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Abstract
This study aimed to investigate the prevalence of religious coping and explore the 
association between religious coping, religiosity, and distress symptoms amongst 
364 outpatients diagnosed with psychosis in Singapore. Positive and Negative Reli-
gious Coping (PRC and NRC), religiosity (measuring the constructs of Organised 
Religious Activity (ORA), Non-Organised Religious Activity (NORA), and Intrin-
sic Religiosity (IR)) and severity of distress symptoms (depression, anxiety and 
stress) were self-reported by the participants. The majority of participants (68.9%) 
reported religion to be important in coping with their illness. Additionally, multiple 
linear regression analyses found that NRC was significantly associated with higher 
symptoms of distress. In contrast, ORA was significantly associated with lower anx-
iety symptom scores. Overall, the study indicates the importance of religion in cop-
ing with psychosis and the potential value in incorporating religious interventions in 
mental health care.
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Introduction

Religion, defined as an organised and institutional structure involving rituals, 
doctrines, and dogmas related to the sacred or the divine (Russinova & Cash, 
2007), has been reported to play an important role in the lives of patients with 
mental illnesses. However, while on the one hand, positive associations between 
religiosity and well-being (Koenig, 2012) and physical health (Seybold & Hill, 
2001) have been documented, religion has also been shown to worsen well-being 
and health (Pargament & Lomax, 2013).

Given the centrality of religion in the lives of many adherents, it is unsurpris-
ing that religious coping was found to be highly prevalent among individuals who 
have psychosis. For example, in a sample of consecutively admitted inpatients 
with psychosis, Kirov and colleagues (Kirov et  al., 1998) observed that 61% 
adopted religious coping when dealing with their disorder. Additionally, patients 
with schizophrenia and psychosis have tended to attribute religious elements to 
be the cause of their illness (Saravanan et al., 2007) and play an important part in 
their recovery journey (Heffernan et al., 2016).

Religious coping refers to “the use of religious beliefs or behaviours to facili-
tate problem-solving to prevent or alleviate the negative emotional consequences 
of stressful life circumstances” (Koenig et al., 1998). One of the best-established 
findings in the extant literature is the distinction between positive and negative 
religious coping, often abbreviated to PRC and NRC, respectively (Pargament 
et al., 1998). Positive religious coping is characterised by “religious forgiveness, 
seeking spiritual support, collaborating religious coping, spiritual connection, 
religious purification, and benevolent religious appraisal”, while NRC is defined 
by “spiritual discontent, punishing God reappraisals, interpersonal religious dis-
content, demonic reappraisal, and reappraisal of God’s powers” (Pargament et al., 
1998). Studies have shown that PRC can be protective and aid in one’s recovery 
from schizophrenia (Webb et al., 2011) and predicts better quality of life, social 
functioning, and clinical global impression (Mohr et al., 2011). It is also associ-
ated with greater reductions in depression and anxiety symptom scores (Rosmarin 
et al., 2013). Conversely, NRC has been shown in studies to contribute to a lower 
quality of life (Nolan et  al., 2012), high levels of depression and anxiety (Nur-
asikin et al., 2013; Rosmarin et al., 2013), and conflict with psychiatric treatment 
(Mohr et al., 2006).

While religious coping through PRC and NRC includes indices that measure 
how one might use religion to cope cognitively through thoughts and attitudes, 
another way to investigate the relationship between religion and distress symp-
toms might be through understanding one’s religiosity. The five-item measure 
of religiosity: the Duke University Religion Index (DUREL), identifies three 
dimensions of religiosity: organisational religious activity (ORA), non-organ-
isational religious activity (NORA), and intrinsic religiosity (IR; Koenig et  al., 
1997). ORA assesses public religious activity such as attending public religious 
services, while NORA assesses private religious activity such as prayer or read-
ing religious scriptures. IR, on the other hand, examines the degree of personal 
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religiosity or motivation. An intrinsically religious person identifies religion as 
their master motive, and all other dealings in life are brought into harmony with 
these beliefs (Allport & Ross, 1967). Thus, IR involves the pursuit of religion 
as an ultimate end in itself, as opposed to other extrinsic forms where religion 
is used as a means to something else (e.g., financial rewards or social status) 
(Koenig & Büssing, 2010). Currently, there seems to be a lack of research on the 
impact of religiosity on distress symptoms in populations with psychosis. How-
ever, in one of the few studies to date, Nurasikin and colleagues (2012) found 
that all three religiosity measures predicted lower overall distress symptom scores 
among psychiatric outpatients, including those with psychosis. In all, understand-
ing one’s religious beliefs and attitudes and how individuals are committed to 
their religious beliefs and attitudes might be important in creating a complete 
religious profile and possibly inform clinicians in planning or referring clients 
for religious interventions. Religious interventions (RIs) include involvement of 
religion in psychotherapy, meditation, and pastoral services. A recent systematic 
review and meta-analysis of randomised controlled clinical trials investigating 
RIs in mental health care indicated an association of RIs with reductions in clini-
cal symptoms such as depression and anxiety (Gonçalves et al., 2015).

