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Abstract: Based on Huber’s centrality of religiosity concept, a non-experimental research project was
designed in a group of 178 women and 72 men, voluntary participants in online studies, quarantined
at home during the first weeks (the first wave) of the pandemic, to determine whether and to what
extent religiosity, understood as a multidimensional construct, was a predictor of the worsening of
PTSD and depression symptoms in the conditions of the COVID-19 pandemic. The study made use
of CRS Huber’s scale to study the centrality of religiosity, Spitzer’s PHQ-9 to determine the severity
of depression, and Weiss and Marmar’s IES-R to measure the symptoms of PTSD. Our study, which
provided interesting and non-obvious insights into the relationship between the studied variables,
did not fully explain the protective nature of religiosity in dealing with pandemic stress. Out of five
components of religiosity understood in accordance with Huber’s concept (interest in religious issues,
religious beliefs, prayer, religious experience, and cult), two turned out to contribute to modifications
in the severity of psychopathological reactions of the respondents to stress caused by the pandemic
during its first wave. A protective role was played by prayer, which inhibited the worsening of PTSD
symptoms, whereas religious experience aggravated them. This means that in order to interpret the
effect of religiosity on the mental functioning of the respondents in a time of crisis (the COVID-19
pandemic), we should not try to explain this effect in a simple and linear way, because religious life
may not only bring security and solace, but also be a source of stress and an inner struggle.

Keywords: religiosity; pandemic stress; PTSD; depression; COVID-19

1. Introduction

“It is you alone who are to be feared. Who can stand before you when you are angry?

From heaven you pronounced judgement, and the land feared and was quiet.”

(Psalm 76:8–9)

The pandemic we have been dealing with everywhere around the world since the beginning
of 2020 seems to be a stressful situation that leads to numerous psychopathological and
neuropsychiatric symptoms. The results of clinical analyses correspond with each other in
various countries, pointing to high rates of mental problems, such as acute post-traumatic
stress and depression among people at risk of being traumatized by the COVID-19 pan-
demic (Babicki et al. 2021; Brooks et al. 2020; Cenat et al. 2020; Choi et al. 2020; Consolo
et al. 2020; Fekih-Romdhane et al. 2020; Gualano et al. 2020; Lee 2020; Luo et al. 2020; Salari
et al. 2020; Steardo et al. 2020; Xiao et al. 2020; Yuan et al. 2021). An additional emotional
burden may also be caused by recurring opinions that the pandemic is “a punishment upon
the sinful” (Isiko 2020; http://idziemy.pl/wiara/epidemia-kara-boza-/63557 (accessed
on 22 February 2021); https://deon.pl/kosciol/ksiadz-na-mszy-koronawirus-to-kara-za-
homoseksualizm-i-aborcje-jest-reakcja-prymasa,779805 (accessed on 22 February 2021)). In
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relation to suggestions expressed in literature as to the relevance of studying both patients,
i.e., public service workers (health care workers, social service workers, and members of
uniformed services, i.e., people who take care of others, which are particularly important
in times of crisis), and the healthy population, which is also at a high risk of experiencing
pandemic stress (Chow et al. 2021; Troyer et al. 2020), we decided to study the latter group,
looking for potential protective factors (mental resources) in dealing with pandemic stress.
We chose the religiosity factor and the position of religiosity among other personal con-
structs of an individual, because previous studies have shown that religiosity, understood
as a system of personal religious constructs (Huber 2003), seems to be an immunogenic
factor, which is not always very strong, but is usually regularly reported in the case of
more efficient dealing with various types of burdens (Koenig 2012; Koenig et al. 2012). This
is also confirmed by the results of studies on a positive role of religiosity in dealing with
stress caused by the COVID-19 pandemic (Galea et al. 2020; Lucchetti et al. 2020; Modell
and Kardia 2020; Pirutinsky et al. 2020; Weinberger-Litman et al. 2020), even though the
essence of this stress was not fully explained.

1.1. The Purpose of the Study

The presented empirical studies focus on analyzing the relationship between reli-
giosity and health, suggesting that it has an immunogenic character. The main purpose
of this study was to determine the relationship between religiosity and an increase in
psychopathological reactions caused by the COVID-19 pandemic in a sample made up
of healthy people during the lockdown time (Poland). The analysis covered two types
of psychopathological reactions, depression and PTSD (intrusions, avoidance, and hy-
perarousal), and five factors of religiosity (interest in religious issues, religious beliefs,
religious experience, prayer, and cult, which are measures of the centrality of religiosity),
based on Huber’s concept (Huber 2003). The study tested the hypothesis that religiosity
understood as a multidimensional cognitive–emotional–behavioral construct is a predictor
of an increase in psychopathological reactions, such as PTSD and depression, associated
with the COVID-19 pandemic.

