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Abstract
This paper examines the association between religious identity, religiosity (internal vs exter-
nal), and psychological well-being during the COVID-19 pandemic. Data from two cross-
sectional surveys were used to test these associations among Malaysians from the three 
major religious groups—Muslims, Christians, and Buddhists—as well as mixed qualitative 
coding on illness beliefs and helpful resources. During the pandemic, higher religiosity was 
associated with less perceived stress, external religiosity was negatively associated with 
stress, and internal religiosity was positively associated with life satisfaction among young 
adults. Thematic coding also confirmed a variety of illness beliefs and helpful resources 
relevant to social and religious norms. Different pathways of religious coping were utilized 
during the pandemic.

Keywords Religiosity · Religious practice · Pandemic · Psychological well-being

Introduction

Extant research suggests that religious support and resources could be beneficial to one’s 
psychological well-being during the COVID-19 pandemic. In Malaysia, a multiethnic 
Southeast Asian nation with a population of 32.4 million, Islam is the official religion and 
is practiced by 63.5% of the population (Department of Statistics Malaysia, 2022). Malays, 
the dominant ethnic group in Malaysia (50.8%), make up most of the Islam practitioners 
given that they are legally required to be registered as Muslim at birth. The second largest 
religion practiced in Malaysia, Buddhism (18.7%), is typically endorsed by the second larg-
est ethnic group in Malaysia, the Chinese, who make up 23.3% or the overall population 
(Department of Statistics Malaysia, 2022). The third largest religion is Christianity (9.1%), 
followed by Hinduism (6.1%). Hinduism is largely practiced by Indians, who make up 6.7% 
of the Malaysian population. These percentages reflect a high intersection between religion 
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and ethnicity in Malaysia (Department of Information, Ministry of Communications and 
Multimedia, Malaysia, 2015), which provides a unique cultural backdrop for studying the 
impact of ethno-religions on the psychological well-being of a variety of believers.

Religion, religiosity, and psychological well‑being

The influence of religion on one’s psychological processes can shape one’s health per-
ceptions and coping behaviors (Milstein et  al., 2019). While organized religions involve 
institutionalized membership and doctrines that vary across world religions, religiosity is a 
psychological concept that captures one’s degree of endorsement of the religious practices 
and beliefs of a particular religion. Past findings suggest that one’s degree of religiosity 
or spirituality plays a prominent role in shaping well-being regardless of religious group 
membership (Abdel-Khalek, 2019; Steffen et al., 2017; Villani et al., 2019). For instance, 
religious individuals tend to better utilize religious resources to cope with psychological 
crises, which contributes to better mental health outcomes (Khodaveirdyzadeh et al., 2016; 
Oman & Syme, 2018; Pargament et al., 2000; Weber & Pargament, 2014). Additionally, 
the psychological benefits of religious coping have been shown in a clinical context. For 
instance, Roger and Hatala (2018) found that patients with chronic illnesses who practice 
more religious coping report better quality of life, sense of meaning, mental health, accept-
ance, source of comfort, and hope.

The impact of religiosity on personal illnesses can be explained by the self-regulatory 
model (Leventhal et al., 1998). The model proposed that illness-related perceptions of, for 
example, consequences, timeline, personal control, treatment control, identity, concern, and 
emotional response are significantly correlated with anxiety and depression (Zhang et al., 
2016). However, cognitive appraisal and coping strategies serve as the self-regulated path-
way between illness representation and mental health outcomes. Therefore, higher religios-
ity reduces the psychological distress that arises because of illness-related perceptions.

Findings from several studies conducted with Malaysian populations (Ahmadi et  al., 
2019; Shaw et al., 2018; Ting & Ng, 2012) support the important contribution of religi-
osity and spirituality to an individual’s health beliefs and behaviors. Recently, Tan et al. 
(2020) found that a stronger belief in a higher power was associated with reduced psy-
chological distress among Malaysian older adults. There is also evidence of the utility of 
religious coping (external vs internal; positive vs negative) in promoting physical and psy-
chological well-being among Malaysians during the COVID-19 pandemic (Che Rahimi 
et al., 2021; Ting et al., 2021). Furthermore, illness perception and religious coping are 
heavily influenced by religious beliefs. A recent systematic review of pandemic percep-
tions (Yap et al., 2022) also found that different religious traditions hold differing beliefs 
regarding the transmission of infectious diseases such as AIDS. For example, Malay 
Muslims believe that illness and suffering are trials from God by which one’s sins are 
removed and that they are a part of one’s life journey to an everlasting world (Attum et al., 
2022). Illnesses tend to be perceived as opportunities for spiritual growth and rewards 
(Al-Khayat, 2004). For Buddhists in Malaysia, the beliefs of karma and reincarnation 
lead to the perception that illness and suffering are the results of sin in the believer’s past 
life (Ahmad, 2007; Samuels, 2016; Tang, 2015). Taken together, the evidence suggests 
that there is a possibility of an interaction effect between religious traditions and different 
types of religiosities on the psychological well-being of believers, and Malaysia provides 



109Pastoral Psychology (2024) 73:107–132 

1 3

an ideal context to test such a model since there is a high but diverse representation of 
religious identity with major religious traditions. Also, the effect of pandemic exposure on 
individuals’ religiosity remains understudied.

Research aims and questions

The aim of the current research was to examine the associations between religious identity, 
religiosity, and psychological well-being during the COVID-19 pandemic. In Study 1, we 
adopted a mixed-methods approach to examine (1) the degree of religiosity and psycho-
logical well-being and their associations among the major religious groups in Malaysia 
during the first COVID-19 pandemic lockdown and (2) the pandemic-relevant beliefs—
perceptions of illness and helpful resources—of each religious group. In Study 2, we tested 
whether the association between religiosity and psychological well-being was moderated 
by exposure to the pandemic.

Study 1: Methods

The purpose of Study 1 was to examine whether the major religious groups in Malaysia 
varied in their degree of religiosity and psychological well-being during the COVID-19 
pandemic. Specifically, we tested quantitatively whether perceived stress varied between 
individuals who identified as Muslim, Buddhist, and Christian and whether the stress var-
ied according to their self-reported degree of religiosity. Narratives on illness beliefs and 
helpful resources by the religious believers were also solicited to provide a richer and more 
comprehensive interpretation of the quantitative results.

