.09, df=2, 397, p<.001). In par-
ticular, a Scheffé test revealed that,
on average, participants who report-
ed that religion became more impor-
tant when their symptoms worsened
experienced fewer hospitalizations
in the previous year than those for
whom religion became less impor-
tant when symptoms worsened (.44±
.71 versus .88±.9 hospitalizations).

Inferential analyses of the rela-
tionship between religious coping
and symptom severity suggest that
specific strategies, such as prayer or
reading the Bible, were more likely
to be used by participants who were
experiencing more severe symptoms
and lower levels of overall function-
ing. As shown in Table 3, participants
who reported using prayer as a strat-
egy to cope with their difficulties
were significantly more likely to ex-
perience a greater level of frustra-
tion and have a lower GAF score.
Those who coped by reading the
Bible reported higher levels of frus-
tration, hostility, and interpersonal
sensitivity. Meeting with a spiritual
leader was associated with higher
levels of hostility and interpersonal
sensitivity, and meditation was asso-
ciated with higher levels of somatiza-
tion and paranoid ideation. 

Although the remaining relation-
ships between specific religious
strategies and measures of symptom
severity were not significant, it ap-
pears that the participants who were
experiencing greater debilitation and
more impaired functioning were
more likely to use specific religious
coping strategies.

A different pattern emerged in the
relationship between symptoms and
the amount of time devoted to reli-
gious coping (Table 4). Both the
number of years that religious cop-
ing had been used and the percent-
age of overall coping time devoted to
religious coping were correlated with
less severe symptoms and better
overall functioning. A greater num-
ber of years of religious coping and a
greater percentage of overall coping
time devoted to religious coping
were both associated with lower lev-
els of depression, hostility, and frus-
tration. A greater number of years of
religious coping was also correlated
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Table 2

Religious coping strategies used by
406 persons with persistent mental ill-
ness to deal with symptoms

Strategy N %

Prayer 241 59
Attending religious services 142 35
Worshipping God 141 35
Meditation 133 33
Reading scriptures 123 30
Meeting with a spiritual leader 61 15



with lower symptom levels in six ar-
eas—obsessive-compulsiveness, in-
terpersonal sensitivity, phobic anxi-
ety, paranoid ideation, psychoticism,
and total symptomatology. No sig-
nificant relationships were found
between religious coping and GAF
scores or total number of hospital-
izations.

Discussion
Religious activities and beliefs may
function as a pervasive and poten-
tially effective method of coping for
persons with severe and persistent
mental illness. Compared with the
20 to 60 percent of the general pop-
ulation who report using religion as
a means of coping (7), 80 percent of
the participants in our study used
some type of religious belief or ac-
tivity to cope with their symptoms
and daily difficulties; 60 percent de-
voted as much as half of their total
coping time to religious forms of
coping. As in the study by Linden-
thal and associates (8), prayer was
found to be the most commonly
used coping strategy, followed by at-
tending religious services and wor -
shipping God. Collectively, these re-

sults suggest that religious methods
of coping may be particularly salient
for persons with mental illness, and
they may serve as one of the more
important strategies that enable

these persons to persevere.
Furthermore, it appears that the

use of specific religious coping
strategies, such as prayer or medita-
tion, is more common among per-
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Table 3

Mean scores on measures of symptoms for persons with persistent mental illness who did or did not perform religious cop-
ing activities (total N=406)

Global Assessment
of Functioning Interpersonal Paranoid

Frustration (GAF) score Hostility sensitivity Somatization ideation

Coping strategy Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD

Prayer1

Yes 1.88 1.42 37.36 8.24 5.44 5.58 11.14 9.11 12.13 10.79 7.48 6.26
No 1.55 1.52 39.36 8.61 4.88 5.65 10.26 8.93 10.49 9.73 6.90 6.05

Reading scriptures2

Yes 2.01 1.37 37.84 8.51 6.25 6.21 2.02 1.09 12.13 9.79 8.00 6.06
No 1.67 1.49 38.29 8.43 4.90 5.40 1.74 1.09 11.25 10.56 7.02 6.19

Meditation3

Yes 1.87 1.42 38.08 8.57 5.64 6.12 11.05 9.23 12.98 11.06 8.29 6.17
No 1.68 1.49 38.23 8.40 5.00 5.34 10.64 8.95 10.71 9.98 6.84 6.14

Meeting with
spiritual leader4

Yes 2.02 1.38 36.98 8.67 6.71 6.17 13.03 10.37 13.81 11.56 8.31 6.64
No 1.70 1.48 38.36 8.41 4.99 5.50 10.38 8.74 11.10 10.18 7.09 6.09

1 For comparison of scores of those who used prayer and those who did not, t=2.22, df=402, p<.05 for frustration and t=2.36, df=402, p<.05 for GAF
scores

2 For comparison of scores of those who read scriptures and those who did not, t=1.98, df=402, p<.05 for frustration; t=2.03, df=404, p<.05 for hostili-
ty; and t=2.12, df=404, p<.05 for interpersonal sensitivity

3 For comparison of scores of those who used meditation and those who did not, t=2.08, df=2.12, p<.05 for somatization and t=2.12, df=404, p<.05 for
paranoid idealization

4 For comparison of scores of those who met with a spiritual leader and those who did not, t=2.08, df=404, p<.05 for hostility and t=2.13, df=404, p<.05
for interpersonal sensitivity

Table 4

Correlations between measures of symptoms and religious coping over time for
406 persons with persistent mental illness

Percentage of Years of 
time devoted to religious

Measures of symptoms religious coping coping

Symptom Checklist 90-R
Somatization –.07 –.04
Obsessive-compulsive behavior –.07 –.11∗

