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Abstract

This thesis examines the experience of suffering within the context of serious illness. The focus is
laid on exploring the role of non-religious and religious meaning and coping within the adversity
and struggles of being (or falling) seriously ill. By shedding light and reviewing the existing
literature regarding these concepts and examining conducted qualitative and quantitative empirical
studies, the author attempts to clarify, compare and illustrate how these concepts are intertwined
and how they affect the coping process in regards to alleviating the negative effects of illness-
induced suffering. Four distinct dimensions of well-being and suffering will be taken into

consideration. These being: physical, psychological, social and spiritual well-being.



Chapter 1
General introduction

Serious illness often confronts people with profound suffering and challenges for their physical,
psychological, social and spiritual well-being. Coping with serious illness implies creative ways
to deal with it, and to make sense of that experience. Meaning making stands out as a central
strategy to assist individuals to integrate illness and suffering into their lives. Meaning making, or
the concept that explores the way individuals construct meaning about themselves, others and the
world around them throughout their entire life span (Ignezli, 2000, p. 6), is a coping effort that can
be either religious/spiritual or non-religious/secular. In both cases, it encompasses methods that

attempt to make sense of adverse situations.

Aim of thesis
This thesis aims to explore the role of religion in coping with suffering that comes with serious

illness. We do so by distinguishing four dimensions of well-being: physical, psychological, social,
and spiritual/existential wellbeing. This literature review will describe the role of religion within
the coping process, and the possible relationships between non-religious and religious (meaning
making) coping approaches, and the four dimensions of well-being. We will highlight the strengths
and limitations of each approach, adding to the insights into the relationship between non-religious
and religious meaning, coping and the nature of (physical, psychological, social and spiritual)

suffering.

Research question and sub-questions

The central research question of this thesis reads as follows:

What is the role of non-religious and religious meaning, and coping, in people dealing with
illness-induced suffering, across physical, psychological, social, and spiritual dimensions of

well-being?

To answer the central research question several sub-question were formulated. The answering of

these sub-questions will unfold within specific chapters and/or sections of this thesis:



e What is considered serious illness and what are the different dimensions of suffering
associated with it? (Chapter 2)

e What is the relationship between coping and meaning? (Chapter 3)

e How do religion, meaning and coping interact? (Chapter 4)

e What religious and non-religious (meaning-making) coping methods are identified among
individuals suffering from serious illness? (Chapter 5)

e What does empirical research reveal about the relationship between non-religious and
religious (meaning-making) coping approaches, and physical, psychological, social and
spiritual dimensions of well-being, in the context of serious illness? (Chapter 5)

e How do non-religious and religious (meaning-making) coping approaches compare across
dimensions of well-being? (Chapter 6)

Method and sources

Study Design

This thesis uses a literature review to explore the role of non-religious and religious meaning in
coping with illness-induced suffering, across physical, psychological, social, and spiritual
dimensions of well-being. The review follows a narrative literature review design, aimed at
comprehensively synthesizing both theoretical groundworks and empirical research, rather than
conducting a meta-analysis or a quantitative synthesis. This narrative approach was chosen due
the flexible, yet rigorous, examination it provides towards the complexity of the concepts of

suffering, coping, meaning, religion and well-being.

Theoretical Framework Selection

The selection of the theoretical models was not arbitrary, but guided by relevance to the main

concepts of this thesis. Four key theorists were chosen: Eric J. Cassell (1982, 1991, 1992, 2004),

Richard S. Lazarus (1984), Crystal L. Park (1997, 2010), and Kenneth I. Pargament (1997, 2000).
Cassell’s (1982, 2004) theory of suffering was chosen because it centers on the subjective

experience of suffering, distinguishing it from more general, philosophical interpretations. While

many theories address suffering as whole, Cassell (1992) specifically elaborates the nature of

suffering itself, highlighting its physical, psychological, social and spiritual/existential
8



dimensions.

Moving to the next theory: Lazarus’s transactional model of stress and coping (1984). This
theory was selected because it provides a detailed framework for understanding how individuals
appraise and respond to stressful situations. Lazarus’ theory emphasizes the interaction between
the individual and their environment, highlighting cognitive appraisals as a key process in coping;
making it highly influential and widely applied in academic research on (illness related) stress.

Park’s meaning-making model (1997, 2010) was selected for its detailed focus on the
cognitive processes that individuals use to find and construct meaning when confronted with
stressful events. This model was chosen because it is one of the most inclusive and empirically
supported frameworks regarding meaning making and because it places, and highlights the role of
meaning within the transactional model of stress and coping (Lazarus & Folkman, 1984). While
other meaning making theories do exist — such as the one proposed by Robert Kegan (1982) — it is
Park’s model that creates a clear distinction between global and situational meaning. Its application
(Park et al., 2008) to health-related stressors has made it a leading model in academic research.

Finally, Pargament’s (1997) work on religious coping was foundational to this thesis due
to its comprehensive and nuanced exploration of how individuals employ religion and spirituality
to deal with negative events. Pargament was amongst the first to develop a detailed typology of
religious coping (distinguishing between positive and negative, and identifying its numerous
functions), with his work being described as a ‘beacon’ (Xu, 2016). Additionally, Pargament et al.
(2000) developed the RCOPE, a widely used instrument that measures religious coping methods

in depth.

Empirical Research Strategy

To identify the relevant empirical literature on the role of non-religious and religious meaning in
coping with serious illness, a generic search was conducted primarily using Google Scholar as a
broad starting point. More focused searches were then conducted in various academic databases
and search engines to ensure thorough coverage. These databases included ScienceDirect, SAGE
Journals, PubMed, SpringerLink, ResearchGate, PLOS One, JSTOR and RUQuest.

The search terms combined keywords related to illness, coping, religion, meaning, meaning
making, quality of life dimensions and well-being. Search phrases used included the following:
‘religion AND coping AND methods’, ‘religious OR non-religious meaning-making AND serious,
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severe, chronic OR acute illness’, ‘physical, psychological, social OR spiritual well-being OR
quality of life AND illness coping’ and ‘non-religious OR religious coping AND religious beliefs’,
among others. For these searchers, Boolean operators were used to refine them and ensure that

only relevant studies would come up.

Inclusion and Exclusion Criteria
To ensure relevance and breadth, while maintaining a focus on quality, a set of inclusion and

exclusion criteria was established.

Inclusion Criteria
Studies were included if they explored the role of non-religious or religious meaning making and
coping in serious illness and the possible effects on well-being. There were no restrictions
regarding the type of illness, as this thesis considers ‘serious illness’ to encompass a multitude of
conditions capable of causing physical, psychological, social and spiritual suffering. Similarly, no
limitations were set regarding the gender of the participants, country of origin or religious tradition.
Studies involving individuals from diverse religious or secular belief systems were deemed as
suitable. Additionally, both qualitative and quantitative studies were considered appropriate, as
well as empirical and theoretical papers. Specifically, although the type of the design was not a
primary criterion, preference was given to studies that presented original and ‘raw’ data. As such,
the final selection included primarily empirical studies (33) along with one meta-analysis, one
systematic review and one theoretical review.

Moreover, no date range was imposed. The selected studies spanned from 1992 to 2024,
allowing for a chronological perspective on how (the study of) non-religious and religious

(meaning-making) coping may have evolved or remained consistent over time.

Exclusion Criteria

Studies were excluded if they did not address the relationship of coping, religion, meaning and
well-being, solely in the context of serious illness. Studies that included these concepts in the
contexts of other events, such as natural disasters or loss and bereavement, were not included.
Theses and dissertations were also excluded to maintain a high standard peer reviewed academic

database and ensure that all selected sources had undergone an editorial process. Finally, studies
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that were behind inaccessible pay-walls or not available in English, were left out for practical
reasons. With the exception of two studies (Palamaridi et al., 2019 and Oosterwijk, 2004) which

were in the native languages of the researcher (Greek and Dutch).

Selection Process
The selection of studies was a process that happened iteratively over a long period. Initially, a
Word document was created to collect studies whose titles appeared to be relevant to the main
research question. This list contained approximately 50 studies. Following the initial collection, a
more detailed screening phase began. The researcher examined the abstracts, method and result
section of each study to assess their relevance and the quality of the data provided. At this stage,
studies were excluded if they did not offer accessible full texts, were behind pay-walls without
institutional access, or contain relevant data but ultimately did not provide any empirical findings.
Additionally, studies were gathered gradually by focusing on conceptual areas, such as
non-religious and religious (meaning-making) coping, and were grouped into thematic categories
in the Word document. This categorization helped manage the growing number of resources.

Finally, duplicates were removed manually during the full text review process.

Results

A total of 36 studies were included in the literature review, spanning a publication period from
1992 to 2024. Of the 36 studies, 33 were with ‘raw’ data, while the remaining three were a meta-
analysis (1), a systematic review (1) and a theoretical review (1).

Most studies were published after 2010, with a notable concentration between 2016 and
2017. Geographically, the studies represented a range of healthcare and cultural contexts, including
the United States, the Netherlands, Malaysia, Iran, Turkey, Sweden, South Korea, China, Japan,
Greece, Germany, Nigeria, Poland, Belgium, Spain, Argentina, Pakistan, South Africa, Portugal
and Finland.

While the majority of studies focused on patients with cancer, other serious illnesses were
also represented, including multiple sclerosis, neuromuscular disease, renal failure, fibromyalgia
and arthritis. Across all studies that offered ‘raw’ data, the combined participant sample came up
t0 6.630 individuals and 15.081 individuals from the meta-analysis and the systematic review.

To conclude, this broad diversity in both geographical settings as well as illness type,
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enhances the generalizability of the findings and supports a more inclusive understanding of the
ways in which non-religious and religious meaning contribute to coping processes across physical,

psychological, social and spiritual dimensions of well-being.

Structure of thesis
Chapters 2, 3 and 4 explore the above-mentioned theoretical groundworks, whereas chapter 5 and
parts of chapter 6 explore and analyze several empirical studies.

In chapter 2, we will introduce the definition of serious illness and which illnesses can be
considered ‘serious’, the four dimensions of well-being related to suffering, and what is meant
when we talk about the nature of suffering. In chapter 3, an in-depth description of the concepts of
coping and meaning will be provided, and how they relate to each other. Further, in chapter 4, we
will explore the role of religion within (meaning-making) coping. In chapter 5, we will identify
different non-religious and religious (meaning-making) coping methods in the context of serious
illness, the possible causal relationship between non-religious and religious (meaning-making)
coping and well-being, and how these coping approaches compare to each other across different
dimensions of well-being. Finally, chapter 6 provides a discussion and conclusion regarding the

insights that arouse during the review of the literature and the writing of this thesis.
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Chapter 2
Serious illness and suffering

Introduction

This chapter defines the concepts of serious illness and suffering. We will do so by clarifying
which illnesses can be classified as ‘serious’, by examining the definition of ‘suffering’ and what
its different aspects are. Finally, we will be diving into the four dimensions of well-being (physical,
psychological, social and spiritual) of the Quality of Life (QOL) model, and how they relate to
suffering.

What is considered serious illness? Any acute and/or chronic health condition that carries
a high risk of mortality and negatively impacts a person’s daily functioning or quality of life can
be defined as ‘serious illness’ (Kelley & Bollens-Lund, 2018, p.8). Serious illness is also often
referred to as ‘acute illness’ (El-Hady & Al Nagshbandi, 2019, p.12) and ‘severe illness’ (Mailick,
1980, p. 117). Several medical conditions have been identified as serious. These may include:
cancer (metastatic or hematological), renal failure, dementia, advanced liver disease or liver
cirrhosis, diabetes with acute complications (such as ischemic heart disease, peripheral vascular
disease and renal disease), amyotrophic later sclerosis (ALS), multiple sclerosis (MS), acquired
immune deficiency syndrome, hip fracture, chronic obstructive pulmonary disease or interstitial
lung disease and congestive heart failure (Kelley et al., 2016, p. 4; Mailick, 1980).

Serious illnesses can greatly impact quality of life and daily functioning. Physical
symptoms such as pain, fatigue and reduced mobility can limit an individual’s ability to perform
everyday activities. Naturally, such conditions can lead to psychological distress, including
increased levels of anxiety and depression. Which in turn decrease even more the overall quality
of life. The social quality of life of people can also get severely affected, since their physical and
psychological symptoms can cause a strain in both relationships and general isolation (Megari,
2013, p. 141-144; Pengpid & Peltzer, 2018).
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The nature of suffering

Suffering is a heterogonous and multi-layered phenomenon that is hard to define. Suffering
encompasses the numerous ways people experience and deal with, inter alia, adversity, depression,
loss and pain (Quiloa, 2018). Scholars have described suffering in different ways. It has been
termed as, for instance, ‘extreme anguish’ (Gregory & English, 1994, p. 18), ‘soul pain’ (Coulehan,
2012, p. 227) or ‘being less than whole’ (Currow & Hegarty, 2006, p. 134). One of the most
widely used definitions of suffering are those of the physician Eric J. Cassell. He describes
suffering as ‘[...] an anguish that is experienced, not only as a pressure to change, but as a threat
to our composure, our integrity and the fulfillment of our intentions’ (Cassell, 1991, p. 261).
Elsewhere he writes that °...suffering can be defined as the state of severe distress associated with
events that threaten the intactness of a person’ (Cassell, 2004, p. 32). Cassell (1982, p. 131) further
states that suffering occurs when an approaching destruction of the person is perceived; and
continues until the threat of disintegration has passed, or until the integrity of the person can be
restored in some other way.