Participants and procedure

Data for Study 1 were collected using a cross-sectional online survey (designed by 
the first author’s lab) that was hosted on Qualtrics during the Movement Control Order 
implemented in Malaysia from April–July 2020. This study was approved by the Human 
Research Ethics Committee of the authors’ institution. Participants were recruited using 
convenience sampling and informed at the start of the survey that their completion of 
the questionnaire implied consent. Inclusion criteria were (1) Malaysian citizens residing 
in Malaysia during the Movement Control Order and (2) age 18–66 years. Study 1 only 
extracted and analyzed the 608 Malaysian citizens who reported affiliation with one of 
the three major religious groups (Buddhist, Christian, or Muslim) in Malaysia. Four did 
not report their gender and were excluded from the quantitative analyses (N = 604). The 
responses from all participants were included in the qualitative analyses.

The 604 participants included in the quantitative analyses were 34.7 years old on average 
and mostly identified as female, of Chinese ethnicity, and Christian (see Table 1). About half 
of the Chinese participants reported being either Buddhist (49.3%) or Christian (50.5%). All 
Malays identified as Muslims, and all Indians identified as Christians. As for the rest of the 
participants, 9.1% identified as Buddhist, 77.3% as Christian, and 13.6% as Muslim.
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Measures

All online survey items were provided in English, Mandarin, and Malay, which are the 
most common languages among Malaysians. The items were translated by a trilingual 
research team and backtranslated by Mandarin and Malay native speakers with psychol-
ogy-related academic qualifications. The survey consisted of the following sections.

The five-item Duke University Religion Index (DUREL; Koenig & Büssing, 2010) was 
used to measure the degree of religiosity. Participants rated their agreement (1 = definitely 
not true of me, 5 = definitely true of me) with three items that tapped into intrinsic or sub-
jective religiosity (i.e., “In my life, I experience the presence of the Divine,” “My reli-
gious beliefs are what really lie behind my whole approach to life,” “I try hard to carry 
my religion over into all other dealings in life”). The other two items, which were rated on 
a scale of 1 (once a year or less) to 5 (more than once per week) captured engagement in 
organized or public religious activity (“How often do you attend church or other religious 
meetings?”) and engagement in nonorganized or private religious activity (“How often do 
you spend time in private religious activities, such as prayer, meditation, etc.?”). The five 
item scores were averaged to form the overall religiosity score (α = .89). Scores of the three 
items that tapped into intrinsic religiosity were averaged to form the intrinsic religiosity 
score (α = .87). The remaining two items were examined individually as single-item meas-
ures of public practice and private practice.

Stress was measured using the Perceived Stress Scale (PSS; Cohen et al., 1983). Par-
ticipants rated 10 items (e.g., “In the last month, how often have you felt nervous and 
stressed?”) on a scale of 0 (never) to 4 (very often). After reverse-scoring items four, five, 
seven, and eight (e.g., “In the last month, how often have you felt that you were on the top 
of things?”), the 10 item scores were averaged to form a stress score (α = .86).

To elicit pandemic-relevant beliefs, participants were presented with two open-ended 
textual questions. First, we adapted a question from the Brief Illness Perception Question-
naire (BIPQ; Broadbent et  al., 2006) to the pandemic context and asked participants to 
indicate what they believed to be the key causes of COVID-19 (i.e., “Please list in rank 
order the three most important factors that you believe caused the COVID-19 pandemic”). 
The second question asked participants to state the resources that they perceived as helpful 
for them during the lockdown (i.e., “What do you think will be helpful for you to overcome 
the challenges mentioned above? Please describe in as much detail as possible”). The par-
ticipants were allowed to type their responses in their mother tongue, such as Mandarin or 
Bahasa Malaysia, as well as in English.

Qualitative coding

Multilingual research assistants coded and translated the open-ended written responses 
regarding illness beliefs and helpful resources using an inductive-deductive thematic analy-
sis approach following Braun and Clarke (2006) and Hill et al.’s (1997) consensus qualita-
tive research (CQR) guidelines. Morse (2015) rigor in qualitative inquiry criteria were used 
to guide the coding process, as follows:

1. To produce an overall data table, the data collected were organized and entered into a 
spreadsheet prepared with multiple rows and columns (Vaughn & Turner, 2016). Using 
the repeated reading technique of CQR (Hill et al., 1997), two research assistants inde-



113Pastoral Psychology (2024) 73:107–132 

1 3

pendently read through the participants’ responses several times for familiarization. The 
coding process was carried out manually. First-level codes were assigned to meaningful 
phrases and keywords in the responses.

2. Next, the first-level codes were analyzed and integrated into second-level coding called 
subthemes. The subthemes were grouped into third-level main themes inductively and 
deductively. A three-tier codebook was set up to ensure consistency and reduce redun-
dancy of codings.

3. To increase internal consistency, two research assistants and the principal investigator 
independently reviewed and coded the data. Then, discrepancies were rectified through 
consensus discussion among the two coders and the principal investigator, who acted 
as the auditor. Following that, all codes and themes were evaluated and analyzed based 
on their internal homogeneity and external heterogeneity (Patton, 1990). Internal homo-
geneity implies that data within a theme should be cohesive and meaningful, whereas 
external heterogeneity suggests that data within a theme should vary and be distinguish-
able from all other themes (Braun & Clarke, 2006).

4. Finally, the frequency and percentages of responses per theme and subtheme across the 
three religious groups were computed and tabulated.

Study 1: Results

The means, standard deviations, and frequencies for all variables are summarized in 
Table 1. See Table S1 in the supplementary materials for bivariate correlations between 
continuous and dichotomous variables.

