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Abstract
Investigating the role of religiosity in coping with health anxiety during the outbreak 
of COVID-19 assumes significance given the continued onslaught of the pandemic 
and the importance of religion in many societies of the world. The aim of this study 
is to test the relationship between religious coping and health anxiety in Pakistani 
Muslims. The online survey method was used to collect data from 408 respondents. 
Structural equational modeling was performed, with results indicating that people 
who are suffering with health anxiety opt for religious coping (β = .54, R2 = .29, 
p < .001). We conclude that it is important to consider the role of religion and spirit-
uality during pandemic-induced anxiety. There are implications for counselors, phy-
sicians and researchers to integrate religious coping methods when planning mental 
health interventions during pandemics and otherwise.
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Introduction

After the initial outbreak of the coronavirus in China, the virus spread rapidly 
around  the world, leading to large-scale morbidity and mortality (Zylke et  al. 
2020). Uncertainty of when the pandemic would end and how it might affect indi-
vidual lives has led to immeasurable fear and panic across societies (Nicomedes 
et  al. 2020). According to the World Health Organization (2020a), coronavirus 
has affected more than 107 million people and killed more than 2.4 million peo-
ple across the world. In Pakistan, the first case of coronavirus was noted on 26th 
February 2020 (Salman et al. 2020), and one year later in February 2021, govern-
ment records report that more than 0.5 million people have been diagnosed and 
12,000 have succumbed to it. Insecurity about health and indefinite social dis-
tancing led to considerable health anxiety in people (Hart 2020). Health anxiety 
is the excessive fear in individuals with minor or no symptom that they are suffer-
ing from a severe or life-threatening medical condition (Asmundson et al. 2020).

Epidemics have been known to create an environment of uncertainty followed 
by panic, fear and anxiety (Clark 2003; Person et  al. 2004). The World Health 
Organization has recently confirmed that there is high risk of individuals expe-
riencing symptoms of anxiety, psychosis and even suicidal ideation during out-
break of communicable diseases (WHO 2020b). Growing fear of infection and 
moral distress has been noted in people due to the novelty of the coronavirus 
(Peteet 2020). Additionally, the lockdown and physical distancing has added to 
considerable apprehension (VanderWeele 2020). Recent studies confirm that 
mass quarantine can cause immense fear and anxiety in people (Lima et al. 2020). 
Researchers have also highlighted that survivors of infectious disease experience 
psychological problem even after the epidemic is over (James et al. 2019).

Research from previous pandemics like the Ebola virus reveals that survivors 
experienced different multiple health issues like obsession-compulsion, anxi-
ety and paranoid ideation (Gesser-Edelsburg et al. 2017; Ji et al. 2017; Wadoum 
et  al. 2017). Similarly, the Zika virus pandemic caused considerable anxiety in 
the public (Blakey et al. 2017). Since the outbreak of the coronavirus pandemic 
research has confirmed that there is fear in populations across the world with con-
sequences for their mental health (Ahorsu et al. 2020; Fitzpatrick et al. 2020; and 
Ornell et  al. 2020; Lee 2020). Anxiety caused by infectious disease outbreaks 
is known to lead to behavioral changes in populations (Tan et  al. 2004). In the 
face of social isolation and lockdown, individuals go through complex decision-
making about how to cope and survive (Abdulkareem et al. 2020). Strategies for 
coping usually emerge from early socialization (Ruland et al. 2015), ideology and 
belief systems (Zhao et al. 2015).

In the past few decades, interest in the scientific study of religion and health 
has risen exponentially (Gall 2000; Hong et  al. 2020). Contemporary sociopsy-
chology, including behaviorism, psychodynamics, humanism and transpersonal-
ism, has made efforts to investigate religious coping strategies for healing (Levin 
2009). Religious coping comprises cognitive or behavioral coping techniques 
and often stems directly from an individual’s religious beliefs system (Tix et al. 
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1998). Religious coping can be an important strategy for populations practic-
ing physical distancing during the coronavirus pandemic.  In fact, when people 
have least control over their lives and face uncertainty, they are known to turn to 
religion as a coping strategy (Hart et al. 2020). Religious beliefs provide coping 
responses to stress by facilitating acceptance and adjustment to new life circum-
stances (Wortmann et  al. 2008). Recent studies also suggest that religious and 
spiritual faith can provide comfort (Levin 2020), emotional stability (Huang et al. 
2020) and relief from stress (Chirico et al. 2020).

