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Abstract

This paper reviews the current state of knowledge about religion and coping.  It begins with a definition and theoretical model of religion, and then addresses several themes that have emerged from this rapidly growing body of study:  religion can be embedded in every part of the coping process; religion adds a distinctive dimension to the coping process; the role of religion in coping is determined by the availability of religion and perceptions that it offers compelling solutions; religion can be both helpful and harmful; religion can be integrated more fully into the process of treatment.  Overall, it has become clear that religion is an integral, rich, and multi-dimensional part of the coping process, one that should not be overlooked in studies of people experiencing major life stressors. The paper concludes with a discussion of future directions for research in this area of inquiry. 
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Religion and Coping:
The Current State of Knowledge

I talk to him all the time.  I “keep him up on” what’s going on at home and with all of us. I feel the strongest connection at the cemetery.  I imagine his spirit in the trees behind his grave.  When I begin to talk to him the wind almost always rustles the leaves, which tells me he’s there.  Bereaved Mother (Sormanti & August, 1997, p. 464).
The plane was moving more erratically. . .The guy next to me at minus four minutes [before the crash] said, ‘We ain’t going to make it” . . . I noticed the nun across from me had been praying on her rosary.  I remembered I had a cross in my pocket. I pulled it out and held it in my hand for the rest of the ride. Survivor of Flight 232 (“Here I was . . .,’ 1989, p. 32).

The main support that I receive is my Buddhist practice. That is what has sustained me for the past 25 years.  No matter how deep in despair I have become, I’ve found refuge in Buddhism. . . It helps me find peace and tranquility and love.  Man with HIV/AIDS (Siegel & Schrimshaw, 2002, p. 94).
God did not protect me either. Why would God not protect a helpless little boy? It was not fair … Instead of welcoming and embracing [Jesus] as I want to, I really would like to knock him down. I am mad at him and his Father. Survivor of Clergy Sexual Abuse (Anonymous, 1990, p. 119).  

Introduction

In times of trial and tribulation, we often find religion.  This is not to say that people become religious in a knee-jerk response to stressful situations.  The old adage is incorrect; there are at least some atheists in foxholes.  But perhaps not too many. The vignettes above are not at all unusual. Empirical studies reveal that many people look to their faith for help in coping with critical life situations.  For example, a national survey of Americans shortly after the September 11, 2001 attacks revealed that 90% reportedly turned to God for solace and support (Schuster et al., 2001).  In a sample of Egyptian patients with cancer, 92% voiced their belief that God would help them with their illness (Kesseling et al., 1986).  Among some groups, religion is the most common coping resource.  Bulman and Wortman (1977) asked a group of people who had been paralyzed how they explained their accidents. The most common response to the question “Why me?” was “God had a reason.”  Similarly, when asked to identify how they coped with the stresses of caring for their family members with dementia, the most frequent response of black primary caregivers was prayer or faith in God (Segall & Wykle, 1988-1989).  
  Given the prominent role of religion in stressful times, it is puzzling that for many years, theorists and researchers largely ignored the role of religion in coping.  How do we account for this religious neglect?  Perhaps it reflects the fact that psychologists are considerably less religious than the population in the United States (Shafranske, 2001), and as a result underestimate the salience of religion in the lives of many people. Or perhaps, it reflects the legacies of central figures in psychology such as Freud and Skinner who viewed religion through jaundiced eyes as a defense mechanism, a form of denial, or a way to avoid the direct confrontation with reality.  These stereotypes may still live on, in spite of empirical studies which challenge these oversimplified religious views.
Fortunately, the situation has begun to change.  In 1997, I wrote The Psychology of Religion and Coping: Theory, Research, Practice in which I articulated a theoretical framework of religion and coping that grew out of the seminal contributions of Lazarus and Folkman (1984).  At that time, I was able to identify over 200 empirical studies that addressed the interface among religion, stress, and coping.  Since the publication of this book, over 1000 studies have appeared that deal with religion, stress, and coping.  Thus, the study of religion and coping has grown dramatically over the last decade.    
What have we learned?  In this paper, I will review the current state of knowledge about religion and coping.  As a necessary prelude to this review, I will begin with a definition and theoretical model of religion.  I will then address several themes.  

· Religion can be embedded in every part of the coping process

· Religion adds a distinctive dimension to the coping process
· The role of religion in coping is determined by the availability of religion and perceptions that it offers compelling solutions
· Religion can be both helpful and harmful in coping
· Religion can be integrated more fully into the process of treatment 

I will conclude this paper with a discussion of future directions for research in this area of inquiry.  
A Definition and Theoretical Model of Religion.
Before considering the interface between religion and coping, it is important to consider the meaning of the term “religion.”  I have defined religion as a search for significance in ways related to the sacred (Pargament, 1997). There are three key terms in this definition:  significance, search, and sacred.  Below each of these concepts is briefly considered. The meaning of these terms, religion, and the links between religion and coping should become clearer in the remainder of the paper.  
Significance

Underlying this definition of religion is the assumption that people are more than reactive beings, determined solely by the internal and external forces articulated by Marx, Darwin, and Freud who, Bennis (1989) once said, would have “our circumstances, present and past, conscious and unconscious, genetic, and learned, make monkeys of us all” (p. 47).  People are also goal-oriented, proactive beings, striving to attain something of significance in life.  Significance is both objective and subjective in character.  It refers to aspects of life or “objects” that hold value and importance to the individual. Virtually any object can take on significance:  material, psychological, social, physical, or spiritual.  Of course, people generally focus on more than one object of significance in their lives. Thus, it is more accurate to describe significance in terms of a pattern or configuration of goals and values (Karoly, 1993). Significance can also be understood in a subjective manner as a sense of value, importance, or worth that accompanies the pursuit and attainment of these ends.  It is, in short, what really matters, or, in the words of William James (1902), “the hot place in a man’s consciousness” (p. 193). 
Search

Significance also has motivational properties; people are drawn to it.  More specifically, they are motivated to: (a) discovery something of significance in their lives; (b) maintain a relationship with it once it has been found, and; (c) when necessary transform what they hold significant.  We call this process of discovery, conservation, and transformation the search for significance. Religion is intimately involved in this search.  In contrast, to stereotypic views of religion as a static set of beliefs and practices, religion is a dynamic process, one directed toward the discovery, conservation, and transformation of significance (see Figure 1; Pargament, 1997, 2007).  Below I provide a brief overview of this process.  