Suffering is also simply defined as the state (or experience) of the one that suffers (Quiloa,
2018). The meaning of the Latin roots of the word ‘suffer’ (suffere) and ‘patient’ (patior) are
strikingly similar. Both mean ‘to bear’. Through this etymological lens, being a ‘patient’ also
means ‘to suffer’ (Rodgers & Cowles, 1997, pp. 1048). Suffering is also defined as an
individualized, complex and highly subjective experience concerning the assignment of an
intensively negative meaning to a particular event, or situation (Ibid.). In contrast to this, suffering
has also been viewed as a significant phenomenon and a universal mystery of human existence
itself; arising with personal choosings and unfolding meanings that can exclusively be offered by
the person experiencing it (Milton, 2013).

Viktor E. Frankl (1946) claims in his classic Man’s Search for Meaning that within
suffering (in this case, experiences in Nazi concentration camps) meaning is always to be found;
even in the most taxing situations imaginable. According to Frankl, the experience of suffering
itself creates opportunities to discover meaning. He asserts that life has meaning up to one’s last
breath, if and when people accept the test of suffering ‘bravely’ (1984, p. 144). Suffering is a

feeling to be endured, comprehended and interrogated as to what is its cause; as this can provide
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an insight into the human condition as a whole. Suffering does not necessarily abolish human
dignity and may, sometimes, even enhance it (Fitzpatrick et al., 2016, p. 168).

Finally, it is important to highlight that suffering is distinct from pain (Cassell, 1991).
Suffering can be caused by severe pain — but then again, when two persons experience the same
kind of pain, one might suffer from it and the other might not. Suffering may be caused by pain
that is interpreted as never-ending or of worrisome cause, even if the pain itself is not severe
(Cassell, 1992, p. 3). As we shall see later in this chapter, pain is considered a separate aspect of

physical suffering.

Aspects and dimensions of suffering

In order to illustrate the different dimensions of well-being in which suffering might occur, we
will use the Quality of Life model (QOL) (Ferrell & Coyle, 2008; Ferrell & Del Ferraro, 2012)
and the theoretical underpinnings made by Eric J. Cassell (1992).

Cassell (1992) talks about the relationship between the different facets that make a person
whole, and how the physical, psychological, social and spiritual dimensions of a person affect each
other. In relationship to this, Cassell also states that ‘reflecting on suffering should make it possible
to see that there is nothing about the body that is not also psychological and social, nothing social
that is not physical and psychological and nothing psychological that is not physical or
social’(1992, p. 8).

QOL incorporates four dimensions of well-being: physical, psychological, social and
spiritual (see Figure 2.1). Physical suffering encompasses bodily symptoms such as pain, nausea,
constipation, loss of appetite, feeling weak/fatigue, sleep issues and problems related with mobility
and functional activities. Psychological suffering refers to the mental and emotional symptoms of
the one who suffers, for example: depression, anxiety, fear, hopelessness, loss of control and
feelings of uselessness. Social suffering concerns problems that are related to interpersonal matters
such as relationships, caregiving, intimacy, financial concerns of illness, isolation and worries
regarding one’s appearance. Spiritual suffering includes when a person struggles with themes such
as hope, uncertainty, meaning of illness, religiosity, transcendence and inner strength.

There have been consistent findings in studies describing the experience of suffering

among people with a serious illness, such as advanced cancer (Cherny, Coyle & Foley, 1994;
15



Chochinov, Hack & Hussard, 2002). Based on interviews with cancer patients, researchers have

concluded that suffering includes physical, psychological/emotional, social/interpersonal and

spiritual/existential dimensions (Benedict, 1989; Kuuppelomdaki & Sirkka, 1998; Battenfield,
1984; O’Connor, Wicker & Germino, 1990).

Although the four dimensions can be distinguished, at the same time they are related and

influence each other. Physical symptoms such as pain have an impact on psychological symptoms

such as anxiety and depression. In addition, physical and psychological suffering may also

influence spiritual well-being (Ferrell & Coyle, 2008, p. 45). Another example of this mutual

influence is that physical suffering (pain and the consequential impact of treatments) can lead to

social suffering (social isolation and withdrawal) (Ferrell & Coyle, p. 60).

Conclusion

Physical

Functional activities
Strength/fatigue
Sleep and rest
Nausea
Appetite
Constipation
Pain

Social

Financial burden
Caregiver burden
Roles and relationships
Affection/sexual function
Appearance
Work/school
Isolation

Figure 2.1 Quality of Life model (Ferrell & Del Ferraro, 2012)

Quality of life for
cancer patients

Psychological

Anxiety
Depression
Enjoyment/leisure
Pain distress
Happiness
Fear
Cognition/attention

Spiritual

Hope
Suffering
Meaning of illness
Religiosity
Transcendence
Uncertainty
Inner strength

In this chapter we described the different kinds of illnesses that can be defined as ‘serious’ and

what we mean when we talk about suffering. Suffering can take place across four distinct
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dimensions of well-being: physical, psychological, social and spiritual. Finally, we introduced the
various aspects of each dimension of suffering and how they relate to the experience of serious

illness.
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Chapter 3
Coping and (non-religious) meaning

Introduction

This chapter introduces and defines the concepts of ‘coping’ and ‘meaning’, and their relationship.
The first section introduces the coping concept and its historical background based on a literature
study, and describes the transactional theory of stress and coping (3.1). The second section sheds
light on the concept of ‘meaning’ within the context of the transactional theory of stress and

coping, and the consequential meaning-making model of coping (3.2).

3.1. The concept of coping
Coping is a word that many people take as a given and easily recognize. However, what is meant
by it is not always clear. The Miriam-Webster (2023) dictionary defines it as follows: ‘to deal with
and attempt to overcome problems and difficulties’ and ‘to maintain a contest or combat, usually
on even terms or with success’. Life is laced with confrontational experiences that challenge our
‘repertoire’ of thinking, feeling and behaving. People expect from others to learn and grow from
negative events through coping responses. Coping is therefore an intrinsic and essential part of the
human change process (Snyder, 1999, p .5).

Various definitions and systems of classification have been proposed for coping (Lazarus
& Launier, 1978; Pearlin & Schooler, 1978; Moos & Billings, 1982). A definition that synthesizes
many previous views is that of coping as a response aimed at reducing the physical, emotional and
psychological burden that is connected to stressful live events and daily struggles (Snyder, Ford &
Harris, 1987; Houston, 1987). According to this definition, coping efforts and methods are those
responses that are considered effective in diminishing an unwanted psychological burden. The
effectiveness of the coping strategy is determined by its ability to alleviate distress and suffering,

and to contribute to long-lasting outcomes such as psychological well-being (Snyder, 1999, p. 5).
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3.1.1. Historical background

One of the first mentions of coping — within psychology — was in the context of the psychodynamic
model of Sigmund Freud and his followers between the late 1800s and the early 1900s. In this
psychodynamic theory of personality, coping is presented as a ‘defense mechanism’ that enables
individuals to deal with unconscious sexual and aggressive conflicts (Strachey, 1964). By (this)
definition, thoughts and feelings that are (interpreted as) troublesome and unpleasant to the
conscious mind are rendered unconscious. The term ‘defense’ can be linked to some of the earliest
writings of Freud, for example in his The Neuro-Psychoses of Defense in 1894 (Ibid.). However,
it was not until the 1920s that Freud used the defense term again. Freud emphasized how ‘defenses’
change the perception of stressful circumstances through people’s internal environment (Snyder,
1999, p. 7).

From the 1960’s until the 1980°s, authors started using the term ‘coping’ in medical and
social scientific fields. The systematic study of coping in a distinct scholarly field only started in
the 1970’s and 1980°s. It was during this period that theorists such as Pearlin and Schooler (1978),
Lazarus and Folkman (1984), Billings and Moos (1984), and Kobasa (1979) began to view coping
as a process. These theorists, inter alia, have developed a variety of approaches to identifying the
ways coping may be related to certain outcomes. Some examined how personality traits may be
antecedents to coping (Kobasa, 1979; Wheaton, 1983); others assessed how individuals actually
cope with stressful events (Billings & Moos, 1984); or studied characteristics of stressful events
that an individual may experience (Shanan, De-Nour, & Garty, 1976).

During the 90’s and in more recent years — namely from the beginning of the twenty-first
century onwards — several additional works about coping were published, which further crystalized
our existing understanding and use of the term coping. Researchers investigated personality,
situational, social and cultural influences on individual coping (Aldwin, 1994), assessed and
reflected on conceptual and methodological issues particular to coping research (Zeidner & Endler,
1996), and researched the relative contributions of personality characteristics to the process of
coping (Saklofkse et al., 2012; Wiegold & Robitschek, 2011).

From the vast body of research, one of the most major theoretical approaches to coping has
emerged: the transactional theory of stress and coping (Lazarus & Folkman, 1984). This theory

functions as a framework within which to understand coping as a process (Frydenberg, 2014, p.
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83). Lazarus et al. (1966) helped shape the current concept about coping as a process through
insightful theory and empirical proofs (Snyder, 1999, p. 8-9). In their subsequent work, Stress
Appraisal and Coping, Lazarus & Folkman (1984) removed the focus from the Freudian
psychodynamic defense-related structures and mechanisms, and redefined coping as an active,

cognitive, appraisal process (Snyder, p. 9).

3.1.2. The coping process

Lazarus and Folkman (1984, p. 141) define coping as ‘...constantly changing cognitive and
behavioral efforts to manage specific external and/or internal demands that are appraised as taxing
or exceeding the resources of the person’. Their transactional theory of stress and coping claims
that individuals are continuously appraising stimuli within their environment. Appraisal is the
cognitive process through which meaning is ascribed to events/stimuli. Stimuli can be appraised
as challenging, harmful or threating, generating different emotions. The consequent distress ignites
coping methods, or cognitive/behavioral efforts, to manage emotions or (attempt to) address the
stressor(s) itself (Ibid.).

The coping process produces an outcome, which in turn is reappraised as favorable,
unfavorable or unresolved. Favorable resolutions of a stressor elicit positive emotions, while
unfavorable or unresolved resolutions bring about distress, challenging the individual to consider
future coping options to try to resolve the stressor (Biggs, Brough & Drummond, 2017, p. 352).
Lazarus and Folkman (1984) describe three main forms of appraisal: primary and secondary

appraisal, and reappraisal.

Primary appraisal, secondary appraisal and reappraisal

Transactional theory proposes that the mediating role of appraisal (that being the cognitive process
through which meaning is ascribed to specific events/stimuli) mostly determines the intensity of a
stress reaction. Lazarus places great importance on appraisal in his transactional theory of stress
and coping. It is the perception of the event that can be stressful or not, not the event itself. It is
therefore appraisal that determines whether coping methods are initiated, and whether the stressor

will be ultimately resolved (Biggs, Brough & Drummond, 2017, p 352). The course of appraisal
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can be distinguished in primary, secondary and tertiary appraisal.

Primary appraisal ascribes meaning to a certain individual/environmental event, and
determines the importance of that transaction to an individual’s well-being (Folkman, 1984;
Lazarus & Folkman, 1984). Lazarus distinguishes three modes of primary appraisal: 1) irrelevant,
2) benign-positive and 3) stressful. When an encounter with the environment carries no
implications for an individual’s well-being, it falls into the category of irrelevant. Benign-positive
appraisals arise if the result of an encounter is understood as being positive and when it preserves
or enhances one’s wellbeing, or promises to do so. Finally, stressful appraisals include harm/loss,
threat and challenge (Lazarus & Folkman, 1984, p. 32).

Secondary appraisal. When we are at risk through a threat or a challenge, some action must
be taken in order to deal with the situation. When that is the case, an additional form of appraisal
is vitally imperative: the evaluation of what might and can be done, which Lazarus and Folkman
(1984) call secondary appraisal. The authors further state that ‘secondary appraisal is a crucial
feature of every stressful encounter because the outcome depends on what, if anything, can be
done, as well as on what is at stake’ (p.35). Thus, secondary appraisal is ‘... a complex evaluative
process that takes into account which coping options are available, the likelihood that a given
coping option will accomplish what it is supposed to, and the likelihood that one can apply a
particular strategy or set of methods effectively’ (Lazarus & Folkman, 1984, p. 35). Primary
appraisals of what is at stake and secondary appraisals of coping options interact with each other
in shaping the degree of stress and the strength and quality (or content) of the emotional reaction
(p-35).

Tertiary appraisal or reappraisal refers to a changed appraisal based on new environmental
information. New information may resist or nourish pressures on the person, and/or may come
from the person’s own reactions (Lazarus & Folkman, 1984 p. 35). In other words, a reappraisal
is merely an appraisal that follows a previous appraisal in the same encounter and adjusts it.
Lazarus and Folkman (1984) therefore claim that appraisal and reappraisal do not intrinsically
differ from each other (p. 38)
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Problem- and emotion-focused coping methods
Lazarus and Folkman (1984, p. 150) distinguish between coping that is directed at managing
and/or changing the problem, and coping that focusses on regulating the emotional response. The

authors refer to the former as problem-focused coping and the latter as emotion-focused coping.