1.2. Background

More and more data point to religiosity as a predictor of mental health (which mainly
alleviates anxiety and depression), suggesting that it serves as a factor of personal resilience.
It is an element of individual identity, enables social networking, and is an important source
of individual and social resources, which places it among resources that are related to the
effectiveness of coping with stress and other psychological problems. Moreover, a growing
body of research is linking it to well-being (Huber 2007; Hayward and Krause 2014; Koenig
2012; Unterrainer et al. 2014).

For the purpose of this paper, we adopted Huber’s psychological concept of religiosity,
understood as a system of personal religious constructs—global centrality and five tradi-
tional structural dimensions of religiosity, religious beliefs, prayer, religious experience,
cult, and interest in religious issues (Zarzycka et al. 2020), and made an attempt to empiri-
cally rationalize them, which was possible thanks to the tool devised by Huber. Religiosity
understood as a psychological construct is treated equally to other personal constructs, and
the same properties are ascribed to it. In Huber’s view, religiosity is like a prism through
which a person perceives reality and uses this perception to shape their experiences and
behavior. The concept is based on the perception of elements of the surrounding world
(ideas, people, and events) within the framework of religious meanings. A system of per-
sonal religious constructs is a psychological basis for a religious perception and experience
of the world. The experiences and actions of an individual, understood as a function of
the system of religious constructs, depend on the position of this construct in the system
of all personal constructs and on its content. The closer religious issues are to the center
of the system, the more strongly they affect the thoughts, emotions, and behavior of an
individual (Krok 2016).
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Huber’s model (2003) is a synthesis of two approaches to religiosity: psychological
—developed by Allport (Allport and Ross 1967), and sociological—developed by Glock
and Stark (1965), which led to the development of a model useful from the viewpoint of
religiosity in its phenomenological complexity, cognitive (religious beliefs and knowledge),
emotional (religious feelings), and behavioral (religious practices and their consequences).
In this way, it includes a proposal to treat religiosity as a multidimensional construct. By
combining the views of Allport and Glock, it captures the motivational status of religiosity
and shows it through its structural dimensions. The theoretical foundation of this synthesis
is the concept of a system of religious constructs. The author assumed that:

1. Five dimensions of religiosity reflect a representative spectrum of potential uniquely
religious activities in the system of personal religious constructs.

2. The more often a system of religious constructs is activated, the more likely it is to be
in the center of a person’s personality.

3. The centrality of the religious construct system implies a probability that it functions
autonomously in the configuration of other personal construct systems.

4. The functional autonomy of a system of religious constructs implies a probability of
an inner religious motivation (Zarzycka 2009; Zarzycka et al. 2020).

To sum up the role of religiosity in maintaining health in various areas, it can be
said that religiosity (1) makes it possible for an individual to adopt broader perspectives
on life; (2) provides energy and the potential to use the capabilities and resources of an
individual more fully; (3) serves as a getaway from stress, which turns it into a buffer
whose absence could lead to mental disorders; (4) supports the socialization process, for
example by restricting behavior that could indicate social maladjustment; and (5) can serve
as an outlet for symptoms of mental disorders observed by a given person (Walesa 2014).
The presented content may serve as the basis for justifying a study on the protective role of
religiosity in dealing with the symptoms of PTSD and depression during the COVID-19
pandemic.

2. Method
2.1. Participants and Procedure

Studies were conducted in the first weeks of complete lockdown during the first wave
of the pandemic. The tested sample of 178 women (71.2%, MAGE = 36.76, SD = 13.31) and 72
men (28.8%, MAGE = 41.18, SD = 13.51) aged from 18 to 71 was chosen via the Internet, using
the snowball sampling method, which is a procedure admissible in exploratory studies
(Babbie 2016). The research project presented in this article was exploratory, because its
main aim was not to test a theory, but to search for new relationships between the studied
variables. The analysis of differences in basic socio-demographic characteristics does not
distinguish between male and female respondents (Table 1).

Table 1. Socio-demographic Data.

Females Males
p

Females Males
p

% % % %

Place of residence

0.6003

Marital
status

0.069

village 11.8 15.2 single 51.6 36.1
town of up to 25 thousand

inhabitants 10.6 9.7 married 42.1 54.1

small town of 25–50 thousand
inhabitants 7.8 8.3 divorced 6.1 8.3

average city of 50–300 thousand
inhabitants 17.4 9.7 separated 0.0 0.1

large city of more than 300
thousand inhabitants 52.5 56.9
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Table 1. Cont.