People find significance in many aspects of life.  The discovery of significance is in part based on socialization. Religious institutions play a particularly key role in teaching what is and is not of primary importance.  But the discovery of significance is also based on inner needs and motives.  Commenting on the diverse ways people come to understand God, Rizzuto (1979) writes that one half of “God’s stuffing” comes from “the primary objects the child has ‘found’ in life.  The other half of God’s stuffing comes from the child’s capacity to ‘create’ a God according to his needs” (p. 179).  Of course, from the perspective of the religiously minded, something is missing here, for those who are most devout experience the discovery of significance as a revelation, something that is given to them rather than created by them.
The search for significance does not end with the process of discovery.  Once discovered, people are motivated to nurture and sustain their relationships with whatever they hold significant.  It becomes “the place to be.”  Toward this end, people can take a number of conservational pathways that help them hold on to significance.  These include religious pathways, such as the path of knowing (e.g., Bible study, scriptural interpretation), the path of acting (e.g., ritual, spiritual practice), the path of relating to others (e.g., doing good deeds, proselyting), and the path of experiencing (e.g., prayer, meditation).  In addition, as we will see, people can draw on a variety of religious coping methods that help them conserve significance in stressful times.  Conservational pathways are more than a means to an end. They take on a value of their own because they become a stable, overarching orienting system that guides people toward significance.  
There are times though when people encounter major events that shake or shatter their tried and true ways of living.  During these times, people become, in essence, disoriented, and struggle to regain their footing.  These struggles can be religious as well as psychological, social, or physical.  Struggles represent a fork in the road.  On one side of the fork, they can lead to transformational forms of coping, often religious in nature, that involve fundamental changes in the character of significance or in the pathways people take in the search for significance.  Once it has been transformed, individuals return to the process of conservation in an effort to hold on to and nurture their newly transformed understanding of significance.  On the other side of the fork, however, struggles may result in a disengagement from the search for significance. This period of motivational shut-down may be permanent, but more often than not, it is temporary for at some later point in life, the individual may experience a re-discovery of significance and engage once again in the processes of conservation and transformation.

Sacred
Religion is not alone in its concern with significance.  Almost every social institution -- from family and educational systems to governmental and medical institutions -- attempts to help people attain significance in their lives.  Is there anything special about religion?  What sets religion apart from these other institutions is that it brings the sacred to bear in the search for significance. By sacred, I am referring to concepts of God and higher powers (Pargament & Mahoney, 2005). But the sacred is not limited to traditional notions of divinity.  As sociologist Emile Durkheim (1915) put it: “By sacred things one must not understand simply those personal beings which are called gods or spirits; a rock, a tree, a pebble, a piece of wood, a house, in a word anything can be sacred” (p. 52).   Seemingly secular domains, including marriage, time, self, work, and virtues, can take on sacred character and meaning when they are tied to God or imbued with spiritual qualities, such as transcendence, boundlessness, and ultimacy. Consider, for example, the way one woman perceives loving relationships as sacred: 
The things that make me feel as if I could touch the face of God are times when I am overwhelmed by love and friendship.  The last time I went to a family reunion, I was touched by the level of love and caring everyone showed me. There’s nothing like the feeling of being loved.  I would say that love is the one thing in life that can truly take a person to another level, because the source behind love . . . is God” (Rosenberg, 2002, p. 8).    

Defined in this fashion, the sacred extends the meaning of religion and the psychology of religion as a discipline well beyond a focus on traditional sacred objects.  
We say that someone is religious then when he/she involves the sacred in the search for significance. The individual may integrate the sacred in any dimension of this search:  in the manner in which significance is defined, in the process of discovery, in the paths the individual takes to conserve significance, in the critical life events the individual encounters and the appraisals of these events, in the struggles the individual experiences, and in the ways significance is transformed. Thus, religion is a complex, multi-faceted phenomena that can evolve in very different ways over the course of the lifespan. In fact, it would not be an exaggeration to say that each individual’s religious search for significance is in some ways unique. 
    
In the process of coping, people are also concerned with holding on to, or if necessary, transforming what they find significant in their lives.  Nevertheless, it is important to underscore the point that religion is not synonymous with coping.  In contrast to the concept of coping, religion is not exclusively focused on periods of stress, but rather has as its overriding concern, the place of the sacred in the search for significance in good times and bad.  Nevertheless, the sacred is often part and parcel of stressful times, and we find that the most central of religious concerns have a great deal of overlap with issues raised in coping.  With this perspective on religion in mind, we turn now to what we have learned about the interface between religion and the coping process.  

Religion can be Embedded in Every Part of the Coping Process

Religion’s role is not limited to one aspect of coping.  Instead, it can be found in every facet of this process, including the functions of coping, critical life events and the appraisals of these events; coping methods, and the outcomes of coping.
Religion and the Functions of Coping

Part of the power of religion lies in its ability to serve many purposes for people coping with major life stressors.  Consider a few examples.  Religion can offer a source of meaning in the face of uncertainty, tragedy, and loss.  The effort here, anthropologist Clifford Geertz (1966) wrote, “is not to deny the undeniable – that there are unexplained events, that life hurts, or that rain falls upon the just – but to deny that there are inexplicable events, that life is unendurable, and that justice is a mirage” (pp. 23-24).  Similarly, Park and Folkman (1997) assert that religion helps people reconcile the questions of meaning raised by specific stressful situations with their global sense of meaning and purpose in life.  There is some evidence that religion can be successful in serving this meaning-making function.  For example, Murphy, Johnson, and Lohan (2003) studied 138 parents who had suffered the violent death of an adolescent or young adult child, and tried to identify factors that were associated with the ability to find meaning in these deaths five years later.  Religion emerged as one of the predictors.  Parents who turned to religion for help in coping (e.g., I put my trust in God, I seek God’s help) reported that they were able to find greater meaning in their child’s death five years later.

Durkheim (1915) maintained that religion is first and foremost about community.   “The idea of society,” he said, “is the soul of religion” (p. 433).  In stressful situations, religion can provide people with a sense of belonging, connectedness, and identity.  For example, O’Brien (1982) studied dialysis patients and found that those who reported higher levels of faith also indicated more social interaction, less social alienation, and a higher quality of relationships.  In a longitudinal study of a community sample in the San Francisco Bay area born in the 1920’s, Wink, Dillon, and Larsen (2005) found that greater involvement in religious institutional life buffered the effects of depression associated with poor physical health, even after controlling for general social support.  The researchers suggest that religiousness provides people with, not only church-based support, but also a strong and historically based sense of identity and values.
Freud (1927/1961) believed that religion was designed to assuage the terror and anxiety that follows from the child’s recognition of the parent’s inability to master the superior powers of disease, cataclysm, and death.  It is not hard to find examples of the comforting function of religion.  One analysis of 3,000 Protestant hymns revealed that one third focused on the theme of the return to a loving, protective God.  One-fourth of the hymns dealt with the comfort and rewards to be experienced in the world to come (Young, 1926).  More recently, Hebert, Dang, and Schulz (2007) conducted a longitudinal study of depression and grief among family caregivers to loved ones with dementia.  They found that higher religiousness (e.g., prayer, church attendance, faith) among caregivers at baseline predicted lower levels of depression at follow-up.   
These examples are merely illustrative.  Religion can serve other purposes as well in coping, including impulse control, problem solving, self-esteem and efficacy, bettering the world, and physical health (e.g., Gall & Cornblatt, 2002; Siegel & Schrimshaw, 2002).  Important as these psychosocial functions are, they overlook what is, to the religiously minded, the most central religious purpose of all – the spiritual function.  “It is the ultimate Thou whom the religious person seeks most of all,” Paul Johnson (1959, p. 70) wrote.  To put it another way, in the midst of crisis, people are motivated to sustain themselves not only psychologically, socially, and physically, but also spiritually.  Here too we find evidence that religion can be quite successful in helping people conserve a relationship with faith itself. For instance, Falsetti, Resick, & Davis (2003) studied trauma survivors and found that those who had experienced more than one trauma reported higher not lower levels of religious commitment as assessed by a measure of intrinsic religiousness.  More specifically, 70% of those who suffered at least one trauma reported no religious change after their experience.  Similarly, Cotton et al. (2006) followed HIV patients over 12 to 18 months and reported no significant changes in measures of organized and nonorganized religious activity, overall spirituality, positive religious coping, or negative religious coping over 12 to 18 months.  
Religion serves one final key function in coping – transformation. When old sources of significance are lost or no longer viable, religion encourages its adherents to “let go” and seek out new sources of value.  Though social scientists have generally emphasized the conservational functions of religion, the transformational role of religion should not be underestimated.  In this vein, Coe (1916) wrote:  “Possibly the chief thing in religion, considered functionally, is the progressive discovery and reorganization of values” (p. 65).  Consider this report by a Mormon man who was with his wife when she was killed in a car accident:  
I knew that she was killed. There was a big gash on her wrist, and it wasn’t bleeding, and I couldn’t get any pulse.   And I felt that I could lay my hands on her head and bring her back [a healing practice in the Church of Jesus Christ of Latter-Day Saints]. And a voice spoke to me and said:  ‘Do you want her back a vegetable!  She’s fine. She’s all right 
. . . Let her go’ (Pargament, 1997, p. 234).