Religious group differences in religiosity and stress

One-way independent-measures analyses of variance (ANOVA) were run to examine the 
difference in religiosity and psychological well-being across the religious groups, and their 
results are summarized in Table 2. Results revealed that Christians were significantly older 
and more religious overall than Buddhists and Muslims (ps < .01). Muslims were margin-
ally older than Buddhists (p = .055). Buddhists were less religious overall than Muslims 
(p < .001). Regarding intrinsic religiosity and private practice, Buddhists were significantly 
lower than Muslims and Christians (ps < .001). No differences in intrinsic religiosity and 
private practices were observed among Muslims and Christians (ps > .10). Public practices 
were significantly higher among Christians than Muslims and were higher among Muslims 
than Buddhists (ps < .001).

Buddhists were significantly more stressed than Christians (p < .001) and marginally 
more stressed than Muslims (p = .052). No differences were found between Christians and 
Muslims (p > .10) in terms of stress level. Given that age varied significantly by religious 
group and was significantly associated with religiosity (see Table S1 in the supplementary 
materials), an analysis of covariance (ANCOVA) was run to examine religious group dif-
ferences in stress, with age controlled for as covariate. ANCOVA results revealed that reli-
gious group differences in stress were no longer significant after controlling for age, F(2, 
600) = 2.46, p = .086,  np

2 = .008. This suggests that age may be a key driver in the religious 
group differences in stress. That is, Christians may be less stressed than Buddhists, not 
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because of their religious beliefs and practices but because they were generally older than 
Buddhists in the current study.1

The relationship between religiosity and stress

Multiple linear regression analyses were run to examine the role of the degree of religiosity 
in stress. Given the significant association between age and stress, age was included as a 
covariate in the models. The role of each component of religiosity (i.e., overall religiosity 

Table 2  Differences in variables of interest by religious group in Studies 1 and 2

Because all variables in Study 1 except for perceived stress violated the assumption for homogeneity of 
variance, Levene’s test p < .05, results from Brown-Forsythe tests were reported. Similarly, in Study 2, this 
assumption was violated for pre-pandemic depressive symptoms, public and private practice for both pre- 
and during pandemic groups, and overall religiosity during the pandemic
F F-ratio, B-F Brown-Forsythe
* p < .05; **p < .01; ***p < .001

Muslims Buddhists Christians ANOVA

Dependent variable M SD M SD M SD F/B-F Omega squared

Study 1 N = 94 N = 241 N = 269
Age 33.03 9.31 30.31 10.42 39.20 12.44 46.16*** .12
Overall religiosity 4.20 0.87 2.83 0.86 4.52 0.76 269.74*** .48
Intrinsic religiosity 4.61 0.88 3.27 0.95 4.65 0.67 185.54*** .39
Public practice 2.96 1.38 1.91 0.93 4.22 1.14 236.96*** .48
Private practice 4.23 1.29 2.46 1.47 4.45 1.13 157.73*** .34
Perceived stress 1.84 0.64 2.03 0.64 1.76 0.69 10.40*** .03
Study 2: Pre-pandemic N = 41 N = 116 N = 78
Overall religiosity 3.10 1.04 2.27 0.79 3.52 1.00 45.79*** .28
Intrinsic religiosity 3.20 1.07 2.41 1.00 3.59 1.12 30.64*** .20
Public practice 2.63 1.02 2.06 0.69 2.56 1.22 50.32*** .33
Private practice 3.27 1.48 2.09 1.00 3.28 1.03 27.04*** .22
Perceived stress 2.12 0.62 1.92 0.66 2.03 0.61 1.72 -
Depressive symptoms 1.28 0.77 0.80 0.56 0.94 0.64 7.52*** .06
Satisfaction with life 3.64 1.04 4.24 1.36 3.94 1.25 3.71* .02
Study 2: During pandemic N = 82 N = 102 N = 82
Overall religiosity 3.55 0.95 2.09 0.73 3.41 0.96 77.15*** .37
Intrinsic religiosity 3.62 1.08 2.22 0.94 3.46 1.06 53.57*** .28
Public practice 2.90 1.13 1.86 0.56 3.50 1.14 64.63*** .34
Private practice 3.96 1.36 1.91 0.92 2.92 1.41 74.77*** .37
Perceived stress 2.04 0.69 2.17 0.69 2.13 0.60 1.00 -
Depressive symptoms 1.09 0.71 0.96 0.65 0.91 0.62 1.65 -
Satisfaction with life 3.96 1.36 3.57 1.31 3.66 1.28 2.10 -

1 A post hoc analysis was run to test the role of religiosity and age as parallel mediators of the association 
between religious groups and perceived stress. Results revealed significant indirect effects through age and 
not religiosity, thus confirming our interpretation.
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or the composite score, intrinsic religiosity, private practice, and public practice) was tested 
in separate models. These models were tested for multicollinearity, multivariate outliers, 
normality, and homoscedasticity of residuals, and all assumptions were met. As shown in 
Table 3, overall religiosity was negatively associated with stress when age was controlled 
for. However, it appears that this association is primarily driven by the public and private 
practice of religiosity (ps < 0.05) rather than intrinsic religiosity, p = .067.

B represents unstandardized regression coefficients. CI represents the lower and upper 
limits of the confidence intervals of the unstandardized regression coefficients. β represents 
the standardized coefficients. A significant t-statistic indicates that that the regression coef-
ficient varied significantly from zero, i.e., a significant association between predictor and 
outcome variables. The F-ratio, its accompanying df (degrees of freedom) and R2 are indi-
cators of model fit.

We also conducted bivariate correlations between religiosity variables and stress sepa-
rately for participants aged 18–30  years and those aged above 30  years and found con-
sistent associations between religiosity (i.e., overall religiosity, public practice, and private 
practice) and stress.