Education

0.569

Having
children

0.092

primary education 1.1 1.3

secondary education 10.6 19.4 yes 43.8 55.5secondary education and studying 21.9 19.4
higher education 51.6 47.2 no 56.1 44.4higher education and studying 14.4 12.5

Assessment of material status

0.428

Assessment
of health

status

0.849
very poor 0.5 1.3 very poor 0.0 0.0

poor 4.4 4.1 poor 4.4 6.9
average 37.0 26.3 average 16.8 16.7

good 44.9 56.9 good 51.1 47.2
very good 12.9 11.1 very good 27.5 29.1

COVID-19 positive status

no 100
yes 0.0

2.2. Measures
2.2.1. Impact Event Scale-Revised (IES-R Scale)

The Polish version of the IES-R by Weiss and Marmar, adapted by Juczyński and
Ogińska-Bulik (2009), was used to measure PTSD symptoms. It is assessed on a five-point
Likert scale (0–4). Twenty-two statements are used to determine the current and subjective
feeling of discomfort related to a specific event that happened in the past. It covers three
dimensions of PTSD: (1) intrusions, which stand for recurring images, dreams, thoughts, or
perceptions associated with trauma; (2) hyperarousal, which is characterized by increased
vigilance, anxiety, impatience, and difficulty in focusing; and (3) avoidance, manifested by
attempts to get rid of thoughts, emotions, or conversations associated with trauma. The
reliability of the scale was assessed with regard to its internal consistency and absolute
stability. The internal consistency assessed on the basis of a-Cronbach is 0.92 for the whole
scale, and for intrusions, hyperarousal, and avoidance it is, respectively, 0.89, 0.85, and 0.78.
Most of the statements correlate above 0.60 with the overall score of the scale (Juczyński
and Ogińska-Bulik 2009).

2.2.2. Patient Health Questionnaire-9 (PHQ-9)

To measure depression symptoms, we used the PHQ-9 by Spitzer et al. (1999), in the
Polish adaptation by Kokoszka et al. (2016). The respondent marks the answers on a scale
from 0 to 3, depending on the frequency of occurrence of a given symptom in the last two
weeks. The PHQ-9 was very reliable—a-Cronbach = 0.88. The sensitivity and specificity of
the PHQ-9 in detecting an episode of depression were 82% and 89%, respectively, with a
cutting point of 12. The results of the PHQ-9 showed a strong correlation with the results
of the BDI (rho = 0.92, p 0.001) and the HRDS (rho = 0.87, p 0.001). The Polish version of
the PHQ-9 has very good psychometric properties and is an effective screening tool for
depression among people aged 18–60 (Kokoszka et al. 2016).

2.2.3. Centrality of Religiosity Scale (CRS)

The CRS Scale by Huber in its Polish adaptation by Zarzycka (2009) is a measure of
the centrality of religiosity, i.e., the position of a system of religious constructs in human
personality. It consists of five sub-scales: (1) interest in religious issues, i.e., the frequency
and importance of cognitive confrontation with religious content, without taking into
account the aspect of their personal acceptance; (2) religious beliefs—the degree of sub-
jectively assessed probability of the existence of transcendent reality and the intensity of
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openness to various forms of transcendence; (3) prayer—the frequency of contact with tran-
scendent reality and the subjective meaning of that contact for an individual; (4) religious
experience—the frequency with which transcendence becomes part of human experience
and the extent to which the transcendent world of religious meanings is individually
confirmed by the sense of communication and action; and (5) cult—the frequency and
subjective meaning of human participation in religious services. The overall result is the
sum of the subscale results and is a measure of the centrality of the system of religious
meanings in an individual’s personality. The scale consists of 15 items with a Likert scale
to which the respondents respond, choosing between five and eight possible responses. In
each case, the responses are transposed to the five-point scale (the higher the score, the
greater the importance/frequency of the behavior). The a-Cronbach factor for the overall
score is 0.93, for religious beliefs 0.90, prayer 0.88, and religious experience 0.86. The factor
for interest in religious issues and participation in religious services is 0.82. The values of
intercorrelation between items and the score in individual subscales indicate the accuracy
of a separate theoretical construct, and the subscales can be considered homogeneous
(Zarzycka 2009).

2.2.4. Statistical Methods

Multiple regression analysis was used to determine the general tendency in depen-
dencies between variables. In all the tools used, questions were dedicated to the COVID-19
pandemic (respondents were asked about their reactions to the experienced pandemic
event). Statistical calculations were done using the STATISTICA v.13 package (Statistica
software—Polish version from StatSoft Corporation Poland, the partner of Tibco Corpora-
tion, Palo Alto, CA, USA).

3. Results
3.1. Samples Characteristic

The analysis of differences has not indicated differences between average results
obtained by respondents in specific areas (Table 2), as a result of which it was decided to
perform further analyses of the results of the whole study group.