The few investigations that have been conducted in this area suggest that religion can be tied to profound change following crises. For example, in one study of female sexual assault victims, those who made use of more religious coping reported a series of positive life changes, including changes in self, relationships, life philosophy or spirituality, and empathy (Frazier et al., 2004)

Religion and Events and Appraisals

In its efforts to help people find significance in life, religion encourages people to experience some life events and avoid others.  For example, members are taught to demarcate and celebrate critical transitional points in life  - “holy-days.”  Because they are replete with religious meaning, these events are not to be confused with their secular counterparts:  a ritual circumcision is more than a medical procedure; a wedding within a church is something different than a civil ceremony; a religious funeral is more than the act of depositing a dead body in the earth (Pargament, 1997).  On the other hand, religion discourages its members from experiencing other life events, particularly those that represent a threat to the pursuit of the most elevated ends.  Thus, members are told to avoid high risk, immoral behaviors, including drug and alcohol abuse, violence, and sexual promiscuity.  And a number of studies have shown that more religious individuals are in fact less likely to engage in these kinds of risky behaviors (e.g., Koenig, McCullough, & Larson, 2001).  Thus, religion purposely shapes the topography of events the individual will encounter over the lifespan.  

Religious life is also associated with exposure to a variety of undesirable and unanticipated religious-specific life stressors, such as the experience of a church closure, shunning by a church when a member is said to violate church teachings, and clergy sexual abuse.  Events of this kind may be particularly stressful because they threaten or damage primary spiritual values.  Consider the example of clergy sexual abuse.  Sexual abuse perpetrated by a member of the clergy takes on an especially deep and dark significance because it is often appraised as a violation of the sacred (i.e., desecration) on many levels (Pargament, Murray-Swank, & Mahoney, 2008). First, it is a violation of the most sensitive parts of the individual’s identity, the soul, or that which makes the person uniquely human. One survivor of clergy sexual abuse put it this way: “This guy had my soul in his hand. It was devastating to know that someone would step out of the powers of spiritual liberty to take over someone else’s soul … I still have anger about a lot of that and I think more of the anger is about the spiritual loss than anything to do with the sexual abuse” (Fater & Mullaney, 2000, p. 290). Second, clergy sexual abuse can be perceived as a violation of a sacred role and relationship, one that has been set apart from others. Because clergy take formal vows to protect and nurture the spiritual well-being of all of their followers; they are legitimated to enact the role of God. Thus, when a clerical figure violates his/her ordination, responsibility, and privilege as a representative of God in a human relationship, it is as if God himself has committed the violation. Third, it is a violation of a sacred institution that legitimated the cleric, possibly cloaking the acts of the perpetrator, and failing to come to the aide of the survivor. Finally, clergy sexual abuse is a violation of a set of rituals and symbols that were intertwined with the offending clergy and institutions. For example, one woman who had been abused by her minister at the age of 14 described her alienation from the rituals of her church:  “I began to have dreams of communion wafers crawling with insects, of pearls oozing mucous, of the pastor blowing up the church just as I was about to serve communion for the first time” (Disch & Avery, 2001, p. 214).
Seemingly secular events can also be appraised in terms of their implications for the individual’s sacred values. For example, Pargament, Magyar, Benore, and Mahoney (2005) asked a community sample to report on the most negative life event they had experienced in two years.  The sample described commonplace major life stressors, including death, illness/injury of a loved one, divorce or separation, job loss, and personal illness.  Asked to rate the degree to which they appraised these events as sacred losses and sacred violations, 38% of the participants perceived their stressor as a sacred loss, and 24% perceived their stressor as a sacred violation.  Moreover, appraisals of sacred loss and violation were associated with significantly higher levels and differential patterns of emotional distress.  

       
Of course, religion also offers people ways to appraise stressful events in a more benign spiritual context, reducing the threat or damage tied to an event or enhancing the individual’s perceived ability to handle the event.  Rather than random and senseless, pain and suffering can be appraised as containing a deeper if elusive meaning. As one bereaved parent said, “There is a God. And it’s an explanation that there’s no explanation” (Gilbert, 1989, p. 9).   Stressful life events can also be appraised as offering the individual an opportunity to grow spiritually, closer to whatever he or she holds sacred (Gall et al., 2005; Park & Folkman, 1997).  One victim of a severe accident who became paraplegic commented:  “It’s a learning experience; I see God’s trying to put me in situations, help me learn about Him and myself and also how I can help other people” (Bulman & Wortman, 1977, p. 358).  

Religion and the Methods of Coping

Efforts to measure coping have generally overlooked the religious dimension.  Even when religion has been included in coping instruments, it is usually assessed by only a few items.  This approach can offer only a limited view of the ways religion expresses itself in times of crisis.  It is important to understand not only how much religion is involved in coping, but also how religion is involved in coping; specifically, the who’s (e.g., clergy, congregation members, God), what’s (e.g., prayer, Bible reading, ritual), when’s (e.g., acute stressors, chronic stressors), where’s (e.g., within a congregation, privately), and why’s (e.g., to find meaning, to gain control) of coping (Pargament, Ano, & Wachholtz, 2005).  