Causes of the pandemic as perceived by religious believers

In sum, 608 participants provided 1,841 open-ended responses to the question on the per-
ceived causes of the COVID-19 pandemic. As shown in Table 4, people most commonly 
(30.09%) believed the pandemic was a consequence of human behaviors, which included 
poor public health behavior (e.g., “lack of hygiene,” “no social distancing,” “not washing 
hands enough”), unusual eating choices and behavior (e.g., “consuming wildlife,” “con-
sumption of exotic meat”), and the public’s failure to follow government protocols (e.g., 
“citizens not following MCO [Movement Control Order] rules,” “human disobedience”). 
The second most mentioned theme (25.53%) was related to people’s poor attitudes. This 
is defined as poor awareness and education (e.g., “lack of awareness and education regard-
ing the virus and its severity,” “awareness in society not enough”), flawed human character 

Table 3  Results from multiple linear regression models with different religiosity variables and age as pre-
dictors of stress (Study 1)

* p < .05; **p < .01; ***p < .001

B 95% CI β t F df R2

Overall religiosity as predictor 40.69*** 2, 601 .12
Age -.02 -.02, -.01 -.30 -7.25***

Overall religiosity -.06 -.10, -.01 -.10 -2.33*

Intrinsic religiosity as predictor 39.44*** 2, 601 .12
Age -.02 -.02, -.01 -.31 -7.53***

Intrinsic religiosity -.05 -.10, .00 -.08 -1.83
Public practice as predictor 41.20*** 2, 601 .12
Age -.02 -.02, -.01 -.30 -7.40***

Public practice -.05 -.08, -.01 -.10 -2.55*

Private practice as predictor 39.90*** 2, 601 .12
Age -.02 -.02, -.01 -.31 -7.68***

Private practice -.03 -.07, -.00 -.08 -2.04*
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Table 4  Comparison of the frequency of the themes regarding causes of the COVID-19 pandemic among 
the different religious groups (Study 1)

Buddhists Christians Muslims Total

Number of Responses 712 847 282 1841

Themes and Subthemes n % n % n % N %

Consequences of human behaviour 203 28.51 244 28.81 107 37.94 554 30.09
  Poor public health behaviour 112 15.73 132 15.58 59 20.92 292 15.86
  Unusual eating choices and behaviour 37 5.2 29 3.42 24 8.51 90 4.89
  Public failure to follow government protocols 23 3.23 23 2.72 15 5.32 72 3.91
  Environmental disaster caused by humans 6 0.84 14 1.65 4 1.42 24 1.30
  Uncooperative community 9 1.26 13 1.53 0 0 22 1.20
  High-risk individuals not following protocols 6 0.84 12 1.42 1 0.35 19 1.03
  Unhealthy lifestyles 3 0.42 12 1.42 2 0.71 17 0.92
  Reckless behaviour 5 0.7 7 0.83 0 0 12 0.65
  Fake news 2 0.28 2 0.24 2 0.71 6 0.33

Consequences of human attitudes 194 27.25 225 26.56 51 18.09 470 25.53
  Lack of awareness and education 74 10.39 64 7.56 16 5.67 154 8.37
  Flawed humans characters 36 5.06 62 7.32 9 3.19 107 5.81
  Human ignorance 35 4.92 41 4.84 12 4.26 88 4.78
  Underestimation of the severity of the virus 19 2.67 23 2.72 6 2.13 48 2.61
  Public mindset 18 2.53 16 1.89 4 1.42 38 2.06
  Human attitudes 6 0.84 15 1.77 2 0.71 23 1.25
  Public’s emotional reaction 6 0.84 4 0.47 2 0.71 12 0.65

Sociopolitical reasons 95 13.34 116 13.69 39 13.83 250 13.58
  Ineffective government 44 6.18 43 5.08 16 5.67 103 5.59
  Human-caused disaster 10 1.4 19 2.24 5 1.77 34 1.85
  Poor medical resources 19 2.67 10 1.18 3 1.06 32 1.74
  Poor preventive measures 9 1.26 12 1.42 1 0.35 22 1.20
  Caused by China 3 0.42 10 1.18 7 2.48 20 1.09
  Economic factors 6 0.84 9 1.06 5 1.77 20 1.09
  International politics 4 0.56 11 1.3 1 0.35 16 0.87
  Caused by the United States 0 0 2 0.24 1 0.35 3 0.16

Social factors 108 15.17 79 9.33 41 14.54 228 12.38
  Social gatherings 41 5.76 17 2.01 11 3.9 69 3.75
  Human interactions 24 3.37 26 3.07 10 3.55 60 3.26
  Human mobility 12 1.69 11 1.3 13 4.61 36 1.96
  Human existence 15 2.11 9 1.06 4 1.42 28 1.52
  Space sharing 6 0.84 9 1.06 3 1.06 18 0.98
  Religious factors 8 1.12 5 0.59 0 0 13 0.71
  Cultural factors 2 0.28 2 0.24 0 0 4 0.22

Medical explanations 69 9.69 114 13.46 24 8.51 207 11.24
  Poor immune system 21 2.95 29 3.42 7 2.48 57 3.10
  Virus transmission 17 2.39 24 2.83 3 1.06 44 2.39
  Infections 10 1.4 15 1.77 5 1.77 30 1.63
  Bio-mutation 4 0.56 16 1.89 5 1.77 25 1.36
  Contact with COVID-19 positive cases 6 0.84 10 1.18 0 0 16 0.87
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(e.g., “arrogance,” “selfishness of humans”), and human ignorance (e.g., “ignorant indi-
viduals who refused to be tested,” “human negligence”). The third-ranked major theme 
(13.58%) encompassed sociopolitical reasons, which included ineffective government (e.g., 
“no borders security,” “government’s effectiveness in decision and action”), human-caused 
disaster (e.g., “bioweapons,” “man-made virus”), and poor medical resources (e.g., “insuf-
ficient medical equipment for front-line health personnel,” “lack of funding for preventive 
measures and healthcare in general”). Other possible explanations of the COVID-19 pan-
demic included social factors (12.38%) such as social gatherings and human interactions. 
Some participants adopted a medical explanation (11.24%) as the cause of the pandemic, 
such as “having a poor immune system, virus transmission, infections, and bio-mutation.” 
A minority (4.78%) endorsed an ecological explanation defined by environmental prob-
lems, natural processes, animal contact, overpopulation, and natural disasters. Only 2.39% 
of the overall sample adopted religious/spiritual explanations for the pandemic, such as 
human karma or sin, the will of God, or a punishment from God.