Diagnostic criteria proposed by authors of the tools were used to assess psychopatho-
logical symptoms experienced by the respondents. To assess the results of the IES-R, it is
recommended to determine a limit value at which the result obtained by a given respondent
may be considered to indicate post-traumatic stress. In accordance with recommendations
presented in the literature, it was determined that the cut-off point is 1.4 (Juczyński and
Ogińska-Bulik 2009). On these grounds, it should be suggested that 43.2% of respondents
have PTSD symptoms (from different groups). The cut-off point for depression was 10,
as proposed by Manea et al. (2012), due to the best psychometric values of this approach.
In this approach, 28% of respondents experienced depression (Figure 1). The results of
the clinical analysis correspond to the results obtained in other countries, demonstrating
psychological problems, such as acute post-traumatic stress or depression, among people
exposed to trauma resulting from the COVID-19 epidemic and quarantine (Babicki et al.
2021; Brooks et al. 2020; Cenat et al. 2020; Choi et al. 2020; Consolo et al. 2020; Fekih-
Romdhane et al. 2020; Gualano et al. 2020; Luo et al. 2020; Ozamiz-Etxebarria et al. 2020;
Salari et al. 2020; Steardo et al. 2020; Xiao et al. 2020).
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Table 2. Descriptive statistics and the significance of differences in the intensity of studied variables in men and women.

Sex M SD SEM p

Intrusions
F 9.38 7.428 0.557

0.877M 9.49 7.764 0.915

Hyperarousal F 8.95 6.755 0.506
0.548M 8.61 6.954 0.819

Avoidance
F 9.29 6.005 0.450

0.606M 9.61 5.961 0.703

PTSD
F 27.61 18.704 1.402

0.965M 27.71 19.052 2.245

Depression F 7.52 6.666 0.500
0.459M 7.06 6.813 0.803

Interest in religious
issues

F 9.30 4.009 0.301
0.869M 9.26 3.989 0.470

Religious beliefs F 12.10 3.910 0.293
0.203

M 11.22 4.576 0.539

Prayer F 10.48 4.434 0.332
0.788M 10.51 4.753 0.560

Religious
experience

F 9.41 3.978 0.298
0.664M 9.69 4.002 0.472

Cult
F 9.58 4.691 0.352

0.624M 9.78 4.862 0.573

Centrality of
religiosity

F 50.87 19.141 1.435
0.910M 50.47 20.221 2.383
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Figure 1. Clinical diagnosis of the symptoms of PTSD (A) and depression (B) in the study group.

3.2. Multiple Regression Analysis Results

Multiple regression analysis was used to determine the general tendency in depen-
dencies between variables (Table 3). Out of all the supposed depression predictors (model
1), the following ones had a statistically significant influence on the worsening of symp-
toms in the study group: hyperarousal (p 0.0001), avoidance (p = 0.026), and the age of
respondents (p 0.001). No factor of the centrality of religiosity was a predictor of the
worsening of depression symptoms. The analysis of regression in model 2 (prediction of
PTSD symptoms) shows that the following predictors had a significant stimulating effect
on the probability of developing PTSD symptoms: age (p 0.001), depression (p 0.001), and
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religious experiences (p = 0.001). The only factor of religiosity that significantly lowered
the probability of developing PTSD symptoms was prayer (p = 0.014).

Table 3. Models and results of the multiple regression analysis.

Model 1—Predictors of Depression

N = 250

R = 0.71925488 R2 = 0.51732758 Corr. R2 = 0.49922737
F(9.240) = 28.581 p < 0.0000 SEE = 4.6902

Beta SE of Beta B SE of B t(240) p

Constants 4.696463 1.309779 3.58569 0.000407
Age −0.187049 0.050871 −0.091894 0.024992 −3.67692 0.000291

Intrusions 0.114534 0.106452 0.101069 0.093938 1.07592 0.283045
Hyperarousal 0.730269 0.110459 0.711722 0.107653 6.61125 0.000000

Avoidance −0.151074 0.067578 −0.167378 0.074871 −2.23556 0.026301
Interest in

religious issues 0.074431 0.088491 0.123463 0.146785 0.84111 0.401121

Religious
beliefs −0.008323 0.079431 −0.013380 0.127695 −0.10478 0.916635

Prayer 0.074480 0.121122 0.109242 0.177651 0.61492 0.539189
Religious

experience −0.140007 0.081119 −0.233203 0.135116 −1.72595 0.085644

Cult 0.029448 0.104838 0.041245 0.146835 0.28089 0.779036

Model 2—Predictors of PTSD

N = 250

R = 0.69214239 R2 = 0.47906108 Corr. R2 = 0.46399260
F(7.242) = 31.792 p < 0.0000 SEE = 13.739

Beta SE of Beta B SE of B t(242) p

Constants 7.99407 3.712527 2.15327 0.032286
Age 0.198059 0.050890 0.27551 0.070791 3.89192 0.000129

Depression 0.625316 0.047253 1.77057 0.133797 13.23333 0.000000
Interest in

religious issues −0.093542 0.091064 −0.43935 0.427710 −1.02721 0.305349

Religious
beliefs 0.070112 0.081767 0.31915 0.372199 0.85746 0.392039

Prayer −0.303293 0.123705 −1.25957 0.513746 −2.45175 0.014924
Religious

experience 0.273518 0.082144 1.28998 0.387415 3.32972 0.001005

Cult −0.060613 0.107173 −0.24038 0.425023 −0.56556 0.572214

This is a kind of complementarity of effect (Figure 2), because the reduction in PTSD
symptoms (which include hyperarousal and anxiety symptoms) caused by prayer was
accompanied by the worsening of these sensations caused by religious experience.