Most of the extant research investigating the role of religion in patients with 
psychosis has been conducted in Western populations (Mohr et al., 2011; Nolan 
et al., 2012; Rosmarin et al., 2013). The present research sought to address this 
gap by examining the role religion plays among those with psychosis in a multi-
ethnic Asian country, Singapore. Singapore is a city-state-country in South East 
Asia, with a population of about 4.02 million citizens and permanent residents, 
with the majority comprising those of Chinese (74.3%), followed by Malay 
(13.5%) and Indian ethnicities (9.0%) (Department of Statistics, 2021). Notably, 
the 2020 Census Report  by the Department of Statistics (2021) highlighted the 
religious diversity in the population, with the majority having Buddhist (31.1%), 
no religion (20.0%), Christian (18.9%), and Islamic (15.6%) affiliations. Among 
those of Chinese ethnicity, Buddhism (40.4%) was the dominant affiliation, fol-
lowed by no religion (25.7%) and Christianity (21.6%). Among the Malay demo-
graphic, however, Islam was almost ubiquitously represented (98.8%). In the 
Indian demographic, there was some diversity, with the majority having Hindu 
(57.3), Islam (23.4%), and Christian (12.6%) affiliations. Among Buddhism, the 
Theravada, Chinese Mahayana, and Tibetan Vajrayana were the prominent forms 
in Singapore (Chia, 2009). For the Christians, the majority were Protestants, 
Orthodox, and those who classified themselves as “Other Christianity” in the sur-
vey (Mathews et  al., 2019). The majority of Muslims in Singapore were Sunni 
Muslims who subscribe to the Shafi’i’ school of thought (Bin Abbas, 2012). 
Given the existence of several religious belief systems and communities, it is not 
a surprise that religious syncretism, conceptualised as “hybridisation” and “trans-
figuration,” has been proposed to exist among the “Chinese religions” consist-
ing of Taoism, Buddhism, and Confucianism (Goh, 2009). All in all, Singapore 
presents an opportunity for investigation in a unique mix of ethnic groups and 
religious diversity that has been missing from research that has focused largely on 
western and protestant majority populations.
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Specifically, the current research aimed to: ascertain the prevalence of using reli-
gion in coping with psychosis and, investigate the relationship between religious 
coping patterns, religiosity, and distress symptoms. While this research is explora-
tory, it was hypothesised that (1) the majority of patients would report religion to be 
important in coping with their illness and that (2) positive religious coping would 
be associated with less distress while negative religious coping would be associated 
with greater distress.

Methods

Sample

The present research was conducted with outpatients who were seeking treatment 
at a tertiary psychiatric  hospital, the Institute of Mental Health (IMH), in Singa-
pore. The inclusionary criteria were that participants must be (a) Singapore citizens 
or permanent residents, (b) literate in English, (c) aged between 21 and 65 years, 
(d) diagnosed with any DSM-5 (American Psychiatric Association (2013) psychotic 
disorder or mood disorder with psychotic features except substance-induced psy-
chotic disorder, and (e) not diagnosed with any intellectual disability. Participants 
were recruited over a period of 15 months from January 2018 to April 2019.

Recruitment of participants was done using a combination of two methods: (1) 
attending clinicians referred interested patients to the study team, (2) study flyers 
were posted in the waiting areas of the clinic with relevant information about the 
study eligibility criteria and procedures along with the contact details of the study 
team members. Trained study team members, who were not directly involved in the 
treatment of the participants, explained the study procedures and obtained written 
informed consent from the participants. Participants then completed the self-report 
study questionnaire using a pencil and paper format. The data were entered into and 
subsequently managed using the REDCap1 electronic data capture tools hosted at 
the National Healthcare Group servers (NHG; Harris et al., 2009, 2019). The study 
questionnaire included participants’ socio-demographic information such as age, 
gender, and ethnicity, followed by the measures reported in the subsequent sections. 
Ethical approval for the study was obtained from the NHG Domain Specific Review 
Board (DSRB) and the IMH Institutional Research Review Committee (IRRC). All 
participants were provided an inconvenience fee of $40 SGD at the end of their par-
ticipation. Participants, on average, took 40 minutes to complete the required study 
procedures.

1REDCap (Research Electronic Data Capture) is a secure, web-based software platform designed to sup-
port data capture for research studies, providing (a) an intuitive interface for validated data capture; (b) 
audit trails for tracking data manipulation and export procedures; (c) automated export procedures for 
seamless data downloads to common statistical packages; and (d) procedures for data integration and 
interoperability with external sources.
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Measures

Religious Beliefs and Religiosity

Data on participants’ religious affiliation were obtained from the self-reported ques-
tionnaire. Participants were asked: “What is your religious preference?”. Possible 
response options were: “Baha’ism”, “Buddhism”, “Catholicism”, “Christianity”, 
“Hinduism”, “Islam”. “Jainism”, “Judaism, “Sikhism”, “Taoism”, “Zoroastrian-
ism”, “Atheism”, “Agnosticism”, and “Others” with an open text to specify. For 
the purpose of this study, participants who reported “Atheism”, “Agnosticism” or 
“Free-thinker” in the open text for the “others” option to the question on their reli-
gious affiliation, were re-categorised as “No affiliation” group. Those who reported 
“Catholicism” (n = 16) were subsumed under “Christianity”. Additionally, those 
who reported “Taoism” (n = 12) were merged with those who reported “Buddhism” 
under the category of “Buddhism/Taoism” given that many in Singapore who wor-
ship Taoist deities and/or follow Taoist practices also worship Buddha and/or follow 
Buddhist teachings (Sinha, 2008).