Overall, though these findings suggest a universal tendency among participants to 
attribute the cause of the pandemic to human behaviors and attitudes, the percentages of 
the themes varied across the three religious groups. More Muslims (37.94%) believed that 
human behaviors caused the pandemic compared to Buddhists (28.51%) and Christians 
(28.81%). Muslims also reported the lowest percentage in human attitude themes (18.09%). 
This is in accordance with the Muslim belief and emphasis on external behavioral adher-
ence in Islam doctrine known as the Virtuous Deed (Religion of Islam, 2009). Compared to 
Buddhists and Muslims, Christians were more likely to identify medical explanations as a 

Table 4  (continued)

Buddhists Christians Muslims Total

Number of Responses 712 847 282 1841

Themes and Subthemes n % n % n % N %

  Physical contact 2 0.28 8 0.94 2 0.71 12 0.65
  Hard to detect 3 0.42 5 0.59 1 0.35 9 0.49
  Physical symptoms 3 0.42 4 0.47 1 0.35 8 0.43
  High risk and severity rate 2 0.28 2 0.24 0 0 4 0.22
  Microbiological transmission 1 0.14 1 0.12 0 0 2 0.11

Ecological explanations 37 5.2 39 4.61 12 4.26 88 4.78
  Environmental problem 18 2.53 18 2.13 5 1.77 41 2.23
  Natural process 9 1.26 9 1.06 0 0 18 0.98
  Animal contact 2 0.28 6 0.71 6 2.13 14 0.76
  Population problem 6 0.84 5 0.59 1 0.35 12 0.65
  Natural disaster 2 0.28 1 0.12 0 0 3 0.16

Religious/spiritual explanations 6 0.84 30 3.54 8 2.84 44 2.39
  Karma or sin 3 0.42 9 1.06 0 0 12 0.65
  Will of God 2 0.28 5 0.59 4 1.42 11 0.60
  Punishment from God 1 0.14 8 0.94 1 0.35 10 0.54
  Fatalism 0 0 2 0.24 3 1.06 5 0.27
  Testing by God 0 0 3 0.35 0 0 3 0.16
  Personal faith 0 0 3 0.35 0 0 3 0.16
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cause of the pandemic (13.46%) and less likely to mention social factors (9.33%). Christians 
(3.54%) and Muslims (2.84%) also endorsed a higher percentage of religious/spiritual expla-
nations of the pandemic (3.54%) than Buddhists (0.84%) did. This pattern of results parallels 
our quantitative finding that the Christians and Muslims in our study were generally more 
religious than the Buddhists.

Helpful resources as perceived by religious believers

A total of 965 written responses were recorded for the perceived helpful resources, as shown 
in Table 5. The resource that was perceived to be the most helpful was self-management cop-
ing behaviors (27.25%), which included practicing self-care behaviors (e.g., “going outside to 
breathe some fresh air,” “consume healthy food,” “increase frequency of sleep”), practicing 
safety precautions (e.g., “social distancing,” “stay at home,” “get tested”), and investing in 
self-growth (e.g., “learn to be independent,” “cook at home”). Personal cognitive adjustment 
was the second major theme (16.06%), and this included establishing a sense of control (e.g., 
“focus on what needs to be done,” “remain as calm as possible,” “take things slow, one at a 
time”), having a positive mindset (e.g., “stay optimistic,” “prepare your mental attitude in the 
right mindset”), and being adaptive (e.g., “adapt to new routines,” “learn to adapt the new 
style of learning”). The third most endorsed theme (14.30%) was social and emotional sup-
port, which included support from family (e.g., “understanding of family members,” “help 
from partner”), support from friends (e.g., “peer support”), and general support (e.g., “my 
cat”). Other possible helpful resources were governmental actions (9.84%), which included 
government aid and flexibility in mobility; and religious/spiritual resources (9.74%), which 
included private religious activities, having faith in God, and God’s wisdom. Less cited 
resources were job support (4.46%; e.g., flexible work arrangements, employer support), 
financial resources (4.15%; e.g., personal finance management), public cooperation (4.04%; 
e.g., public compliance with government protocols), living necessities (3.01%; e.g., online 
shopping and delivery services), career opportunities (2.90%; e.g., a stable career and mar-
ket), academic support (2.80%; e.g., better communication from the school), and medical 
resources (1.45%; e.g., development of a cure).

Noticeable differences were found when comparing the percentages of the aforemen-
tioned themes across the three religious groups. More Buddhists (31.39%) reported self-
management coping behaviors compared to Christians (25.05%) and Muslims (23.88%). 
Christians were least likely to propose personal cognitive adjustment (13.38%) but most 
likely to propose religious/spiritual resources (17.41%) as potentially useful resources. This 
is aligned with the quantitative finding that Christians had the highest religiosity score in 
Studies 1 and 2. In addition, the Muslim group relied more on social and emotional support 
(17.91%) and governmental actions (11.19%) than the two other religious groups.

Study 1 summary and justification for Study 2

Our preliminary findings from Study 1 suggested that Buddhists were particularly vulner-
able to stress and generally less religious than Christians and Muslims during the COVID-
19 pandemic. However, further analyses revealed that these differences were predominantly 
due to the difference in age of the participants in the religious groups. While there were no 
religious group differences in stress, we found significant associations between religiosity 
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Table 5  Comparison of the frequency of the helpful resources during the COVID-19 pandemic reported by 
the three religious groups (Study 1)

Buddhists Christians Muslims Total

Number of Responses 360 471 134 965

Themes and Subthemes n % n % n % N %

Self-management coping behaviours 113 31.39 118 25.05 32 23.88 263 27.25
  Practicing self-care behaviours 24 6.67 26 5.52 13 9.70 63 6.53
  Practicing safety precautions 27 7.50 21 4.46 8 5.97 56 5.80
  Investing in self growth 18 5.00 20 4.25 3 2.24 41 4.25
  Planning and preparation 15 4.17 14 2.97 1 0.75 30 3.11
  Being occupied 11 3.06 11 2.34 1 0.75 23 2.38
  Being productive 5 1.39 6 1.27 1 0.75 12 1.24
  Establishing a routine 2 0.56 8 1.70 2 1.49 12 1.24
  Obtaining information about the virus 2 0.56 4 0.85 1 0.75 7 0.73
  Providing care to the community 0 0.00 6 1.27 0 0.00 6 0.62
  Providing care to loved ones 4 1.11 1 0.21 1 0.75 6 0.62
  Sharing information with others 3 0.83 1 0.21 1 0.75 5 0.52
  Being environmentally friendly 2 0.56 0 0.00 0 0.00 2 0.21

