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Abstract: Religiosity/spirituality is generally considered as a powerful tool for adjusting and
coping with stressors, attributing purposes and meanings (either existential/philosophical, cognitive,
or behavioral ones) to daily situations and contexts. While studies generally investigate these
effects in Judaism and Christianity believers, there is a dearth of data concerning oriental religions.
We sampled from Italian Nichiren Buddhists, the most widespread branch of Buddhism in Italy
(n = 391). Participants were Buddhists on average since 5 years and self-defined moderate practitioners.
Adaptive strategies exhibited higher scores than maladaptive ones. Specifically, the adaptive strategy
of active coping positively correlated with self-evaluated degree of being a practicing Buddhist, as well
as positive reframing and religion, while maladaptive strategies such as use of substances, venting and
behavioral disengagement correlated negatively. Only the subscale of religion correlated significantly
and positively with the time from which the participant had become Buddhist, while the use of
emotional support correlated negatively. Most participants had a predominantly internal locus of
control. External locus of control negatively correlated with time the participant became Buddhist and
the self-reported degree of being a practicing Buddhist, whereas internal locus positively correlated
only with the latter variable. Furthermore, Buddhist participants exhibited a low psychopathological
profile when compared with the normative scores.

Keywords: buddhism; mental health; psychological well-being; locus of control; coping strategies;
psychopathological profile

1. Introduction

Religiosity/spirituality is generally considered as a powerful tool for adjusting and coping with
stressors, attributing purposes and meanings (either existential/philosophical, cognitive, or behavioral
ones) to daily situations and contexts (Hasenkamp 2018; Hook et al. 2010; Xu 2018).

A huge body of correlational investigations has shown meaningful correlations between scoring
high in religion and the use of adaptive strategies. For instance, statistically significant associations
between the problem-solving coping style and religious observance/beliefs were found in a sample of
159 Israeli women undergoing infertility treatment, whereas an inverse correlation was reported for
the emotional coping style (Grinstein-Cohen et al. 2017).

Similar findings were obtained in a correlational study carried out in a sample of 97
Turkish mothers of children with cancer (Bozkurt et al. 2018), as well as in culturally different
populations suffering from various malignancies (Baider et al. 1999; Khodaveirdyzadeh et al. 2016;
Yılmaz et al. 2017) or other chronic disorders, including chronic kidney disease (Martínez and Custódio
2014; Ottaviani et al. 2014) and Alzheimer’s disease (Kaufman et al. 2007).
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Religiosity/spirituality is also a way to effectively cope with job strain and burnout at workplace
(Alharbi and Alshehry 2019; Bonsu and Yendork 2019; Chirico 2017; Torabi Chafjiri et al. 2017), as well
as an effective tool to deal with stress among retired populations (Lowis et al. 2009).

Taken together, all this has broad, important implications in terms of general well-being
and, more specifically, mental health. Generally, most studies have found a positive impact of
religiosity/spirituality on perceived health-related quality of life and health (see (Bartkowski et al.
2017) for review studies). Correlational investigations have reported meaningful associations between
spiritual tendencies and internal locus of control, with the latter mediating the relationship between
religiosity and health and well-being (Jackson and Coursey 1988; Ryan and Francis 2012).

However, some recent studies have failed to replicate such findings (Joshi et al. 2008; Koenig 2009;
Weber and Pargament 2014), therefore warranting further research. Moreover, most investigations
have addressed the psychological roles and effects of Judaism and Christianity, whilst oriental religions
have been less studied, despite their increasing diffusion.

Buddhism is based on the teachings of Buddha and relies upon the principles of self-compassion,
mindfulness, faith in the rebirth and in the law of karma (an intention- and awareness-driven
action/deed, which implies certain future consequences) (Şenel 2018).