Our study, which provided interesting and non-obvious insights into the relationship
between the studied variables, did not fully explain the protective nature of religiosity in
dealing with pandemic stress. Out of five components of religiosity understood in accor-
dance with Hubert’s concept, two turned out to contribute to a modification in the severity
of psychopathological reactions of the respondents related to pandemic stress during the
first wave of the pandemic. While prayer (which in Huber’s concept is understood as
making contact with transcendent reality) had a clearly protective role by blocking the
worsening of PTSD symptoms, the role of religious experience turned out to be different
and exacerbated psychopathological symptoms.
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This means that an increase in prayer activity alleviated the symptoms of PTSD. The
toning effect of prayer (items: “How often (during the pandemic) do you usually pray?”
“How important is personal prayer for you (during the pandemic)?” “How often (during
the pandemic) do you pray to God during a weekday?”) may constitute a behavioral buffer
(a ritual?), which protects an individual against negative emotions characteristic of PTSD
by occupying the individual’s thoughts, guiding them in a different direction or giving
them a feeling that they are making an effort to protect their life and functioning.

When it comes to religious experience (the emotional aspect), perhaps it labels the
pandemic as God’s retaliatory or punishing behavior (in this case, the pandemic would
be treated as an expression of God’s wrath or a punishment). An analysis of items in
this subscale indirectly confirms this hypothesis (“How often (during the pandemic) do
you experience situations in which you have the feeling that God wants to communicate
something to you?” “How often (during the pandemic) do you experience situations
in which you have the feeling that God intervenes in your life?” “How often (during
the pandemic) do you experience situations in which you have the feeling that God is
present?”). After all, the questionnaire does not specify whether God’s communication
or intervention should be friendly or cautionary. The pandemic, with its global scale and
serious effects, which may be physical (the death of many people around the world), social
(social distancing), or psychological (severe stress), is an extremely negative phenomenon
and may be perceived as a warning or a threat. It also needs to be emphasized that the first
wave of the pandemic was accompanied by extremely dramatic media coverage, which has
led to the effect of vicarious traumatization and could have contributed to the escalation of
fear, panic, or even the belief in impending annihilation (Ahmad and Murad 2020; Babicki
et al. 2021; Cuello-Garcia et al. 2020; Liu and Liu 2020; Zhao and Zhou 2020).

It is also interesting that age, which was a predictor of PTSD symptoms, restrained
the severity of depression. This means that older respondents most probably experienced
more severe symptoms of hyperarousal and anxiety (PTSD) and less severe symptoms of
depression.

4. Discussion

According to source literature, religiosity has a preventive and prophylactic effect
on individual and social disorders and pathologies. It supports coping processes in trau-
matic situations by being a source of hope and helping individuals achieve an appropriate
distance on the path of revaluation and prioritization according to a specific vision of life
(Corveleyn 1996; King et al. 2005; Koenig 2001; Krok 2014, 2016; Maredpour 2017; Merrill
and Salazar 2002; Moberg 2002; Pargament et al. 2005). The concept that is usually used
in research to explain the protective effect of religion and religiosity is Pargament 1996’s
(1996, Pargament and Lomax 2013) concept, which treats religion as a way toward the
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transmission of a specific philosophical orientation of the world that affects the understand-
ing of the world and makes reality and suffering understandable and bearable. This is
confirmed by recent research on the sense of coherence as an effective resource in dealing
with pandemic-induced stress (Barni et al. 2020; Weinberger-Litman et al. 2020).

Numerous studies on dealing with stress caused by the COVID-19 pandemic consider
religiosity to be an effective mental resource in dealing with the reality of the pandemic
(Chow et al. 2021; Del Castillo et al. 2020; Galea et al. 2020; Koenig 2020; Lucchetti et al.
2020; Modell and Kardia 2020; Pirutinsky et al. 2020; Weinberger-Litman et al. 2020).
When it comes to its protective effect on the most common negative consequences of the
pandemic, i.e., PTSD and depression, research has been undertaken to confirm this effect
and determine the type of its influence using Huber’s theory, which treats religiosity as
a collection of specific constructs. This was possible thanks to a questionnaire that could
precisely measure specific dimensions of religiosity.