Personal adjustment (internal cognition) 67 18.61 63 13.38 25 18.66 155 16.06
  Establishing a sense of control 21 5.83 18 3.82 6 4.48 45 4.66
  Having a positive mindset 21 5.83 14 2.97 7 5.22 42 4.35
  Being adaptive 8 2.22 8 1.70 6 4.48 22 2.28
  Waiting for the pandemic to be over 10 2.78 6 1.27 3 2.24 19 1.97
  Accepting the situation 5 1.39 7 1.49 2 1.49 14 1.45
  Enduring 1 0.28 3 0.64 0 0.00 4 0.41
  Self-reflecting 1 0.28 3 0.64 0 0.00 4 0.41
  Being patient 0 0.00 2 0.42 1 0.75 3 0.31
  Loving others 0 0.00 2 0.42 0 0.00 2 0.21

Social and emotional support 47 13.06 67 14.23 24 17.91 138 14.30
  Support from family 20 5.56 34 7.22 13 9.70 67 6.94
  Support from friends 18 5.00 13 2.76 3 2.24 34 3.52
  General support 6 1.67 9 1.91 5 3.73 20 2.07
  Support from colleagues 2 0.56 4 0.85 2 1.49 8 0.83
  Support from community 1 0.28 5 1.06 0 0.00 6 0.62
  Support from loved ones 0 0.00 2 0.42 1 0.75 3 0.31

Governmental actions 34 9.44 46 9.77 15 11.19 95 9.84
  Government aid 6 1.67 10 2.12 5 3.73 21 2.18
  Flexible in mobility 5 1.39 10 2.12 5 3.73 20 2.07
  Providing proper information channels
  and public health education

7 1.94 7 1.49 1 0.75 15 1.55

  Stricter regulations 7 1.94 6 1.27 1 0.75 14 1.45
  Resolution of the Movement Control Order 5 1,39 6 1.27 2 1.49 13 1.35
  Competent government 3 0.83 6 1.27 1 0.75 10 1.04
  Large-scale community virus testing 1 0.28 1 0.21 0 0.00 2 0.21

Religious/spiritual resources 4 1.11 82 17.41 8 5.97 94 9.74
  Private religious activities 2 0.56 39 8.28 6 4.48 47 4.87
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and stress. More externally oriented religiosity, in particular, was associated with less per-
ceived stress.

Despite Study 1’s supporting the role of religiosity in psychological well-being among 
Malaysians during the pandemic (Che Rahimi et al., 2021; Ting et al., 2021), it remains 
unclear from Study 1 whether the protective function of religiosity was specific to the 

Table 5  (continued)

Buddhists Christians Muslims Total

Number of Responses 360 471 134 965

Themes and Subthemes n % n % n % N %

  Having faith in God 2 0.56 28 5.94 0 0.00 30 3.11
  God’s wisdom 0 0.00 5 1.06 0 0.00 5 0.52
  Religious identity 0 0.00 4 0.85 0 0.00 4 0.41
  Closeness to God 0 0.00 2 0.42 2 1.49 4 0.41
  Family faith activities 0 0.00 2 0.42 0 0.00 2 0.21
  Religious community 0 0.00 2 0.42 0 0.00 2 0.21

Job support 16 4.44 18 3.82 9 6.72 43 4.46
  Flexible work arrangements 9 2.50 3 0.64 3 2.24 15 1.55
  Employer support 3 0.83 7 1.49 2 1.49 12 1.24
  Sufficient work resources 1 0.28 5 1.06 1 0.75 7 0.73
  Good work environment 3 0.83 1 0.21 3 2.24 7 0.73
  Help in childcare 0 0.00 2 0.42 0 0.00 2 0.21

Financial resources 21 5.83 16 3.40 3 2.24 40 4.15
  Personal financial management 12 3.33 7 1.49 2 1.49 21 2.18
  Agency finances 7 1.94 7 1.49 1 0.75 15 1.55
  Money 2 0.56 2 0.42 0 0.00 4 0.41

Public cooperation 13 3.61 16 3.40 10 7.46 39 4.04
  Public compliance with government protocols 8 2.22 16 3.40 10 7.46 34 3.52
  Public awareness and knowledge 5 1.39 0 0.00 0 0.00 5 0.52

Living necessities 10 2.78 17 3.61 2 1.49 29 3.01
  Online shopping and delivery services 9 2.50 8 1.70 4 2.99 21 2.18
  Digital resources and internet connectivity 4 1.11 15 3.18 0 0.00 19 1.97
  Sufficient supplies of basic necessities 5 1.39 1 0.21 1 0.75 7 0.73
  Pleasant living environment 1 0.28 1 0.21 1 0.75 3 0.31

Career opportunities 14 3.89 12 2.55 2 1.49 28 2.90
  Stable career and market 9 2.50 8 1.70 1 0.75 18 1.87
  Shifting career or business plans 4 1.11 2 0.42 1 0.75 7 0.73
  Maintaining business connections 1 0.28 2 0.42 0 0.00 3 0.31

Academic support 13 3.61 11 2.34 3 2.24 27 2.80
  Learning resources 9 2.50 6 1.27 3 2.24 18 1.87
  Better communication from school 3 0.83 2 0.42 0 0.00 5 0.73
  Teaching resources 1 0.28 3 0.64 0 0.00 4 0.31

Medical resources 8 2.22 5 1.06 1 0.75 14 1.45
  Development of cure 5 1.39 5 1.06 0 0.00 10 1.04
  Good medical and psychiatric care 3 0.83 0 0.00 1 0.75 4 0.41
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context of the pandemic. Moreover, Study 1 found that the younger age group seemed 
to suffer more stress during the pandemic. Hence, a separate study that focuses on the 
younger generation’s religiosity and psychological well-being before and during the pan-
demic would complement Study 1.

Study 2: Methods

To complement the scope of Study 1, Study 2 zoomed in on young adult populations, 
examined depressive symptoms and satisfaction with life as outcome variables, and tested 
whether the associations between religiosity and psychological well-being were moderated 
by the presence of the pandemic.