A question on belief in God / a Higher Power adapted from Rosmarin and col-
leagues (2013) was asked; ‘To what extent do you believe in God / a Higher 
Power?’. A 5-point Likert-type scale response was used, ranging from ‘Not at all’ to 
‘Very much’. Two questions adapted from Huguelet and colleagues (2006) were also 
asked; ‘How important is religion in coping with your illness?’ (“of no importance”, 
“of some importance”, “important”, “very important” or “essential”) and ‘Do you 
think religion is incompatible with psychiatric treatment?’ (“Yes” or “No”). For the 
purpose of the current study, those who reported “of no importance” or “of some 
importance” to the question on the importance of religion in coping with illness 
were categorised under the sub-category of “religion is not important in coping with 
illness” and those who reported otherwise were categorised under the sub-category 
of “religion is important in coping with illness.” These two sub-categories were lev-
els assigned to the variable: “attitude towards religious coping.” Participants who 
answered “Not at all” to the question “To what extent do you believe in God / a 
Higher Power?” and “Of no importance” to the question “How important is religion 
in coping with your illness?” were directed to skip the sections on religiosity and 
religious coping.

The Duke University Religion Index (DUREL; Koenig et al., 1997) is a 5-item, 
multidimensional measure of religiosity. The five items assess three important forms 
of religiosity: Organisational Religious Activity (ORA; one item), Non-Organisa-
tional Religious Activity (NORA; one item); and Intrinsic Religiosity (IR; three 
items). Possible scores on both the ORA and NORA subscales range from 1 to 6, 
while possible scores on the IR subscale score range from 3 to 15. As suggested 
for non-western samples by Koenig and colleagues (1997), the current study made 
amendments to the original scale. Additional examples of “temple” and “mosque” 
were added to the first item of the DUREL scale. The term “Bible study” was 
replaced with “reading religious scriptures,” and examples of “Bible,” “Koran,” 
“Bhagavad Gita,” and “writings of Buddha” were also added to the second item. 
The DUREL has shown good test–retest reliability, internal consistency, and validity 
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(Koenig & Büssing, 2010). The overall scale (Cronbach’s alpha = 0.81) and the IR 
subscale (Cronbach’s alpha = 0.83) indicated high internal consistency in the current 
study.

Religious Coping

The Brief RCOPE is a 14-item measure of the extent to which positive and nega-
tive religious coping methods are used to cope with major life stressors (Pargament 
et al., 1998). The measure comprises seven items that assess PRC and seven items 
that assess NRC. Each item is measured on a four-point scale anchored at 0 (“not 
at all”) and 3 (“a great deal”). The resulting scores for PRC and NRC consequently 
range from 0 to 21. Similar to previous studies using non-western samples (Gard-
ner & Cabral, 1990; Khan & Watson, 2006), the term “church” was replaced with 
“religious community” to avoid the risk of bias to certain religions. The term “God” 
was replaced with “God / a Higher Power” to address similar concerns over appro-
priateness for polytheistic and nontheistic religions. The internal consistency was 
found to be high in the current study for both PRC and NRC (Cronbach’s alpha for 
PRC = 0.94, NRC = 0.86).

Distress

The 21-item version of the Depression Anxiety Stress Scale (DASS-21; Antony 
et al., 1998) measures participants’ severity of negative emotional states of depres-
sion, anxiety, and stress. It contains three subscales of depression, anxiety, and 
stress, with each measure consisting of 7 items. Participant responses were scored 
on a four-point Likert scale ranging from “never” to “almost always.” Each of the 
subscale scores ranges from 0 to 21. All subscales showed high consistency in the 
current study (Cronbach’s alpha for depression = 0.90, anxiety = 0.83, stress = 0.90).

Clinical Information

The research team members extracted clinical information such as psychiatric diag-
nosis and age of onset of psychosis by reviewing patients’ medical records. For the 
purpose of this study, the patient’s primary diagnosis was categorised as schizophre-
nia and related psychosis or affective psychosis. The duration of participants’ illness 
was calculated by subtracting the age of onset of psychosis from their age when they 
participated in the study.

Statistical Analyses

The socio-demographic and clinical information of the study sample, and the prev-
alence of religious coping and religiosity, were reported using descriptive statis-
tics. Mean, standard deviations and range of scores were calculated for continuous 
variables and frequencies and percentages for categorical variables. As this was an 
exploratory study, correlation analyses (Pearson’s product momentum for correlation 
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between continuous variables, point-biserial for correlation between binary and con-
tinuous variables and phi coefficient for correlations between binary variables) were 
conducted to determine any significant correlations with the dependent variables for 
the later regression analyses. Lastly, three linear regression analyses were conducted 
to investigate the relationship between the independent variables of religiosity 
(ORA, NORA, IR), religious coping (PRC, NRC), and the three dependent variables 
of depression, anxiety, and stress symptoms, after adjusting for significant socio-
demographic and clinical variables from the previous correlation analyses. Statisti-
cally significant differences were evaluated at p < 0.05, using two-sided tests for the 
correlation analyses. For the three regression analyses, significant differences for p 
values were corrected to < 0.017 (or 0.05/3). All descriptive statistical analyses and 
correlation analyses were conducted using SPSS Statistics version 25 (IBM Corp., 
2017). The multiple linear regressions were conducted with R Studio (R Core Team, 
2019).

Results

After screening, a total of 374 participants out of the 671 eligible participants 
approached (55.7% response rate) completed the study, of which 10 participants 
were excluded due to incomplete data. The remaining 364 participants included in 
the study had a mean age of 35.2 years (SD = 10.8), with the majority being of Chi-
nese ethnicity (69.2%). Over half the sample belonged to the 21–34 years age group 
(54.1%), with most reporting themselves to be single (74.7%), and with pre-tertiary 
education (46.7%). The sample was distributed approximately equally in terms of 
gender. The most frequently reported religious affiliations in the current sample 
were: Christianity (29.7%), Buddhism/Taoism (25.8%), Islam (20.1%), and no affili-
ation (14.0%). The socio-demographic and clinical profiles of the participants are 
reported in Table 1.