Problem-focused coping
Problem-focused coping methods are analogous to methods used in problem solving. Problem-
focused coping efforts are usually focused on defining and identifying the problem, creating
alternative solutions, weighting the alternatives in terms of their costs and benefits, choosing
between them, and acting. However, according to the transactional theory of coping, problem-
focused coping embraces a much wider cluster of strategies compared to problem solving alone.
The main difference between ‘simple’ problem solving and problem-focused coping is that the
latter also includes methods that are directed inward; rather than being solely focused on the
external environment. The former includes strategies for altering environmental pressures, barriers,
resources and procedures. Whereas the latter includes strategies that are usually directed at
motivational or cognitive changes such as shifting the level of aspiration, reducing ego
involvement, finding alternative channels of gratification, developing new standards of behavior,
or learning new skills and procedures (Lazarus & Folkman, 1984, p. 152; Kahn et al., 1964).
Problem-focused coping may include taking control of the stress, seeking information and
assistance in dealing with the situation, and removing oneself form the stressful situation itself.
Problem-focused coping methods are most commonly considered effective when the source of the
stress is under an individual’s control. When, on the contrary, the source of the stress is beyond
someone’s control, problem-focused methods are usually not as helpful. In such situations (e.g.
coping with serious illness or bereavement), problem-focused coping methods are less likely to be
effective (Carroll, 2013, p. 1540-41).

Emotion-focused coping

Emotion-focused forms of coping consists of cognitive processes directed at lessening emotional
distress, especially when the ‘problem’ cannot be solved. This includes methods such as
avoidance, minimization, distancing, selective attention, positive comparisons, and ‘extracting’

positive value from negative events and experiences (Lazarus & Folkman, 1984, p. 150). A smaller
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portion of these emotion-focused coping methods is directed at increasing emotional distress.
Lazarus and Folkman (1984, p. 150) claim that certain ‘individuals need to feel worse before they
can feel better’. Experiencing their distress in an acute manner functions as a means of getting
relief; and sometimes as a way of getting themselves mobilized for action against an adverse
situation and/or condition. For example, an individual diagnosed with a serious illness, such a
cancer, may initially feel overwhelmed with anger or sadness. Rather than avoiding these
emotions, they may allow themselves to experience them intensely. This intense emotional
experience could serve as a means to process the reality of their situation. Only after fully
confronting these negative emotions, the individual may become more motivated to take an active
role. Such as researching their illness, seeking support groups or following a rigorous treatment
plan (p. 150).

Certain forms of emotion-focused coping can lead to changing the way a certain encounter
is interpreted, without necessarily changing the objective nature of a situation (p. 150). The authors
refer to these methods as being equivalent to reappraisal. Lazarus and Folkman (19184) add that
the main reason why people use emotion-focused coping methods is simply to ‘maintain hope and
optimism, to deny both fact and implication, to refuse to acknowledge the worst, to act as if what
happened did not matter... and so on” (p. 151).

It is important to note that problem-focused and emotion-focused coping are not mutually
exclusive. Individuals will often us both problem- and emotion-focused methods to deal with a
stressful situation. Meaning, as Lazarus and Folkman (1984, p. 153) coined it, that both forms can

be mutually facilitative in the coping process.

Adaptive and maladaptive coping

According to the transactional theory of stress and coping (Lazarus & Folkman, 1984), coping can
either safeguard well-being or contribute to its worsening (Chaaya et al., 2025, p. 2). Next to the
distinction between problem and emotion-focused coping methods, more recent studies on coping
strategies also advocate the alternative use of the adaptive and maladaptive categorization (Chaaya
etal., 2025; Kirby et al., 2011; Reissmann et al., 2012). Studies have examined coping methods in
numerous populations, underscoring the influence of adaptive and maladaptive coping methods on

well-being and in dealing with stressful events (Diotaiuti et al., 2021; Reissmann et al., 2012; de
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Boo & Wicherts, 2007).

Adaptive coping

Adaptive coping refers to coping efforts that maintain and improve well-being (Khoury-Malhame
et al., 2024), through lessening the extent of intrusion a person encounters following a stressful,
negative event (Kirby et al., 2011). Coping is considered adaptive when it is able to ‘... lead to a
permanent problem resolution with no additional conflict or residual outcomes while maintaining
a positive emotional state’ (Zeidner & Saklofske, 1996, p. 508). Additionally, adaptive coping has
been characterized as dealing with stressors through ... personal growth, optimism, solution-
focused actions, creativity, and flexibility’ (Brown & Bond, 2019, p. 10) and may help individuals
reduce pain and stress (Mahmoud Alilou et al., 2022). Finally, adaptive coping may include
methods such as active problem solving (Dim et al., 2024), acceptance, positive reframing and
thinking, planning (Chaaya et al., 2025), exercising (Cairney et al., 2014) and socializing (Feld &
Shusterman, 2015).

Maladaptive coping

In contrast to adaptive coping, research indicates that the use of maladaptive coping approaches
can contribute to the development and worsening of mental illness (Moritz et al., 2016). Studies
further suggest that maladaptive coping methods are those methods that attempt to manage stress,
but end up decreasing function, despite temporary relief from certain symptoms (in the case of
patients dealing with chronic pain) (Dim et al., 2024; Jensen et al., 2011). Maladaptive coping has
also been associated with poor mental health and higher levels of psychopathology symptoms
(Compas et al., 2017). Individuals using maladaptive coping are more likely to engage in health-
risk behaviors, such as smoking and drinking alcohol, which in turn may worsen their overall
health (Sanchez et al., 2010). Maladaptive coping methods may include methods such as
behavioral distraction, self-blame, avoidance, rumination and social withdrawal; and have been

related to poorer overall well-being (Budimir et al., 2021; Thompson et al., 2010).
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3.2. Meaning
How does the construction of ‘meaning’ now play a role in coping? Meaning, or the mental
representation of possible relationships among things, events and relationships (Baumeister, 1991,
p. 15), is important for people’s well-being. Its centrality is apparent in daily life and it is especially
prominent when facing existential questions (Park, 2011, p. 227). Meaning refers to the
significance, purpose or value that we generally attribute to certain words, symbols, actions — and
more specifically within the context of this section — to negative and stressful events (Park, 2010).
In the following sections, we will introduce and describe meaning in the context of stress
and coping, the distinction between global and situational meaning, the process of meaning

making, and the meaning-making coping model.

3.2.1. Meaning in the context of stress and coping

Susan Folkman and Crystal L. Park (1997) discuss meaning in the context of the transactional
model of stress and coping (Lazarus & Folkman, 1984). The authors propose a definition of
meaning that accentuates the critical role of appraisal within the coping process. Park and Folkman
refer to meaning in their model as to perceptions of significance.

They distinguish two levels of meaning, global meaning and situational meaning, to better
understand how meaning functions within the context of coping with negative events. Global
meaning includes a person’s enduring beliefs and valued goals. Situational meaning is defined as
the meaning that is formed in a specific interaction between an individual’s global meaning and

particular circumstances (Park & Folkman, 1997, p.116).

Global meaning

Global meaning refers to the most abstract and all-encompassing level of meaning. This includes
people’s fundamental assumptions, beliefs, goals and expectations about the world as a whole.
Global meaning includes two dimensions. One dimension refers to people’s assumptions and
beliefs about order (including the distribution of negative and positive events). The other is a
motivational dimension that has to do with life goals and purpose (Park & Folkman, 1997, p. 116-
118).
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Beliefs concerning order can be structured around 1) beliefs about the world, 2) beliefs
about the self, and 3) beliefs about the self in relation to the world. People’s beliefs about the world
include estimates of how benevolent the world is and how benevolent other people are. When it
comes to beliefs about the self, there are two concepts that are mentioned: self-worth and perceived
control. Self-worth consists of evaluations of one’s essential goodness and morality, and the
evaluations of the effectiveness of one’s actions (p. 118). Beliefs about perceived control refer to
the extent to which individuals believe they are in control of their destiny and important outcomes
(Ibid.). Individuals can also derive beliefs about themselves in relation to the world from their
personal understanding of the fairness, benevolence and controllability of the world. For example,
individuals who believe that both the world is benevolent and fair and that they are good people,
tend to minimize beliefs regarding the likelihood that bad things may happen to them (Park &
Folkman, 1997, p. 118-119).

Global meaning described in terms of purpose refers to beliefs that direct an individual’s
striving, which is typically framed in terms of life goals. Goals are fundamentally hierarchical;
some goals are secondary and distal, whereas others more situation-specific and proximal.
Individuals usually try to attain proximal goals that are instrumental in reaching distal, subordinate
goals. This goal-oriented form of meaning provides people with a sense of purpose. In Park and
Folkman’s (1997) conceptualization, the secondary goals of people, and the accompanied
hierarchical orders, are crucial parts of global meaning. Goals are thus a central and essential
element of an individual’s meaning system (p. 119).

The effects of global meaning on general health can be pervasive. Particularly, in the
context of serious illness, its effects may be even more potent (Park, 2013b, p. 42). Falling
seriously ill can violate important global beliefs, including the fairness, benevolence and
predictability of the world and perceived control (Jim & Jacobsen, 2008; Holland & Reznik, 2005).
Furthermore, serious illness can greatly violate individuals’ goals for their current lives and their
plans for the future. The degree to which someone perceives their illness as discrepant from their
global beliefs, such as those regarding identity (e.g., ‘I live a healthy lifestyle’) and health (e.g.,
‘living a healthy lifestyle protects people form illness’) and global goals (e.g., ‘desire to live a long

with good health”) determines the degree to which the illness is distressing (Park, 2013b, p. 43).
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For example, in a study about cancer survivors, the extent to which they appraised their cancer as
violating their global beliefs predicted poorer psychological well-being (Park et al., 2008).

Situational meaning

Situational meaning is the result of the interaction between one’s global beliefs and goals and the
specific circumstances and events (e.g., serious illness). The person’s own global meaning
influences the initial meaning of an adverse event and the subsequent meanings that a person may
derive from it. Global meaning regarding, for example, expectations about how and why things
happen, influences the person’s understanding of the circumstances. Situational meaning contains
the appraisal of an event, which in their turn shape the way in which people cope with the demands
of those transactions, and their resultant outcomes (Park & Folkman, 1997, p.121). Situational
meaning has three main components: appraisal of meaning, search for meaning and meaning as
outcome. Appraisal of meaning refers to ‘the initial assessment of the personal significance of
specific transactions between the person and the environment’ (p. 121). The second component,
search for meaning, refers to the coping processes in which people attempt to find meaning once
a situation has already been appraised as stressful (p. 121-122). The third component, meaning as
outcome, refers to meaning that a person makes in the aftermath of a particular event, and is often
regarded to be a potential outcome of these coping processes (p. 122).

In the case of falling seriously ill, the appraised situational meaning of the diagnosed illness
would be based on the characteristics of that particular illness (e.g., time course, severity)
(Leventhal et al., 2008). These appraised meanings of particular events are, thus, to some extent
determined by the specifics of those situations, but also greatly informed by individuals’ global
meaning (Park, 2011, p. 228; p. 228-230).

Meaning making

The construction of meaning is part of the process of dealing with stressful situations. Through
meaning making, individuals find ways to cope with stressful situations. Park and Folkman (1997)
identify different sequential steps of meaning making as coping: reappraisal of meaning,

reappraisal processes, changing appraised meaning, and, finally, changing global meaning (p.124).
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The most important task in managing meaning is to reduce the dissimilarities between the
appraised meaning of a situation (or an event) and the individual’s antecedent global meaning
(beliefs and goals) (Ibid.).

As stated by Park and Folkman (1997), the meaning-making process is seen as effective
when people achieve some form of reconciliation either by changing the appraised meaning of the
event so it fits in the person’s pre-existing global meaning; or by changing their own global
meaning to accommodate the event. If none of the two takes place, than the process of reappraisal
carries on — risking the possibility of being caught up in a cycle that leads to undesirable
rumination. Finally, the authors proposed that meaning making involves the process through which
people attempt to minimize discrepancies between global and situational meaning (Park &
Folkman, 1997, p. 124-125).

3.2.2. The meaning-making model of coping

Park (2010) further expands global and situational meaning in the context of stressful situations,
by talking about a ‘meaning-making model of coping’ (p. 259-260). Park notes that while meaning
making is essential in dealing with stressful events, by itself might not be enough (Park, 2011, p.
231). According to Park, meaning making should lead to better adjustment ‘to the extent that it
enables individuals to make meaning in or through their stressful events’ (Park, 2011, p. 231). That
is to say, meaning making is only helpful to the degree that it produces an adequate and satisfactory
product (Segerstrom et al., 2003). For this reason, Park adds a crucial stage-component to the
meaning-making model of coping. She coins this aspect as meanings made. Meanings made, thus,
refers to the products and outcomes of meaning-making processes. That is, meanings made are
results stemming from attempts to minimize discrepancies between appraised and global meaning.
Park (2010) identifies a large variation in made meanings, these being: sense of having ‘made
sense’, acceptance, reattributions and casual understanding, changed identity/integration of the
stressful experience into identity, reappraised meaning of the stressor, changed global beliefs,

changed global goals and restored or changed sense of meaning in life (Park, 2010, p. 260-261).
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3.3. Conclusion
This chapter explored the concept of ‘coping’ and its historical background, and the ‘transactional

theory of stress and coping’ (Lazarus and Folkman, 1984). Further, it discussed the concept of
‘meaning’ (global and situational) and its role within the context of stress and coping. Finally, this

chapter presented the concept of ‘meaning making’ and ‘the ‘meaning-making model’ of Park
(2010).
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Chapter 4
Coping and religious meaning

Introduction
This chapter will examine the relationship between coping and religious meaning. Firstly, we will

be presenting how religion can be integrated within the coping process, and what the theory of
religious coping consists of (4.1.). Secondly, will examine the dynamics between religion and
meaning and how religion can function as a framework within meaning-making coping efforts,

when dealing with negative and stressful events (4.2).