Participants and procedure

Data used in Study 2 were collected from a cross-sectional convenience sample of 
Malaysian young adults aged 18–30  years as part of a larger project on the topic of 
“interpersonal experiences and well-being among Malaysian young adults” (archived 
by the second author’s lab), which was approved by the ethics committee of the 
authors’ institution. The inclusion criteria were (1) Malaysian by nationality, (2) age 
18–30 years, (3) fluent and able to complete a survey in English (the survey was pre-
sented only in English), and (4) comfortable responding to questions about their close 
relationships and sexual experiences. We were able to test the role of the pandemic as a 
moderator because one group of participants completed the study in June–August 2019 
(Phase 1: Pre-pandemic) while a separate group of participants completed the study in 
May–July 2020 (Phase 2: During the pandemic).

Of the 780 recorded responses to the survey, 159 were duplicates or incomplete 
responses and 120 did not identify as either Muslim, Buddhist, or Christian. Our final sam-
ple comprised 235 participants who were on average 20.95 years old in the pre-pandemic 
group and 266 participants with a mean age of 23.06 years in the pandemic group. More 
than half of the participants from the two groups identified as female and of Chinese eth-
nicity (see Table 1). Of the ethnically Chinese participants, 67.5% identified as Buddhist, 
31.9% as Christian, and 0.6% as Muslim. All Malays identified as Muslim. All but one 
Indian identified as Christian (97.1%; 2.9% Muslim). The remainder of the participants 
were 21.2% Muslim, 10.5% Buddhist, and 68.4% Christian.

Measures

Similar to Study 1, the DUREL (Koenig & Büssing, 2010) and PSS (Cohen et  al., 
1983) were used to measure religiosity and perceived stress. Depressive symptoms 
over the past two weeks were measured using the Patient Health Questionnaire (PHQ-
9; Kroenke et  al., 2001), which consisted of nine items (e.g., “Hopeless”) rated on a 
scale from 0 (not at all) to 3 (nearly every day). To measure life satisfaction, partici-
pants completed the Satisfaction with Life Scale (SWLS; Diener et al., 1985), where 
they rated their agreement with five statements (e.g., “The conditions of my life are 
excellent”) on a 7-point scale (1 = strongly disagree, 7 = strongly agree). Item scores 
were averaged to compute variable scores, and all alpha values were above 0.80 (see 
Table S2 in the supplementary materials).
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In addition to age and gender, participants in Study 2 also reported their relationship 
status (i.e., in a committed relationship or not), whether they had experienced any health 
difficulties in the past 12 months on a scale of 1 (no) to 6 (yes, and it has caused my inabil-
ity to carry out my daily activities), and their subjective socioeconomic status on a scale 
of 1 (low) to 10 (high) using the MacArthur Scale of Subjective Social Scale (Adler et al., 
2000) for sociodemographic variables.

Study 2: Results

Religious group differences in religiosity and psychological well‑being

Independent-measures ANOVAs were run separately for the pre-pandemic and pandemic 
groups. As shown in the middle and bottom rows of Table 2, religious group differences 
were found for religiosity in all participants but were found only among the pre-pan-
demic group for depression and satisfaction with life. No religious group differences were 
found for pre-pandemic stress or any of the psychological well-being indices during the 
pandemic.

Pre-pandemic, Muslim young adults reported more depression (p = .002) and less satis-
faction with life (p = .029) than Buddhists. Muslims were marginally more depressed than 
Christians (p = .051). Overall and intrinsic religiosity was lower among Buddhists than 
among Muslims and Christians (ps < .001). Public religious practice among Muslims was 
higher than among Buddhists (p = .004) and lower than among Christians (p < .001). Pri-
vate religious practice was significantly lower among Buddhists than among Muslims and 
Christians (ps < .001).

In the pandemic group, Buddhists consistently scored lower than Muslims and Chris-
tians in overall and intrinsic religiosity (ps < .001). Public practice of religion was signifi-
cantly higher among Christians compared to Muslims and Buddhists (ps < .001). Private 
practice, while consistently lower among Buddhists compared to Muslims and Christians, 
was also lower among Christians than among Muslims (p < .001).

Exposure to the pandemic as a moderator of the association between religiosity 
and psychological well‑being

To examine whether the association between religiosity and psychological well-being 
differed between the pre-pandemic group versus the pandemic-exposed group, modera-
tion analyses using the PROCESS macro for SPSS (Hayes, 2022; Model 1) with 10,000 
bootstrapped resamples accelerated at 95% confidence interval were employed. Subjective 
socioeconomic status, gender, relationship status, and health difficulties, correlated with 
at least one of the psychological well-being markers (see Table S2 in the supplementary 
materials for bivariate correlations), were included as covariates in the analyses. Similar to 
Study 1 analyses, the role of each component of religiosity was tested in separate models, 
and these models were applied for stress, depression, and satisfaction with life as depend-
ent variables. The examination of statistical assumptions relevant to a hierarchical linear 
regression for all models revealed no violations of assumptions. Results from these analy-
ses are summarized in Table 6.

All analyses initially included gender (0 = male, 1 = female), relationship status (0 = not 
in committed relationship, 1 = in committed relationship), subjective SES, and health 
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difficulty as covariates. However, relationship status was not a significant predictor of 
stress and gender was not a significant predictor of satisfaction with life, so these were 
removed from the final models.