It seems that the best example of a broad metanalysis regarding the effects of religiosity
on mental functioning is a study by Koenig (2012), based on an analysis of 601 source mate-
rials, which suggests that religiosity (still understood and studied as a multidimensional
construct) has a clearly protective effect on health. Later studies also show that religion
may play an important role in dealing with depression1 (Aflakseir and Mahdiyar 2016;
Fehring et al. 1997; Grossoehme et al. 2020; Lorenz et al. 2019; Svob et al. 2016, Svob et al.
2018; Weber et al. 2012). However, we did not manage to confirm its effectiveness in dealing
with depression caused by the pandemic. Our results, which show the ineffectiveness of
religiosity in dealing with depression by the respondents, confirm other results, which
showed no connection between religiosity and this disorder (Abou Kassm et al. 2018;
Miller et al. 2008), showed a selective impact on psychopathological symptoms manifested
in mood disorders and the existence of a clearly negative correlation only with suicidal
thoughts or behavior (Unterrainer et al. 2012), or showed a predictive effect of depression
(Baetz et al. 2006; Maltby and Day 2000a; Nelson et al. 2002; Strawbridge et al. 1998; Smith
et al. 2003; Van Herreweghe and Lancker 2019). Koenig’s metanalysis of the available
research shows that religiosity is also a resource in dealing with other mental problems, for
example addictions, anxiety, or psychosis (2012). Some findings show that there was no
association between religiosity and mental health (Fradelos et al. 2018; Rippentrop et al.
2005). However, there are reports that show that various aspects of religiosity are associated
with mental disorders, such as anxiety, insomnia, problems with social relationships, and
psychoses (Agorastos et al. 2014; Johnson et al. 2011; Joseph and Diduca 2001; Joseph
et al. 2002; Kioulos et al. 2015; Kovess-Masfety et al. 2018; Lee et al. 2019; Maltby et al.
2000b; Mohr et al. 2010, 2011; Ng 2007; Siddle et al. 2014; Tateyama et al. 1993, Tateyama
et al. 1998) or PTSD (Connor et al. 2003; Tran et al. 2012) in various clinical groups. It has
also been shown that religiosity lowers reflectivity and the level of analytical thinking,
(Gervais and Norenzayan 2012, Pennycook et al. 2014) although the results of this study
were not replicated (Sanchez et al. 2017), or does not affect how individuals deal with
traumas (Kucharska 2020). Moreover, researchers emphasize that religiosity may also
have a negative or harmful effect on mental health when it includes negative affective
attitudes towards God, negative religious behavior, and spiritual struggles (Lee et al. 2019;
Pirutinsky et al. 2020; Tran et al. 2012). In our studies, religiosity, or rather its specific
aspect, i.e., religious experience, turned out to be a predictor of an increase in the severity
of PTSD symptoms. On the other hand, prayer had a protective role and eased PTSD
symptoms, which confirms the results of other studies (Bentzen 2019; Coppen 2020). There
is convincing evidence in favor of a relationship between natural disasters and intensified
symptoms of religiosity (Bentzen 2019). It is also known that praying is a common way
of dealing with adversity. When a disaster happens, people want to be close to God, and
praying is the only strategy to achieve it. There is evidence that praying activities have
intensified during the current pandemic (Bentzen 2020; Dein et al. 2020), which is also

1 Caused by various factors, e.g., physical illnesses, addictions, etc.
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confirmed by our study. Although it is suggested to ascribe mixed and often contradicting
results of studies on anxiety and religion to a lack of standardized measures, imperfect
research procedures, a limited possibility of assessing anxiety, the bias of experimenters
(O’Connor and Vandenberg 2005), and poor operationalization of religious constructs
(Shreve-Neiger and Edelstein 2004), it still seems that standardized measurement methods
used in this case and the universally recognized theoretical assumption (Huber’s theory)
support the attempt to study their actual role and the mechanisms of correlation between
the studied variables.

To explain this phenomenon, it is worth interpreting the meaning of the studied
phenomena. Our study has shown that among the aspects of religiosity, prayer and
religious experience turned out to be particularly significant (but only in relation to PTSD).
However, this does not mean that they had a simple linear effect that alleviated negative
psychopathological symptoms (Figure 2). What seems to be particularly important is
religious experience, which at the time of a global crisis, such as the COVID-19 pandemic,
may include various beliefs, including the belief that the pandemic is a negative message
from God (the pandemic as God’s wrath/punishment for sins), which can lead to additional
mental tension. However, it is a rather “shallow” (external?) type of religiosity (Zarzycka
2009), and it is worth thinking about the image of God behind this explanation. Is it not an
image of a weak and indifferent God, who no longer controls the world or is not interested
in it at all? It seems that it may also show a simple understanding of divine providence as
God’s mechanical and immediate intervention on behalf of the requests of people. Perhaps
this type of religiosity may lead to guilt or increase tension, as shown in our study. In
the literature, intrinsic religiosity is commonly distinguished from extrinsic religiosity.
Intrinsic religiosity stands for an internalization of the teachings of religion and finding
personal master motives in religion, whereas extrinsic religiosity reflects more instrumental
and utilitarian aspects of religion, thereby providing security and solace, sociability and
distraction, status, and self-justification (Agorastos et al. 2014; Allport and Ross 1967;
Hunt and King 1971). It may correspond with negative religious coping, which reflects
a weak relationship with God (e.g., re-evaluating the power of God, feeling abandoned
or punished by God, etc.) and the lack of a secure attachment to God (Hall and Brokaw
1995; Hebert et al. 2009; Manning-Walsh 2005; O’Brien et al. 2019; Pargament et al. 1998;
Smith et al. 2003; Tran et al. 2012; Zarzycka 2014; Zwingmann et al. 2006). It may take many
forms: the feeling of anger or of being abandoned or punished by God or the fear that the
trauma reflects the doings of the devil or demons (Dein et al. 2020; Isiko 2020). It is also
worth mentioning the concept of crisis religiosity, which appears in difficult situations and
consists mainly of prayer without deeper involvement (Ahrenfeldt et al. 2017).

