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Abstract

:

Among the general population, frontline workers have been identified to be at heightened risk for negative mental health consequences related to the COVID-19 Pandemic. Catholic priests, who minister to approximately 30% of Canadians, in their role as frontline workers, have been profoundly limited in the provision of pastoral care due to public health restrictions. However, little is known about the impact pandemic distress has on this largely understudied population. Four hundred and eleven Catholic priests across Canada participated in an online survey during May and June 2021. Multiple regression analysis examined how depression, anxiety, traumatic impact of events, loneliness, and religious coping style affect the psychological well-being, satisfaction as a priest, and priestly identity of participants. Results demonstrated that pandemic distress significantly impacts the psychological well-being of priest participants. Depression and loneliness surfaced as significant considerations associated with lowered psychological well-being. While neither anxiety nor traumatic distress reached a significance threshold, the religious coping style of participants emerged as an important factor in the psychological well-being of priests. Results of the study contribute to the understanding of how the pandemic has impacted a less visible group of frontline workers.
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1. Introduction


Since the World Health Organization declared the Coronavirus disease (COVID-19) a global pandemic on 11 March 2020 (Cucinotta and Vanelli 2020), the Government of Canada, as well as provincial governments, implemented a wide range of stringent emergency public health measures to mitigate the spread of the disease. By the end of March 2020, all Canadian provinces and territories had declared either a State of Emergency or a Public Health Emergency (Canadian Civil Liberties Association 2021). Among other measures, travel restrictions, stay-at-home orders, mandatory physical distancing, suspension of non-essential services, directives regarding the use of personal protective equipment (PPE), and restrictions or suspensions of public gatherings were imposed on the population at large. These restrictions substantially altered people’s lives (Dozois and MHRC 2021) and mental health experts raised a critical awareness about an impending “echo pandemic of mental health problems” (Favaro et al. 2020, p. 137).



Internationally, studies have highlighted an increase in mental health needs (Holmes et al. 2020), as well as decreased quality of life (Shamblaw et al. 2021). A 2020 survey conducted by the World Health Organization (WHO 2020) indicated that “bereavement, isolation, loss of income and fear are triggering mental health conditions or exacerbating existing ones”. Levels of anxiety, depression, self-harm, and suicide attempts have increased during the pandemic (Holmes et al. 2020), with 45% of North American adults reporting stress and worry related to the pandemic is negatively affecting their mental health (Panchal et al. 2021). A COVID-19 resilience survey, conducted online on behalf of the American Psychological Association in August 2021 with more than 3000 adults living in the United States, indicated that “nearly one-third of adults (32%) said sometimes they are so stressed about the coronavirus pandemic that they struggle to make basic decisions” (APA 2021, p. 2).



In Canada, a number of studies have underscored the negative impact of the COVID-19 Pandemic on the mental health of Canadians. Among them, conducting a national survey of Canadian adults, Dozois and MHRC (2021) found an increase in self-reported depression, as well as an increase in alcohol and cannabis use. Kutana and Lau (2021) found an increase in sleep disturbances. Best et al. (2021) reported on “increased psychological distress, including elevated levels of overall distress, such as panic, emotional disturbances, and depression” (p. 1).



Other research has been conducted with Canadian frontline healthcare workers. A nation-wide crowdsourcing survey, which was completed by approximately 18,000 health care workers, indicated that 70% reported their mental health was “somewhat worse now” or “much worse now” than before March 2020 (Statistics Canada 2021, p. 1). Among health care workers who worked in direct patient care with confirmed COVID-19 patients, 77% reported worsening mental health when compared to pre-pandemic conditions (Statistics Canada 2021). In an Ontario-based study, Maunder et al. (2021) highlighted a rising psychological burden and emotional exhaustion among health care workers, and Best et al. (2021) found symptoms of moderate to severe depression in 50% of their sample of Canadian frontline health care workers.



The Present Study


Catholic priests, responsible for providing support and accompaniment to approximately 30% of Canadian adults who identify as Catholic (Lipka 2019), address the pastoral and spiritual needs of their parishioners. Identified as another group of pastoral frontline workers, Catholic priests share in the commonly reported characteristics of frontline health care workers, who are often described as “brave individuals who accept the heightened importance of their jobs and the danger associated with them” (Sorensen 2021). The aim of this present study is to explore how the COVID-19 Pandemic has psychologically impacted Catholic priests across Canada.



Priests, in an effort to serve their parishioners, heard a heightened call to be proactive in their ministerial and pastoral response to the crisis, but the very possibility to do so was severely limited. The above referenced public health-related suspension or restrictions of public gatherings across Canada included public worship. As such, to varying degrees, priests were unable to celebrate Mass with their congregations in person; instead, livestream services became the permitted route of connection. Provision of essential sacramental services—such as baptisms, first communions, confirmations, weddings, funerals, reconciliation, and the Anointing of the Sick—were either rendered impossible or could only take place under limiting circumstances.



There is limited research available regarding the impact of the current pandemic on church life in the United States. A national survey of United States Catholic bishops, conducted in the Spring of 2020 by the Center for Applied Research in the Apostolate (CARA 2020), found that the provision of ministry was “very much affected” in more than half of the participating dioceses. The survey also indicated a negative effect on the morale of priests and other ministerial staff. Similarly, in an Italian study, Crea et al. (2021) examined the increase in “emotional distress, anxiety, fear, depression, and psychosomatic symptoms” (p. 729) in Catholic priests and religious sisters during the current pandemic.



At the time of this present study, no research data were available regarding the current pandemic distress on Catholic priests in Canada. Thus, the purpose of this current study was to determine the extent to which the stressors of the COVID-19 Pandemic have impacted the psychological well-being of Catholic priests across Canada. Clinical observations with this population have indicated that, in addition to the experience of depression and anxiety, loneliness may be an important research variable, as increasing number of priests across Canada live alone. Furthermore, religious coping has emerged as an important variable in the psychological well-being of priests (Kappler et al. 2020). In addition, as a group, priests frequently associate their personal identity with their ministry and their capacity to engage in ministry. Since the pandemic limited priests’ ability to minister at pre-pandemic levels, professional identity was seen as another important variable for the psychological well-being of priests. Therefore, based on these considerations, the specific hypotheses for this study were defined as follows: H1: The psychological distress of COVID-19 (measured by combined scores on the IES-R, PHQ-9, GAD-7, UCLA Loneliness) will be negatively associated with the psychological well-being of priests in Canada (measured by scores on the PWBS). H2: The religious coping of priests (measured by scores on the RCOPE) will be positively associated with the psychological well-being of priests in Canada (measured by scores on the PWBS). H3: The distress of COVID-19 (measured by scores on the IES-R) will be negatively associated with the professional identity of priests in Canada (measured by scores on item 17.2 on the SDI Research Project Questionnaire). H4: The experience of loneliness (measured by scores on the UCLA Loneliness) will be negatively associated with the psychological well-being of priests in Canada (measured by scores on the PWBS).