In the most comprehensive effort to identify methods of religious coping, Pargament, Koenig, and Perez (2000) developed a measure of 21 religious coping methods (the RCOPE) through interviews, a literature review, and factor analyses (see Table 1).  These methods span a broad spectrum:  active, passive, and interactive activities; emotion-focused and problem-focused strategies; and cognitive, behavioral, interpersonal, and spiritual domains.  They also address five of the key religious functions:  the search for meaning; the search for mastery and control; the search for comfort and closeness to God; the search for interpersonal intimacy and closeness to God; and the search for a life transformation.  A brief version of the RCOPE is also available (Pargament, Smith, Koenig, & Perez, 1998).
Questions might be raised why it is important to assess religion at this level of specificity.  Why not simply focus on general indicators of religiousness, such as self-rated religiousness or spirituality, frequency of prayer, or frequency of church attendance/  Theoretically, there are good reasons to expect that specific religious coping methods will predict the outcomes of stressful life situations more strongly than global religious indicators.  We might think of the global indicators (e.g., prayer, Bible study, going to church) as religious television channels and the specific religious coping methods as the potential programming on each channel.  Or, to put it another way, we might think of the global religious questions as indicators of a general religious orientation and the religious coping methods as concrete manifestations of this orientation in stressful times.  Working collaboratively with God to solve a problem, seeking God’s love and care, seeking spiritual support from others, reappraising a situation in a benevolent way, questioning God’s power, reappraising the situation as a punishment from God -- religious coping methods such as these are directly and functionally related to the situation in hand. In either case, we would expect that these ways of religious coping would have the most immediate and strongest implications for the outcomes of critical events.  
In fact, empirical studies have consistently shown that these specific religious coping methods are stronger predictors of stress-related outcomes than global measures of religiousness (Pargament, 1997 for review).  Other studies indicate that religious coping methods mediate the relationships between general religious variables and outcomes (Nooney & Woodrum, 2002; Roesch & Ano, 2003). For example, working with data from the 1998 General Social Survey, Nooney and Woodrum (2002) found that the relationship between church attendance and depression was mediated through church-based social support. Similarly, the effects of prayer on depression were mediated through religious coping.  These studies underscore the importance of attending to the concrete ways people express their faith in response to major life stressors. 

Religion and the Outcomes of Coping

Typically, researchers have focused on the relationships between religious coping and various psychological, social, and physical outcomes.  Yet it is important to remember that, for many people, the most significant of all outcomes is spiritual in nature.  To know God, to grow closer to whatever is held sacred, to become more deeply involved in a spiritual community – these are ultimate goals toward which some strive in difficult times.    
A few investigators have begun to measure the changes in religiousness that occur in the process of coping with stressful situations. Many people report growth in their religiousness and spirituality over the course of traumatic events.  For example, in the Falsetti et al. (2003) study of people who had experienced multiple traumas, 19% stated that they grew more religious after the second trauma; only 8% indicated that they had declined in religiousness.  In another investigation of adult alcoholics in an outpatient treatment, researchers found significant improvements in spiritual well-being, from intake to discharge (Piderman, Schneekloth, Pankratz, Malony, & Altchuler, 2007).  Religious methods of coping have also been linked to desirable religious outcomes in studies of people facing a variety of life stressors (Smith, Pargament, Brant, & Oliver, 2000).   For instance, in a two-year longitudinal study of medically ill elderly patients, greater use of religious methods of coping was predictive of strong increases in feelings of closeness to God, the sense of spirituality, and closeness to one’s church (Pargament, Koenig, Tarakeshwar, & Hahn, 2004).  These studies make clear that the coping process impacts people spiritually as well as psychologically, socially, and physically.         

Religion Adds a Distinctive Dimension to Coping

Perhaps because psychologists are, as a group, less religious than the general population, they tend to be particularly skeptical of religious phenomena.  Religion is often explained in terms of presumably more basic processes.  Beliefs in God, mystical experiences, and religious coping have been interpreted in exclusively physiological terms or as responses to social needs, deep-seated fear and anxiety, or the desire to make sense of the world.  Purely reductionistic approaches to religion are problematic. To the extent that religion can be “explained away” by purportedly more basic dimensions, there would be little need to take religion seriously in and of itself (or for a psychology of religion for that matter).  Certainly, psychological, social, and physiological explanations provide important insights into the roots of religious experience.  Yet, they may not fully account for religious life. There is a difference between explaining religion and explaining religion away (Pargament, 2002).  There are some good reasons to propose that religion adds a distinctive dimension to experience and to the coping process more generally.  
As noted earlier, religion is, by definition, unique, for no other human process has as its focus, the sacred.  Subjectively, many people experience the sacred as the central organizing force of their lives.  To live without the sacred becomes almost unimaginable. As Kushner (1989) wrote, “A world without God would be a flat monochromatic world, a world without color or texture, a world in which all days would be the same” (p. 206).  Of course, scientists cannot determine whether subjective perceptions of God are in fact real (or unreal).  We have no tools to measure God, the truth of Biblical miracles, or the existence of an afterlife.
There is empirical evidence, however, to suggest that religion makes distinctive contributions to the coping process.  Some evidence points to the distinctive role of religious motivation.  Emmons (1999) research on spiritual motivation and personal strivings is particularly relevant here.  In his studies, he asks people to generate their lists of strivings, defined as “what a person is characteristically trying to do” in his/her life.  Emmons finds that spiritual strivings or strivings of “ultimate concern” often appear in people’s lists of goals.  These strivings focus on the transcendent dimension of experience, and most refer to some concept of God or the Divine (e.g., ‘Discern and follow God’s will for my life,’ ‘Be aware of the spiritual meaningfulness of my life’ (Emmons, 1999, pp. 89-91)).   Emmons finds a unique role for spiritual motivations.  The correlations between spiritual strivings and measures of well-being are stronger than the correlations for other types of strivings.  Moreover, these correlations maintain their strength after controlling for intimacy strivings, such as the desire for close, reciprocal relationships.  In addition, spiritual strivings are uniquely associated with less conflict in a person’s goal system. Emmons asserts that spiritual strivings are “literally at the end of the striving line” and play a critical part in organizing and integrating other goals and strivings (p. 96).
Another body of research has attempted to account for the effects of religion on measures of health and well-being by controlling for a variety of potential psychosocial mediators. But these studies have not been particularly successful.  For instance, Ironson, Stuetzle, and Fletcher (2006) studied HIV positive individuals over a four years period.  They found that those who reported increases in religiousness/spirituality after diagnosis had significantly greater preservation of CD4 cells.  They tested whether these effects could be explained by the pathways of hopelessness, optimism, secular coping, and social support.  None of these explanatory factors accounted for the religion effect. .The researchers concluded that:  “Having ruled out many potential mediators, it is not clear at this point just what is responsible for this relationship and that remains for future study” (pp. S66-S67).  Similarly, Ellison and his colleagues conducted a large scale study of the relationships between religious involvement, psychological distress, and well-being in a probability sample of adults in the Detroit area (Ellison, Boardman, Williams, Jackson, 2001).  The links between the religious variables and the indices of distress and well-being were not mediated by access to social or psychological resources, such as self-esteem, mastery, and social support.  Ellison et al. concluded that “”The salutary effects of religious involvement cannot be explained away in terms of social or psychological resources, at least insofar as these constructs are conventionally conceptualized and measured. . . Religious groups and traditions may foster distinctive sets of spiritual or psychosocial resources (e.g., distinctive coping styles and practices, doctrines, support patterns) that bolster or undermine health and well-being” (p. 243).     
Yet another body of empirical study indicates that religious coping methods are not simply subsets of nonreligious forms of coping.  Consider a few examples. Gall (2006) studied spiritual coping in 101 adult survivors of childhood sexual abuse. After controlling for abuse descriptors, coping resources of social support and cognitive appraisals, spiritual coping with a current negative life event continued to predict anxious, angry, and depressed mood.  Generally, positive forms of religious coping were tied to better mood while negative forms of religious coping were tied to greater distress. Tix and Frazier (1998) worked with patients undergoing kidney dialysis and their loved ones.  Religious coping predicted life satisfaction 30 months and 12 months post-transplantation after controlling for cognitive restructuring, internal control, and social support. They concluded that “religious coping adds a unique component to the prediction of adjustment to stressful life events that cannot be accounted for by other established predictors” (p. 420). Krause (2006) studied a national sample of elders and compared the role of emotional support received from church members with the emotional support received from non-church members as buffers of the effects of financial strain on self-rated health.  Church-based emotional support emerged as a buffer whereas secular support did not.  Krause goes on to emphasize the distinctive character of church-based support:  it is particularly helpful because it is enacted in a group that shares a spiritual world view and commitment to God, a common set of sacred beliefs, values, and coping methods, shared religious principles, rituals and memories, and a support that is “imbued with the mantle of religious authority” (p. S36).  Still other studies have shown that religious coping methods predict the outcomes of stressors above and beyond the effects of meaning-oriented secular coping methods in hospice caregivers (Mickley et al., 1998), and control-oriented secular coping methods among loved ones awaiting the outcomes of cardiac surgery in a hospital waiting room (Pargament et al., 1999).   One study of German breast cancer patients yielded contrasting results; the effects of religious coping on anxiety and depression were mediated through depressive coping (Zwingmann, Wirtz, Muller, Korber, & Murken, 2006).  However, questions arise here about the distinctiveness of the measures of depressive coping and depression and anxiety.  Overall, the pattern of these findings indicates that religious coping methods are not redundant with secular methods of coping.  