It is also worth considering whether or not the effect that age has on the experience of
psychopathological reactions confirms (indirectly) this interpretation of the results when
older, more religious people experience more tension related to the pandemic (Religious
life in Poland. Results of the Social Coherence Survey 2018).

To sum up, it can be said that despite the fact that religious beliefs and practices
may serve as a powerful source of solace, hope, and meaning, they are often “intricately”
entangled in fears, as well as empirically confirmed neurotic and psychotic disorders,
which sometimes makes it more difficult to determine whether they are immunogenic
or pathogenic (Huber 2007; Koenig 2012; Pargament and Lomax 2013). It should also be
added that the protective property does not have to arise from religiosity itself, but could
also stem from elements that are associated with religiosity: avoiding risky behavior due
to shared moral standards; social support; the sense of meaning, purpose, and control;
and meditation habits, which could inhibit health disorders (Kornreich and Aubin 2012).
Nevertheless, detailed mechanisms underlying the protective effects of religiosity on health
have not been fully understood yet (Jantos and Kiat 2007; Kawachi 2020; Schreiber and
Brockopp 2012; Svob et al. 2019; Zimmer et al. 2016). To sum up, it may be concluded that
the COVID-19 pandemic has reset former certainties, including those concerning the effects
of religiosity and its components.
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5. Limitations

We are aware of the fact that our studies are not free from limitations. In our opinion,
these limitations are mostly the manner of measurement (via the Internet), the character
of the study group, and the unique nature of the studied situation, which limits the
replicability of the obtained results:

1. The method of data collection: Online studies, which are the only type of studies
possible during the pandemic, have already become a standard, but they have their
limitations, e.g., the impossibility of fully controlling the study situation, measurement
errors resulting from the impossibility of standardizing the study situation, problems
with competencies and the nature of online communication, and technical issues (for
example, the possibility of taking part in the study multiple times), which should be
remembered when results are interpreted.

2. Specific proportions in the study group: The group is dominated by women and
residents of big cities with higher education, but it is a typical situation in voluntary
psychological research conducted on the Internet.

3. It is unfortunate that an additional tool, which would make it possible to analyze
beliefs about the causes of the pandemic, was not added to the study. It could to a
large extent substantiate the results of our studies. We also suppose that the inclusion
of other contextual variables, such as the image of God (Hall and Brokaw 1995), could
provide data to facilitate the understanding of complex phenomena shown in our
studies.

4. An unprecedented situation: Numerous changes in all aspects of life caused by the
COVID-19 pandemic are an unprecedented phenomenon (Ćurković et al. 2020). This
is why it is important to interpret the obtained results with caution, because this
situation is unlike any other (the largest reported epidemics of the 20th and 21st
century, i.e., SARS 2003, H1N1 2009, and Ebola 2014, did not have the same scale
and publicity as the COVID-19 pandemic). Moreover, we need to remember that we
had an opportunity to study not only the reaction to the pandemic itself, but also
the reaction to long-term home isolation, social isolation, the sudden restructuring of
time, the effects of other sudden lifestyle changes, and the results of dramatic media
coverage (Cuello-Garcia et al. 2020).

6. Conclusions

The hypothesis presented in this paper was partially confirmed. The analysis of the
obtained results shows that there were relationships between religiosity and the severity
of psychopathological reactions caused by the COVID-19 pandemic in the study group
made up of healthy people when there was a total lockdown during the first wave of the
pandemic. Symptoms of depression were not in any way modified by religiosity and its
individual factors. However, its effect was visible in relation to PTSD. Religious experience
turned out to be a predictor that significantly increased the probability of developing
PTSD symptoms. The only factor of religiosity that significantly lowered the probability
of PTSD symptoms was prayer. Religious matters are important in the assessment and
treatment of patients, so clinicians must be open to the influence of religion and religiosity
on patients’ mental health. Understanding the role of religiosity in the prevention of mental
disorders will help clinicians determine whether it is a source of stress for individual
patients. However, the obtained results suggest that in order to interpret the effect of
religiosity on the mental functioning of the respondents in time of crisis (the COVID-19
pandemic), we should not try to explain this effect in a simple and linear way, because
religious life may not only bring security and solace, but may also be a source of stress
and an inner struggle. So is religiosity the remedy to various health problems? The
study supplements documentation on a wide range of health consequences, which can be
triggered or modified by religiosity. However, more work is required for this evidence to
be translated into practical advice for individuals and society.
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Unfortunately, we do not know how the pandemic will develop. Even if it will be
possible to go back to classic written surveys, the period in which the study was conducted
was clearly unique, which will make it impossible to collect comparative material. Due
to new information on the nature of the disease caused by the SARS-CoV-2 virus, the
development of the vaccine, and the ongoing adaptation processes (the effect of getting
used to the pandemic), results of this type of study (conducted at such a unique and
important time in history) will most probably be largely unreplicated. Nevertheless, we
hope that they will serve as a new reason to study and try to understand the complex effect
that religiosity has on human health in extraordinary situations.