Extent of Belief in God or a Higher Power, the Importance of Religion in Coping 
with Illness, and Prevalence of Religiosity

In the sample, 78.6% (n = 286/364) of participants answered at least “somewhat” to 
the question if they believe in a God or a Higher Power (6.0%: Not at all, 7.1%: Very 
little, 8.2%: undecided, 26.4%: somewhat, 52.2%: very much). In addition, 68.9% 
(n = 250/363) of participants answered at least “important” to the question if religion 
was important in coping with their illness (15.4%: of no importance, 15.7%: of some 
importance, 21.5%: important, 20.6%: very important, 26.7% essential).

Association Between Study Variables

Female gender was negatively correlated with depression symptoms, rpb 
(362) = − 0.13, p < 0.05. Malay ethnicity was positively correlated with all three 
distress measures of depression symptoms, rpb (362) = 0.11, p < 0.05, anxiety 
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symptoms, rpb (362) = 0.15, p < 0.01, and stress symptoms, rpb (361) = 0.11, p < 0.05. 
Being married or in a relationship was positively correlated with anxiety symptoms, 
rpb (362) = 0.11, p < 0.05, and stress symptoms, rpb (361) = 0.12, p < 0.05. Having 
secondary education was positively correlated with all three distress measures of 
depression symptoms, rpb (362) = 0.11, p < 0.05, anxiety symptoms, rpb (362) = 0.17, 
p < 0.01, and stress symptoms, rpb (361) = 0.11, p < 0.05. Having a religious affili-
ation to Islam was also positively correlated with all three distress measures of 
depression symptoms, rpb (357) = 0.13, p < 0.05, anxiety symptoms, rpb (357) = 0.16, 
p < 0.01, and stress symptoms, rpb (356) = 0.13, p < 0.05. Lastly, having a reli-
gious affiliation to Hinduism was negatively correlated with depression symptoms, 
rpb (357) = − 0.11, p < 0.05, and anxiety symptoms, rpb (357) =− 0.14, p < 0.01. 
(Table 2).

Association Between DUREL, Religious Coping Patterns, and Patient Distress

Three separate linear regressions were run, investigating the relationship between 
ORA, NORA, IR, religious coping (positive and negative), and the three aspects of 
distress (depression symptoms, anxiety symptoms, and stress symptoms) as the out-
come variables. Gender, marital status, highest education level, and religious affili-
ation were adjusted for in these analyses (Table 3). The ethnicity of the participants 
was not included as a predictor variable as it had a high variable inflation factor 
(VIF) of above 10, together with religious affiliation in the model, indicating mul-
ticollinearity. This was likely because all the participants who identified themselves 
as Malay (n = 57) also identified Islam as their religious affiliation.

ORA was negatively and significantly associated with the outcome variable of 
anxiety symptoms (β = − 0.99, p = 0.013). For all the three models, negative reli-
gious coping was positively and significantly associated with the outcome vari-
ables of depression symptoms (β = 0.66, p < 0.001), anxiety symptoms (β = 0.38, 
p < 0.001) and stress symptoms (β = 0.61, p < 0.001). Positive religious coping, how-
ever, was not significantly associated with any of the three outcomes in the models.

Discussion

With the majority of the sample reporting a belief in God or a Higher Power 
(78.6%) and religion being important in coping with their illness (68.9%), reli-
gion seems to play an important role in the lives of the majority of the outpatients 
with psychosis in Singapore, supporting the study hypothesis. These results are 
consistent with a larger study conducted on 1800 respondents in Singapore in the 
general population that found the majority of the population to have a belief in 
a God or higher power (Mathews et  al., 2019) and a Gallup poll that indicated 
that about 70% of Singaporeans adults indicated that religion was important in 
their daily lives (Crabtree, 2010). In comparison with a western population, the 
percentage of respondents who stated that religion was important in coping with 
their illness in the current sample (68.9%) was higher than that of a sample of 
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outpatients with schizophrenia in Geneva, Switzerland (58%) (Huguelet et  al., 
2006). The mean scores of PRC (18.5 ± 6.9) and NRC (12.3 ± 5.3) reported in the 
study are also higher than that reported in a sample of outpatients with schizo-
phrenia in the United States for both PRC (15.6 ± 4.18) and NRC (5.21 ± 3.76) 
(Nolan et al., 2012). It was also higher than that reported in a sample of outpa-
tients with schizophrenia in India for both PRC (14.6) and NRC (8.3) (Triveni 
et  al., 2017). While there seems to be a general trend of religion being more 
important in the daily lives of people living in low-income countries, countries 
such as the United States, Singapore, Italy, and Greece appear to go against this 
trend (Crabtree, 2010). Hence, it may not be appropriate to reduce the importance 
of religion to patients based on geography or income level alone, as other socio-
political reasons may contribute to the amount of value a society attributes to 
religion. Nonetheless, overall, the current study results reflect the importance of 
religion to outpatients with psychosis in Singapore, while the high mean scores 
on NRC point to potential areas of concern for clinicians to address, especially 
given the association between NRC and greater distress scores.