What are the distinctive contributions of religious to coping?  A satisfying answer to this question takes us well beyond this chapter.  Here, let me reiterate a point I have made elsewhere -- religion offers a response to the problem of human insufficiency. 
Try as we might to maximize significance through our own insights and experiences or through those of others, we remain human, finite, and limited. At any time we may be pushed beyond our immediate resources, exposing our basic vulnerability to ourselves and the world.  To this most basic of existential crises, religion holds out solutions. The solutions may come in the form of spiritual support when other forms of social support are lacking, explanations when no other explanations seem convincing, a sense of ultimate control through the sacred when life seems out of control, or new objects of significance when old ones are no longer compelling.  In any case, religion complements nonreligious coping, with its emphasis on personal control, by offering responses to the limits of personal powers. (Pargament, 1997, p. 310).
Consistent with this point of view, empirical studies have shown that religious coping appears to be particularly to helpful to people dealing with more stressful, uncontrollable life events (see Pargament, 1997; Smith, McCullough, & Poll, 2003 for review).  For example, Maton (1989) studied a group of parents who were recently bereaved (higher stress) and bereaved more than two years ago (lower stress).  Higher levels of spiritual support were associated with lower levels of depression for both groups, yet spiritual support was related more strongly to less depression and greater self-esteem for the recently bereaved parents.  Similarly, in a study of people with HIV/AIDS, Szarflarski et al. (2006) found that the positive effects of religiousness on quality of life were stronger for those who reported lower physical health functioning.   
The Role of Religion in Coping is Determined by the Availability of Religion and Perceptions that It Offers Compelling Solutions
It is no accident that a child born in India will likely come to learn many names for God, the Native American infant will learn to see the sacred in the earth, the water, and the sky, and the child born to Christian parents will develop a belief in Jesus as the pathway to everlasting life.  Cultural and religious institutional forces make some forms of religious belief, practice, and coping more available to people than others.  Thus, although we can find commonalities in religious coping methods across cultures and traditions, we can discover distinctive forms of religious coping as well.  Beliefs in karma among Hindus and the impermanence of experience among Buddhists offer novel ways of reframing the meaning of negative life events (Phillips et al., in press; Tarakeshwar, Pargament, & Mahoney, 2003).  Similarly, many Swedes derive a sense of spiritual support from nature (Ahmadi, 2006), and the Dutch manifest a religiously “receptive” form of coping which reflects an openness to and trust in the eventual discovery of solutions to problems without specifying a divine agent that makes it possible (Van uden, Pieper, & Alma, 2004). 

At an individual level, religious coping is shaped in part by the person’s general orienting system of beliefs, practices, dispositions, and relationships.  Not surprisingly, a number of studies have shown that people are more likely to involve religion in coping when religion is a larger part of their orienting system (see Pargament, 1997 for review).  Religious coping methods become more accessible tools for dealing with life problems among those who are more religious (Spencer & McIntosh, 1990).  Additional evidence indicates that different kinds of general religious beliefs translate into different kinds of religious coping methods (Belavich & Pargament, 2002; Pargament et al., 1992).  For example, working with a sample of family members awaiting the outcome of surgery of a loved one, Belavich and Pargament (2002) found that different forms of attachment to God (i.e., secure, avoidant, anxious/ambivalent) were associated with different types of religious coping and different outcomes in turn.         
The role of religion in coping is determined by more than the availability of religion to the individual.   One of the consistent findings in the psychology of religion literature is that people tend to draw more deeply on religious resources in times of greatest stress. For example, in a study of fisherman from southern New England, Poggie, Pollnac, and Gersuny (1976) found that religious-like rituals were more common prior to longer, presumably more dangerous fishing trips than shorter ones.  Experimental and naturalistic studies have also shown that people are more likely to turn to religion when situations become increasingly threatening and harmful (see Pargament, 1997 for a review).  How do we explain these findings?  As noted above, more stressful situations are also more likely to reveal the limitations of our ordinary personal and social resources.  Pushed closer to the limits of tried and true methods of coping, alternatives become more compelling, particularly those that address issues of human insufficiency.  Along these lines, one study participant said:  “I would feel more like praying in the hour of death because I believe that only prayer can carry you through such a time” (Welford, 1947, p. 317).  Philosopher and theologian John E. Smith (1968) put it even more eloquently:   “Crisis times . . . direct our thoughts away from the banality of ordinary life to dwell, with awe and proper seriousness, upon the mystery of life itself. . . It is as if the times of crisis were so many openings into the depth of life, into its ground, its purpose, its finite character” (p. 59).    In short, the involvement of religion in coping grows out of not only the availability of religion to the individual, but also the degree to which religion is seen to offer compelling solutions to life problems.  