Finally, it is worth adding that although the results provided by the use of typically
psychometric tools of psychological measurement seem to suggest that people who are
affected by the COVID-19 pandemic mainly experience suffering, and that the pandemic
has only negative impacts, it can (and should) be also considered from a broader than
psychological stress perspective. It is undoubtedly a time of trial, but also a time that can
be used to grow (which is very clearly emphasized by, e.g., the life-span approach). The
following example can be cited here: as more men now work at home, the pandemic forces
them (and also creates a unique opportunity) to take action and participate in childcare and
housework. It is quite a unique situation of their exceptionally long stay at home, which,
although forced by a pandemic, may and should be used as an unprecedented opportunity
to rediscover the “great absent” fathers of the 20th century. Staying at home together and
the necessity of dividing a small home space and controlling emotions in more frequently
experienced family conflict situations can trigger thus far unknown forces and skills in
organizing a life together. Of course, this requires openness and the ability to accept the
available state help, as well as the ability to provide it.

This also means that the studied phenomena can be a field of interpretation for other
human sciences, for example for the theology of spirituality. The experience of suffering in
the variety of its forms and manifestations is a space and a phenomenon effectively marry-
ing the role and place of spirituality and psychology in their mutual dynamic (Tatar 2012).
In psychological research, the objective is not to explain the purposefulness of suffering, but
its mechanism and causes (which, perhaps, is a simplification and narrowing of the issue to
only the emotional sphere), and a broader philosophical and theological approach allows
us to see in suffering the potential for maturation, which reflects the deepest spiritual
layers, which can lead to the overall integration of the human person, as well as his/her
relationship with others. So, from this perspective, should suffering always be identified
with evil? In terms of psychology as an empirical science, the experience of evil and suffer-
ing, especially of the innocent, remains an unsolvable problem; however, in Dąbrowski’s
(1979) studies, these experiences could constitute a developmental opportunity. Let us
remember this while smiling through our tears today.
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Walesa, Czesław. 2014. Różnice w zakresie religijności kobiet i mężczyzn [Differences in the religiosity of women and men]. Horyzonty
Psychologii 4: 45–66.

Weber, Samuel R., Kenneth I. Pargament, Mark E. Kunik, James W. Lomax, I, and Melinda A. Stanley. 2012. Psychological distress
among religious nonbelievers: A systematic review. Journal of Religion and Health 51: 72–86. [CrossRef]

Weinberger-Litman, Sarah L., Leib Litman, Zohn Rosen, David H. Rosmarin, and Cheskie Rosenzweig. 2020. A look at the first
quarantined community in the USA: Response of religious communal organizations and implications for public health during
the COVID-19 pandemic. Journal of Religion and Health 59: 2269–82. [CrossRef] [PubMed]

Xiao, Shuiyuan, Dan Luo, and Yang Xiao. 2020. Survivors of COVID-19 are at high risk of posttraumatic stress disorder. Global Health
Research and Policy 5: 29. [CrossRef] [PubMed]

Yuan, Kai, Yi-Miao Gong, Lin Liu, Yan-Kun Sun, Shan-Shan Tian, Yi-Jie Wang, Yi Zhong, An-Yi Zhang, Si-Zhen Su, and Xiao-Xing
Liu. 2021. Prevalence of posttraumatic stress disorder after infectious disease pandemics in the twenty-first century, including
COVID-19: A meta-analysis and systematic review. Molecular Psychiatry 4: 1–17. [CrossRef]

Zarzycka, Beata, Rafał P. Bartczuk, and Radosław Rybarski. 2020. Centrality of Religiosity Scale in Polish Research: A Curvilinear
Mechanism that Explains the Categories of Centrality of Religiosity. Religions 11: 64. [CrossRef]

Zarzycka, Beata. 2009. Tradition or charisma—Religiosity in Poland. In What the World Believes: Analysis and Commentary on the Religion
Monitor. Edited by Bertelsmann Stiftung. Gütersloh: Verlag Bertelsmann Stiftung, pp. 201–22.

Zarzycka, Beata. 2014. Struktura czynnikowa polskiej adaptacji Skali Pocieszenia i Napięcia Religijnego [Factorial structure of the
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