4.1. Religion and Coping
Religious coping did not attract much attention until the late 1990s. Since then, however, it has

emerged as a significant area of both theoretical study and empirical research. This growing
interest was prompted by findings that religion can help in managing stress. Religion influences
how individuals appraise stressful events (Park & Cohen, 1993) and affects their psychological
and physical responses (Seybold & Hill, 2001). Moreover, people actively use religious practices
and beliefs to help them face challenges. Religion provides strength, endurance, and a sense of
meaning in situations that deeply test their core beliefs and values (Folkman & Moskowitz, 2004,
p. 759). Consequently, religious coping has become recognized as an important mechanism for
dealing with life’s difficulties (Folkman & Moskowitz, 2004).

In the discourse on religious coping, an intriguing aspect is the subtle distinction between
religion and spirituality. Religion is often seen as ‘a process, a search for significance in ways
related to the sacred” (Pargament, 1997, p. 32). Spirituality transcends formal religious
frameworks, and rather stresses ‘the subjective experience of the sacred” (Vaughan, 1991, p.105)
and is generally understood as a ‘search for the sacred’ (Pargament, 1999, p. 12). While spirituality,
remains an intrinsic component of religion, not all spirituality fits within the frameworks of
organized religion. Throughout this thesis, religious coping also incorporates these spiritual

dimensions. These include actions to seek meaning and purpose, as well as efforts to create
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connections with a higher/ divine order (Folkman & Moskowitz, 2004).

Coping may or may not include diverse religious thoughts, practices, feelings,
relationships, and objects of significance. Religion may be part of people’s lives when they are
challenged by difficulties. Religion is not merely a method of coping of course, but when reference
to transcendence is made during coping, we speak of religious coping (Pargament, 1997, p. 131-
132). Not all coping is religious, and not all religion is coping. Religion and coping paths may
never cross; they may overlap a lot, or they may even converge and diverge at different points and

phases in someone’s life (Pargament, 1997, p. 131-132).

Religious Coping

Pargament’s theory of religious coping has been widely integrated in the research field of religion
and coping. The following sections introduce religious coping and its key functions, according to
Pargament’s theory.

The involving of religion in the coping process has to do with the fact that religion is ‘a
relatively available part of the orienting system’ (Pargament, 1997, p. 144). Meaning that religion
is more likely to be accessed during coping when it is more available to the individual — that is —
when it is a larger part of the person’s orienting system for relating with the world. The second
reason that religion may possibly be included in coping is because it is a ‘relatively compelling’
way of coping (Ibid.). Compelling because experiences requiring the insertion of religious coping
are not just indifferent ones; they are often accompanied by ‘a-ha’ experiences, and realizations.
Empirical studies have shown that people with strong(er) religious affinities and orientations are
more likely to engage in greater religious coping efforts; and benefit more from its outcomes
(Pargament et al., 2001).

Another feature of religious coping, according to Pargament, is that religion is rather
actively and dynamically involved in different stages within the coping process, instead of it
functioning merely as a defense mechanism. In this way, religious coping assists individuals to
find, maintain and transform significance. Because of the dynamic character, which religious
coping holistically embodies, it adapts and transforms with and through temporal, circumstantial
and contextual situations (Pargament, 1997, 2011; Pargament & Ano, 2004; Pargament et al.,
2005).

31



Lastly, religion usually has the function of a conservational force within the process of
coping. Thus, helping people in preserving feelings of meaning, mastery and spiritual connections
throughout life crises. However, conservation can sometimes lose its viable character when the
significance it has maintained is under threat, challenged or attacked. In such cases, individuals
may employ transformational methods of religious coping — for example, converting to new a

religion to find meaning and purpose (Pargament, 1997, 2007; Pargament et al., 2005).

Key functions of religious coping
The ‘Religious Coping Orientation to Problems Experienced’-measurement (RCOPE) for
religious coping developed by Pargament and his colleagues (2000) identified initially five
fundamental functions/domains: a) searching meaning; b) gaining a sense control; c) finding
comfort by connecting with God/higher power; d) fostering (social) intimacy with others, and e)
transforming life (Pargament et al., 2000; Folkman & Moskowitz, 2004; Van Uden et al., 2009).

Religion plays a crucial role in (a) the search for meaning by providing frameworks that
help people to understand and to interpret events in their life (Geertz, 1966). They do so, for
example, by redefining the stressor of a negative event as an opportunity for spiritual growth
(Pargament et al., 2000, p. 521). (b) Religion also provides a sense of mastery and control,
particularly in dealing with unchangeable negative events. For instance, an individual may seek to
gain control through a partnership with God in problem solving, or by looking control indirectly
by pleading to God for a miracle or divine intercession (Pargament et al., 2000, p. 522). (c)
Religion offers comfort through connection with a higher power, reducing anxiety about living in
an unpredictable world (Pargament et al., 2000, p. 521). (d) Furthermore, religion promotes social
cohesion by fostering solidarity and identity. Spiritual practices encourage intimacy with others,
often through offering and receiving spiritual support from clergy and fellow believers (Pargament
et al., 2000, p. 521). (e) Finally, religion is also seen as a mechanism for personal transformation.
This transformation may involve relinquishing old values and finding new or revised sources of
significance in life (Pargament, 1997; Pargament et al., 2000, p. 521).

Specific religious coping methods have been defined for each of these five functions. Since

the focus of this thesis is the role of religion and meaning within the coping process, we emphasize
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those measurements in religious coping resorting under the function of ‘search for meaning’. In
chapters 5 and 6, we will dive deeper into the specific methods that fit into the function of

‘searching for meaning’.

Positive and negative religious coping

Pargament et al. (1998) grouped religious coping methods into two main groups: positive religious
coping and negative religious coping. The former being made up of helpful religious coping
methods, which are linked to successful psychological adaptation to stress (Ano & Vasconcelles,
2005), and the latter consisting of religious coping methods that are considered harmful

(Pargament, 1997), which can cause depressive symptoms and negative affect (Park et al., 2018).

Positive religious coping

Positive religious coping methods are ‘an expression of a sense of spirituality, a secure relationship
with God, a belief that there is meaning to be found in life, and a sense of spiritual connectedness
with others® (Pargament et al., 1998, p. 712). Pargament notes that positive religious coping
includes seeking spiritual support and connection, collaboration with others, seeking clerical
advice or help; as well as religious purification and helping, religious forgiveness and benevolent
religious reappraisals (Pargament et al., 1998).

Positive religious coping takes place when individuals hold the belief that God is
supporting and guiding them in times of adversity and need. Certain studies have indicated that
individuals that experience spiritual support, frequently report outcomes that are more positive.
Churches and synagogues are the most commonly used social support system in periods of distress.
Religious communities are often described in terms of a second family. This because people often
gravitate towards members of the clergy in search of financial, emotional and spiritual support
(Pargament et al., 1998; Pargament et al., 2011).

Finally, positive religious reappraisal of the meaning of events has been positively
correlated with better outcomes. Persons who attribute a negative and stressful event (e.g., death,
illness, major losses) to the will and workings of benevolent God, or a higher force; tend to

experience positive religious coping more frequently. This also applies for individuals who
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(re)frame negative experiences as an opportunity and a pathway to spiritual growth (Pargament et
al., 1998; Pargament et al., 2011).

Negative religious coping

The negative religious coping pattern is “...an expression of a less secure relationship with God, a
tenuous and ominous view of the world, and religious struggle in the search for significance’
(Pargament et al., 1998, p.712). Pargament further adds that this particular pattern of religious
coping is defined by a rather different set of coping methods (compared to positive religious
coping). These methods include punitive religious appraisals, demonic religious appraisals,
reappraisals of God’s powers, spiritual and religious discontent, self-directing religious coping,
and interpersonal religious discontent (Pargament et al., 1998).

Negative religious coping methods usually occur when religion and spirituality do not
promote health or even harm it (e.g., feeling being abounded by God, which may further intensify
feelings of loneliness and isolation). Pargament finds that individuals who often make use of
negative religious coping efforts, tend to report increased negative physical and psychological

experiences. (Pargament et al., 1998; Pargament et al., 2011).

4.2. Religious Meaning

In the following sections, we will demonstrate how religion fits within the cognitive model of the
transactional theory of stress and coping, the relationship between religion and meaning, and the
role of religion within the meaning-making model of coping.

Religion has been proposed as a way in which individuals can meet their meaning-related
needs (Park, 2005,). It can be defined, as we saw in the previous section, as ‘a search for
significance in ways related to the sacred’ (Pargament, 1997, p. 32) and is central to the meaning
systems of many people. Religious meaning systems can be comprehensive, ubiquitously
informing both global beliefs and goals (Park, 2005, p. 711). Religion grows out of the human
need to comprehend the deepest problems of existence (Geertz, 1966), providing in this manner
ways to better understand human suffering and loss (Kotarba, 1983). Undoubtedly, religion often

serves as a core schema, informing beliefs about the self, the world and their interaction, and

34



providing understanding of both ordinary and extraordinary occurrences (Park, 2005).

The following sections of this chapter will describe religion within the meaning-making
model and how it is involved in the two levels of meaning: global meaning (beliefs about order
and, life goals and purpose) and situational meaning (appraisal, search for meaning, and meaning

as outcome).

4.2.1 Religious Global Meaning

Compared to non-religious systems of global meaning, religion is more capable of addressing
fundamental issues and questions about ultimate purpose (Vail et al., 2010). Religious meaning
systems are well suited to address these issues because of their comprehensiveness, accessibility,
transcendence, and direct claims (Hood, Hill & Williamson, 2005). Comprehensiveness refers to
the broad scope of issues that religion is capable of subsuming. Issues such as beliefs about the
world, contingencies and expectations, goals, and emotions (Hood et al., 2009; Silberman, 2005).
Further, religion is considered accessible because it can be widely promoted and has many
different forms, so that individuals can find a way of being religious that suits them best (Hood et
al., 2005). Additionally, religion provides opportunities to people for transcending their own
specific concerns or experience and connecting them with something greater than themselves
(Park, 2013a, p. 361). Finally, religions can make authoritative and courageous claims concerning
their ability to provide a sense of significance (Ibid.). All these characteristics are the ingredients
of a perfect recipe for creating the unmatched ability of religion to serve as a source of global
meaning (Hood et al., 2005).

When religion is part of someone’s personal global meaning system, his/her understanding
of the divine will inform what he/she believes about the nature of people, about this world, and
maybe even about the afterlife (Mclntosh, 1995; Silberman, 2005). Further, religion forms the core
of individuals’ identities regarding how they understand themselves as a religious and spiritual
being (Pargament, 1997; Slattery & Park, 2011), as well as their social identification with a
religious group (Ysseldyk et al., 2010). Religious beliefs can also offer a source of self-worth and
a sense of being morally superior to others (Sedikides & Gebauer, 2010); although perceiving
discrepancies between one’s actual self and spiritual self has been linked to worse psychological

functioning (Saunders et al., 2007).
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Moreover, researchers have found a link between religiousness and beliefs relating to
control (e.g., intercessory prayer) (Rothbaum, Weisz & Snyder, 1982; Young & Morris, 2004).
Some forms of being religious in fact encourage a surrender of control and handing over of control
to a powerful ‘other’ (Exline, 2002). In addition, people who have lost their sense of control have
reported great levels of belief in a God who has control over events (Kay et al., 2010). This is
consistent with the view that religion is capable of serving as a crucial way to conserve a sense of
control in life (Park, 2013a, p. 362). While religiousness and spirituality can influence global
beliefs in a positive way, some types of religious beliefs can have a negative content or influence
on the believer as well (Ibid.). For instance, some religious perceptions and thought patterns (e.qg.,
religious extremism or beliefs about an angry/unforgiving God) can have crippling implications
for personal and social functioning (Exline & Rose, 2013; Moghaddam, Warren & Love, 2013).

Religion is central to life goals (Park, 2013a, p. 363). In this way, religion provides ultimate
motivations, primary goals for living; and prescriptions and guidelines for achieving those life
goals (Baumeister, 1991; Pargament, 1997). Ultimate goals consist of connecting to what one
regards as sacred in life, living a life full of compassion and benevolence, forgiveness, or altruism;
as well as finding salvation, knowing God, or experiencing transcendence (Emmons, 1999;
Pargament et al., 2005). Other kinds of goals can derive from more subordinate goals (e.g. having
peace of mind, working for justice and peace in the world, devoting one’s self to family, or creating
a stable and strong sense of community with other believers (Park, 2013a, p. 363).

Further, values are strongly related to a person’s goals (Park, 2013a, p. 363). Values are
broad preferences about the worth of ultimate goals and the appropriate course of action to achieve
those goals (Ibid.). They are the guidelines that people follow to determine importance, correctness
or worth (Schwartz & Bilsky, 1990), and reflect an individual’s sense of what is right or wrong
(Park, 2013a, p. 363). Religion creates a solid foundation for values. It can provide a framework
for determining what is morally good and what is evil. Thus, guiding people in what is to be

pursued and what is to be avoided (Baumeister, 1991).
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4.2.2 Religion and Situational Meaning
According to the meaning-making model, crises trigger processes of meaning making. In this
process, individuals attempt to reduce discrepancies between their appraised meaning of an
negative/stressful event and their global meaning (Park, 2010; Baumeister & Vohs, 2002; Filipp;
1992). Religion is frequently an essential part of this meaning-making process (Park, 2013a, p.
366). In fact, religion exerts its most noticeable influence in times of greatest stress (MclIntosh et.
al, 1993; Pargament, 2000). This happens for two reasons. 1) for most individuals, religion is
already a part of their global meaning, which can be threatened or violated by traumatic events,
such as serious illness. 2) the majority of religions provide ways of understanding, (re)interpreting
and adding value to suffering, as well as ways to see the work of a loving God (Pargament 1997;
Park, 2005, p. 713).