Religion can be Both Helpful and Harmful in Coping
Helpful Effects

Empirical studies indicate that stereotypical views of religion as merely a passive form of coping or a source of denial are not well-founded (see Pargament & Park, 1995).  Consider a few examples that challenge the common stereotype that religion promotes denial and passivity in the face of medical illness. Friedman et al. (2006) studied 124 women with breast symptoms and found that, in contrast to the religion-as-denial stereotype, those with higher levels of spirituality were less likely to delay seeking out a medical consultation for their symptoms.  In a study of African American women diagnosed with HIV, Prado et al. (2004) found that women who engaged in more religious behaviors were less likely to rely on avoidant methods of coping, such as denial and suppression.  Working with a sample of women dealing with ovarian cancer, Canada et al. (2006) reported that women who were more involved in religious practices and beliefs  made more active attempts to resolve problems associated with their illness. Finally, in a longitudinal study of patients with advanced cancer, patients who reported more positive religious coping were more likely to opt for intensive, life-prolonging end-of-life care in the last week of life (Phelps et al., 2009). These effects remained significant after adjusting for age, race, other coping styles, advance care planning, and terminal illness acknowledgment.
Judging from the research literature, it would be more accurate to say that religion is generally helpful to people coping with major life stressors.  According to survey studies of groups dealing with a wide range of critical events (e.g., combat veterans, hospital patients, widows, physically abused spouses, parents of children who are ill), 50 to 85% of the samples report that religion was helpful to them in coping (see Pargament, 1997).   A meta-analysis of 49 studies revealed significant ties between measures of positive religious coping (e.g., benevolent religious reappraisals, seeking spiritual support and connection) and measures of psychological adjustment (Ano & Vasconcelles, 2005).  For instance, religious coping has been associated with greater psychological well-being in studies of women coping with breast cancer (Gall, 2000), informal caregivers (Pearce, 2005), Latinos dealing with arthritis (Abraido-Lanza, Vasquez, & Echeverria, 1998), older adults living in deteriorated neighborhoods (Krause, 1998), church members (Bjorck & Thurman, 2007), and adults in the community under stress (Loewenthal, Macleod, Goldblatt, Lubitsch, & Valentine, 2000).        
A methodological note is important here.  Cross-sectional studies make it difficult to tease out the effects of two processes that may work in opposite directions – the effects of religious coping on health and well-being, and the mobilizing effects of stressors on religious coping.  For example, while religious coping may help to mitigate the effects of a major loss on depression (the direct effects model), higher levels of depression associated with a loss may trigger more religious coping (the religious coping mobilization model).  Of course, both models could be operating and, in essence, cancel each other out, in which case we would find a zero correlation between religious coping and depression.  To parcel out religious coping mobilization effects from the direct effects of religious coping on health, longitudinal studies are needed.  In fact, a number of longitudinal studies have been conducted and show that religious coping is predictive of changes in mental health over time (e.g., Ai, Dunke, Peterson, & Bolling, 1998; Alferi, Culver, Carver, Arena, & Antoni, 1999; Krause, 1998; Pargament et al., 2004; Tix & Frazier, 1998).
The majority of the studies cited above focus on the helpful effects of religious coping for measures of psychological health and well-being.  However, several studies have also linked religious coping to positive physical health outcomes, particularly among people facing serious medical illnesses.  For example, in one study of patients undergoing cardiac surgery, reports of greater strength and comfort from religion were associated with lower 12-month mortality rates (Oxman, Freeman, & Manheimer, 1995).  Similarly, Ai, Peterson, Bolling, and Rodgers. (2006) found that more positive religious coping assessed two weeks prior to heart surgery was predictive of better physical post-operative functioning, after controlling for depression and other possible confounding variables.  In a study of bereaved Japanese elders, Krause, Liang, Shaw, Sugisawa, Kimet al. (2002) found that those who believed in life after death were less likely to develop hypertension three years after the loss than those who did not hold beliefs in an after-life.  Ironson and her colleagues followed a sample of 100 HIV patients over four years and found that people who viewed God as loving were considerably more protected against declines in CD4 cell counts (Ironson, Stuetzle, Fletcher, & Ironson, 2006).   
Harmful Effects 
Although religion is generally helpful to people in coping, religion can at times contribute to greater stress and strain.  Earlier I noted that major life events can shake or shatter the individual’s most fundamental beliefs and values, including religious beliefs and values.  When this occurs, the individual is likely to experience a period of religious struggle, a time of tension, question, and conflict centering around spiritual matters.  We can distinguish among three types of religious struggle:  interpersonal struggles that involve tensions and conflicts with friends, family, clergy, or church around spiritual issues; intrapersonal struggles that embody questions and doubts about matters of faith as well as internal conflicts between higher and lower aspects of oneself; and divine struggles that focus on negative emotions toward God, including anger, anxiety, fear, and feelings of abandonment (Pargament, Ano, & Wachholtz, 2005).  .   

Religious struggles are not unusual.  For example, Nielsen (1998) found that 65% of an adult sample reported some kind of religious conflict in their lives, often interpersonal in character.  In a survey of a national sample of Presbyterians, only 35% indicated that they never had any religious doubts (Krause, Ingersoll-Dayton, Ellison & Wulff, 1999).  And surveys reveal that 10 to 50% of various samples express negative emotions to God (Exline & Rose, 2005; Fitchett, Rybarczyk, DeMarco, & Nicholas, 1999; Pargament, Koenig, & Perez, 2000). 

Religious struggles can be viewed as signs of a religion under stress.  At a deeper level, however, religious struggles represent active efforts by the individual to conserve or transform religion itself.  This process can be quite painful as we hear in the words of a 14-year old Nicaraguan girl: 
Many times I wonder how there can be a God – a loving God and where He is. . . I don’t understand why He lets little children in Third World countries die of starvation or diseases that could have been cured if they would have had the right medicines or doctors.  I believe in God and I love Him, but sometimes I just don’t see the connection between a loving God and a suffering hurting world. Why doesn’t He help us – if He truly loves us?  It seems like He just doesn’t care. Does He?  (Kooistra, 1990, pp. 91-92).  
The relationship between religious struggles and various indicators of psychological distress appears to be robust.  Empirical studies, cross-sectional and longitudinal, have linked religious struggles (often measured by negative religious coping subscales from the RCOPE or Brief RCOPE) to poorer psychological functioning (e.g., Ano & Vasconcelles, 2005; Exline, Yali, & Lobel, 1999; McConnell, Pargament, Ellison, & Flannelly, 2006).  For example, McConnell et al. (2006) examined the relationships between religious struggles and a battery of measures of psychopathology in a national sample.  Higher levels of religious struggles were tied to reports of greater generalized anxiety, phobic anxiety, depression, paranoid ideation, obsessive-compulsiveness, and somatization. 
As with studies of positive religious coping, much of the research on religious struggles has focused on psychological criteria of well-being.  However, in several studies, religious struggles have also been tied to indicators of poorer physical health status, including declines in independent functional status among medical rehabilitation patients (Fitchett et al., 1999), the development of more addictive behaviors among college students (Caprini-Feagin & Pargament, 2008), declines in CD-4 counts among patients with HIV (Ironson, Stuuezle, Fletcher, & Ironson, 2006; Trevino et al., in press), elevations in plasma Interleukin--6 – a cytokine that has been associated with heart disease – among patients immediately prior to cardiac surgery (Ai, Seymour, Tice, Kronfol, & Bolling, 2009), and even greater risk of mortality among medically ill elderly patients (Pargament, Koenig, Tarakeshwar, & Hahn, 2001).  In their longitudinal study of hospitalized elderly patients, Pargament and colleagues (2001) found that religious struggles at baseline were predictive of higher levels of mortality within the next two years, even after controlling for selective attrition, demographic factors, and baseline health and mental health. Divine struggles in particular were tied to a 22-33% greater risk of dying over the two year period.  
Consistent with research cited earlier on religious coping, attempts to account for the links between religious struggles and measures of health and well-being by controlling for alternate explanations have not been particularly successful.  For example, Burke, Evon, Sedway, and Egan (2005) found that religious struggles, particularly those involving God, continued to predict greater depression and anxiety among patients with end-stage lung disease, even after controlling for nonreligious coping.  In a study of women with panic disorder and other psychological problems, Trenholm, Trend, and Compton (1998) found that intrapsychic religious conflicts continued to predict psychological distress after accounting for conventional predictors of panic (state anxiety, irrational thinking, abnormal illness behavior).  Similarly, Pearce, Singer, and Prigerson (2006) studied 162 informal caregivers of terminally ill cancer patients, and found that struggles were tied to more burden, poorer quality of life, less satisfaction, and greater likelihood of major depressive and anxiety disorders. The effects were partially but not fully mediated through social support, optimism, and self-efficacy.  In an exception to this general pattern of results, Edmondson, Park, Chaudoir, and Wortmann (2008) worked with a sample of patients with end-stage congestive heart failure and found that the relationships between religious struggles and depression were fully mediated by concerns about death.  Overall, however, these studies suggest that, as with other dimensions of religiousness, religious struggles may play a distinctive role in the coping process.