2. Methods and Materials


2.1. Procedure and Participants


Institutional approval to conduct this study was provided by the Institutional Review Board of The Southdown Institute. The researchers reached out to Catholic priests, both diocesan and vowed religious, assigned to ministry in a Canadian diocese or archdiocese or eparchy. Bishops/archbishops (local ordinaries) in all ecclesial regions of Canada were emailed a courtesy letter requesting formal permission to invite the respective priests to participate in this voluntary research study. Upon receiving the permission of 27 bishops/archbishops (local ordinaries), the identified diocesan contact person was emailed the formal research study invitational email, to be sent out by that contact person to his/her email list of priests. The priests were given the opportunity to open the personal email sent to them and decide to participate or decline participation. Priests who agreed to participate were provided with information about the study and the risks and benefits of completing the study. They were offered a list of support resources in case of increased distress as a result of completing the survey. Each participant was apprised of informed consent being implied if they chose to continue with the survey, before they proceeded to the anonymous online survey.



All identified email communications were sent in both an English and French language version, for each participating priest to choose. All psychological self-report questionnaires used in this study have published versions/editions in both English and French. One of the researchers, a first-language French speaker, composed the French language version of the study’s demographics self-report questionnaire, reviewed by another researcher, who has bilingual English-French fluency. The final English language version of the demographics self-report questionnaire was reviewed by The Southdown Institute’s quality control editor.




2.2. Measures


2.2.1. Predictor Variables


	
Demographics. Participants were asked to provide demographic information. For the purposes of this study, the following control variables were retained: age (in six groups but treated as a continuous variable), first-generation migrant status (binary variable inferred through country of birth), diocesan versus religious-order priest (binary)1, rural versus (sub-)urban location of ministry (binary), region of residence (eight Canadian provinces and one residual category;2 all inferred through respondents’ location at time of survey), professional counseling in the year prior to survey (binary), spiritual direction during pandemic (binary), helpful activities undertaken during the pandemic (specifically, group activities, friendship-related activities, spiritual activities; all binary). As an additional covariate in the context of loneliness, the living situation (alone or in a group setting; binary) for 211 participants was elicited, despite the lack of direct question in the survey3.



	
Religious Coping. The religious coping was measured by scores on the Religious Coping Scale–Brief Version (RCOPE), a 14-item self-report measure (Pargament et al. 2011) used to assess the positive and negative religious coping strategies of an individual in response to a negative event, on a 4-point rating scale, ranging from 1 (‘Not at all’) to 4 (‘A great deal’)4. In terms of internal consistency, positive RCOPE reached a Cronbach’s alpha of 0.86, while negative RCOPE reached the value of 0.75.



	
Psychological Distress. Depression was measured by scores on the Patient Health Questionnaire for Depression (PHQ-9; Kroenke et al. 2001), a 9-item self-report measure used to assess the severity of depressive symptoms on a 4-point scale ranging from 0 (‘Not at all’) to 3 (‘Nearly every day’). The recommended cut-off score on the PHQ-9 is 10 (Manea et al. 2012). The scores on the PHQ-9 correspond to minimal (0–4), mild (5–9), moderate (10–14), moderately severe (15–19), and severe depression (20–27). The internal consistency for the PHQ-9 was 0.86.






Anxiety was measured by scores on the Generalized Anxiety Disorder Scale (GAD-7; Spitzer et al. 2006). The GAD-7 is a 7-item self-report measure that assesses the generalized anxiety level on a 4-point scale ranging from 0 (‘Not at all’, ‘Not at all sure’) to 3 (‘Nearly every day’) during the previous two weeks. The GAD-7 yields a total score ranging from 0–21 with the recommended cut-off score of 5 (mild), 10 (moderate), and 15 (severe) anxiety. The internal consistency for the GAD-7 was 0.90.



Distress was measured by scores on the Impact of Event Scale–Revised (IES-R; Weiss 2007), a 22-item self-report measure that assesses subjective distress caused by the COVID-19 Pandemic as the identified stressor within the past seven days, on a rating scale ranging from 0 (‘Not at all’) to 4 (‘Extremely’). The IES-R yields a total score ranging from 0–88, with the recommended cut-off score of 33, suggesting a probable diagnosis of Post Traumatic Stress Disorder (PTSD) and 24–32 suggesting partial PTSD or clinical concern for PTSD. In addition to the total score, and in accordance with the scale documentation, the IES-R total mean score as the sum of its mean subscales (avoidance, intrusion, and hyperarousal) was computed. This total mean score ranges from zero to 12, and the IES-R total mean score was used in our regressions. Cronbach’s alpha for the IES-R total score was 0.94.



Loneliness was measured by scores on the University of California Los Angeles Loneliness Scale–Short Form (UCLA Loneliness; Hughes et al. 2004), a 3-item self-report measure used to assess the feeling of loneliness, ranging from 1 (‘Hardly ever’) to 3 (‘Often’). The scale reached a Cronbach’s alpha value of 0.83.




2.2.2. Outcome Variables


	
Psychological Well-Being. The psychological well-being of the priests in Canada was measured using the 42-item self-report version of Ryff’s Psychological Well-being Scale (PWBS; Ryff and Keyes 1995). The PWBS measures six aspects of well-being and happiness, namely autonomy, environmental mastery, personal growth, positive relations with others, purpose in life, and self-acceptance. The PWBS is assessed on a 6-point scale ranging from ‘Strongly Disagree’ to ‘Strongly Agree’. In our sample, Cronbach’s alpha for the PWBS was 0.90.



	
Loss of Priestly Identity. As another measure of priestly well-being, a potential COVID-19-related loss of priestly identity (item 17.2 on the SDI Research Project Questionnaire) was elicited. This 1-item measure asked respondents to which degree they experienced distress related to the COVID-19 Pandemic. Specifically, participants had to rate the level of distress associated with a loss of aspects of priestly identity on a 5-point scale ranging from ‘Very mild’ to ‘Very severe’.



	
Life Satisfaction as a Priest. An additional measure of priestly well-being, life satisfaction as a priest was assessed using a single item on the survey (item 26 on the SDI Research Project Questionnaire) by asking participants to respond to the question: How satisfied do you feel as a priest right now? This was scored on a 5-point scale ranging from ‘Not at all satisfied’ to ‘Extremely satisfied’.