The findings of negative religious coping and its association with all three symp-
toms of distress (depression, anxiety, and stress) support the study hypothesis. These 
findings were also reported in a similar study conducted in Malaysia (Nurasikin 
et al., 2013) and a study conducted in the United States (Rosmarin et al., 2013). The 
findings suggest that employing negative religious coping methods might signifi-
cantly impact distress among patients with psychosis. Negative religious coping is 
characterised by “signs of spiritual tension, conflict and struggle with God and oth-
ers, as manifested by negative reappraisals of God’s powers (e.g., feeling abandoned 
or punished by God), demonic reappraisals (i.e., feeling the devil is involved in the 
stressor), spiritual questioning and doubting, and interpersonal religious discontent” 
(Pargament et al., 2011). As such, it is not difficult to see how such negative rep-
resentations of God / a higher power might lead to hopelessness and despair that 
might be reflected in the greater distress symptoms reported. While not measured in 
the current study, NRC has been associated with greater suicidal ideations (Rosma-
rin et al., 2013), further emphasising NRC’s damaging emotional and psychologi-
cal effects. In sum, the current results support the need to address NRC methods in 
therapy to alleviate patient distress.

Contrarily, against the study hypothesis, there were no significant associations 
found between positive religious coping and symptoms of distress. In their review 
of 29 studies that used the Brief RCOPE to measure PRC and NRC methods, Parga-
ment and colleagues (2011) found that PRC was consistently associated with greater 
well-being but not consistently with negative constructs. This is coherent with the 
current study that did not find any significant relationship between PRC and the neg-
ative constructs of greater distress symptoms. PRC might hence play a bigger role 
in improving overall well-being (not measured in the current study) than alleviat-
ing negative outcomes such as distress symptoms. Nonetheless, the interpretation 
of the significant associations in the present study must be made cautiously due to 
the cross-sectional nature of this study. It might also be possible that patients facing 
greater distress (depression, anxiety and stress symptoms) due to their psychopa-
thology or living conditions are more likely to view God or a Higher Power in a 
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negative light (for example: abandoning them or punishing them for something they 
did) as an attribution for their negative circumstances.

Our finding that religious attendance was associated with lower anxiety symp-
toms is consistent with the extant literature on non-psychiatric populations (Ellison 
et al., 2009; Jansen et al., 2010; Sternthal et al., 2010). Thus, it might be possible 
that ORA protects against anxiety due to the social and emotional support offered by 
the religious community. Aliche and colleagues (2020), in their study, suggest that 
religious attendance might help in emotion regulation (by way of reconstruction of 
the meaning of one’s illness) which might reduce anxiety symptoms. However, due 
to the cross-sectional design of the current study, temporal relationships cannot be 
affirmed as it might also be possible that increased anxiety symptoms might pro-
mote social withdrawal and hence impede participation in ORA.

The importance of religion in coping with their illness reported in this study and 
the association reported between NRC and depression, anxiety, and stress symp-
toms, adds weight to recent studies and suggests the need for clinicians to address 
the religious beliefs of their clients in practice (Koenig, 2008). This is supported 
by previous research that also suggests the importance of religion in coping and 
patients’ desire for their religious needs to be considered in clinical care (D’Souza, 
2016). Mizock and colleagues (2012) have delineated steps that psychotherapists 
might take to integrating religious perspectives in psychotherapy and provide reli-
giously sensitive care. These steps include training in the domain of the clients’ 
religious belief systems and rituals, inquiring about and assessing the role of the 
religion in the lives of their clients, and lastly, implementation. Implementation 
includes steps such as “formulation and understanding of individual’s (religious) 
goals and making connections to appropriate resources in therapy.” However, it must 
be noted that some clinical establishments might not have the adequate resources to 
train psychotherapists in the domain of the religious belief systems of the clients, 
or some clients might have unique religious needs that warrant greater expertise to 
address them. Clients in such scenarios could alternatively be referred to “religious 
organisations or groups, clergy, religious leaders or other facilitators of religious 
processes, exercising caution to ensure that the referral is likely to be helpful and 
not harmful” (Mizock et al., 2012). These groups or individuals could work together 
with the clinical teams, considering clients’ spiritual concerns and needs, thus treat-
ing clients more holistically.

The main strength of the current study is that it is one of the few in Asia and multi-
ethnic populations. To the best of our knowledge, it is the first in Singapore to investi-
gate the role religion plays in the population with psychosis. It provides valuable infor-
mation for clinical practice, emphasising the importance of religion among patients 
with psychosis. Additionally, with the lack of research on how religiosity (ORA, 
NORA, and IR) might influence distress symptoms amongst those with psychosis, the 
current study provides early findings worth further investigation. While the current 
research has its strengths, it is not without its limitations. In the current research, due to 
the lack of available validated instruments in non-English languages, participants who 
were not literate in English were excluded from the study. The results of the current 
study might hence not be generalisable to these populations. Additionally, participants 
of each religious affiliation group were deemed a homogeneous sample, whereas in 
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reality, there might be differences in how one perceives their relationship with God or 
a higher power based on their specific religious community (within the major religious 
groups).

Conclusion

This study demonstrates that religion plays an important role in both coping and the 
psychopathology of outpatients seeking help for psychosis in a tertiary care setting in 
Singapore. While increasingly research has focused on the relationship between reli-
gion and outcomes (both positive and negative) through the pattern of religious cop-
ing used, little research has investigated why certain patients are more likely to employ 
a specific type of religious coping pattern. This information might be helpful when 
addressing the underlying causes for using negative coping methods in psychothera-
peutic practice. Nonetheless, the current findings reinforce the burgeoning voice to 
integrate religiosity in mental health care.

Author’s Contributions LC was the PI of the study and was responsible for the statistical analysis and 
writing the paper. AJ and FD provided input into the study protocol, assisted with the conduct of the 
study and provided intellectual input into the paper. Kumarasan Roystonn assisted in the conduct of the 
study and provided intellectual input in the paper. EA assisted with the statistical analysis and provided 
input into the study protocol and provided intellectual input into the paper. Charmaine Tang and Swapna 
Verma were provided input into the study protocol, provided access to patients to participate in the study 
and provided intellectual input into the paper. Siow Ann Chong provided access to patients to participate 
in the study and provided intellectual input into the paper. Jonathan Ramsay provided intellectual input 
into the paper. Mythily Subramaniam provided input into the study protocol and conduct of the study, and 
provided intellectual input into the paper.