Before moving on, it is important to note that a few studies have suggested that religious struggles may be tied to perceptions of growth as well as decline.  For instance, Profitt, Calhoun, Tedeshi, and Cann (2004) studied 30 clergy persons and found that higher levels of religious struggle were associated with higher levels of post-traumatic growth.  In a study of church members close to the Oklahoma City bombing site, those who reported more religious struggles also manifested higher levels of stress-related growth and symptoms of PTSD (Pargament, Smith et al., 1998).  These findings are provocative. They suggest that religious struggles may represent a fork in the road, one leading to potentially serious declines in physical and mental health, or to potential growth and development.  What determines the trajectory of religious struggles and religious coping more generally? 
No Single Key to Effective Religious Coping       

There is no single belief, practice, or experience that holds the key to effective religious coping.  Certainly we can identify forms of religious coping that are more and less helpful than others.  But, as noted earlier, religion (like coping) is a dynamic process that involves many elements interacting and evolving over time.  The nature of this process has as much if not more to do with the efficacy of religion in coping than any particular belief or practice (see Folkman, 1992).
A discussion of effective religious coping would take us beyond the focus of this paper (see Pargament, 2007 for a review), but I can offer two illustrative points.   First, effective religious coping is discerning.  Recall that religious coping methods take many different forms and serve a variety of purposes. The religious methods of coping that is effective in one situation may prove to be ineffective in another.  Bickel et al. 1998) illustrated this point in a study of Presbyterian church members. They found that, for people under high stress unlike their low stress counterparts, a self-directed religious coping style (i.e., coping without God’s help) was associated with increases in depression.  The opposite pattern emerged with respect to collaborative religious coping (i.e., coping together with God).  For people under high stress in contrast to those under low stress, increases in collaborative religious coping were associated with decreases in depression.  Johnson (1959) captures the importance of religious discernment in his comments about prayer:  
Prayer does not work as a substitute for a steel chisel or the wing of an airplane.  It does not replace muscular action in walking or faithful study in meeting an examination.  These are not the proper uses of prayer. But prayer may help to calm the nerves when one is using a chisel in bone surgery or bringing an airplane to a landing.  Prayer may guide one in choosing a destination to walk toward, and strengthen one’s purpose to prepare thoroughly for an examination” (pp. 142-143).    
Second, effective religious coping is nested in a nurturant social context. The Black church provides one of the best examples of this kind of context.  Several studies have shown that African-Americans experience particularly high levels of support from their church.  For instance, in a study of battered women, Gillum, Sullivan, and Bybee (2006) found that involvement in the church was associated with greater social support for non-white women but not for white women. Similarly, Krause (2003) conducted interviews with a national sample of black and white older adults and found that those who reported a greater sense of religious meaning (e.g., God has put me in this life for a purpose; God has a reason for everything that happens to me) reported greater life satisfaction, self-esteem and optimism. These effects were stronger for black than white elders.  Krause suggests that there may be something about the social context of African-American religion that is particularly beneficial.  Rooted in the Black church, African-Americans may be better equipped to understand the sufferings tied to slavery, racial prejudice and discrimination. Furthermore, the Black church may be especially capable of offering its members spiritual support, religious meaning, and powerful uplifting spiritual emotions that help them withstand life stressors.  

Religion can be Integrated More Fully into the Process of Treatment

Building on the body of empirical study that links religious coping with health and well-being, a number of researchers and practitioners have begun to develop and evaluate treatments that draw on religious coping resources or address religious struggles.  While this kind of work is still in its early stages of development, the results have been promising (see Pargament, 2007 for review).  Below I highlight some of this work.


Wachholtz and Pargament (2008) compared the effects of a spiritually-based concentration form of meditation with a secular concentration meditation in a sample of college students suffering from migraine headaches.  The students were randomly assigned to one of four groups:  those who meditated to a spiritual phrase (e.g., God is peace), those who meditated to an internal secular phrase (e.g., I am happy), or those who meditated to an external secular phrase (e.g., Grass is green).  A fourth group of students were taught a progressive relaxation method. The students practiced their technique for a month and were tested before, after, and one-month post treatment.  In comparison to the other three groups, the spiritual mediators reported significantly fewer headaches, less migraine headache pain, reductions in negative mood and anxiety, and greater pain tolerance as measured through a cold pressor task.  These findings are intriguing and suggest that the effects of some types of meditation can be enhanced when spiritual resources are integrated more explicitly into the practice. 
Richards, Berrett, Hardman, and Eggett (2006) evaluated the relative effectiveness of three treatments for women with eating disorders in an inpatient setting; a spirituality group that read a spiritual workbook and discussed the readings; a cognitive group that read a cognitive-behavioral self-help workbook and then discussed the readings; and an emotional support group that discussed nonspiritually related topics.  While all three groups reported positive changes, the spiritual group showed greater improvements in eating attitudes and spiritual well-being, and greater declines in indices of distress and social role conflict.  

Tarakeshwar, Pearce, and Sikkema (2005) tested an eight-week spiritual coping group intervention for men and women with HIV.  The program focused on helping participants address the spiritual struggles associated with HIV and draw on their religious resources more fully.  Participants showed significant reductions in depression and spiritual struggles, and significant increases in positive religious coping over the course of the intervention.

Murray-Swank and Pargament (2005) evaluated the effectiveness of an eight-session, spiritually integrated treatment for two female survivors of sexual abuse.  The sessions were designed to help the survivors deal with the spiritual struggles that had been triggered by their abuse. An interrupted time-series design tested for changes in religious coping, religious struggles, and religious well-being before, during, and after the intervention.  The two clients increased their use of positive religious coping and manifested greater religious well-being during the program. 
Gear and colleagues (2008) developed and evaluated a nine-week, manualized, spiritually-sensitive group intervention for college students who are struggling with spiritual issues.  The program was designed to help students articulate and normalize their struggles, develop their personal spiritual identity, broaden their coping responses, and engage in psychospiritual self-care.  The students demonstrated clinically significant improvements on indices of psychological distress, spiritual struggle, emotional regulation, and congruence between personal behavior and spiritual values.  One student described her experience this way:  ‘I’m happy that my spiritual struggle happened because it gave me the chance to reinvent myself and to grow as a person and to question some things.  Before I was angry that it was happening. But now I’m happy that it happened.  I’ve had two or three spiritual struggles and I’ve always come out a better person. So I think they’re necessary” (p. 6).  