With a population of 220 million people, Pakistan is the fifth most populated coun-
try in the world and the second most populated Muslim country (Worldometer 2020). 
Religion has a pivotal role in the lives of the 98% majority Muslim population. People 
in the country are known to seek guidance from religion whenever they are in trouble 
and to practice religion as a coping strategy when they face health problems (Shafiq 
2020). Psychologists have highlighted a substantial increase in mental health challenges 
faced by the population since the outbreak of the coronavirus pandemic (Mukhtar 
2020). Locally, there has been research about the anxiety experienced by healthcare 
workers during COVID 19 (Mahmood et al. 2021), stigma faced by family members 
of COVID-19 patients (Rizvi Jafree et al. 2020) and the socio-psychological experi-
ences of people during the pandemic (Mahmood et al. 2020). However, research about 
which coping strategies have been used to deal with mental health issues caused by the 
pandemic has been relatively neglected (Xiang et al. 2020). Furthermore, the role of 
religious coping strategies to manage pandemic-induced anxiety has been ignored (Lee 
2020).

Aim of study

To the best of the researcher’s knowledge, this is the first study attempting to under-
stand the relationship between health anxiety and religious coping during the pandemic 
in Pakistani Muslims. Understanding the role of religion in coping with the pandemic 
has implications for planning of policy and resilience in the face of future health cri-
ses. Mental health problems caused by this pandemic demand the effort of independ-
ent researchers for the planning of policy support and resilience building (Torales et al. 
2020).

Methods

Ethics approval for this study was obtained from the Department of Sociology, Interna-
tional Islamic University, Islamabad.
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Participants

The survey was administered to the Muslim population of Pakistan above the age 
of 18 years. Demographic questions related to religious belonging and age were 
mandatory for submission before the survey could be continued.

Data Collection

Strict lockdown was initiated by the Government of Pakistan across the country 
from March 2020 to October 2020 (Saeed et  al. 2021). The data for this study 
were collected between two weeks, from 4th April 2020 to 17th April 2020, while 
the coronavirus pandemic was at its peak in the country. The online Google sur-
vey was used for data collection due to the lockdown and to secure social distanc-
ing. An e-link of the study questionnaire was circulated on popular social media 
platforms, including Facebook, Twitter and Whatsapp. The respondents were 
requested to participate in the study on a voluntary basis with a written sum-
mary of the study objective. Contact details of the first author were shared in case 
respondents had questions or needed more clarity. Informed consent was taken 
electronically. A total of 408 respondents completed the questionnaire.

Study Variables

Socio‑demographic Characteristics

The survey included seven questions related to the socio-demographic character-
istics of the respondents, including: gender, education, marital status, perceived 
social class, family type and district area.

Health Anxiety

We used the short health anxiety inventory (SHAI) developed by Salkovskis 
(2002) to measure health anxiety independent of physical health. The instru-
ment demonstrates good reliability, criterion validity and sensitivity to treatment 
(Abramowitz et  al. 2007; Salkovskis et  al. 2002). Seven items relevant to the 
study were used including questions about fear of having a serious illness and 
constant worry about health (Appendix A). The items were rated on a five-point 
Likert scale (strongly disagree to strongly agree).

Religious Coping

The authors reviewed existing scales that measure religiosity in Muslims (Koenig 
et al. 2010; Koenig et al. 2015; Safari et al. 2017). We used seven items relevant 
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to the study, including questions related to offering prayers and reading the Quran 
during the pandemic, seeking forgiveness from God and the use of rosary beads 
for regular prayer recitation (Appendix A). The items were rated on a five-point 
Likert scale (strongly disagree to strongly agree).

Reliability Analysis

We conducted reliability analysis and found good Cronbach’s alpha val-
ues for both the health anxiety scale (ά = 0.867) and the religious coping scale 
(ά = 0.893).

Data Analysis

The authors used SPSS 21 to perform statistical analyses. Descriptive statistics 
were used to report sample characteristics and measures of central tendency 
(mean and standard deviation). To assess the internal consistency of the scales 
(health anxiety and religious coping) the Cronbach’s alpha coefficient, inter-item 
correlations, corrected item-total correlations and composite reliability were 
computed (Appendix A). Last, path analysis and structural equational modeling 
was performed using AMOS to determine the relationship between health anxiety 
and religious coping.

Results

Table 1 presents the socio-demographic characteristics of the sample. Out of the 
408 respondents, 244 (59.8%) are female, with 63.0% residing in urban areas of 
the country. Majority of the study population represents the middle class of soci-
ety (92.4%). More than half of the respondents are not married (56.9%) and are 
living in joint families (59.8%).