According to the Italian Caritas (2011), in the Italian country there are about 160,000 Buddhists,
that is to say, approximately 0.3% of the total population, with Buddhism being the third most
widespread and practiced religion, after Christianity and Islam. Organized Buddhism has been
present in the Italian territory since the sixties, with the establishment of the Buddhist Italian
Association (Associazione Buddhista Italiana, ABI). More in detail, Nichiren Buddhists are about 75,000
(approximately half of the entire Italian Buddhist population).

Despite such rooted presence, there is a dearth of information related to the psychological impact
of Buddhism, with only few studies addressing this topic. Furthermore, these studies have explored
some psychological constructs (coping styles, locus of control and psychopathological profile/mental
health), but not in a systematic way. As such, to fill this gap in knowledge, the present research was
designed as an exploratory study aimed at systematically investigating the coping strategies, the locus
of control, and the psychopathological profile in a group of Italian Nichiren Buddhists. We decided to
focus on Nichiren Buddhism in that it is the most represented Buddhist group in Italy, being also a
religion officially recognized by the Italian State.

Based on the foregoing scholarly literature, we hypothesize that Italian Nichiren Buddhists with
more robust spiritual beliefs and more frequent religious practice will exhibit (1) adaptive coping
strategies to maladaptive strategies, (2) an internal locus of control rather than an external locus of
control, and (3) a low psychopathological profile.

2. Materials and Methods

Participants were recruited via snowballing sampling (that is to say, a not probabilistic, convenience
sampling), partly via the Internet through social networks, in part through Italian Buddhist associations.
A total of 391 Buddhist participants volunteered to take part in the study (82.9% females, 17.1% males).
Mean age was 44.20 ± 12.42 years (median 45 years). Concerning the educational level, 0.5% of the
participants had the elementary license, 13.3% the middle school license, 49.4% the high school license,
while 29.7% were graduated and 7.2% held a master degree, a doctorate, or another post-graduate
degree. Participants were Buddhists on average since 5 years (median, range 0–38 years) and
self-defined moderate practitioners (median 3, on a scale from “being a practicing Buddhist for nothing”
to “a lot”).

All participants were informed of the purposes of our research and gave their informed, written
consent to take part into this investigation. The study protocol was approved by the UNESCO Chair
“Anthropology of Health—Biosphere and Healing System,” University of Genoa, Italy. The study was
conducted according to the 1964 Helsinki ethical guidelines and its subsequent amendments.
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A battery of questionnaires (the Brief COPE of Carver, Scheier, and Weintrab of 1989 (Carver et al.
1989; Carver 1997), the Locus of Control of Behavior, LCB, of Craig, Franklin, and Andrews of 1984
(Craig et al. 1984), in the Italian version validated by Farma and Cortinovis of 2000, and the Brief
Symptom Checklist, BSCL, of Derogatis and Melisaratos of 1983 (Derogatis and Melisaratos 1983))
was administered.

The Brief COPE is a 28-item self-reported questionnaire, made up of fourteen sub-scales
(self-distraction, active coping, denial, substance use, use of emotional support, use of instrumental
support, behavioral disengagement, venting, positive reframing, planning, humor, acceptance, religion,
and self-blame). Each item is on a 4-point Likert scale, ranging from one (“not at all”) to four (“a lot”).
Concerning the psychometric properties, in the original study by Carver (1997), the Cronbach’s alpha
coefficient was in the range 0.50–0.90.

The LCB is a 17-item tool measuring the locus of control. Each item is on a 6-point Likert scale,
from 0 (“strongly disagree”) to 5 (“strongly agree”).

The BSCL is a 53-item self-administered questionnaire aimed at evaluating psychopathological
symptoms and their severity. The tool comprises nine dimensions (somatization, obsession–compulsion,
interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and
psychoticism). Each item is on a 5-point Likert scale, from 0 (“not at all”) to 4 (“extremely”).
Scores generated by each sub-scale can be summed up to reflect a clinically relevant global index:
the Global Severity Index (GSI). The original version of the BSCL is characterized by a good internal
consistency, with Cronbach’s alpha coefficients ranging from 0.71 to 0.85.