3. Results


3.1. Statistical Analysis


Statistical analysis was conducted using Stata as the statistical software. The two maps (Figure 1 and Figure 2) were created using the Stata MAPTILE package (Stepner 2017). All main results are based on multiple regression analysis using ordinary least squares (OLS). Multiple regression is the tool of choice for a non-causal analysis of survey data with an adequate sample size. An exploratory analysis of the psychological well-being of priests was conducted. OLS is particularly appropriate in this context as it allows a comparison of the strength and significance of the relationship between different aspects of COVID-19-related distress and well-being across different model specifications. Additionally, the regression coefficients are readily interpretable in a quantitative way, which immediately adds to the understanding of the psychological significance of each relationship between a facet of COVID-19-related distress and well-being. Simple bivariate correlations or other descriptive analyses come with an important caveat in such an exploratory setting: Demographic variables as well as context-relevant behaviors may well affect both the regressor of interest (IES-R, GAD-7, UCLA Loneliness, PHQ-9, and RCOPE, respectively) and the outcome of the regression (PWBS), leading to omitted variable bias. OLS allows for easy and explicit inclusion of a number of pandemic-related behaviors (e.g., helpful activities) and key demographic information (e.g., age and location) as control variables.



While all potential sources of bias cannot be fully eliminated—and, thus, results cannot be interpreted as causal effects by any means—the rich set of individual-level controls is adding immense value to the simple bivariate relationships. In the preferred specifications, region fixed effects were introduced, thereby only comparing priests within the same part of Canada (Figure 1 provides an overview of the number of participants by Canadian province). This is particularly relevant in the context of the pandemic, since both regulations and incidences (Figure 2)—that matter for the severity of the distress experienced by the priests—vary at the regional level. The specific restrictions relevant for the priests’ pastoral well-being varied at the provincial level and are depicted in Figure 3.



In all regression tables, bivariate (‘raw’) relationships between outcome and regressor of interest are augmented by a step-by-step introduction of control variables and region fixed effects. Since there are not enough regions in Canada to allow for region-level clustering, heteroskedasticity-robust standard errors (HC3) were chosen and are reported in parentheses. Sample size is kept constant within each table. For expositional purposes, the regression constant and fixed effect coefficients are omitted in all tables. Table notes contain further information on all variables included in each model.




3.2. Descriptive Statistics


Table 1 summarizes the descriptive statistics of the analytical sample. Panel A shows mean, standard deviation, and the number of non-missing observations for key variables. Panel B shows the raw correlations between all psychological measures used in the study. The sample was comprised of 411 Catholic priests, of whom approximately 80% were diocesan priests and 20% vowed religious priests. A little over half of the group were above 60 years of age (54.74%), followed by those who were between 40 and 59 years old (35.04%), and 10.22% who were below age 40. The sample was predominantly of European ethnic descent (79.20%) and 20% self-identified in the group consisting of Asian, African, Latino, Middle Eastern, and Indigenous/First Nation origin. The sample was predominantly well-educated, with 66.42% of participants holding a master’s degree, and 17.27% holding a doctoral or professional degree. Twenty-eight percent of respondents were first-generation migrants and 27% were based in a rural location. Sixty-five percent of priests had received spiritual direction during the pandemic, while only 9% had received professional counseling in the 12 months prior to the survey. Sixty-two percent reported spiritual activities as being helpful during the pandemic and 56% reported helpful friendship activities, while only 27% reported helpful group activities.




3.3. Hypothesis Testing


According to Hypothesis 1, the psychological distress of COVID-19 will be negatively associated with the psychological well-being of priests in Canada. Table 2 contains our main results on COVID-19-related well-being among Canadian priests. It evidences the relationship between the various non-religion-specific psychological scales and the psychological well-being score in a linear regression framework. As these regressions rely on survey data and do not exploit any exogenous variation in the determinants of psychological well-being, our results cannot be interpreted as causal effects. However, due to the large number of controls in the more sophisticated specifications, meaningful correlations were uncovered by holding constant some of the most substantial confounders.



First, columns (1) through (4) show the raw bivariate relationships between the PWBS score and, respectively, the IES-R scale, the PHQ-9 scale, the GAD-7 scale, and the UCLA Loneliness scale. As expected, all four scores are strongly negatively related to psychological well-being. These negative coefficients are very precisely measured and therefore statistically significant at the 1% level with heteroskedasticity-robust standard errors. In particular, the IES-R shows a large coefficient. If the IES-R total mean score (as measured by the sum of the means of the three subscales) increases by one point, the PWBS score decreases significantly by approximately 5.4 points. This amounts to a 3% decrease relative to the 195-point average of the PWBS score in our sample. This seemingly strong relationship did not survive in the richer specifications. Analogously to the IES scale, an increase in the depression (column 2), anxiety (column 3), and loneliness (column 4) scores by one point is associated with a significant decrease in well-being, by 3.1, 2.6, and 5.6 points, respectively.



The picture changes once all four scores were included simultaneously in column (5) to assess their relative importance. Now, only the coefficients on depression and loneliness remain (highly) significant, even though, in absolute terms, both decrease in size. It appears that depression and loneliness are more predictive of psychological well-being in the context of the pandemic than the impact of event score in itself. The high R-squared of 0.30 in column (2) compared to columns (1), (3), and (4) suggests that this finding is mainly driven by the high predictive power of the depression scale.



Specifications in columns (6) and (7) confirm this main finding when control variables and fixed effects were introduced. In the absence of experimental variation in the independent variables, some of the most obvious potential confounders of the relationship between our psychological distress scores and psychological well-being of priests scores were accounted for. These controls include simple demographics (e.g., age or rural location) as well as pandemic-related behaviors (e.g., helpful activities). Importantly, region-fixed effects were introduced in column (7). The impact of the COVID-19 pandemic on personal well-being likely depends on the specific rules, regulations and, most notably, incidence in the region of residence (see Figure 2 for the regional incidences at time of survey). The introduction of region fixed effects allows to only compare priests who reside in the same Canadian province and are thus exposed to similar pandemic-related circumstances. While the regional fixed effects do not add much predictive power, their introduction is conceptionally important in an epidemiological context. Keeping our major control variables as well as the region of residence constant in our preferred specification (column 7), once again the depression score was found to be most strongly related to psychological well-being. A 1-point increase in the PHQ-9 score is associated with a highly significant decrease in individual well-being of a priest by 2.7 points, which corresponds to a decrease by 1.4% of the average PWBS score in the sample.