Inter-item correlations for both variables (health anxiety and religious coping) 
are significant and range between 0.37 and 0.75 and 0.42 and 0.74, respectively. 
Furthermore, corrected item-total correlations for both variables range between 
0.56 and 0.74 and 0.56 and 0.75, respectively. These statistics indicate good inter-
nal consistency of both study constructs (Appendix A).

The path analysis results (Table 2) show that fit indices are all within an accept-
able limit [χ2 (61, N = 408) = 192.55, p < 0.05; RMSR = 0.035; RMSEA = 0.073; 
GFI = 0.932; TLI = 0.941; CFI = 0.954]. For health anxiety, factor loadings were 
found to be statistically significant ranging from 0.53 to 0.86. Similarly, fac-
tor loadings for religious coping are also significant and within an acceptable 
range from 0.59 to 0.85. Health anxiety has a positive relationship (Fig. 1) with 



1467

1 3

Journal of Religion and Health (2021) 60:1462–1474	

religious coping (β = 0.54, p < 0.001). The results show that those who are anx-
ious about their health use religion as a coping strategy (R2 = 0.29, p < 0.001). 

Discussion

Research, prior to COVID-19, confirms that people are at high risk of suffering from 
anxiety and fear due to infectious disease burdens (Balaratnasingam et  al. 2006). 
Despite this knowledge, mental health problems caused by the coronavirus pan-
demic are not being addressed adequately by researchers or policy makers (Xiang 
et  al. 2020). There is also concern that pandemic-related anxiety will convert to 
post-traumatic anxiety in populations across the world even after the coronavirus 
pandemic is over (Yip et al. 2010). This study attempted to understand the relation-
ship between health anxiety and religious coping in Pakistan, where religion is a 
strong force in the majority Muslim population (Hassan 1987).

Our findings show that health anxiety has a positive relationship with religious 
coping, confirming that Muslims in Pakistan who suffer from pandemic-induced 
anxiety use religiosity as a coping strategy to deal with life circumstances. Past 
scholars corroborate that religious coping is a salient factor in helping people dur-
ing health-related crises (Ali et al. 2018; Sohail 2018; Sohail et al. 2019; Zamanian 
et al. 2015). Local research has also confirmed that youth in Pakistan turn to religion 

Table 1   Socio-demographic 
characteristics of the 
respondents

Variables Frequency Percentage

Gender
Male 164 40.2
Female 244 59.8
Perceived social class
Lower class 17 04.2
Middle class 377 92.4
Upper class 14 03.4
Marital status
Not married 232 56.9
Ever married 176 43.1
Family type
Nuclear 151 37.0
Joint 244 59.8
Extended 13 03.2
Area of living
Rural area 83 20.3
Sub urban area 68 16.7
Urban area 257 63.0
Education
Graduation and below 212 52.0
Post-Grnh8aduation 196 48.0



1468	 Journal of Religion and Health (2021) 60:1462–1474

1 3

when attempting to cope with the pandemic and altered life circumstances (Salman 
et al. 2020). Services and support for mental health problems are not favorable in 
Pakistan (Afridi 2008). Critical shortages or complete absence exists for mental 
health services within existing health centers across the country (Mukhtar 2020). 
Moreover, healthcare providers such as psychologists, psychiatrists and counselors 
are rarely found within the health or education structures of the country (Shah et al. 
2019). Neither is there coordination and referral by health social workers for mental 
health support across the nation (Rizvi Jafree et al. 2020). Inadequate support and 
coverage for mental health has forced people in the country to find their own solu-
tions for coping with mental health problems (Bashir 2018). Our study implies that 
religion and spirituality can be used as an integrative tool for improving support and 
interventions for reducing health anxiety during the pandemic and beyond.

It is important also to take care when using religious coping methods. Valuable 
research argues that trained providers must simultaneously invest in efforts for pro-
moting religious harmony and peace-building when promoting religious coping 
methods (Paloutzian et  al. 2014). What needs further investigation is the identi-
fication of advantages versus disadvantages in dependency on religion as a coping 

Table 2   Model fit indices of 
SEM model

Psychometric testing Value Suggested cutoff

χ2 (df) 192.55(61)* Non-significant
Goodness of Fit (GFI) 0.932  > 0.90
Comparative fit index (CFI) 0.954  > 0.90
Tucker–Lewis index (TLI) 0.941  > 0.90
Root mean square error of approxi-

mation (RMSEA)
0.073  < 0.08

Root mean square residual (RMSR) 0.035  < 0.08

Fig. 1   Path analysis between health anxiety and religious coping
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strategy in developing nations like Pakistan (Neuberg et al. 2014). Some developing 
nations, like Pakistan, have a history of religious extremism, with vulnerable popula-
tions at risk of religious fallacies (Javaid 2011). Attention must also be paid to the 
growth in online religious communities and the type of communication being pro-
vided by online religious groups during physical distancing (Campbell 2004).