For people suffering, a religious system of beliefs (and its associated goals) may be the
most effective way to make meaning from those adverse experiences (Park, 2013a, p. 367).
Religion as a framework of meaning can strongly affect people’s initial appraisals of specific
events (Park, 2013a, p. 367) and can be highly involved in the products of these appraisals,
including the positive changes that people recount following stressful events (Park, 2005, p. 712).

Religion provides many alternatives for interpreting a particular event (Park, 2013a, p.
367). For instance, notions that there is larger plan, that particular events are not merely random,
or that personal growth can come forth from struggle, can inform the meaning of an event (lbid.).
Some individuals may believe that God would never harm them, whereas others may believe that
God is trying to communicate something of great importance through an event, or that the event
itself can be a punishment from God (Furnham & Brown, 1992). Furthermore, people’s
understanding for the reason of why an event occurred, another kind of situational appraisal, can
be either religious or naturalistic (Spilka et. al, 2003). E.g., naturalistic explanations for illnesses
may include explanations such as pathogens, injury, and weakened immune systems, while
religious attributions can include the efforts of God to teach, test, or punish the person suffering
(Spilka et. al, 2003).

Lastly, another way of appraising an event, based on religious meaning systems, is that of
sacred loss and desecration. These type of appraisals involve perception of the dissolution of a

point of connection with transcendent reality (Park, 2013a, p. 368). For example, an event can be
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appraised as a sacred loss or as something invested with sacred qualities. They can also be
appraisals of the event as perceiving sacred aspects of life as having been violated (Ibid.).

4.2.3 Religious meaning-making coping

Many meaning-making coping efforts have a religious aspect to them. In fact, much of religious
coping methods include efforts to make meaning from the stressful event or situation (Park, 2013a,
p. 369). For example, the RCOPE (Pargament et al., 1998) measure includes subscales explicitly
addressing religious appraisals of an event or reconfiguring one’s global meaning system. For
example, coping through ‘benevolent religious reappraisal’; which refers to using religion to
redefine the stressor as benevolent and possibly beneficial. While ‘reappraisal of God’s powers’
refers to redefining God’s abilities to affect and alter the stressful situation (Park, 2013a, p. 369;
see chapters 5 and 6, for a more detailed discussion of these coping methods).

The outcomes of meaning-making coping (meanings made) are often eventual changes in
appraised meaning (situational meaning) of an event, and occasionally, changes in global meaning
(Park, 2013a, p. 370). Because religious beliefs tend to be relatively stable, people dealing with
crises may be more likely to reappraise a situation to fit preexisting beliefs rather than changing
their religious beliefs (Pargament, 1997). Religion is involved in changing appraised meaning, and
in changing global meaning (Park, 2013a, p. 370). For instance, people may initially feel that God
has neglected them, or that God deliberately caused their trauma; but, over time, people might
come to see that the negative event as the will of a loving God (Spilka et. al, 2003).

Religion offers avenues for making positive reattributions and is often employed in the
search for a more acceptable reason for an event’s occurrence, compared to the initial appraisal
made about that event. E.g., people can come to realize that the stressful event can be seen as
spiritual opportunity, as the punishment of God, or as the product of sinful human behavior
(Pargament, 1997, as cited in Park, 2013, p. 370). Religious explanations, thus, can make religious
people trust that every event is part of God’s greater plan (Baumeister, 1991, p. 253).

Lastly, traumatic events confront people to see the adverse side of life (Garbarino &
Bedard, 1996; Gray et al, 2007). These life events can be so discrepant with people’s personal

global meaning, that no amount of situational appraisal is able to restore a feeling of congruence
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with their preexisting global beliefs and goals (Park, 2013a, p. 371). In such situations, people way
attempt to minimize the discrepancy by changing their global meaning entirely (McCullough et.
al, 2005). Some people may lose their faith in God (Park, 2013a, p. 371), or view God as less
powerful than they did before the negative event (Kushner, 1981). Periods of extreme stress and
difficulties can sometimes result in what is known as spiritual transformation (Spilka et al., 2003).
More often than not, spiritual transformation means conversion to new religion or denomination.
In this way, people try to find alternative systems of global meaning that may help them answer

difficult questions and solve problems in their lives (Zinnbauer & Pargament, 1998).

4.3. Conclusion
This chapter described the relationship between religion, religious coping and meaning. We

introduced the theory of religious coping (the distinction between positive and negative coping
methods and its key functions) and the role of meaning within it. Finally, we described the role of

religion as a framework of global meaning, and its influences on situational meaning.
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Chapter 5
The context of serious illness: non-religious and
religious meaning-making coping

Introduction

This chapter investigates studies on non-religious and religious (meaning-making) coping in the
context of serious illness. We will examine empirical researches in order to identify different non-
religious and religious (meaning-making) coping methods among seriously ill individuals (5.1.).
Moreover, we will be discussing empirical studies that investigate the relationship between non-

religious and religious (meaning-making) coping, and dimensions of well-being (5.2.).

5.1. Identifying coping methods

This section investigates studies that identify coping methods that are applied within the context
of serious illness. Specifically, this section classifies coping into two approaches: non-religious
and religious (meaning-making) coping methods.

As discussed in the preceding chapters, meaning-making coping can be either non-religious
or religious. Non-religious and religious coping can include distinct domains (i.e., ‘positive
reinterpretation and ‘search for meaning’ respectively) that explicitly incorporate meaning-making
coping methods. It is important to note that there is no widely accepted and definite instrument for

measuring and identifying meaning-making coping methods (Park et al., 2008).

5.1.1. Identifying non-religious (meaning-making) coping methods
This section will particularly give attention to identified non-religious (meaning-making) coping
methods, in the context of serious illness.

In a study at Radboud University Nijmegen, Van Uden et al. (2009) identified non-religious
(meaning-making) coping methods in people with advanced cancer. In order to recognize these
coping methods, the authors made use of the “Ways of Coping Scale’ (Lazarus & Folkman, 1986)
and the ‘Coping Orientation to Problems Experienced’ inventory (COPE) (Carver, Schreier &

Weintraub, 1989). These instruments were further amplified by the coping methods identified in
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another study of breast cancer patients in the Netherlands (Oosterwijk, 2004). This study can be
understood as a generic representation of the variety of other researches (e.g., Dunkel-Schetter et
al., 1992 and Roszkowska & Bialczyk, 2023) that have also identified similar non-religious
(meaning-making) coping methods in the context of serious illness.

Below an overview of the identified non-religious (meaning-making) coping domains and
specific methods among cancer patients, by applying the above-mentioned instruments (Van Uden
et al., p. 207-208). Additional coping methods that were identified by the authors, on the basis of

their analysis of interviews, are italicized (p. 206):

1. ‘Problem confrontation’ coping methods: identification of the problem, active approach to the
problem, taking responsibility, venting emotions, making plans, near future orientation/ hope,

postponing distracting activities and searching for a cause.

2. ‘Putting the problem in perspective’ coping methods: seeking distraction, distancing, postponing
action, downward social comparison (own situation is better), putting into perspective (e.g.

humor), helping others, meditating and music/reading/art.

3. ‘Support coping’ methods: instrumental social support, emotional social support, professional
support and social support.

4. ‘Positive reinterpretation’ coping methods: positive revaluation (reappraisal), enhancement of
own powers, adopting a positive angle, acceptance, resignation, letting go and self-control/self-

direction.

5. ‘Denial and avoidance of the problem’ coping methods: denial, protesting/rebelling against,
avoidance, trivializing, doomsday thinking, upward social comparison (own situation is worse,

alcohol/drugs use and postponement of problem confrontation.

Meaning-making coping methods are commonly incorporated in other measuring instruments
(e.g., COPE, RCOPE, Ways of Coping,) as a separate sub-scale. Reappraisal and positive
reinterpretation/reframing are often used in order to refer to meaning-making coping methods in
particular.

The study of Van Uden et al. (2009) identified meaning-making coping methods that are

not religious. These were placed under the domain of ‘positive reinterpretation’. Hereby, once
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more, a brief recap of these methods: positive revaluation (reappraisal), enhancement of own
powers, adopting a positive angle, resignation, letting go and self-control/self-direction.

In a study (Park et al., 2008) regarding non-religious meaning-making coping in cancer
patients and survivors, the researchers assessed meaning-making coping methods by using the
Brief COPE instrument (Carver, 1997). They measured meaning-making coping with the positive
reinterpretation/reframing subscale. The subscale consists of two items: ‘Tried to see it in a
different light, to make it seem more positive’ and ‘Looked for something good in what was
happening’. These two non-religious meaning-making coping methods were identified when
people were asked the question ‘how you coped with your cancer experience?’(Park et al., 2008,
p. 866).

Finally, based on a study in Turkey (N. Ahmadi et al., 2016), F. Ahmadi et al. (2019)
managed to discover four used non-religious meaning-making coping methods. The identified
methods were searching for meaning, appreciating life, life experience and existential feeling, and
finding meaning in life by hoping.

5.1.2. Identifying religious (meaning-making) coping methods
This section will give attention to identified religious (meaning-making) coping methods, in the
context of serious illness.

In the same study among cancer patients at Radboud University Nijmegen, researchers
(Van Uden et. al., 2009,) also drew up an inventory of religious (meaning-making) coping
methods. The researchers categorized religious coping methods with the aid of the RCOPE
measure of Pargament et al. (2000). Van Uden and colleagues (2009) identified several additional
religious coping methods among cancer patients. These methods do not belong to the initial
RCOPE measure, but were later added to its domains.

Below, an overview of the domains and identified religious (meaning-making) coping
methods among cancer patients is provided (p. 206-207), with the additional identified methods

being italicized.

1. ‘Meaning giving/searching’ coping methods: benevolent religious reappraisal (God’s plan or

learning the deeper meaning of life), negative religious reappraisal (divine punishment), attribute
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to the devil, limitations of God’s power, religious hope, religious conviction (existence of the

hereafter) and theodicy (reflection on the relation between suffering and God).

2. ‘Relation to God’ coping methods: collaborating with God, active and passive surrender to God,
asking for miracle and divine intervention, being forsaken by God and anger/rebellion against
God.

3. ‘Divine consolation and proximity’ coping methods: seeking and experiencing God’s love and
power, concentrating on the religious domain, seeking forgiveness, divine consolation, stricter

adherence to religious rules and religious practices (performing religious acts).

4. ‘Intimacy with like-minded believers’ coping methods: support of spiritual care givers, support
by like-minded believers, praying for others, others pray for you, and dissatisfaction with support

of spiritual care givers and like-minded believers.

5. ‘Transformation’ coping methods: asking God for a new goal in life, conversion and

forgiveness.

By using the RCOPE (Pargament et al., 2000), Van Uden et al. (2009) also identified several
religious meaning-making coping methods. To briefly recapitulate, these are: benevolent religious
reappraisal, negative religious reappraisal/punishing God reappraisal, attribute to the deuvil,
limitation of God’s powers, religious hope, religious conviction, and theodicy.

In a study among Turkish cancer patients, N. Ahmadi et al. (2016) identified a portion of
the aforementioned religious meaning-making coping methods. In their research, they mainly
encountered benevolent religious reappraisal and punishing God reappraisal. Two patterns were
observed under benevolent religious reappraisal. One being patients reexamining their past life
and finding a lesson there through praying. The second being talking to God in order to cope with
the stressor (cancer) (Ahmadi & Rabbani, 2019, p. 76).

A study among cancer patients in Portugal identified a method labeled as ‘God’s trust in
personal growth’, in addition to benevolent religious reappraisal and punishing God reappraisal.
This newly identified religious meaning-making coping method redefines the stressor as a
privilege — a sign of God’s trust in the patient’s ability to cope with the cancer (Ahmadi et al.,

2018, p. 15).
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A study among cancer patients in Malaysia identifies several religious meaning-making
coping methods. As expected, benevolent religious reappraisal is a frequently used method and
shows to have two distinct patterns: one that sees suffering from cancer as a lesson from God, and
another that interprets cancer as educational theodicy. The latter means that God tests the person
with the intention of leading him or her to a better life (Ahmadi & Rabbani, 2019, p. 75). Other
identified methods were punishing God reappraisal and demonic reappraisal.

In a qualitative study among cancer patients in Iran (Ahmadi et al., 2018), two religious
meaning-making coping methods were prominent: benevolent religious reappraisal and demonic
reappraisal. Again, within the former, two patterns were observed: cancer being a product of God’s
will, which can be interpreted as God imposing a test on the patient to encourage them to have
patience in the face of adverse situations, and cancer being a message from God, which implies
that a lesson has to be learned in order to live a better life (Ahmadi & Rabbani, 2019, p. 77).

5.2. Studies on coping and well-being
This section investigates studies that explore the relationship between non-religious and religious
(meaning-making) coping and dimensions of well-being, i.e., Quality of Life (QOL).