Funding This research is supported by the Singapore Ministry of Health’s National Medical Research 
Council (NMRC) under its Centre Grant (CG) Programme (Ref No. NMRC/CG/M002/2017_IMH). The 
funding body had no role in the design of the study and collection, analysis, and interpretation of data and 
in writing of the manuscript.

Availability of Data and Material The datasets and material used and/or analysed during the current study 
are available from the corresponding author on reasonable request.

Declarations 

Conflict of interest The authors declare that they have no financial or non-financial interests to disclose.

Ethical Approval and Consent to Participate Ethical approval for the study was obtained from the National 
Healthcare Group of Singapore Domain Specific Review Board (DSRB) and the Institute of Mental Health 
Clinical Research Committee (CRC). Written informed consent was obtained from all participants. All the 
data was collected in accordance with the ethical standards of both DSRB and CRC.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, 
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as 
you give appropriate credit to the original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other third party material in this article 
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 



1 3

Journal of Religion and Health 

material. If material is not included in the article’s Creative Commons licence and your intended use is 
not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen 
ses/ by/4. 0/.

References

Aliche, J. C., Ifeagwazi, C. M., Chukwuorji, J. C., & Eze, J. E. (2020). Roles of religious commit-
ment, emotion regulation and social support in preoperative anxiety. Journal of Religion and 
Health, 59(2), 905–919. https:// doi. org/ 10. 1007/ s10943- 018- 0693-0

Allport, G. W., & Ross, J. M. (1967). Personal religious orientation and prejudice. Journal of Person-
ality and Social Psychology, 5(4), 432–443. https:// doi. org/ 10. 1037/ h0021 212

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th 
ed.)

Antony, M. M., Bieling, P. J., Cox, B. J., Enns, M. W., & Swinson, R. P. (1998). Psychometric proper-
ties of the 42-item and 21-item versions of the depression anxiety Stress scales in clinical groups 
and a community sample. Psychological Assessment, 10(2), 176–181. https:// doi. org/ 10. 1037/ 
1040- 3590. 10.2. 176

Bin Abbas, A. (2012). The Islamic legal system in Singapore. Washington International Law Journal, 
21(1), 163.

Chia, J. (2009). Buddhism in Singapore: A state of the field review. Asian Culture, 33, 81–93.
Crabtree, S. (2010, August 31). Religiosity Highest in World’s Poorest Nations. Gallup. https:// news. 

gallup. com/ poll/ 142727/ Relig iosity- Highe st- World- Poore st- Natio ns. aspx
D’Souza, R. (2016). Do patients expect psychiatrists to be interested in spiritual issues? Australasian 

Psychiatry. https:// doi. org/ 10. 1046/j. 1440- 1665. 2002. 00391.x
Department of Statistics. (2021). Singapore census of population 2020, statistical release 1: Demo-

graphic characteristics, education, language and religion. https:// www. sings tat. gov. sg/ publi catio 
ns/ refer ence/ cop20 20/ cop20 20- sr1

Ellison, C. G., Burdette, A. M., & Hill, T. D. (2009). Blessed assurance: Religion, anxiety, and tran-
quility among US adults. Social Science Research, 38(3), 656–667. https:// doi. org/ 10. 1016/j. 
ssres earch. 2009. 02. 002

Gardner, J. J., & Cabral, D. A. (1990). Sexually abused adolescents: A distinct group among sexually 
abused children presenting to a children’s hospital. Journal of Paediatrics and Child Health, 
26(1), 22–24. https:// doi. org/ 10. 1111/j. 1440- 1754. 1990. tb023 73.x

Goh, D. (2009). Chinese religion and the challenge of modernity in Malaysia and Singapore: Syncre-
tism, hybridisation and transfiguration. Asian Journal of Social Science. https:// doi. org/ 10. 1163/ 
15685 3109X 385411

Gonçalves, J. P. B., Lucchetti, G., Menezes, P. R., & Vallada, H. (2015). Religious and spiritual inter-
ventions in mental health care: A systematic review and meta-analysis of randomized controlled 
clinical trials. Psychological Medicine, 45(14), 2937–2949. https:// doi. org/ 10. 1017/ S0033 29171 
50011 66

Harris, P. A., Taylor, R., Minor, B. L., Elliott, V., Fernandez, M., O’Neal, L., McLeod, L., Delacqua, G., 
Delacqua, F., Kirby, J., & Duda, S. N. (2019). The REDCap consortium: Building an international 
community of software platform partners. Journal of Biomedical Informatics, 95, 103208. https:// 
doi. org/ 10. 1016/j. jbi. 2019. 103208

Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. (2009). Research elec-
tronic data capture (REDCap)—A metadata-driven methodology and workflow process for provid-
ing translational research informatics support. Journal of Biomedical Informatics, 42(2), 377–381. 
https:// doi. org/ 10. 1016/j. jbi. 2008. 08. 010

Heffernan, S., Neil, S., Thomas, Y., & Weatherhead, S. (2016). Religion in the recovery journey of indi-
viduals with experience of psychosis. Psychosis, 8(4), 346–356. https:// doi. org/ 10. 1080/ 17522 439. 
2016. 11723 34