The only other significant psychological distress score comes from the UCLA Loneliness scale. According to the specification in column (7), psychological well-being decreases by roughly two points when the loneliness score increases by one point. However, this coefficient is only significant at the 5% level and somewhat sensitive to the choice of control variables. Out of these control variables, only the dummy variable indicating whether a priest has been involved in helpful spiritual activities during the pandemic is consistently significant (at the 5% level), and it was found to be positively related to psychological well-being.



Overall, our preferred model—column (7) of the regression table—can explain 36% of the total variation in the PWBS score. Rather than the IES-R scale in itself, it seems to be the depression and loneliness scores that are most predictive of the psychological well-being of Canadian priests in the context of the pandemic.



Hypothesis 2 stated that the religious coping of priests (measured by scores on the RCOPE) will be positively associated with the psychological well-being of priests in Canada (measured by scores on the PWBS). The results reported in Table 3 support this hypothesis with respect to positive religious coping behavior (positive RCOPE) and call for a nuanced interpretation of the different RCOPE subscales. A 1-point increase in the positive RCOPE scale is associated with an increase in the PWBS score by approximately one point. While this result is highly significant, it is substantially smaller in absolute size than the impact of negative religious coping behavior (negative RCOPE). For a 1-point increase in negative religious coping, psychological well-being decreases by approximately four points, which corresponds to 2% of the PWBS mean. Notably, in addition to spiritual activities, age- and friendship-based activities are also significant at the 5% level once they were included in the model together with the RCOPE measures. Both age and helpful activities are positively related to psychological well-being when we keep religious coping mechanisms constant. Overall, Table 3 suggests that religious coping is important for the psychological well-being of priests in Canada. However, the influence of negative religious coping is significantly more powerful in size than the influence of positive coping.



Hypothesis 3 posited that the distress of COVID-19 (measured by scores on the IES-R) will be negatively associated with the professional identity of priests (measured by scores on item 17.2 on the SDI Research Project Questionnaire). Indeed, Table 4 shows a positive relationship between the distress of COVID-19 and the degree to which a loss of priestly identity was experienced. Specifically, a higher IES-R score is associated with a greater loss of identity, supporting Hypothesis 3. The coefficients seem small in size (though high in significance) at first glance. However, in column (3), an increase in COVID-19 related distress by one unit (i.e., an increase in the total mean score by one point) is associated with an increase in reported priestly identity loss by approximately 0.23 points on the respective Likert scale, which corresponds to a sizeable 10% of the outcome mean. Exploratively, self-reported satisfaction as a priest (as measured by score on item 26 on the SDI Research Project Questionnaire) was investigated as an additional outcome in columns (4) through (6). As expected, pandemic-related distress, as captured by the IES-R, is significantly negatively related to general satisfaction as a priest. In addition to the COVID-19 distress, the coefficients on spiritual activities and counseling are also significant in predicting overall satisfaction. Priests who engage in spiritual activities during the pandemic score higher on satisfaction, while priests who received counseling in the 12 months prior to the survey score significantly lower. Due to missing values in both outcome variables, the sample size is lower than in previous tables.



Finally, Hypothesis 4 proposed that the experience of loneliness (measured by scores on the UCLA Loneliness) will be negatively associated with the psychological well-being of priests in Canada (measured by scores on the PWBS). Table 2 already provided relevant insights here by showing a negative relationship between loneliness and well-being, even when other scales and controls are included. Table 5 adds to this evidence by analyzing loneliness in combination with aloneness. For 211 survey participants, their living status (either alone or in a group setting) was inferred. While the dummy variable indicating whether a priest lives alone does not significantly predict the well-being score by itself (column (2)), the coefficient turns significant once the UCLA Loneliness measure (which in itself remains almost unchanged in terms of coefficient size) was added: Loneliness is strongly negatively associated with well-being throughout all specifications. However, when loneliness was kept constant, living alone became positively related to well-being of priests. With other conditions remaining the same, priests who live alone scored 8.5 points higher on the PWBS measure, which corresponds to 4% of the PWBS mean. It appears that differentiating between living alone versus living in loneliness is crucial for the assessment of psychological well-being among priests in Canada.5





4. Discussion


Based on data from an online survey of 411 clergy participants, this study sheds light on the impact of distress from the COVID-19 Pandemic on the psychological well-being of Catholic priests across Canada. While much research has been devoted to the impact of pandemic distress on various population groups, particularly first responders and frontline workers, this present study was the first one conducted in Canada with a focus on Catholic priests, who can be considered pastoral frontline workers, who serve a large segment of the Canadian population.



The data were collected in May and June of 2021, during a time when Canada was in a phase in which it reacted to the second and third waves of COVID-19 infections (Detsky and Bogoch 2021) as reported in Figure 2, which illustrates the province-specific relevant pandemic data.



In the study, we found support for Hypothesis 1, that the psychological distress of the COVID-19 Pandemic is having a negative association with the psychological well-being of priests in Canada. However, the impact of anxiety and traumatic distress were not significantly related to well-being once other psychological measures were controlled for, while depression and loneliness surfaced as the major factors which lessened the psychological well-being of priests. This result was partially a surprise, as one would expect the cluster of worry and anxiety to negatively impact psychological well-being even in the presence of other measures and various control variables. Since the data collection occurred 13 months into the pandemic, it could be argued that the initial worry, stress, and anxiety that may have been present at the onset of the COVID-19 crisis, may have subsided by that time. Priests, like other population groups, may have had time to adjust to living with the crisis and restrictions. This corresponds to clinical observations with many clergy members reporting struggling initially with the learning curve of how to meaningfully connect with parishioners via virtual/online means, as in how to livestream services and conduct webinars to maintain pastoral care. The findings of this study are partially supported by recent studies that reported an increase in anxiety and depression as a result of the COVID-19 Pandemic (COVID-19 Mental Disorders Collaborators 2021; Prout et al. 2020). The fact that anxiety did not emerge as a significant negative contributor to Canadian priests’ mental health in this study may be related to priests’ job security, during a time when other populations feared for the loss of their employment. In other words, while the capacity to meaningfully minister was profoundly affected, priests as a group did not share in a major source of anxiety, namely job loss or being placed on employment leave. In addition, the questions asked on the IES-R aim at a particularly traumatic event and measure an individual’s hyperarousal and avoidance in response to the event, as well as the level of intrusive thoughts related to the event. Again, by the time the data were collected, participants were 13 months into the experience of being exposed to an ongoing, stressful event. The wording of the questions on the measure elicits answers to a singular and specific event, and it may be the case that priests in their responses did not classify the ongoing level of distress as fitting questions seemingly aimed at a singular event. The fact that depression, as measured on the PHQ-9, was significantly associated with lessened psychological well-being reflects the more chronic nature of the distress, resulting in classic symptoms of depression, such as fatigue, hopelessness, sadness, difficulties sleeping, difficulties concentrating, loss of appetite, and loss of energy.