5.2.1. Non-religious coping and well-being

This section looks at studies that explore the relationship between non-religious (meaning-making)
coping and the four dimensions of well-being, as well as overall QOL. It is important to note that,
within the scope of the thesis, any research study that does not explicitly refer to ‘coping’ as
‘religious’ or ‘spiritual’ — will be interpreted as referring to non-religious coping.

A quantitative study of 603 cancer patients (Dunkel-Schetter et al., 1992) found that non-
religious coping methods, such as social support, focusing on the positive and distancing, are
associated with less psychological suffering. Whereas the use of cognitive and behavioral
distancing is associated with higher levels of psychological distress. A quantitative research
(Roszkowska & Biatczyk, 2023) examining the relationships between non-religious coping styles
(active coping, emotion-focused and avoidant coping methods) and QOL in cancer patients,
showed that patients who engaged in less active coping had a lower QOL. Avoidant coping

methods were strongly correlated with worse QOL in all dimensions. Whereas active coping
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methods were related to better physical well-being in cancer patients. Dev et al. (2023) evaluated
coping methods among patients with cancer and their relationship with symptom burden. They
discovered that patients adopting maladaptive coping methods (e.g., denial) experience higher
levels of physical pain and depression. Whereas cancer patients who used emotion-focused coping
methods, scored lower psychological suffering.

A systematic review (Vasiliu et al., 2024) highlighted the importance of non-religious
coping methods (problem and emotion-focused coping, and occupation-focused coping) for
preserving quality of life in individuals with various oncological diseases. The review emphasized
that adaptive coping methods are essential for one’s well-being. Vadsaria et al. (2017)
quantitatively assessed different non-religious coping methods (active coping, acceptance and self-
distraction) and levels of prevalence of depressive symptoms among cancer patients. They found
a significantly positive correlation between depression and active coping, planning, self-blame,
venting, use of emotional support and substance use. Whereas depression was negatively
associated with coping methods such as acceptance, self-distraction and humor. Harrop et al.
(2017) identified multiple coping themes in lung cancer patients. They showed that coping
methods were able to maintain well-being, as well as overall QOL.

A quantitative study (Tabaee et al., 2017) assessed the role of non-religious coping
strategies in well-being of cancer patients. They discovered that adaptive coping styles have an
important role in increasing psychological well-being. Another quantitative study (Baitar et al.,
2017) exploring the influence of coping strategies on subsequent well-being in older cancer
patients, evaluated coping strategies as predictors for changes in well-being one year in the
experimental group, as well as in two control groups. The study showed that active coping
methods, such as active tackling and seeking social support, predicted subsequent well-being only
in middle age cancer patients. Further, avoidance coping strategies did not predict well-being in
any of the patient groups. The study concluded that coping strategies influence subsequent overall
well-being in patients with cancer — but the degree of impact is different in different age groups.

A meta-analytic review on coping with prostate cancer (Roesch et al., 2005) found that
individuals who challenge their illness in a direct manner (active coping), gain both psychological
and physical benefits, while those who do not experience increased psychological and physical

pain. The review concluded that higher scores of overall QOL are associated with patients who
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use active coping methods. Whereas lower scores of QOL are associated with patients who engage
in more avoidant coping methods.

Nipp et al (2016) studied the relationship between coping strategies, quality of life and
mood in patients suffering from incurable cancer. Their study found that emotional support and
acceptance correlated with higher scores of QOL. Denial and self-blame coping methods were
correlated with lower QOL scores. An Argentinian study (Contentti et al., 2020) among patients
with MS showed that maladaptive coping methods used by patients was associated with worse
health-related QOL scores. A meta-analytical study (Kvillemo & Branstrorm, 2014) examined the
associations between different types of non-religious coping, and psychological and physical well-
being among breast cancer patients. The study concluded that use of coping directed at adjustment
and avoiding use of disengagement forms of coping were related to higher levels of psychological
and physical well-being.

A study (Garcia et al., 2024) examined the use of different non-religious coping methods
in adults with neuromuscular diseases and the influences of different coping strategies on their
health-related QOL. The study found that coping methods, such as restraint, mental
disengagement, venting and humor, all had negative effects on health-related QOL. Restraint was
the only coping strategy that explained the physical domain of health-related QOL. The researchers
confirmed that non-adaptive coping resulted in lower levels of health-related QOL. Seeking social
support was the only coping strategy that had a positive causal relationship with health-related
QOL. Seeking social support improves health-related QOL in psychological terms; although this
was not observed in physical or psychological dimension of health-related QOL. The study
concluded that seeking social support predicted better levels of overall health-related QOL.

These studies show that non-religious coping plays a significant role in the quality of life
and overall well-being of individuals with serious illness (particularly cancer). Adaptive coping
methods, such as active coping, emotion-focused strategies, acceptance as well as seeking social
support, are generally associated with better psychological and physical well-being. On the
contrary, maladaptive coping such as denial, self-blame and avoidance is consistently linked to
higher levels of depression, distress and poorer overall QOL. Although some coping methods like
humour and self-distraction show diverse results, the overall trend supports the positive impact of

adaptive non-religious coping methods. It is also notable that the impact of these methods may
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vary depending on factors such as age, illness, and personal circumstances. Concluding, these
findings emphasize the importance of non-religious coping in enhancing patients’ well-being.

Loeffler et al. (2018) studied the role between non-religious meaning making and well-
being in breast cancer patients. They found that a stronger sense of meaning was related to lower
levels of anxiety and depression. Participants with more diverse, better connected and more
coherent non-religious meaning systems were slightly less depressed. In summary, a stronger sense
of meaning was associated with better overall well-being. Finally, Lee (2008) studied non-
religious meaning making in people with cancer. The study revealed that meaning making (as an
intervention) had a positive impact on well-being.

These studies show that non-religious meaning-making coping is positively correlated with
higher scores of well-being. Non-religious meaning-making coping is associated with reduced

anxiety and depression and can possibly improve psychological well-being.

5.2.2. Religious coping and well-being
This section zooms in on research that explores the relationship between religious (meaning-
making) coping and the four dimensions of well-being, as well as overall QOL.

A study QOL (Tarakeshwar et al., 2006) examining how positive and negative religious
coping methods among people with advanced cancer are related to dimensions of well-being found
that greater use of positive religious coping is linked to better overall QOL; as well as better scores
on existential/spiritual dimensions of. This study also found that greater use of negative religious
coping is associated with lower overall QOL, as well as lower scores on psychological and
existential/spiritual dimensions of well-being. An unexpected discovery in this study was that
greater use of positive religious coping is related to more physical symptoms, such as pain and
nausea (p. 651).

Pareek et al. (2005) studied the association between religious coping and quality of life
among 135 patients suffering from advanced cancer, and likewise conclude that greater use of
religious coping is associated with better overall QOL,; as well as higher scores on the spiritual
dimensions of well-being, and was also related to more physical symptoms. Finally, the study also
revealed that negative religious coping was strongly related to poorer overall QOL (Pareek et al.,

2005).
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Zamanian et al. (2015) suggest that breast cancer patients who employ negative religious
coping behaviors (e.g., negative religious reappraisal or punishing God reappraisal) may have
poorer QOL. However, breast cancer patients who believe in a loving God may have better QOL.
In another study among women with breast cancer (Hebert et al. 2009), negative religious coping
predicts lower overall psychological well-being and more depressive symptoms. However, in their
study, positive religious coping was not associated with well-being at all, and this study could
therefore not corroborate previous found favorable effects.

Kalampios and Roussi (2015) examined the relationship between religious beliefs, coping
and well-being, placing extra emphasis on religious coping. Their analyses indicates that religious
coping is associated with positive affect, or greater happiness. The researchers also found positive
impact of religious coping on overall psychological well-being. Moreover, Vallurupalli et al.
(2012) found that religious coping is associated with higher levels of overall QOL among advanced
patients cancer receiving palliative radiation therapy.

Sherman et al. (2005) examined relationships between religious coping, mental health and
physical symptoms in patients with multiple myeloma. Negative religious coping was related to
greater anxiety and depression, worse overall psychological health, greater pain, less energy and
poorer physical health. Zwingmann et al. (2008) studied 167 patients with breast cancer. They
showed that positive religious coping was negatively associated with anxiety. While negative
religious coping was positively related with anxiety. Balboni et al. (2007) examined quality of life
in 230 advanced cancer patients, assessing relationships with religious coping. Negative religious
coping was negatively associated with overall QOL. Whereas positive religious coping was
unrelated to QOL.

A study of 94 myeloma patients (Sherman et al. (2009) showed that baseline negative
religious coping and increases in negative religious coping over time predicted greater anxiety,
greater depression and worse well-being. Patients who scored high on negative religious coping at
baseline reported the poorest physical well-being. Whereas, myeloma patients who reported high
levels of positive religious coping and low levels of negative religious coping, had the highest
reported physical well-being. Nikmanesh and Azaraein (2016) examined the role of religious
coping in suffering among dialysis patients. Religious coping and psychological suffering are

significantly and negatively correlated. However, religious coping is not correlated with physical
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and existential/spiritual dimensions of suffering.

Bruce et al. (2020) explored the associations between religious coping and quality of life
among men with prostate cancer. Results indicate that positive religious coping is associated with
an increase in overall QOL. Whereas negative religious coping was correlated with a decrease in
QOL. Lastly, a study of Nigerian cancer patients (Okwuosa, Onu & Onyedibe, 2024) found that
negative religious coping is negatively associated with overall health-related QOL. While positive
religious coping is not significantly associated with health-related quality of life.

These studies show that religious coping plays an important role in the well-being and
overall QOL of patients with serious illness, such as cancer. Positive religious coping (e.g., trusting
in a loving God) is associated with better psychological and spiritual well-being and improved
overall QOL. In contrast, negative religious coping (e.g., feeling punished by God) is consistently
associated with poorer psychological and physical well-being, such as greater anxiety, depressive
symptoms, pain, and lower overall QOL.

Nkoana et al. (2022) qualitatively studied religious meaning-making coping among
prostate cancer patients. The researchers suggest that religious beliefs and practices could
positively influence coping with cancer. In addition, they found that religious meaning-making
coping provided the participants with comfort, meaning in life and strong intimacy with God. This
helped the patients accept their condition as the ‘the will of God’, thus reducing fear and achieving
a sense of relative relief (p. 1395-1397).

In a Greek study, Palamaridi et al. (2020) studied meaning making and religion in cancer
patients. They found that faith is an important aspect of the experience of cancer, from which
people can gain strength and optimism. Facing a serious illness such as cancer, leads patients to
consider life in a more favorable light. The participants reported positive changes in the way they
live and reported attaching meaning to more significant issues because of their cancer experience.
Furthermore, Visser et al. (2020) researched the role of religious meaning systems in psychological
adjustment among cancer patients. They discovered that religious meaning systems played a role
as source of discrepancy, as means for the legitimation of the cancer diagnosis, and as a resource
for the continuation of treasured aspects of life.

F. Ahmadi et al. (2018) investigated the role of religious meaning-making coping among

individuals with cancer. Participants interpreted their experience as being part of God’s plan, and
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that it brought them closer to God. This helped them become stronger and made it easier to accept
the situation. Patients also reported that interpreting their illness in this manner made them grow
closer to their loved ones, to appreciate life more, and get a chance to change for the better.
Saarlelainen (2016) explored the religious meaning-making process in adults coping with cancer.
Religious meaning was found when the illness was revealed as a calling from God. The religious
meaning-making coping process described cancer as a challenge to bring the participants closer to
God. However, not all participants were involved in religious meaning making. Some did not find
any religious meaning behind their illness experience.

These studies show that religious meaning-making coping helps individuals with serious
illness find comfort and acceptance, often by interpreting their illness as part of a divine plan,
resulting in better psychological well-being. However, not all patients can find religious meaning

in their suffering, highlighting that coping and its impact on well-being can greatly vary.

5.3. Conclusion
This chapter investigated empirical studies on non-religious and religious (meaning-making)

coping in the context of serious illness. We examined empirical researches in order to identify
different non-religious and religious (meaning-making) coping methods among seriously ill
individuals. Moreover, we discussed empirical studies that investigate the relationship between
non-religious and religious (meaning-making) coping methods, and physical, psychological social

and spiritual dimensions of well-being.
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Chapter 6
Discussion and conclusion

This thesis aimed to explore the role of non-religious and religious meaning, and coping in people
dealing with illness-induced suffering, across four dimensions of well-being. Serious illness may
have a negative impact on the overall physical, psychological, social and spiritual well-being. This
intense experience may trigger a need for non-religious and religious (meaning-making) coping
efforts, in order to deal with, and possibly lessen suffering.

A thorough review of scientific literature in the previous chapters revealed several
theoretical frameworks that discuss the nature of non-religious and religious (meaning-making)
coping approaches. This literature overview included the groundworks of Cassell (1982, 2004),
Lazarus and Folkman (1984), Pargament (1997, 2000) and Park (1997, 2010).

Next, empirical studies were reviewed to identify non-religious and religious (meaning-
making) coping methods, and examine their relationship to well-being in individuals suffering due
to serious illness.

This chapter discusses the results of these studies from a critical perspective, within the
context of each distinct coping approach.

6.1. Critical evaluation of studies exploring non-religious (meaning-making) coping
in the context of serious illness

This section provides a critical evaluation of reviewed studies that identify non-religious
(meaning-making) methods, and of reviewed studies that explore the relationship between those

methods and dimensions of well-being, in the context of serious illness.