Huguelet, P., Mohr, S., Borras, L., Gillieron, C., & Brandt, P.-Y. (2006). Spirituality and religious prac-
tices among outpatients with schizophrenia and their clinicians. Psychiatric Services (Washington, 
D.C.), 57(3), 366–372. https:// doi. org/ 10. 1176/ appi. ps. 57.3. 366

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s10943-018-0693-0
https://doi.org/10.1037/h0021212
https://doi.org/10.1037/1040-3590.10.2.176
https://doi.org/10.1037/1040-3590.10.2.176
https://news.gallup.com/poll/142727/Religiosity-Highest-World-Poorest-Nations.aspx
https://news.gallup.com/poll/142727/Religiosity-Highest-World-Poorest-Nations.aspx
https://doi.org/10.1046/j.1440-1665.2002.00391.x
https://www.singstat.gov.sg/publications/reference/cop2020/cop2020-sr1
https://www.singstat.gov.sg/publications/reference/cop2020/cop2020-sr1
https://doi.org/10.1016/j.ssresearch.2009.02.002
https://doi.org/10.1016/j.ssresearch.2009.02.002
https://doi.org/10.1111/j.1440-1754.1990.tb02373.x
https://doi.org/10.1163/156853109X385411
https://doi.org/10.1163/156853109X385411
https://doi.org/10.1017/S0033291715001166
https://doi.org/10.1017/S0033291715001166
https://doi.org/10.1016/j.jbi.2019.103208
https://doi.org/10.1016/j.jbi.2019.103208
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1080/17522439.2016.1172334
https://doi.org/10.1080/17522439.2016.1172334
https://doi.org/10.1176/appi.ps.57.3.366


 Journal of Religion and Health

1 3

IBM Corp. (2017). IBM SPSS Statistics for Windows, Version 25.0. IBM Corp.
Jansen, K. L., Motley, R., & Hovey, J. (2010). Anxiety, depression and students’ religiosity. Mental 

Health, Religion & Culture, 13(3), 267–271. https:// doi. org/ 10. 1080/ 13674 67090 33528 37
Khan, Z. H., & Watson, P. J. (2006). Construction of the Pakistani religious coping practices scale: Cor-

relations with religious coping, religious orientation, and reactions to stress among Muslim univer-
sity students. International Journal for the Psychology of Religion, 16(2), 101–112. https:// doi. org/ 
10. 1207/ s1532 7582i jpr16 02_2

Kirov, G., Kemp, R., Kirov, K., & David, A. S. (1998). Religious faith after psychotic Illness. Psychopa-
thology, 31(5), 234–245. https:// doi. org/ 10. 1159/ 00002 9045

Koenig, H. (2008). Religion and mental health: What should psychiatrists do? Psychiatric Bulletin, 32(6), 
201–203. https:// doi. org/ 10. 1192/ pb. bp. 108. 019430

Koenig, H. (2012). Religion, spirituality, and health: The research and clinical implications. International 
Scholarly Research Notices. https:// doi. org/ 10. 5402/ 2012/ 278730

Koenig, H., & Büssing, A. (2010). The Duke University religion index (DUREL): A five-item measure 
for use in epidemological studies. Religions, 1(1), 78–85. https:// doi. org/ 10. 3390/ rel10 10078

Koenig, H., Pargament, K. I., & Nielsen, J. (1998). Religious coping and health status in medically ill 
hospitalized older adults. The Journal of Nervous and Mental Disease, 186(9), 513–521. https:// doi. 
org/ 10. 1097/ 00005 053- 19980 9000- 00001

Koenig, H., Parkerson, G. R., Jr., & Meador, K. G. (1997). Religion index for psychiatric research. The 
American Journal of Psychiatry, 154(6), 885–886. https:// doi. org/ 10. 1176/ ajp. 154.6. 885b

Mathews, M., Lim, L., & Selvarajan, S. (2019). Religion in Singapore: The private and public spheres. 
IPS Working Papers No. 33. https:// doi. org/ 10. 25818/ ays4- pq79

Mizock, L., Millner, U. C., & Russinova, Z. (2012). Spiritual and religious issues in psychotherapy with 
schizophrenia: Cultural implications and implementation. Religions, 3(1), 82–98. https:// doi. org/ 10. 
3390/ rel30 10082

Mohr, S., Brandt, P.-Y., Borras, L., Gilliéron, C., & Huguelet, P. (2006). Toward an integration of spiritu-
ality and religiousness into the psychosocial dimension of schizophrenia. The American Journal of 
Psychiatry, 163(11), 1952–1959. https:// doi. org/ 10. 1176/ ajp. 2006. 163. 11. 1952

Mohr, S., Perroud, N., Gillieron, C., Brandt, P.-Y., Rieben, I., Borras, L., & Huguelet, P. (2011). Spiritual-
ity and religiousness as predictive factors of outcome in schizophrenia and schizo-affective disor-
ders. Psychiatry Research, 186(2–3), 177–182. https:// doi. org/ 10. 1016/j. psych res. 2010. 08. 012

Nolan, J. A., McEvoy, J. P., Koenig, H., Hooten, E. G., Whetten, K., & Pieper, C. F. (2012). Religious 
coping and quality of life among individuals living with schizophrenia. Psychiatric Services (Wash-
ington, D.C.), 63(10), 1051–1054. https:// doi. org/ 10. 1176/ appi. ps. 20100 0208

Nurasikin, M. S., Khatijah, L. A., Aini, A., Ramli, M., Aida, S. A., Zainal, N. Z., & Ng, C. G. (2013). 
Religiousness, religious coping methods and distress level among psychiatric patients in Malay-
sia. The International Journal of Social Psychiatry, 59(4), 332–338. https:// doi. org/ 10. 1177/ 00207 
64012 437127