Loneliness emerged as the second aspect of the pandemic distress that was negatively associated with the psychological well-being of priests, which is a significant finding as Catholic priests by nature of their priestly promises live in chaste celibacy, foregoing a partnered or married life. In addition, slightly more than half of the priest participants lived alone at the time of data collection, and further aspects of a potential difference between loneliness and aloneness are discussed later, when Hypothesis 4 is reviewed.



The results of our survey affirm Hypothesis 2, that the religious coping of priests will be positively associated with their psychological well-being. Indeed, on review of the subscales of religious coping, it emerged that the data on positive religious coping aligned with previous research by Wilt et al. (2019), positing that positive religious coping built on a belief in “a personal, relational God, seeing God as an active partner in the resolution of problems” (p. 284) is generally associated with improved well-being. Conversely, the data on negative religious coping builds on a tenuous relation to the sacred and an ominous view of the world and is generally associated with worsened well-being (Pargament 2001). This implies that priests who engaged in a more negativistic coping, viewing their relationship to God as distant, or sensing an abandonment by God in the midst of crisis, had significantly lessened psychological well-being when compared to those who engaged in a coping style that viewed God as accompanying them in a benevolent and close manner in the midst of crisis. A closer examination of the items that build negative coping on the RCOPE may shed some light. Priests with mainly negative religious coping style endorsed, for example, some or all of the following items: (a) Wondered whether God had abandoned me, (b) Felt punished by God for my lack of devotion, (c) Wondered whether my Church has abandoned me, and (d) Questioned God’s love for me. These items reflect an individual’s struggle with positive self-appraisal, a sense of rejection or abandonment, a lacking sense of agency, and an absence of hope, which all are contributing elements of depression. This finding also has important implications for the initial and ongoing spiritual formation of priests, as negative religious coping styles could be assessed, addressed, and improved upon. Results also indicated that age and both spiritual as well as friendship activities were positively related to psychological well-being when religious coping mechanisms were kept constant. This result speaks to the importance of engaging in helpful activities as an important factor in achieving improved mental health. Previous research has consistently listed staying active, both physically as well as mentally (Mayo Clinic 2021), as an essential coping strategy in times of distress. Priests who engaged in actively seeking out support through friendships as well as spiritual activities had more positive well-being than those who remained inactive. The results suggesting that older priests had better overall psychological well-being, when compared to younger priests, when religious coping was kept constant, corresponds to the findings of previous research, which found “counter to expectation, older adults as a group may be more resilient to the anxiety, depression, and stress-related mental health disorders characteristic of younger populations during the initial phase of the COVID-19 pandemic” (Vahia et al. 2020, p. 2253). Having gained life experience by navigating through previous significant periods of distress in their lives, may also contribute to older priests’ more favorable outcome.



We further stipulated in Hypothesis 3 that the distress of COVID-19 will be negatively associated with the professional identity of priests in Canada. Results supported this hypothesis and found not only that the priestly identity of clergy participants across Canada was negatively impacted, but furthermore that it lessened the priests’ sense of feeling satisfied as a priest. Many priests draw much of their sense of identity, meaning, and purpose from their work—their pastoral ministry—regardless of the type of ministry they are assigned to. In the beginning of the pandemic, when the first general lockdown went into effect in most of the provinces, clinical conversations with priests reflected a strong sense of loss and confusion, with many expressing a strong sense of bereavement as they were unable to engage in what gives meaning to their lives of service—pastoral ministry, communal prayer, celebrating public Mass, and assisting parishioners in need with Sacramental celebrations of baptisms, weddings, or funerals. For many, the challenges faced in ministering to the sick in hospitals or long-term care homes all were reported anecdotally as major stressors. The results of this study confirmed these reports, indicating how much the active engagement in ministry is a life-giving, meaning-offering aspect of priestly identity for Catholic priests. In addition to the COVID-19 distress, results also indicated that priests who engaged in spiritual activities during the pandemic score higher on satisfaction, while priests who had received counseling in the 12 months prior to the survey scored significantly lower. As previously discussed, the positive association between helpful spiritual activities and satisfaction is intuitive, but the result indicating a negative association between counseling received and priestly satisfaction requires further attention. However, this result likely captures a simple selection effect of priests with pre-pandemic low satisfaction opting for professional counseling. Furthermore, it is important to consider the small number of priests who indicated having received professional counseling within the last 12 months—less than 9% of priests reported receiving professional therapeutic support, and these priests, all other things being equal, scored lower on measures of priestly satisfaction than their colleagues.



In Hypothesis 4, we posited that the experience of loneliness will be negatively associated with the psychological well-being of priests in Canada. As discussed earlier, this hypothesis was supported by the findings. However, an interesting and unexpected point emerged from the data; namely, that while results indicated the negative association between loneliness and psychological well-being, living alone was classified by many priests as a positive association toward psychological well-being when loneliness was kept constant. At first sight, this seems counterintuitive and even contradictory; however, previous work by Okozi (2020) referenced a distinction between loneliness and aloneness. According to him, “one of the stark differences between loneliness and solitude is that loneliness is the experience of feeling isolated or disconnected from others or rejected by others, including by family members, colleagues, friends, or random acquaintances” (Okozi 2020, p. 3). For him, some possible outcome of the impact of loneliness on a person’s psychological well-being includes anxiety, depression, frustration, anger, high blood pressure, hopelessness, and helplessness. In our results, living alone is significantly beneficial for well-being when the level of loneliness is kept constant. In other words, if we compare priests who are equally lonely (and otherwise comparable), those who live alone will score higher on well-being.




5. Conclusions


5.1. Limitations and Directions for Future Research


A substantial limitation with the current study concerns the timeline of data collection, in relation to the overall trajectory of the pandemic. Priest participants completed the survey at a time when the unknown factors of COVID-19 were changing rapidly, being adapted based on the current data of cases in each province. Consequently, there was no attempt to investigate emotional differentiation in priests’ range of well-being between the beginning of the study and the write-up of the findings and how the evolution of the new activities they engaged in altered positively or negatively the impact of COVID-19 crisis on each of them. Closely related, but a further limitation of research like this being conducted a pandemic lies in the lacking ability to control for precipitating causes of distress. There was no comparable study of the well-being of Catholic priests across Canada prior to the pandemic. This might be a significant shortcoming of research with this population, as Catholic priests across Canada have been exposed to major societal crises, with strong implications for the Catholic Church, such as the Residential Schools crisis, or the continued fallout from the clergy sexual abuse crisis. Future research would benefit from studies that would measure the psychological well-being of priests before and after a crisis.