Limitations

Limitations of this study include online sampling which might restrict generalizabil-
ity to populations who do not use or have the internet. In addition, the sample does 
not represent the illiterate, rural and the lower classes of people in the country. How-
ever, our study is important as it contributes to the knowledge about the relation-
ship between health anxiety and religious coping. The study also shows reliability 
of the instrument, providing impetus for other researchers to repeat the study both 
in the country and in other nations. Based on the study findings, future research may 
explore the reasons that build health anxiety in populations and also other religious 
coping measures that may be adopted in various populations. Finally, we believe our 
study is an important contribution in mobilizing future longitudinal studies to assess 
the impact of religious coping in the possible decline of health anxiety.

Conclusion

Muslims of Pakistan are applying their religious and spiritual faith to cope with health 
anxiety during the coronavirus pandemic. Policy makers and researchers need to con-
sider factors of religion and spirituality while planning interventions to deal with men-
tal health issues in the face of health and social crises. There is a  critical need for 
healthcare providers, counselors and health social workers to collaborate across differ-
ent social structures when incorporating religion and spirituality while providing men-
tal health services, during the pandemic and beyond. The prevalence and management 
of health anxiety in remote and disadvantaged populations who cannot access mental 
healthcare services must also be considered. Lastly, there is a need for the monitoring 
of illegitimate or extremist religious leaders and groups affecting vulnerable and illit-
erate people opting for religious coping in face of health anxiety.

Appendix A

Items of Health Anxiety Scale.

H1 Think I have serious illness
H2 Hear about illness and think I have it
H3 Picturing self-being ill
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H4 Feeling at risk for developing illness
H5 Fear of having serious illness
H6 Worry about health
H7 Family/friends say I worry about my health

Psychometric properties of health anxiety scale.

M SD H1 H2 H3 H4 H5 H6 Corrected Item-
Total Correla-
tion

H1 3.30 1.101 1 0.49** 0.52** 0.53** 0.38** 0.47** 0.603
H2 2.01 0.921 1 0.64** 0.37** 0.64** 0.65** 0.718
H3 2.52 1.150 1 0.48** 0.55** 0.59** 0.715
H4 3.45 1.110 1 0.37** 0.47** 0.561
H5 2.02 0.942 1 0.75** 0.687
H6 2.31 1.128 1 0.749
Cronbach’s alpha ά 0.867
Composite Reliability (CR) 0.869
Average Variance Extracted (AVE) 0.532

Items of Religious Coping Scale.

R1 I regularly offer my prayers during COVID-19 pandemic,
R2 Now a days, I seek forgiveness from Allah
R3 Nowadays, I keep myself in Wudu (Ablution)
R4 I read or recite Qu’ran during COVID-19 pandemic
R5 Now a days I am regularly doing Zikr/Tasbeeh (recitation of Quranic 

verses/rosary beads)
R6 Now a days I regularly give money/charity (Sadqah) to needy people
R7 I believe that only Allah can protect us and humanity from coronavirus

Psychometric properties of religious coping scale.

M SD R1 R2 R3 R4 R5 R6 R7 Corrected Item-
Total Correla-
tion

R1 1.53 0.847 1 0.74** 0.60** 0.62** 0.50** 0.46** 0.47** 0.729
R2 1.50 0.859 1 0.67** 0.65** 0.51** 0.48** 0.42** 0.751
R3 1.62 0.922 1 0.64** 0.52** 0.52** 0.53** 0.751
R4 1.58 0.910 1 0.64** 0.49** 0.40** 0.739
R5 1.41 0.845 1 0.59** 0.42** 0.682
R6 1.55 0.888 1 0.43** 0.624
R7 1.44 0.842 1 0.561
Cronbach’s alpha ά 0.893
Composite Reliability (CR) 0.888
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M SD R1 R2 R3 R4 R5 R6 R7 Corrected Item-
Total Correla-
tion

Average Variance Extracted (AVE) 0.537
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