Pargament, K., Feuille, M., & Burdzy, D. (2011). The brief RCOPE: Current psychometric status of a 
short measure of religious coping. Religions, 2(1), 51–76. https:// doi. org/ 10. 3390/ rel20 10051

Pargament, K., & Lomax, J. (2013). Understanding and addressing religion among people with mental 
illness. World Psychiatry, 12(1), 26–32. https:// doi. org/ 10. 1002/ wps. 20005

Pargament, K., Smith, B., Koenig, H., & Perez, L. (1998). Patterns of positive and negative religious cop-
ing with major life stressors. Journal for the Scientific Study of Religion, 37(4), 710–724. https:// doi. 
org/ 10. 2307/ 13881 52

R Core Team. (2019). R: A language and environment for statistical computing. R Foundation for Statis-
tical Computing. https:// www.R- proje ct. org/

Rosmarin, D. H., Bigda-Peyton, J. S., Öngur, D., Pargament, K. I., & Björgvinsson, T. (2013). Religious 
coping among psychotic patients: Relevance to suicidality and treatment outcomes. Psychiatry 
Research, 210(1), 182–187. https:// doi. org/ 10. 1016/j. psych res. 2013. 03. 023

Russinova, Z., & Cash, D. (2007). Personal perspectives about the meaning of religion and spirituality 
among persons with serious mental illnesses. Psychiatric Rehabilitation Journal, 30(4), 271–284. 
https:// doi. org/ 10. 2975/ 30.4. 2007. 271. 284

Saravanan, B., Jacob, K. S., Johnson, S., Prince, M., Bhugra, D., & David, A. S. (2007). Belief models in 
first episode schizophrenia in South India. Social Psychiatry and Psychiatric Epidemiology, 42(6), 
446–451. https:// doi. org/ 10. 1007/ s00127- 007- 0186-z

https://doi.org/10.1080/13674670903352837
https://doi.org/10.1207/s15327582ijpr1602_2
https://doi.org/10.1207/s15327582ijpr1602_2
https://doi.org/10.1159/000029045
https://doi.org/10.1192/pb.bp.108.019430
https://doi.org/10.5402/2012/278730
https://doi.org/10.3390/rel1010078
https://doi.org/10.1097/00005053-199809000-00001
https://doi.org/10.1097/00005053-199809000-00001
https://doi.org/10.1176/ajp.154.6.885b
https://doi.org/10.25818/ays4-pq79
https://doi.org/10.3390/rel3010082
https://doi.org/10.3390/rel3010082
https://doi.org/10.1176/ajp.2006.163.11.1952
https://doi.org/10.1016/j.psychres.2010.08.012
https://doi.org/10.1176/appi.ps.201000208
https://doi.org/10.1177/0020764012437127
https://doi.org/10.1177/0020764012437127
https://doi.org/10.3390/rel2010051
https://doi.org/10.1002/wps.20005
https://doi.org/10.2307/1388152
https://doi.org/10.2307/1388152
https://www.R-project.org/
https://doi.org/10.1016/j.psychres.2013.03.023
https://doi.org/10.2975/30.4.2007.271.284
https://doi.org/10.1007/s00127-007-0186-z


1 3

Journal of Religion and Health 

Seybold, K. S., & Hill, P. C. (2001). The role of religion and spirituality in mental and physical health. 
Current Directions in Psychological Science, 10(1), 21–24. https:// doi. org/ 10. 1111/ 1467- 8721. 
00106

Sinha, V. (2008). ‘Hinduism’ and ‘Taoism’ in Singapore: Seeing points of convergence. Journal of South-
east Asian Studies, 39(1), 123–147. https:// doi. org/ 10. 1017/ S0022 46340 80000 64

Sternthal, M. J., Williams, D. R., Musick, M. A., & Buck, A. C. (2010). Depression, anxiety, and reli-
gious Life: A search for mediators. Journal of Health and Social Behavior, 51(3), 343–359. https:// 
doi. org/ 10. 1177/ 00221 46510 378237

Triveni, D., Grover, S., & Chakrabarti, S. (2017). Religiosity among patients with schizophrenia: An 
exploratory study. Indian Journal of Psychiatry, 59(4), 420. https:// doi. org/ 10. 4103/ psych iatry. India 
nJPsy chiat ry_ 17_ 17

Webb, M., Charbonneau, A. M., McCann, R. A., & Gayle, K. R. (2011). Struggling and enduring with 
God, religious support, and recovery from severe mental illness. Journal of Clinical Psychology, 
67(12), 1161–1176. https:// doi. org/ 10. 1002/ jclp. 20838

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published maps 
and institutional affiliations.

https://doi.org/10.1111/1467-8721.00106
https://doi.org/10.1111/1467-8721.00106
https://doi.org/10.1017/S0022463408000064
https://doi.org/10.1177/0022146510378237
https://doi.org/10.1177/0022146510378237
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_17_17
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_17_17
https://doi.org/10.1002/jclp.20838

	Religiosity, Religious Coping and Distress Among Outpatients with Psychosis in Singapore
	Abstract
	Introduction
	Methods
	Sample
	Measures
	Religious Beliefs and Religiosity
	Religious Coping
	Distress

	Clinical Information
	Statistical Analyses

	Results
	Extent of Belief in God or a Higher Power, the Importance of Religion in Coping with Illness, and Prevalence of Religiosity
	Association Between Study Variables
	Association Between DUREL, Religious Coping Patterns, and Patient Distress

	Discussion
	Conclusion
	References