This study shed light on the psychological well-being of a largely understudied population. While valuable insight was gained into a cross-section of Catholic priests across Canada, many of the demographic variables remained unexplored. For example, while it was noted that priests across Canada are a culturally diverse population, the study did not investigate how a priest’s cultural background may be related to his resilience. Future research could investigate whether priests from collectivistic cultural backgrounds, whose cultural values emphasize the positive aspects of a supportive community, experienced—for example—loneliness, anxiety, and depressive symptoms to a greater degree due to the COVID-19 restrictions than priests from individualistic cultural backgrounds. Furthermore, how cultural background, time of acculturation process, ordination cohort, style of seminary formation, and location of seminary formation—either within or outside Canada—relate to a priest’s religious coping strategies, or his sense of isolation/loneliness, remained largely unexplored. Future research could explore how priests cope with loneliness and what strategies they employ to navigate successfully through a sense of aloneness, versus developing loneliness. Since Roman Catholic priests live with compulsory celibacy/chastity, studies could compare how loneliness, religious coping, and psychological well-being present in a cohort of priests who are married, such as Anglican priests across Canada. Future studies could explore correlations between the wanted or unwanted loneliness of Canadian priests living alone in rectories and the vulnerability to the impact of crisis distress and/or boundary violations. In addition, future studies could investigate whether a more negativistic, scrupulous, or perfectionist outlook on one’s relationship with the Divine, or a more punitive and judging image of God—as seen in negative religious coping—may add to an individual’s vulnerability in regard to boundaries.



Another limitation of the current study is the fact that the findings regarding priestly identity and life satisfaction as a priest were based on 1-item measures included in the survey. Future longitudinal research could investigate empirically what a priest’s identity looks like throughout the span of his priesthood and as they age, have fewer responsibilities and engage in fewer ministry activities. A longitudinal study may allow the possibility to more accurately trace the type of social conditions, factors, and activities that positively or negatively alter priests’ identity during a crisis. It would also allow for use of a fully validated measure.




5.2. Summary


The current study set out to investigate the impact of the COVID-19 Pandemic on the psychological well-being of 411 Catholic priests across Canada. In accord with other research into the impact of the COVID-19 Pandemic on the Canadian population in general, and Canadian frontline workers in particular, this study demonstrates that pandemic distress significantly impacts the psychological well-being of priest participants. The work of the current study indicates that priests who engaged in positive religious practices during the pandemic experienced less distress and higher psychological well-being than those who engaged in negative religious coping. Some priests experienced a closer relationship to God and a higher satisfaction as a priest, especially when they engaged in helpful friendship and spiritual activities; a finding that was in accord with clinical observations of the research team during virtual meetings and workshops around the country during the pandemic. In this study, while depression and loneliness were significant factors in lower psychological well-being in Catholic priests across Canada, the results exhibit that religious coping also had a strong impact as a source of distress, which greatly affected the psychological well-being of priests. Priests who endorsed negative religious coping reported signs of loss of meaning in relation to their identity and ministry, combined with an absence of hope, and questioned God’s action in their lives.



These findings raise questions regarding the psychological well-being of Catholic priests in Canada. Are the findings related strictly to the present distress of the long-lasting COVID-19 Pandemic and the obstacles that surfaced for priests’ ability to minister in their role as frontline workers, or do they reflect more fundamental challenges to priests’ psychological well-being linked to societal factors, such as the distress related to the declining sense of esteem for them as a group in an increasingly secular society? Do the findings reflect distress related to the declining number of priests paired with increasing demands on priests? Do the findings reflect distress related to the Residential Schools crisis, or the sexual abuse crisis, and a resulting shame or other difficult emotions priests may be experiencing as leaders in the institution that carries responsibility for these crises?



The study also raises important questions for bishops and other leadership representatives regarding the importance of loneliness as a factor that negatively impacts psychological well-being. Since a distinction emerged in the results among loneliness versus aloneness, it will be essential to explore further how priests can be supported in adaptively navigating their way through aloneness, without experiencing loneliness. The capacity for aloneness, which is included in the concept of affective maturity, might become a more closely monitored criterion for candidate assessments. In addition, continued work is necessary to help lower stigma associated with seeking professional help, including psychotherapy or even regular spiritual direction.



The priest participants in this study seem to treasure their role as pastoral frontline workers, holding an intrinsic value of ministering to those entrusted to them, suffering when they are unable to meaningfully connect with their parishioners, especially in times of crisis. The findings of this study may help illuminate factors that enhance the psychological well-being of Catholic priests not only across Canada, but globally.
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Notes


	
1

	

A diocesan priest commits himself to a certain geographical area, called a ‘diocese’, and makes promises of celibacy and obedience to his local bishop. A diocesan priest usually lives alone or with other diocesan priests in a Church-provided rectory. A religious-order priest makes vows of poverty, chastity, and obedience to a superior, who is the elected leader of that religious order. The religious-order priest serves in fulfillment of the charisms and the mission of his order. A religious-order priest usually lives in community with other religious-order priests.






	
2

	

Respondents from provinces with fewer than five total respondents as well as respondents who were located outside of Canada at the time of survey (e.g., for vacation purposes) were combined into a ninth province labelled ‘other’ for privacy reasons.






	
3

	

As all respondents were asked whether they found a solitary or group living situation helpful during the pandemic, those who exclusively answered one of these two items were credibly assigned the respective living situation.






	
4

	

For all psychological scales, an observation was coded as missing if the respondent did not complete at least 80% of items of the respective (sub-)scale. For those respondents with missing items accounting for less than 20% of the (sub-)scale, the missing values as the mean of all completed (sub-)scale items were imputed.