Interpersonal sensitivity –.09 –.15∗∗

Depression –.15∗∗ –.13∗

Anxiety –.07 –.09
Hostility –.10∗ –.13∗∗

Phobic anxiety –.07 –.09
Paranoid ideation –.08 –.13∗∗

Psychoticism –.06 –.13∗

Combined paranoia and psychoticism –.07 –.13∗∗

Total –.09 –.12∗

Frustration level –.18∗∗∗ –.13∗∗

Global Assessment of Functioning score –.06 .06
Total hospitalization .04 .07

∗p<.05
∗∗p<.01

∗∗∗p<.001



sons with more severe levels of suf-
fering. Nearly half of the participants
in our study claimed that religion be-
came more important when their
symptoms became worse, and 30
percent indicated that it was the
foremost coping method they used
to keep them going. This finding
suggests that persons who are expe-
riencing greater debilitation and dis -
tress may be more likely to rely on
and report using religious coping
strategies. Lindenthal and associates
(8) reported similar findings. 

Religious activity may impart a
sense of control and meaning by af-
fording a perspective beyond one-
self. When confronted with severe
distress, suffering, and personal lim-
itation, individuals with mental ill-
ness may have exhausted other re-
sources and consequently find solace
in looking beyond themselves for
hope, power, and maybe even a
nonreductive understanding of their
debilitation (15).

Taken together, the association be-
tween greater time devoted to reli-
gious coping and reduced symptom
severity and the finding that specific
religious strategies were more fre-
quently used by persons with more
severe symptoms suggest an inter-
esting trend. Times of crisis may
prompt the use of specific religious
strategies such as prayer or medita-
tion, but with repeated use of these
strategies over time, the overall
severity of symptoms may lessen.
The fact that participants for whom
religion became more important
when their symptoms worsened had
fewer hospitalizations in the previ-
ous year support this interpretation.

Alternatively, it is possible that the
relationship we observed between
the amount of time devoted to reli-
gious coping and reduced symptom
severity was simply a function of a
normal regression to the mean, and
the participants simply got better
over time. Nevertheless, the results
of our study seem to indicate that re-
ligious activities and beliefs are cop-
ing mechanisms that persons with
mental illness use and find beneficial
in managing the symptoms and stres-
sors of their illness.

It is also interesting that four of
the five most commonly used strate-

gies involve highly personal and in-
ternalized dimensions of coping.
Consistent with the findings of Lin-
denthal and colleagues (8), the par-
ticipants in our study tended to shy
away from external or social forms of
religious coping, preferring instead
the internal and subjective activities
of prayer, worshipping God, medita-
tion, and reading scriptures. Al-
though further research is needed to
examine this finding empirically, it
may indicate a more personal or in-
ternal style of religious coping in this
population. 

When considering the results and
implications of this study, readers
should keep its limitations in mind.
First, by design the study was intend-
ed to be exploratory and thus lacked
the discipline of an experimental de-

sign that might control for alternative
explanations of the findings. Second,
individuals who are suffering from
mental illness may be particularly vul-
nerable to social desirability in their
reporting, especially considering the
presupposed benefits for their treat-
ment that might come from present-
ing themselves as having fewer symp-
toms or as being particularly religious
or nonreligious. This vulnerability
may have specifically affected re-
sponses on the SCL-90 and con-
tributed to a test-taking strategy of re -
porting only minimal symptoms.

Third, given the voluntary nature
of our study, our sample may reflect
a bias toward persons who were will -
ing to discuss their religious activi-
ties and beliefs and may have inad-

vertently overrepresented persons
who are strongly religious or who are
impassioned against religion. More-
over, our study did not explore how
such religious coping was used—be
it toward adaptive ends or in service
to the mental illness itself. 

Finally, greater standardization in
our survey instruments might lead to
greater confidence in our findings.
For example, the use of observer-rat-
ed instruments could reduce the
confounding impact of cognitive and
affective impairment on self-report-
ed measures.

Conclusions
The findings of this study seem to
highlight the importance of religion
as a significant coping strategy for
persons with mental illness and sug-
gest that we, as mental health pro-
viders, need to afford religious coping
a natural place in treatment, assess-
ment, and research. This strategy can
be incorporated into clinical inter-
views and integrated into treatment
planning, matching, and follow-up.
We need to introduce the positive
psychology of religious coping into
our assessment practices, asking
clients about the ways in which they
are religious, what purpose religion
serves in their lives, and how religion
is connected with their coping with
mental illness. Such assessments
would also examine the effectiveness
of current religious coping practices
and how they may change during
episodes of symptom exacerbation.

Furthermore, contextual implica-
tions call for more intentional out-
reach to persons who desire greater
contact with religious communities
and organizations. The fact that only
35 percent of our participants attend-
ed religious services to deal with their
frustrations and only 15 percent met
with a spiritual leader to aid in coping
suggests the need for new models of
service provision. Mental health pro-
fessionals may need to reach out to
churches and clergy to try to facilitate
communications between pastoral
counselors and church laity (16). Pub-
lic efforts should be made to educate
and promote a culture of inclusive-
ness, calling for a greater awareness
of mental illness in the community at
large. 
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Research on the relationship be-
tween religious coping and symptom
levels should be expanded to include
an experimental time-series design
that assesses the efficacy of religious
coping over time, more standardized
and observer-rated instruments that
correct for underreporting, and an ex-
amination of the internal and external
dimensions of the religious coping
used by this population. Moreover,
length of stay in the community, over-
all participation in treatment, and psy-
chopharmacological intervention as
they are related to religious life and
coping are areas for immediate con -
sideration and study. Together, such
clinical efforts and research could fa-
cilitate both a positive understanding
of the religious life of persons with
mental illness and a positive dialogue
for providers who need to find and use
more meaningful coping strategies in
the treatment of mental illness. ©
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