Once again, this area of research is still in its infancy. Perhaps the findings of these studies are idiosyncratic.  However, a recent meta-analysis indicates that participants in spiritually integrated treatments showed greater benefits than those in comparative nonspiritual interventions (Smith, Bartz, & Richards, 2007).  Thus, efforts to integrate religion in the coping process in treatment appear to be promising.           

Future Directions for Research on Religious Coping
Even though research on religious coping has increased dramatically in the last ten years, questions still outnumber answers.  I conclude this paper by noting several of these important questions and directions for future study.  
What are the implications of religious coping for other religious traditions?  The lion’s share of research on religious coping has focused on Christian samples in the United States.  Initial steps have been taken to study religious coping among members of other religious traditions, including Muslims (e.g., Abu Raiya et al., 2008; Ai, Peterson, & Huang, 2003), Hindus (Tarakeshwar, Pargament, & Mahoney, 2003), Jews (Rosmarin, Pargament, Krumrei, & Flannelly, in press), and Buddhists (Phillips et al., in press).  Interestingly these studies have identified distinctive forms of religious coping, yet they have also pointed to some commonalities across religious traditions. For example, religious struggles have emerged as predictors of psychological distress for Christians, Muslims, Jews, and Hindus alike.  Nevertheless, these studies are just a beginning. Further research is needed to elaborate on points of similarity and dissimilarity in religious coping and their implications for the health and well-being of members of diverse religious traditions. 
What are the implications of religious coping for other social and cultural contexts?  Most of the research on religious coping has focused on western adults facing major medical illnesses or serious life trauma.  Little is known about the ways religion expresses itself in coping among people in non-western cultures.  Similarly, little is known about religious coping within other contexts, such as the workplace, school systems, correctional institutions, and families.  The few studies that have been conducted have yielded provocative results. For example, working with a sample of 100 adults coping with a recent divorce, Krumrei, Mahoney, and Pargament (in press) found that measures of religious coping and struggles were uniquely tied to adjustment after controlling for the effects of parallel nonreligious coping and struggle indices.  Similarly, in contrast to the notion that religion doesn’t become salient to youngsters until they reach the age of adolescence, two studies found religious coping to be commonplace among children dealing with illness and predictive of their well-being (Benore, Pargament, & Pendleton, 2008; Pendleton, Cavalli, Pargament, & Nasr, 2002).
What forms does religious coping take interpersonally?  There is an individualistic bias to the research on religious coping.  Yet, as the response to national tragedies such as the Oklahoma City bombing or the September 11 terrorist attacks illustrates, people often respond to crisis coming together to express their faith through shared prayers and rituals. Religion is expressed communally as well as individually, and the interpersonal nature of religious life may add a distinctive dimension to the coping process.  Along these lines, Brelsford and Mahoney (2008) examined the ways parents their college-age children cope with religious disagreements. Drawing on family systems theory, they defined and measured a relational form of religious coping -- “positive religious detriangulation” in which God becomes an advocate for love and harmony between parent and child rather than take sides.  Higher scores on this measure by parent-child dyads were associated with healthier parent-child relationships. Furthermore, parents and children who talked more about religious and spiritual issues experienced greater satisfaction and intimacy in their relationship.  These findings suggest that there may be considerable value to studying religious coping interpersonally as well as individually. 
How does religious coping unfold over time?  Investigations of religion and coping have tended to rely on “snapshots” of people dealing with stressors taken during one or two points in time.  Although this approach has yielded valuable information, it cannot offer a “moving picture” of how religion evolves and changes over the course of the coping process.  Toward that end, other methodologies are needed.  Narrative studies offer one way of capturing the ebb and flow of religious coping over time (e.g., Ganzevoort, 1998).  Diary studies represent another methodological approach.  For instance, recognizing the limitations to retrospective reports of coping (e.g., Stone, Greenberg, Kennedy-Moore, & Newman, 1991), Keefe et al. (2001) evaluated the role of daily spiritual experience and daily religious coping among people dealing with the pain associated with rheumatoid arthritis.  Participants kept structured daily diaries for 30 consecutive days in which they responded to standardized measures of religious coping, religious coping efficacy, spiritual experiences, pain, mood, and perceived social support.  Many of the participants reported spiritual experiences (e.g., feeling touched by the beauty of creation, feeling a desire to be closer to God) on a frequent basis.  Moreover, frequency daily spiritual experiences were linked with higher levels of daily positive mood, lower levels of daily negative mood, and higher social support.   

Finally, does sensitivity to the religious dimension enhance the efficacy of clinical interventions?  Building on the established links between religiousness, health, and well-being, psychologists have begun to move from research to practice.  As noted above, these initial efforts have yielded promising results.  But further research is needed to evaluate the efficacy of spiritually integrated treatments.  Particularly needed are controlled clinical trials comparing spiritually integrated treatments with standard treatments, and treatment matching analyses to determine whether the former are especially effective for more religious individuals.  
For too long, the religious dimension of coping has been neglected. Fortunately, the picture has changed dramatically in recent years.  It has become clear that religion is a potent resource in coping for many people, and a burden for others.  In either case, religion is an integral, rich, and multi-dimensional part of the coping process.  Any effort to understand and address the concept of coping that overlooks this distinctive dimension of life will remain incomplete.   
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Figure 1. Theoretical model of religion.

Table 1

The Many Methods of Religious Coping

Religious Methods of Coping to Find Meaning

Benevolent Religious Reappraisal – redefining the stressor through religion as potentially beneficial

Punishing God Reappraisal – redefining the stressor as a punishment from  God for the individual’s sins

Demonic Reappraisal – redefining the stressor as an act of the Devil

Reappraisal of God’s Powers – redefining God’s power to influence the stressful situation

Religious Methods of Coping to Gain Mastery and Control 

Collaborative Religious Coping – seeking control through a partnership with God in problem solving

Passive Religious Deferral – passive waiting for God to control the situation

Active Religious Surrender – active giving up of control to God in coping

Pleading for Direct Intercession – seeking control indirectly by pleading to God for a miracle or divine intervention

Self-Directing Religious Coping – seeking control through individual initiative rather than help from God

Religious Methods of Coping to Gain Comfort and Closeness to God

Seeking Spiritual Support – searching for comfort and reassurance through God’s love and care

Religious Focus – engaging in religious activities to shift focus from the stressor

Religious Purification – searching for spiritual cleansing through religious actions

Spiritual Connection – seeking a sense of connectedness with forces that transcend the self

Spiritual Discontent – expressing confusion and dissatisfaction with God’ relationship to the individual in the stressful situation

Marking Religious Boundaries – clearly demarcating acceptable from unacceptable religious behavior and remaining within religious boundaries

Religious Methods of Coping to Gain Intimacy with Others and Closeness to God

Seeking Support from Clergy or Members – searching for intimacy and reassurance through the life and care of congregation members and clergy

Religious Helping – attempting to provide spiritual support and comfort to others

Interpersonal Religious Discontent – expressing confusion and dissatisfaction with the relationship of clergy or members to the individual in the stressful situation

Religious Methods of Coping to Achieve a Life Transformation

Seeking Religious Direction – looking to religion for assistance in finding a new direction for living 

Religious Conversion – looking to religion for a radical change in life

Religious Forgiving – looking to religion for help in shifting from anger, hurt, and fear associated with an offense to peace
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