	
5

	

In addition to these results, the relationship between the type of ministry (pastor versus chaplain, for example) and psychological well-being was analyzed. No statistically or psychologically significant connections were detected.
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Figure 1. Number of respondents by province. The figure shows the number of survey participants for each Canadian province with more than five participants. It includes respondents who did not complete the entire questionnaire. 
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Figure 2. COVID-19 incidence by province. The figure shows the COVID-19 incidence for calendar week 20, 2021, for each Canadian province with more than five participants. Source: Public Health Agency of Canada (2021). 
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Figure 3. COVID-19 restrictions by province. The figure shows the level of ‘normal’ operations permitted in each respective province for May 2021. Level 1: No public mass. Level 2: Public mass at 10–30 people. Level 3: Public mass at 50% capacity. Source: Information gathered from Church authorities in participating provinces. 
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Table 1. Descriptive statistics.
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Panel A. Non-Correlational Descriptive Statistics




	

	
(1)

	
(2)

	
(3)




	

	
Mean

	
SD

	
N




	
Psychological Scores

	

	

	




	
PWBS

	
194.83

	
24.97

	
370




	
IES-R (total score)

	
13.34

	
13.19

	
370




	
IES-R (sum of mean subscales)

	
1.79

	
1.78

	
370




	
GAD-7

	
3.14

	
3.94

	
376




	
Loneliness

	
4.98

	
1.77

	
396




	
PHQ-9

	
4.11

	
4.30

	
390




	
Negative RCOPE

	
1.72

	
2.66

	
390




	
Positive RCOPE

	
12.72

	
4.74

	
387




	
Demographics

	

	

	




	
Senior (60+)

	
0.55

	
0.50

	
411




	
First-generation migrant

	
0.28

	
0.45

	
416




	
European origin

	
0.79

	
0.41

	
375




	
Graduate degree

	
0.84

	
0.37

	
411




	
Ministry and Behaviors

	

	

	




	
Diocesan priest

	
0.80

	
0.40

	
415




	
>30 years of ordination

	
0.50

	
0.50

	
409




	
>30 years of ministry in Canada

	
0.43

	
0.50

	
410




	
Rural location

	
0.27

	
0.45

	
374




	
Satisfaction as a priest

	
3.32

	
1.08

	
413




	
Counseling received

	
0.09

	
0.29

	
413




	
Spiritual direction received

	
0.65

	
0.48

	
410




	
Helpful group activities

	
0.27

	
0.45

	
420




	
Helpful friendship activities

	
0.56

	
0.50

	
420




	
Helpful spiritual activities

	
0.62

	
0.49

	
420




	
Panel B. Correlation Table for Psychological Scales




	

	
PWBS

	
IES-R

	
PHQ-9

	
GAD-7

	
UCLA Loneliness

	
Negative RCOPE

	
Positive RCOPE




	
PWBS

	
1.00

	

	

	

	

	

	




	
IES-R

	
−0.43 ***

	
1.00

	

	

	

	

	




	
PHQ-9

	
−0.54 ***

	
0.66 ***

	
1.00

	

	

	

	




	
GAD-7

	
−0.42 ***

	
0.65 ***

	
0.76 ***

	
1.00

	

	

	




	
UCLA Loneliness

	
−0.41 ***

	
0.49 ***

	
0.55 ***

	
0.55 ***

	
1.00

	

	




	
Negative RCOPE

	
−0.44 ***

	
0.57 ***

	
0.46 ***

	
0.42 ***

	
0.40 ***

	
1.00

	




	
Positive RCOPE

	
−0.16 ***

	
0.10 *

	
−0.03

	
−0.02

	
−0.05

	
0.10 *

	
1.00








Notes: Panel A: The table shows sample means, standard deviations, and the total number of nonmissing observations in the sample for key variables. Panel B: Simple correlation matrix including all psychological scales used in the study. *** Significant at the 1% level. ** Significant at the 5% level. * Significant at the 10% level.
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Table 2. Aspects of COVID-19 distress and psychological well-being.
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	(1)
	(2)
	(3)
	(4)
	(5)
	(6)
	(7)





	IES-R
	−5.439 ***
	
	
	
	−0.898
	−0.968
	−0.758



	
	(0.910)
	
	
	
	(1.262)
	(1.263)
	(1.340)



	PHQ-9
	
	−3.126 ***
	
	
	−2.754 ***
	−2.671 ***
	−2.736 ***



	
	
	(0.331)
	
	
	(0.639)
	(0.634)
	(0.640)



	GAD-7
	
	
	−2.555 ***
	
	0.445
	0.410
	0.355



	
	
	
	(0.429)
	
	(0.671)
	(0.697)
	(0.713)



	UCLA Loneliness
	
	
	
	−5.644 ***
	−2.050 **
	−1.776 **
	−1.967 **



	
	
	
	
	(0.828)
	(0.842)
	(0.848)
	(0.892)



	Age (in groups)
	
	
	
	
	
	1.633
	1.870 *



	
	
	
	
	
	
	(1.029)
	(1.096)



	First-generation migrant
	
	
	
	
	
	−0.914
	−1.467



	
	
	
	
	
	
	(2.809)
	(3.056)



	Diocesan priest
	
	
	
	
	
	−0.480
	−0.639



	
	
	
	
	
	
	(3.235)
	(3.214)



	Rural location
	
	
	
	
	
	−1.189
	−1.609



	
	
	
	
	
	
	(2.925)
	(3.001)



	Professional counseling
	
	
	
	
	
	1.698
	1.399



	
	
	
	
	
	
	(4.780)
	(4.843)



	Spiritual direction
	
	
	
	
	
	−0.795
	0.903



	
	
	
	
	
	
	(2.645)
	(2.672)



	Helpful group activities
	
	
	
	
	
	−2.622
	−3.238



	
	
	
	
	
	
	(2.862)
	(2.917)



	Helpful friendship activities
	
	
	
	
	
	5.045 *
	3.488



	
	
	
	
	
	
	(2.635)
	(2.975)



	Helpful spiritual activities
	
	
	
	
	
	7.183 ***
	7.378 **



	
	
	
	
	
	
	(2.763)
	(2.848)



	Region Fixed Effects
	No
	No
	No
	No
	No
	No
	Yes



	R-squared
	0.16
	0.30
	0.17
	0.16
	0.31
	0.35
	0.36



	Observations
	308
	308
	308
	308
	308
	308
	308







Notes: The table shows the results for linear regressions (OLS) of psychological well-being as measured by the total PWBS score on various measures of COVID-19 distress. IES-R is the respondents’ total mean IES-R score calculated as the sum of the three subscale means. Results are qualitatively identical when using the IES-R total score instead (not shown). PHQ-9, GAD-7, and UCLA Loneliness are the total scores of the respective scales. Age is measured in six groups and treated as a continuous variable. The remaining control variables are dummy variables equal to one if the respondent is a first-generation migrant, a diocesan priest, based in a rural location, has received professional counseling in the past 12 months, has received spiritual direction during the pandemic, reported undertaking helpful group-based, friendship, and spiritual activities during the pandemic, respectively, and zero otherwise. Region fixed effects refer to the respondent’s location at time of survey. Only Canadian provinces with more than five respondents are classified as separate regions; provinces with less than five respondents and locations abroad are grouped into one region labelled ‘other’. Heteroskedasticity-robust standard errors in parentheses. *** Significant at the 1% level. ** Significant at the 5% level. * Significant at the 10% level.
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Table 3. Religious coping and psychological well-being.
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	(1)
	(2)
	(3)
	(4)
	(5)