6.1.1. Studies on the identification of non-religious (meaning-making) coping methods

The literature review revealed the study conducted by Van Uden et al. (2009), which identifies
several non-religious coping domains in the context of serious illness. These being problem

confrontation, putting the problem in perspective, support coping, positive reinterpretation, denial,
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and avoidance of the problem (p. 207-208).

The most prevalent non-religious coping methods among ill individuals are problem
confrontation (e.g., identification of the problem and near future orientation/hope) and putting the
problem in perspective (e.g., downward social comparison and seeking distraction). Whereas
problem denial and avoidance (e.g., protesting and avoidance) are the least reported non-religious
coping methods (p. 212).

The review of Van Uden et al. (2009) revealed a clear distinction between non-religious
adaptive and maladaptive coping methods in the context of serious illness. Adaptive coping
includes methods such as identification of the problem, active approach to the problem, taking
responsibility, seeking distraction, venting emotions, making plans, near future orientation/hope,
postponing distracting activities, helping others, downward social comparison, helping others and
adapting a positive angle. In contrast, maladaptive coping includes methods such as denial,
avoidance, trivializing, doomsday thinking, upward social comparison, alcohol/drug use, and
postponement of problem confrontation.

Several  non-religious  meaning-making  coping  methods (i.e.,  ‘positive
reinterpretation/reframing’ methods) have been identified in the context of serious illness. The
most frequently reported non-religious meaning-making coping method was positive reevaluation,
followed by adopting a positive angle, and acceptance (Van Uden, 2009, p. 212). The least
common non-religious meaning-making coping methods were enhancement of own powers and
resignation (p. 210). In contrast to the above-mentioned non-religious coping methods, no clear
distinction could be revealed between adaptive and maladaptive non-religious meaning-making
coping methods. The reason for this is that the Brief COPE (Carver, 1997) does not include
subscales that explicitly identify maladaptive meaning-making coping methods — only adaptive

methods (e.g., positive reinterpretation/reframing) (Park et al., 2008).

6.1.2. Studies on non-religious (meaning-making) coping and well-being

A notable point across studies is that non-religious adaptive coping methods, such as distancing
and active coping, do not uniformly lead to improved psychological QOL. Dunkel-Schetter et al.
(1992) found that distancing was associated with lower psychological suffering only when used in

moderate levels. This pattern suggests that while some degree of distancing may lessen
52



psychological suffering, excessive distancing may lead to avoidance, denial or emotional
disconnection, increasing psychological suffering. Similarly, Vadsaria et al., (2017) observed that
self-distraction was negatively associated with depressive symptoms, supporting the idea that
temporary mental disengagement can interrupt rumination and reduce psychological suffering.
However, the same study reported a positive correlation between active coping and depression, a
finding that the authors described as ‘surprising’ (p. 79).

Further complexity is added by studies that challenge the assumption that adaptive coping
methods are necessarily associated with better QOL outcomes. Roszkowska and Biatczyk (2023)
found that active coping methods were not significantly associated with improvements in either
psychological or physical QOL, among breast cancer patients. This contrasts with healthy controls
in the same study, where active coping was positively associated with well-being. These findings
align with Vadsaria et al., (2017), who similarly observed a positive correlation between active
coping and depression, suggesting that active coping may become maladaptive in the context of
uncontrollable stressors, such as a serious illness. In contrast, avoidance coping methods, such as
disengagement, showed strong negative associations with physical and overall QOL, supporting a
consistent pattern across the literature: that avoidance is generally a maladaptive way of coping in
cancer populations (Roszkowska & Bialczyk, 2023; Dev et al., 2024).

However, Dev et al., (2024) complicate the picture by showing that certain maladaptive
coping methods, namely self-distraction, are linked to increased depression but less physical
symptoms such as dyspnea. This echoes the study of Dunkel-Schetter et al. (1992), which argues
that moderate psychological distancing may reduce suffering, while excessive avoidance may
intensify it. The dual effect of distraction, psychologically detrimental yet physically relieving,
could suggest that some maladaptive coping methods may provide short-term physical relief, in
the expense of psychological well-being.

On the other hand, certain adaptive coping methods, such as planning and social support,
were unexpectedly associated with worse sleep, fatigue and increased anxiety and depression. In
the case of planning, while typically viewed adaptive, it involves mentally engaging with the
future. In the context of serious illness, this forward focus may inadvertently facilitate rumination,
which has been linked to increased psychological distress. Thus, planning may act as a cognitive

trap, contributing to heightened psychological burden rather than alleviating it. Similarly, social
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support may become problematic when it is over-relied upon. A strong dependence on others for
everyday tasks may lead to passivity and a diminished sense of autonomy, which in turn may foster
feelings of helplessness, loss of control, depression and anxiety — which may justify the findings
of Dev et al. (2024).

Nipp et al. (2016) argued that support and acceptance were strongly associated with
improved QOL across the physical, psychological and social dimensions, while self-blame and
denial were linked to poorer QOL outcomes. These findings support earlier evidence from Dev et
al. (2024) where denial is consistently correlated with worsening physical and psychological
symptoms, including increased pain, anxiety and depression. The negative effects of avoidance
coping were also supported by Roesch et al. (2005), who found that prostate cancer patients who
engaged in avoidance coping exhibited poorer psychological and physical well-being. Whereas
those with active coping methods demonstrated better overall QOL. These results should be
interpreted with some nuance. Even though support and acceptance appear to be beneficial, other
emotion-focused coping methods, such as self-blame and venting (Dev et al., 2024; Vadsaria et
al., 2017), may undermine recovery when they are maladaptive, or persist without constructive
action. Furthermore, the observed consistency in the harmful effects of denial and avoidance
supports the idea that disengagement with reality ultimately intensifies distress and impairs QOL
across all dimensions of well-being.

Further studies, including Contentti et al. (2020), Kvillemo and Barnstorm (2014), and
Garcia et al. (2024) reveal both inconsistencies and similarities. Kvillemo & Barnstorm (2014)
support the consensus that acceptance and positive reappraisal correlate with higher scores of well-
being and overall health, while disengagement and avoidance correlate with poorer outcomes. This
aligns with the findings of Garcia et al. (2024), who emphasized acceptance and highlight active
planning and personal growth as frequent and adaptive coping methods. Similarly, Contentti et al.
(2020) identify that coping methods such as denial, humor, self-blame and venting are associated
with higher long-term prognosis information preference, implying complex roles for these coping
methods.

The qualitative study of Harrop et al. (2017) argues that avoidance and denial coping
methods were a frequent phenomenon experienced by the majority of patients with a terminal

diagnosis. This aligns closely with the quantitative findings from Kvillemo and Brénstrom’s
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(2014) meta-analysis, which identified disengagement and avoidance as coping methods that are
associated with poorer psychological QOL and health outcomes. The role of information and
knowledge also emerged as a coping method, but not for all. Since some patients found detailed
disease information psychological stabilizing, while others perceived it as a threat and anxiety
inducing.

This duality resonates with Contentti et al. (2020), who suggest that personality trait and
symptom severity influences patients’ preferences for long-term prognosis information. This also
connects with the earlier discussion on planning as a coping method, which, although generally
considered as adaptive, may promote rumination and anxiety when the future seems unpredictable.
Therefore, forward-focusing coping can offer antithetical results across dimensions of well-being,
with individual differences perhaps being the determinant factors. Additionally, Harrop et al.
(2017) argued that social support was an adaptive coping method that provided positive effects on
well-being dimensions. This agrees with results of Garcia et al. (2024), which showed that social
support could improve psychological and social QOL.

Regarding non-religious meaning-making coping methods in particular, Loeffler et al.
(2018) found that among breast cancer patients, a stronger sense of meaning was significantly
associated with lower anxiety and depression levels, greater life satisfaction, and improved health-
related QOL. These results point out the beneficial potential of meaning-making coping methods,
which may operate independently of religious frameworks. Similarly, Lee (2008) highlighted the
promise of meaning-oriented existential interventions, which help patients develop a broadened
life perspective. Despite this emerging evidence, a notable gap persists in the literature regarding
non-religious meaning making as a coping method. Most existing research tends to emphasize
religious frameworks, leaving the distinct mechanisms and outcomes of non-religious meaning
making on QOL relatively underexplored.

Overall, adaptive coping methods showed positive correlations with QOL across physical,
psychological and social dimensions in patients with serious illness. Coping methods such as
acceptance, positive reappraisal, emotional support and meaning making were linked with better
psychological well-being, reduced anxiety and depression and improved social functioning
(Kvillemo & Brénstrém, 2014; Nipp et al., 2016; Loeffler et al., 2018). However, some typically

considered adaptive coping methods were unexpectedly associated with negative well-being
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outcomes, including worse sleep, fatigue, increased anxiety and depression (Dev et al., 2024;
Roszkowska & Bialczyk, 2023; Dunkel-Schetter et al., 1992). This suggests that in the context of
uncontrollable stressors like serious illness, these methods may sometimes act as cognitive traps
or foster dependency on others, which may undermine psychological and overall QOL.

In contrast, maladaptive coping methods, such as denial, disengagement, and self-blame,
were predominantly associated with poorer outcomes across physical, psychological, and social
QOL dimensions (Roszkowska & Bialczyk, 2023; Nipp et al., 2016; Dev et al., 2024). These
coping methods tend to increase psychological suffering such as depression and anxiety, and are
linked to lower overall QOL. Nonetheless, some forms of disengagement, such as moderate self-
distraction, may offer temporary relief from distressing thoughts, highlighting a complex, dual
effect on levels of QOL (Dunkel-Schetter et al., 1992; Vadsaria et al., 2017).

In summary, while adaptive coping methods generally correlate with improved QOL,
certain so-called ‘adaptive’ methods may become maladaptive depending on the illness context,
degree of control, and individual differences. Conversely, maladaptive coping methods tend to
predict poorer outcomes, though some may provide short-term physical or psychological relief.
This complexity highlights the importance of personalized psychosocial interventions that

consider the nuanced effects of different coping approaches on different dimensions of well-being.

6.2. Critical evaluation of studies exploring religious (meaning-making) coping in the
context of serious illness

This section provides a critical evaluation of reviewed studies that identify religious (meaning-
making) coping methods, and of reviewed studies that explore the relationship between those

methods and dimensions of well-being, in the context of serious illness.

6.2.1. Studies on the identification of religious (meaning-making) coping methods

Five religious coping domains were identified in the context of serious illness. These being search

for meaning, relation to God, divine consolation and proximity, intimacy with like-minded

believers, and finally, transformation (VVan Uden et al., 2009). The most common religious coping

method is divine consolation and proximity (e.g., religious practices and, seeking and experiencing
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God’s love and power) and relation to God (e.g., active/passive surrender to God and, asking for
miracle and divine intervention). Similar to non-religious coping, religious coping encompasses
both positive (adaptive) and negative (maladaptive) coping methods in individuals dealing with
illness-induced suffering. Examples of positive religious coping are methods such as religious
hope and collaborating with God. Examples of negative religious coping include methods such as
anger/rebellion against God and being/feeling forsaken by God (Ibid.).

Several religious meaning-making coping methods (i.c., ‘search for meaning’ methods)
have been identified in the context of serious illness. The most frequently reported religious
meaning-making coping method is benevolent religious reappraisal (Van Uden et al, 2009, p. 211).
With this method, seriously ill patients reexamine their past life and find a lesson through prayer,
and talk to God so that they can cope with their illness (Ahmadi et al., 2016; Ahmadi & Rabbani,
2019). Further, individuals employing this method often interpret their iliness-related suffering as
a lesson from God, as a test with the intention of leading them to a better life (i.e., educational
theodicy), as a product of God’s will, and as it being a message from God. Which may imply that
something has to be learned in order to live a better life (Ahmadi & Rabbani, 2019). Another
frequently reported religious meaning-making coping method is punishing God reappraisal. This
method is characterized by the belief that illness and suffering are a form of punishment for past
mistakes and sins (Van Uden et al., 2009; Ahmadi et al., 2016; Ahmadi & Rabbani, 2019).
Demonic reappraisal is also a frequently encountered method, whereby the illness (and its
accompanied suffering) is attributed to malevolent forces (Ahmadi & Rabbani, 2019).

Across the reviewed studies (Van Uden et al., 2009; Ahmadi et al., 2016; Ahmadi &
Rabbani, 2019), a clear distinction between positive and negative religious meaning-making
coping can be observed. Positive religious meaning-making coping methods include benevolent
religious reappraisal, religious hope, religious conviction and educational theodicy. Negative
religious meaning-making coping methods include punishing God reappraisal, demonic

reappraisal, negative religious revaluation, attributes to the devil and limitations of God’s powers.

6.2.2. Studies on religious (meaning-making) coping and well-being
Across the studies of Tarakeshwar et al. (2006), Pareek et al. (2005) and Zamanian et al. (2015)

positive religious coping consistently showed a positive association with overall QOL, especially
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in spiritual, psychological and social dimensions. This pattern reinforces the idea that religious
coping methods such as trust in a higher power and religious community support can serve as
psychological buffers for individuals facing serious illnesses such as cancer. Notably, both
Tarakeshwar et al. (2006) and Pareek et al. (2005) identified higher scores on spiritual and social
dimensions, suggesting that positive religious coping may particularly be useful in helping patients
manage the challenges of serious illness. However, both Tarakeshwar et al. (2006) and Pareek et
al. (2005) also found that positive religious coping was associated with more physical symptoms,
which at first glance seems counterintuitive. Critically, this relationship does not imply causality;
it is more likely that individuals experiencing greater physical suffering turn to religion in order to
cope with their illness. Zamanian et al., (2015) adds more clarity here, supporting that positive
religious coping significantly predicted improvements in most QOL dimensions, but did not
improve physical well-being in particular. The results support that religious coping may greatly
affect psychological and social dimensions instead of physical dimensions of QOL.