Correlations and multiple regression analyses were conducted to shed light on the determinants
of the psychological constructs.

All statistical analyses were performed by means of the commercial software “Statistical Package
for the Social Sciences” (SPSS for Windows, version 24.0, IBM, Armonk, NY, USA). For all analyses,
figures with a p-value < 0.05 were considered statistically significant.

Raw data are available as Supplementary Materials.

3. Results

The Brief COPE questionnaire scores are reported in Table 1. Concerning internal consistency,
Cronbach’s alpha ranged from 0.36 to 0.87: it should be noted that some of these coefficients (for
instance, the coefficient of acceptance sub-scale), are low and call up for caution when interpreting and
generalizing the present results.

Table 1. Descriptive statistics of the Brief COPE questionnaire.

Coping Strategy Mean Standard Deviation Cronbach’s Alpha

Acceptance 6.01 1.42 0.36
Active coping 6.85 1.38 0.65
Behavioral disengagement 3.02 1.38 0.51
Denial 3.21 1.44 0.47
Humor 4.54 1.54 0.53
Planning 6.62 1.51 0.66
Positive reframing 6.61 1.45 0.65
Religion 7.00 1.53 0.87
Self-blame 5.54 1.49 0.41
Self-distraction 4.73 1.63 0.48
Substance use 2.26 0.78 0.69
Use of emotional support 4.72 1.78 0.78
Use of instrumental support 5.19 1.70 0.73
Venting 4.91 1.66 0.64

Adaptive strategies exhibited higher scores than maladaptive ones. Specifically, the adaptive
strategy of active coping positively correlated with self-evaluated degree of being a practicing Buddhist
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(r = 0.21, p < 0.001), as well as positive reframing (r = 0.22, p < 0.001), religion (r = 0.47, p < 0.001), while
maladaptive strategies such as use of substances (r = −0.14, p = 0.0057), venting (r = −0.10, p = 0.0421),
and behavioral disengagement (r = −0.19, p = 0.0002) correlated negatively. Only the subscale of
religion correlated significantly and positively with the time from which the participant had become
Buddhist (r = 0.16, p = 0.0012), while the use of emotional support correlated negatively (r = −0.12,
p = 0.0172).

Further details are shown in Table 2.

Table 2. Correlations between the Brief COPE questionnaire scores, time (years) the participant has become
Buddhist/years of religious practice and the self-evaluated grade of being a practicing Buddhist. The
first value represents the correlation coefficient, the second value the p-value (statistical significance).