	Negative RCOPE
	−3.943 ***
	
	−4.101 ***
	−3.879 ***
	−3.880 ***



	
	(0.531)
	
	(0.511)
	(0.576)
	(0.569)



	Positive RCOPE
	
	0.983 ***
	1.157 ***
	1.063 ***
	1.169 ***



	
	
	(0.313)
	(0.278)
	(0.306)
	(0.310)



	Age (in groups)
	
	
	
	2.404 **
	2.833 **



	
	
	
	
	(1.053)
	(1.173)



	Helpful friendship activities
	
	
	
	7.716 ***
	6.465 **



	
	
	
	
	(2.732)
	(3.032)



	Helpful spiritual activities
	
	
	
	6.223 **
	6.202 **



	
	
	
	
	(2.876)
	(2.910)



	Other Covariates
	Yes
	Yes
	Yes
	Yes
	Yes



	Region Fixed Effects
	No
	No
	No
	No
	Yes



	R-squared
	0.17
	0.03
	0.22
	0.27
	0.28



	Observations
	324
	324
	324
	324
	324







Notes: The table shows the results for linear regressions (OLS) of psychological well-being as measured by the total PWBS score on religious coping. Positive and negative RCOPE are the total scores of the respective RCOPE subscales. Only coefficients on control variables that are significant at least at the 5% level are shown explicitly in the table. Age is measured in six groups and treated as a continuous variable. Helpful friendship and spiritual activities are dummy variables equal to one if the respondent reported undertaking the respective helpful activity during the pandemic, and zero otherwise. ‘Other covariates’ refers to the remaining control variables included in the regressions. They are dummy variables equal to one if the respondent is a first-generation migrant, a diocesan priest, based in a rural location, has received professional counseling in the past 12 months, has received spiritual direction during the pandemic, reported undertaking helpful group-based activities, respectively, and zero otherwise. ‘Region fixed effects’ refers to the respondent’s location at time of survey. Heteroskedasticity-robust standard errors in parentheses. *** Significant at the 1% level. ** Significant at the 5% level. * Significant at the 10% level.
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Table 4. COVID-19 distress, identity, and general satisfaction.
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Loss of Aspects of Priestly Identity

	
Satisfaction as a Priest




	
(1)

	
(2)

	
(3)

	
(4)

	
(5)

	
(6)






	
IES-R

	
0.256 ***

	
0.238 ***

	
0.226 ***

	
−0.200 ***

	
−0.190 ***

	
−0.194 ***




	

	
(0.036)

	
(0.037)

	
(0.038)

	
(0.042)

	
(0.040)

	
(0.040)




	
Counseling

	

	
0.335

	
0.317

	

	
−0.469 **

	
−0.427 **




	

	

	
(0.215)

	
(0.220)

	

	
(0.185)

	
(0.199)




	
Helpful spiritual activities

	

	
−0.235 *

	
−0.204

	

	
0.477 ***

	
0.454 ***




	

	

	
(0.133)

	
(0.136)

	

	
(0.132)

	
(0.138)




	
Other Covariates

	
No

	
Yes

	
Yes

	
No

	
Yes

	
Yes




	
Region Fixed Effects

	
No

	
No

	
Yes

	
No

	
No

	
Yes




	
R-squared

	
0.22

	
0.26

	
0.30

	
0.13

	
0.23

	
0.27




	
Observations

	
233

	
233

	
233

	
233

	
233

	
233








Notes: The table shows the results for linear regressions (OLS). Columns (1) through (3) look at the self-reported perceived severity of a loss of aspects of priestly identity during the pandemic as the outcome; measured on a 5-point scale item 17.2 of the SDI Research Project Questionnaire). The outcome in columns (4) through (6) is the self-reported general satisfaction as a priest; measured on a 5-point scale (item 26). IES-R is the respondent’s total mean IES-R score calculated as the sum of the three subscale means. Only coefficients on control variables that are significant at least at the 5% level are shown explicitly in the table. Counseling and helpful spiritual activities are dummy variables equal to one if the respondent reported receiving counseling in the past 12 months and undertaking the respective helpful activity during the pandemic, respectively, and zero otherwise. ‘Other covariates’ refers to the remaining control variables included in the regressions. They are age (in groups), and dummy variables equal to one if the respondent is a first-generation migrant, a diocesan priest, based in a rural location, has received spiritual direction during the pandemic, reported undertaking helpful group-based or friendship activities, respectively, and zero otherwise. ‘Region fixed effects’ refers to the respondent’s location at time of survey. Heteroskedasticity-robust standard errors in parentheses. *** Significant at the 1% level. ** Significant at the 5% level. * Significant at the 10% level.
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Table 5. Loneliness, living alone, and psychological well-being.






Table 5. Loneliness, living alone, and psychological well-being.












	
	(1)
	(2)
	(3)
	(4)





	UCLA Loneliness
	−5.332 ***
	
	−5.791 ***
	−4.999 ***



	
	(0.963)
	
	(0.971)
	(1.073)



	Living alone
	
	4.437
	8.486 **
	8.458 **



	
	
	(3.576)
	(3.431)
	(4.047)



	Covariates
	No
	No
	No
	Yes



	Region Fixed Effects
	No
	No
	No
	Yes



	R-squared
	0.14
	0.01
	0.17
	0.25



	Observations
	211
	211
	211
	211







Notes: The table shows the results for linear regressions (OLS) of psychological well-being as measured by the total PWBS score on loneliness and aloneness. UCLA Loneliness is the total score of the respective scale. Living alone is a dummy variable equal to one if the respondent lives alone (variable inferred as described above) and zero if he lives in a communal setting. ‘Covariates’ refers to the control variables included in the regressions. They are age (in groups), and dummy variables equal to one if the respondent is a first-generation migrant; a diocesan priest; based in a rural location; has received professional counseling in the past 12 months; has received spiritual direction during the pandemic; and reported undertaking helpful group-based, friendship, and spiritual activities, respectively, and zero otherwise. ‘Region fixed effects’ refers to the respondent’s location at time of survey. Heteroskedasticity-robust standard errors in parentheses. *** Significant at the 1% level. ** Significant at the 5% level. * Significant at the 10% level.
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