When it comes to negative religious coping, the studies of Tarakeshwar et al. (2006),
Pareek et al. (2005) and Zamanian et al., (2015) agree witch each other. Negative religious coping
is consistently associated with worse QOL, particularly in psychological, spiritual and social
dimensions. This supports the idea that religious struggles, such as feeling abandoned by God,
spiritual guilt or interpreting serious illness as a punishment, can exacerbate suffering. Zamanian
et al.’s (2015) data also showed that negative religious coping had a strong negative effect on
overall QOL, further highlighting its destabilizing role.

The findings from Hebert et al. (2009), Kalampios and Roussi (2015), and Vallurupalli et
al. (2012) added important information. In contrast to several earlier mentioned studies (e.g.,
Tarakeshwar et al. (2006), Zamanian et al. (2015) and Pareek et al. (2005)), which found that
positive religious coping was significantly associated with improved well-being across QOL
dimensions. Herbert et al., (2009) reported no association, despite the fact that 76% of breast
cancer patients used positive religious coping methods. This was not linked to any measures of
well-being. This deviation raises questions about the effects of religious coping on QOL.

However, consistent with previous outcomes, negative religious coping in Herbert et al.
(2009), increased depressive symptoms and lowered life satisfaction, aligning with the pattern of

negative religious coping and reduced QOL. Another study (Kalampios & Roussi, 2015) pointed
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out the contribution of religious coping during chemotherapy, indicating the positive effect of
religious coping on psychological well-being. Interestingly, denial and seeking social support were
positively related to increased suffering, which challenges the belief that social support is solely
beneficial. Something, which was also shown in studies on non-religious coping.

Vallurupalli et al. (2012), who linked religious coping with spiritual, social and physical
QOL, supported a unique finding. Positive religious coping assisted patients with advanced cancer,
supporting the protective effects of religious coping among patients with serious illnesses.
Notably, unlike Hebert et al. (2009), both Kalampios and Roussi (2015), and Vallurupalli et al.
(2012) highlight positive associations between religious coping and psychological well-being,
reinforcing earlier findings from Tarakeshwar et al. and Zamanian et al. However, Vallurupalli et
al.’s (2012) small sample size (N = 69) warrants caution in generalizing these findings, especially
the physical QOL benefit, which was not consistently observed in other studies.

Sherman et al. (2005) found that negative religious coping was consistently associated with
greater psychological distress and lower physical and psychological functioning, mirroring
findings from Tarakeshwar et al. (2006), Zamanian et al. (2015) and Hebert et al. (2009).
Importantly, positive religious coping did not show any direct beneficial associations with the six
measured outcomes (depression, anxiety, pain, energy, and physical and psychological
functioning), but rather showed a subtle trend toward greater physical symptoms, a pattern also
observed in Tarakeshwar et al. (2006) and Pareek et al. (2005). This trend challenges the simplistic
view of religious coping as universally beneficial and may reflect a reverse causality, whereby
individuals experiencing more physical suffering turn more often to religious coping methods to
deal with their illness. Rather than alleviating physical suffering, positive religious coping may
function as a psychological anchor, helping patients maintain psychological stability despite
physical symptoms such as pain and fatigue.

Zwingmann et al. (2008) added that a negative correlation between positive religious
coping and anxiety, and a positive correlation between negative religious coping and anxiety, is
more predictive of poor psychological well-being. This finding aligns with the consistent
association of negative religious coping with suffering across all the reviewed studies. Balboni et
al. (2007) expanded the discourse by considering how suffering might precede and drive increased

religiosity, echoing a recurring pattern in the literature. The observation that greater use of religious
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coping was associated with higher suffering levels offers a critical reconsidering. Perhaps religious
coping is often a reactive mechanism, mobilized in response to suffering rather than a proactive
shield against it. Balboni et al.’s (2007) finding that spiritual support was positively associated
with QOL affirms the value of external religious resources. In addition, the association between
increased religiosity and avoidance of end-of-life planning (e.qg., reluctance to arrange a will) could
point towards death denial, suggesting that increased religious coping might not always foster
acceptance, but could sometimes serve as a psychological defense against the reality of serious
illness.

The studies by Nikmanesh and Azaraein (2016), Bruce et al. (2020), and Okwuosa et al.
(2024) suggest that the relationship between religious coping and psychological outcomes is not
generally beneficial, and that negative religious coping consistently emerges as a key risk factor
for reduced QOL. Nikmanesh and Azaraein’s (2016) study revealed that, despite the physically
demanding nature of the illness, spiritual suffering was rated higher than physical suffering, and
participation in religious activities correlated positively with psychological suffering, but not with
physical or spiritual suffering. This finding challenges the assumption that religious involvement
is inherently comforting, and instead supports the growing consensus (as seen in Sherman et al.
(2005) and Kalampios & Roussi (2015)) that religious coping may be a response to suffering, not
necessarily a source of relief. If patients are drawn to religious coping approaches during periods
of profound suffering, these approaches may reflect a search for meaning, rather than functioning
as direct coping responses. Moreover, the absence of any association with physical or spiritual
relief further highlights the possibility that not all religious coping is beneficial, and in some cases,
it may even worsen internal struggles.

Bruce et al. (2020) expressed similar concerns, supporting that even though greater
religiosity and a stronger tendency toward positive religious coping was seen in their sample, only
negative religious coping was significantly associated with lower QOL. This pattern persisted
despite the presence of positive religious methods, highlighting once more that negative religious
appraisals, such as feeling punished or abandoned by God, have a more powerful effect on well-
being than positive religious coping. Other significant outcomes come from Okwuosa et al. (2024),
who provided evidence that negative religious coping mediates the relationship between stress and

physical QOL in cancer patients. Thus, it is not merely suffering itself that undermines well-being,
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but the way suffering is religiously interpreted and managed. This mediation pattern supports that
religious coping is a psychological and cognitive filter, shaping how patients process the
challenges of serious illness. When this filter skews toward punishment, abandonment, or divine
injustice, the resulting internal conflict intensifies suffering and reduces QOL.

Nkoana et al. (2022) supported that patients with serious illness, mostly relied on positive
religious coping methods (prayer, scripture, church involvement, and religious support groups) to
endure both physical and psychological suffering. Interestingly, some even revised their religious
beliefs post-diagnosis, suggesting that spiritual growth can emerge from existential crises. This
suggests that religious coping included meaning making (i.e., reappraisal) as a tool that allows
patients to reframe illness in ways that restore coherence and psychological stability. Similarly,
Palamaridi et al. (2020) highlighted that faith, which facilitated the meaning of their illness, played
a central role in confronting the hardships of serious illness, providing strength and reassurance
for patients facing uncertainty.

Visser et al. (2020) added more depth. Coherent religious frameworks showed more
positive psychological QOL outcomes compared to participants who struggled with internal
discrepancies between their religious global meaning and situational meaning. The study
emphasized that religious meaning offers frameworks through which people ask fundamental
questions about mortality, personal control, and identity in the face of serious illness.

Ahmadi et al. (2018) identified nine coping methods, ranging from benevolent reappraisals
(e.g., ‘God is testing me’) to more complex ideas like God’s trust in personal strength or active
religious surrender, further demonstrating that religious meaning-making coping is not
unambiguous. The meaning of serious illness as part of God’s plan generated psychological
strength and promoted social interconnectedness with the patients’ loved ones, suggesting that
religious meaning-making coping is positively linked with psychological and social QOL
dimensions. Saarlelainen (2016), in a study on young adults with cancer, found that for some
individuals religious meaning making was deeply transformative, interpreting their cancer as a
divine calling that brought them closer to God. However, not all participants engaged in religious
meaning-making coping, indicating that while religious frameworks can be powerful, they are not
universally applied nor always supportive. Some individuals may find greater comfort in non-

religious interpretations of their illness.
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In summary, positive religious coping is generally associated with better outcomes in
dimensions of QOL, especially psychological, spiritual, and social wellbeing. It offers hope,
meaning, and emotional support, often helping people deal with the psychological and spiritual
challenges of serious illness. However, it does not always improve physical well-being, and in
some cases, individuals employing positive religious coping report more physical symptoms.
Possibly because they turn to religious coping methods when illness symptoms are more severe.
In contrast, negative religious coping, such as feeling punished by God, spiritual guilt, or
abandonment, is consistently linked to poorer QOL, particularly in terms of psychological and
overall well-being. Negative religious coping tends to increase suffering and negatively affect the
way people deal with serious illness.

Finally, meaning making is undoubtedly a key part of religious coping. When individuals
see their illness as part of God’s plan or as a chance for spiritual growth, they often cope more
effectively. This religious reframing helps them regain a sense of control and peace. Therefore,
while religion can be a powerful coping instrument, its effectiveness depends on the type of coping

(positive or negative) used and the person’s ability to ultimately find meaning through it.

6.3. Comparative Insights
Reflecting on how non-religious and religious coping approaches compare: the two approaches
have similarities and differences in terms of their effects on well-being.

The greatest similarity is that not all adaptive non-religious and positive religious coping
methods offer beneficial effects on dimensions of well-being. For instance, adaptive non-religious
coping methods such as problem solving and active coping were not always consistent with
positive changes in well-being. Therefore, adaptive non-religious or positive religious coping
methods do not always have the anticipated positive results. Perhaps, this indicates that the
majority of coping methods (non-religious or religious) and their possible effects on QOL
dimensions may depend on individual and circumstantial factors, such as the type, severity and
prognosis of the illness, as well as factors such a gender and cultural contexts. The second
similarity is the consistency of negative QOL outcomes caused by maladaptive non-religious and
negative religious coping methods. Even in studies where adaptive non-religious and positive

religious coping methods had no significant overall effect on QOL dimensions, maladaptive non-
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religious and negative religious coping always had an evident effect.

There was an important and obvious difference between non-religious and religious coping
approaches, which was the absence of focus on spiritual well-being in non-religious coping
methods. Ownsworth & Nash (2015) argued that in the context of threatening situations — such as
a serious illness — spiritual/religious issues arise. However, non-religious coping does not target
this dimension of suffering in patients with serious illness.

Finally, another notable difference is that in religious meaning-making coping there are
clear distinctions between positive and negative methods. Whereas in non-religious meaning-
making coping the distinction between adaptive and maladaptive in non-existent, and only a single
non-religious adaptive meaning-making coping method is suggested by researchers (positive
reinterpretation/reframing). This does not necessarily imply that there are no maladaptive
meaning-making coping methods in non-religious coping, but it does mean that there is no official
categorization or measurement. This could hinder the research on QOL dimensions in patients
employing non-religious meaning-making coping methods in order to deal with their illness.

6.4. Strengths and limitations

This thesis has strengths and limitations. On strength is that it is an innovative review that includes
both non-religious and religious coping methods in relation to dimensions of well-being, and the
foundations of this review were the well-established and multidisciplinary theoretical works of
Cassell (1982, 1991, 1992, 2004), Park (1997, 2010), Lazarus (1984) and Pargament (1997, 2000).
Including a variety of empirical studies with diverse populations and serious illnesses is also a
strength. However, most studies were quantitative and cross-sectional, lacking in-depth
descriptions of (non-religious and religious) coping methods, and their possible long-term (causal)
effects on QOL. In addition, most studies focused on cancer patients. This is both a strength and a
limitation, since this thesis gathered important information on numerous types of cancer, but other
serious illnesses may differ in terms of the effects non-religious and religious (meaning-making)
coping approaches on QOL. Another limitation of this thesis is that no empirical studies were
found that explicitly examine these approaches in the context of suffering, but only in regards of

their (causal) relationships with dimensions of well-being.
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6.5. Future research

Future research ideas are proposed based on the observations of the researcher that arose during
this thesis. Future studies need to explore non-religious and religious (meaning-making) coping
methods in other serious illnesses as well. Such as such as renal failure, dementia and advanced
liver disease. Mental illnesses could also be explored in terms of non-religious and religious
(meaning-making) coping and suffering.

In addition, non-religious adaptive and maladaptive meaning-making coping methods in
particular should be further conceptualized in detail. Further, the subjectivity of adaptive non-
religious and positive religious methods and their potential negative effects on well-being could
be explored.

Spiritual well-being should also be explored in populations with serious illness who employ
non-religious coping methods, since religious struggles often arise in life-threatening situations,
such as serious illness (Fitchett et al., 2004). More qualitative studies should be conducted to gain
a better in-depth understanding of non-religious and religious (meaning-making) coping in serious
illness and well-being.

Finally, even though numerous studies examine the relationship of non-religious and
religious coping approaches and QOL dimensions, no studies have been conducted that
specifically explore their relationship with the concept of the nature suffering in particular. Future

research should focus more on this aspect.

6.6. Concluding remarks

Globally, an alarming amount of people is suffering from serious illness and its consequences on
well-being dimensions. Non-religious and religious (meaning-making) coping methods may offer
significant improvements in these dimensions, however the outcome of coping methods is not
always the expected one and it could largely depend on individual and illness characteristics.
Future research within in this subject is of vital importance in order to shed more light on non-

religious and religious coping approaches and illness-induced suffering.
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