Brief COPE
Sub-Scale Age Gender Educational

Level

Time (Years) The
Participant Has Become

Buddhist/Years of
Religious Practice

Self-Rated Degree of
Being a Practicing

Buddhist

Acceptance −0.05
0.3411

−0.03
0.5293

−0.01
0.7898

−0.09
0.0637

0.032
0.5289

Active coping −0.01
0.8332

−0.05
0.3387

0.10
0.0421

0.08
0.1405

0.21
<0.0001

Behavioral
disengagement

0.06
0.2407

−0.02
0.7436

−0.11
0.0301

−0.04
0.3927

−0.19
0.0002

Denial 0.02
0.7113

−0.08
0.1377

−0.05
0.3436

0.01
0.8094

−0.03
0.6277

Humor −0.08
0.1132

0.05
0.3633

−0.01
0.8425

0.01
0.8741

0.03
0.5630

Planning 0.01
0.8063

0.01
0.8812

0.09
0.0814

0.01
0.7818

0.06
0.2051

Positive reframing 0.00
0.9300

−0.04
0.4844

0.00
0.9981

0.06
0.2403

0.22
<0.0001

Religion 0.13
0.0120

−0.10
0.0555

0.05
0.3606

0.16
0.0012

0.47
<0.0001

Self-blame −0.08
0.1143

0.00
0.9922

0.03
0.5522

−0.03
0.5478

−0.09
0.0752

Self-distraction −0.17
0.0010

−0.15
0.0028

0.02
0.6744

−0.02
0.6353

−0.04
0.3811

Substance use −0.12
0.0226

0.14
0.0077

−0.05
0.3136

0.02
0.6644

−0.14
0.0057

Use of emotional
support

−0.21
<0.0001

−0.07
0.2002

0.01
0.9200

−0.12
0.0172

−0.07
0.1726

Use of
instrumental
support

−0.08
0.0973

−0.06
0.2766

−0.02
0.7324

−0.06
0.2159

−0.08
0.1310

Venting −0.06
0.2697

−0.04
0.4007

0.00
0.9970

−0.05
0.3337

−0.10
0.0421

At the multiple regression analysis, self-reported degree of being a practicing Buddhist resulted
predictor of behavioral disengagement (regression coefficient = −0.28, p = 0.0002), positive reframing
(regression coefficient = 0.33, p < 0.001), religion (regression coefficient = 0.73, p < 0.001), and substance
use (regression coefficient = −0.11, p = 0.0101).

Age was found to be a determinant of humor strategy (regression coefficient = −0.01, p = 0.0451),
self-distraction (r = −0.02, p = 0.0010), substance use (regression coefficient = −0.01, p = 0.0037), and use
of emotional support (regression coefficient = −0.03, p = 0.0009), whereas educational level predicted
planning (regression coefficient = 0.38, p = 0.0171) and substance use (regression coefficient = −0.17,
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p = 0.0362). Gender was a predictor of religion (regression coefficient =−0.54, p = 0.0030), self-distraction
(r = −0.67, p = 0.0021), and substance use (regression coefficient = 0.28, p = 0.0063).

No predictors could be, instead, found for denial, self-blame, use of instrumental support
and venting.

The internal locus scale was found to have a Cronbach’s alpha coefficient of 0.61, whereas the
external locus scale a coefficient of 0.79.

Noteworthy, 90.8% of participants had a predominantly internal locus of control (internal locus
27.01 ± 4.42 versus external locus 10.99 ± 7.68, p < 0.001).

External locus of control negatively correlated with time the participants became Buddhist
(r = −0.11, p = 0.0333) and the self-reported degree of being a practicing Buddhist (r = −0.36,
p < 0.001), whereas internal locus positively correlated only with the latter variable (r = 0.23, p < 0.001).
At the multiple regression analysis, self-reported degree of being a practicing Buddhist resulted
independent predictor of both external (regression coefficient =−2.86, p < 0.001) and internal (regression
coefficient = 1.04, p < 0.001) locus of control. Interestingly, educational level was a predictor of internal
locus of control (regression coefficient = 1.00, p = 0.0288).

For further information, the reader is referred to Table 3.

Table 3. Multiple regression analysis assessing determinants of external and internal locus of control in
Italian Buddhists.

Independent Variables B Coefficient Standard Error t p-Value

External locus of control

(Constant) 21.51

Age 0.00 0.03 0.00 0.9998

Gender (male versus female) −0.26 0.97 −0.27 0.7906

Time (years) the participant became
Buddhist/years of religious practice −0.02 0.05 −0.34 0.7336

Self-reported degree of being a practicing Buddhist −2.86 0.40 −7.18 <0.0001

Educational level −1.39 0.76 −1.82 0.0697

Internal locus of control

(Constant) 23.17

Age 0.00 0.02 −0.04 0.9679

Gender (male versus female) −0.83 0.58 −1.42 0.1558

Time (years) the participant became
Buddhist/years of religious practice 0.01 0.03 0.35 0.7250

Self-reported degree of being a practicing Buddhist 1.04 0.24 4.36 <0.0001

Educational level 1.00 0.46 2.20 0.0288

Regarding the psychopathological profile of the participants, BSCL scores are reported in detail in
Table 4.

Overall Cronbach’s alpha was 0.97, with coefficient ranging from 0.78 to 0.89 depending on
the sub-scale.

All the scales correlated significantly and negatively with the time from which they had become
Buddhists (with the exception of the somatic and obsession–compulsion subscales), while all, without
exception, were significantly and negatively associated with the self-evaluation of being a practicing
Buddhist. Finally, GSI correlated significantly and negatively with the number of years (r = −0.16,
p = 0.0014) and with the self-evaluation of being a practicing Buddhist (r = −0.30, p < 0.001). Further
details are shown in Table 5.
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Table 4. Descriptive statistics of the Brief Symptom Checklist (BSCL) questionnaire.

BSCL Sub-Scale Mean Standard Deviation Cronbach’s Alpha

Anxiety 7.13 5.90 0.88
Depression 6.51 5.90 0.89
Hostility 4.64 4.17 0.83
Interpersonal sensitivity 4.47 4.08 0.85
Obsession-compulsion 7.51 5.66 0.86
Paranoid ideation 5.26 4.70 0.83
Phobic anxiety 2.39 3.52 0.78
Psychoticism 4.17 4.37 0.81
Somatization 6.45 6.33 0.87
Global Severity Index 0.99 0.77 0.97

Table 5. Correlations between the Brief Symptom Checklist (BSCL) questionnaire scores, time (years)
the participant has become Buddhist and the self-evaluation grade of being a practicing Buddhist. The
first value represents the correlation coefficient, the second value the p-value (statistical significance).

BSCL Sub-Scale Age Gender Educational
Level

Time (Years) the
Participant Has Become

Buddhist/Years of
Religious Practice

Self-Rated Degree
of Being a
Practicing
Buddhist

Anxiety −0.21
<0.0001

−0.05
0.3498

−0.06
0.2544

−0.15
0.0025

−0.24
<0.0001

Depression −0.16
0.0017

0.00
0.9517

−0.04
0.3947

−0.14
0.0076

−0.30
<0.0001

Hostility −0.17
0.0007

−0.02
0.7199

−0.02
0.7062

−0.11
0.0266

−0.25
<0.0001

Interpersonal
sensitivity

−0.25
<0.0001

−0.03
0.6053

−0.01
0.8272

−0.18
0.0003

−0.24
<0.0001

Obsession-compulsion −0.16
0.0015

−0.03
0.6279

−0.05
0.3188

−0.08
0.1256

−0.29
<0.0001

Paranoid ideation −0.22
<0.0001

−0.05
0.3137

−0.05
0.3247

−0.19
0.0002

−0.26
<0.0001

Phobic anxiety −0.16
0.0012

−0.05
0.2978

−0.01
0.9150

−0.16
0.0015

−0.23
<0.0001

Psychoticism −0.26
<0.0001

0.01
0.7797

0.00
0.9516

−0.17
0.0005

−0.28
<0.0001

Somatization −0.10
0.0448

−0.12
0.0155

−0.12
0.0173

−0.08
0.1358

−0.17
0.0007

Global Severity
Index

−0.22
<0.0001

−0.05
0.3568

−0.06
0.2125

−0.16
0.0014

−0.30
<0.0001

At the multiple regression analysis, GSI score resulted predicted by age (regression
coefficient = −0.01, p = 0.0026) and self-reported degree of being a practicing Buddhist (regression
coefficient = −0.20, p < 0.001) (Table 6).
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Table 6. Multiple regression analysis assessing determinants of external and internal locus of control in
Italian Buddhists.

Independent Variables B Coefficient Standard Error T p-Value

(Constant) 2.22

Age −0.01 0.00 −3.03 0.0026

Gender (male versus female) −0.05 0.10 −0.52 0.6014

Time (years) the participant became
Buddhist/years of religious practice 0.00 0.00 −0.37 0.7152

Self-reported degree of being a
practicing Buddhist −0.20 0.04 −5.06 <0.0001

Educational level −0.13 0.08 −1.73 0.0854

4. Discussion

Buddhism is characterized by the faith in the principle of karma and self-mediation. In our study,
we found a major use of adaptive coping strategies, a prominently internal locus of control, and a low
psychopathological profile. Karma could explain the prevalence of internality of the locus of control,
being a non-fatalistic conception of the world and emphasizing the freewill (Ozer 2010). Meditation
practice and self-awareness could contribute to the low psychopathological profile (Xu 2018).

Due to the lack of studies and information concerning the relationship between coping strategies,
locus of control, psychopathological profile, and Buddhism, it is difficult to compare our results with
the literature. However, our results seem to be in line with the few existing studies.

For instance, Grepmair and collaborators (Grepmair et al. 2007) have explored the effect of Zen
meditation in a group of 124 inpatients, treated for 9 weeks by 18 psychotherapists in training, randomly
allocated to two groups (practicing Zen meditation versus not performing any form of meditation).
Authors found that the former group reported greater symptom reduction on the GSI and eight
sub-scales of the Symptom Checklist-90-Revised or SCL-90-R (namely, somatization, insecurity in social
contact, obsessiveness, anxiety, anger/hostility, phobic anxiety, paranoid thinking, and psychoticism).
Shaku and coworkers (Shaku et al. 2014) have performed an investigation in Rinzai Zen monasteries,
recruiting 198 monks. Stratifying according to the length of training, authors found that somatization,
anxiety, social dysfunction, and depression scores resulted significantly lower (i.e., better). Kasai and
coauthors (Kasai et al. 2017) have compared 97 Myanmar participants practicing meditation (specifically,
Vipassana contemplation) versus 81 Myanmar nurses without any experience with contemplation.
Meditation was found to mitigate depressive mood, anger, hostility, and fatigue, whereas it significantly
increased vigor. These positive effects, however, could be noted only after practicing meditation
for more than one year. Finally, Rana and colleagues (Rana et al. 2015), comparing 320 participants
practicing different religious creeds (78 Buddhists, 77 Catholics, 89 Protestants, and 79 Muslims), found
that Buddhists exhibited lower scores for obsession–compulsion, hostility, paranoid ideation, and
overall psychopathological symptom severity.

Specifically in Italy, Buddhism has been generally overlooked. Giannini and collaborators
(Giannini et al. 2018) recruited a sample of 184 participants (60 Soka Gakkai Buddhists, 62 non-practicing
Roman Catholic Church believers, and 62 atheists). Authors found that Buddhists had higher optimism
than both Catholics and Atheists, higher self-efficacy and self-esteem than Catholics and higher
perceived social support than Atheists. Furthermore, they were more extraverted than the other
groups, and less tough-minded than Catholics. Authors concluded that religion per se does not provide
believers with particularly effective psychological resources: it is, instead, religious practice that exerts
a positive impact on mental health and well-being.

Our manuscript has some strengths, including its novelty. However, it suffers from some
shortcomings, such as the study design (cross-sectional study), which, being a static snapshot,
does not enable to capture the dynamic relationship between coping strategies, locus of control,
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psychopathological profile, and religiosity/spirituality. Another limitation is the non-randomized
recruiting sampling adopted in the investigation. A further drawback is given by some low Cronbach’s
alpha coefficients, which call for caution in interpreting the present results.

5. Conclusions

In the present study, we found that Italian Nichiren Buddhists made use of adaptive coping
strategies and had a predominant internal locus of control. Furthermore, the participants showed
a rather low psychopathological profile. However, because of the limitations mentioned above
(non-probabilistic sampling, cross-sectional study design and some low Cronbach’s alpha coefficients),
further longitudinal and randomized design studies, with larger samples, are necessary to replicate
our results in a statistically more robust manner.

Supplementary Materials: The following are available online at http://www.mdpi.com/2077-1444/10/5/316/s1.
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