Table 6  Results of moderation tests using hierarchical linear regression to examine the associations 
between religiosity and psychological well-being before and during the COVID-19 pandemic (Study 2)

N = 500 for analyses that involved relationship status because one participant did not report their relation-
ship status. SES = socioeconomic status
B represents the unstandardised regression coefficients. ΔR2 indicates the change in R2 with the addition of 
the interaction term
* p < .05,; **p < .01; ***p < .001

Perceived stress 
(N = 501)

Depression
(N = 500)

Satisfaction with 
life (N = 500)

Predictors B ΔR2 B ΔR2 B ΔR2

Overall religiosity as predictor 0.01* 0.00 0.01*

Overall religiosity 0.02 0.03 0.05
Pandemic exposure 0.17** 0.11* -0.39***

Overall religiosity x Pandemic exposure -0.10* -0.06 0.22*

Gender 0.13* 0.11 -
Relationship status - -0.15** 0.40***

Subjective SES -0.08*** -0.07*** 0.23***

Health difficulty 0.17*** 0.20*** -0.22***

Intrinsic religiosity as predictor .01 0.00 0.01
Intrinsic religiosity 0.01 0.04 0.08
Pandemic exposure 0.17** 0.11* -0.39***

Intrinsic religiosity x pandemic exposure -0.09 -0.06 0.17
Gender 0.14* 0.11 -
Relationship status - -0.15** 0.39***

Subjective SES -0.08*** -0.07*** 0.23***

Health difficulty 0.17*** 0.20*** -0.22***

Public practice as predictor 0.01* 0.00 0.01
Public practice 0.02 0.01 -0.04
Pandemic exposure 0.16** 0.11* -0.37**

Public practice x pandemic exposure -0.10* -0.06 0.17
Gender 0.12* 0.11 -
Relationship status - -0.15** 0.39***

Subjective SES -0.09*** -0.07*** 0.23***

Health difficulty 0.16*** 0.20*** -0.20***

Private practice as predictor .00 0.00 0.01*

Private practice 0.01 0.01 0.02
Pandemic exposure 0.17** 0.11* -0.49***

Private practice x pandemic exposure -0.05 -0.01 0.19*

Gender 0.13* 0.11* -
Relationship status - -0.15** 0.41***

Subjective SES -0.08*** -0.07*** 0.22***

Health difficulty 0.17*** 0.20*** -0.22***
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After controlling for the proposed covariates, the association between religiosity and 
depression was nonsignificant in both the pre-pandemic and pandemic groups. Depression 
was higher among those who experienced more health difficulties within the past year, who 
were not in a committed relationship, who were of lower socioeconomic status, and who 
completed the study during the pandemic rather than pre-pandemic.

As for stress and satisfaction with life, there was a significant moderation of pandemic 
exposure on the association between religiosity and psychological well-being, as indicated 
by significant interactions between religiosity markers and the study phase. Simple slopes 
analyses revealed that overall religiosity was negatively associated with stress (b =  − 0.08, 
p = .015) and positively associated with satisfaction with life (b = 0.28, p < .001) among 
participants who were exposed to the pandemic. These associations were not significant 
among those who completed the study before the pandemic (stress: b = 0.02, p = .625; sat-
isfaction with life: b = 0.05, p = .474).

Pandemic exposure also significantly moderated the association between the degree 
of private religious practice and satisfaction with life as well as the association between 
the degree of public religious practice and stress. As illustrated in Fig. 1, individuals who 
reported more public practice of religion tend to be less stressed and those who reported 

Fig. 1  Simple slopes analyses: 
a The association between public 
practice and stress by pandemic 
exposure; b The association 
between private practice and 
satisfaction with life by pandemic 
exposure
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more private religious practice tend to be more satisfied with their lives during the pan-
demic. These associations were nonsignificant among individuals who completed the study 
before the pandemic. 

Study 2 summary

Findings from Study 2 largely supported those from Study 1: (1) Buddhists were found 
to be the least religious in their intrinsic beliefs and practices compared to Christians and 
Muslims, (2) religious groups did not differ in their perceived stress before or during the 
pandemic, and (3) the significant association between religiosity and psychological well-
being during the pandemic appear to be primarily driven by extrinsic religiosity and not 
intrinsic religiosity. Religious groups were found to differ in other markers of psychologi-
cal well-being. Muslims reported the most depressive symptoms and the least satisfaction 
with life. However, this was unique to the pre-pandemic sample; these differences were not 
found in the pandemic sample. Lastly, our findings from Study 2 also suggest a nonsignifi-
cant contribution of religious beliefs and practices to depressive symptoms.

Discussion

Even though religiosity has often been found to be associated with positive health out-
comes, its pathways to different psychological well-being markers during the COVID-19 
pandemic have not been fully examined – particularly in non-Western and multireligious 
populations. Findings from the current study contribute to the literature on the psychology 
of religion by affirming the positive link between religiosity and mental health outcomes 
in three major religious groups (Christian, Muslim, and Buddhist) from a Southeast Asian 
country (Malaysia). We found that perceived stress did not vary significantly by religious 
identification (group membership) after accounting for age effects. In all three religious 
groups, religious practices played a more important role than intrinsic religiosity (belief in 
God or a higher power) in promoting psychological well-being. In particular, more public 
religious practice was associated with lower stress while more private religious practice 
was associated with satisfaction with life. Among young adults, the protective benefits of 
religious practices were only present in those who completed the study during the COVID-
19 pandemic and not in those who completed the study before the pandemic. It is possible 
that the especially heightened existential crisis and mental vulnerability of the young adult 
generation during the pandemic (Liu et al., 2020;  Organisation for Economic Co-operation  
and Development, 2020; Tomaszek & Muchacka-Cymerman, 2020; Wangchuk, 2021) 
motivated them to turn to religious resources. Religious practices provide new meaning 
to life in times of uncertainty and loss of control, which could in turn alleviate the mental 
stress and trauma experienced during the pandemic (Spitzenstätter & Schnell, 2020; Van 
Tongeren & Showalter Van Tongeren, 2021; Yıldırım & Arslan, 2021). Moreover, private 
religious practices such as prayer and worship, which typically entail some mindfulness 
practice, may assist with the reduction of stress at a biological level (AlAbdulwahab et al., 
2013; Rosmarin et al., 2011).
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Theoretical implications for religious coping

We propose a more nuanced religious coping model (see Fig. 2) to explain the relation-
ship between religious practices and mental health outcomes based on our findings. The 
literature on religious coping has generally assumed that all religious practices can be 
utilized as a way of positive coping as long as it is approach- rather than avoidance-driven 
(Krägeloh et  al., 2012; Thomas & Barbato, 2020). There is also evidence that intrinsic 
religiosity may be a more effective form of religious coping than extrinsic religiosity 
(Banazadeh et al., 2019; Chau et al., 1990). However, our findings challenge the univer-
sality of these assumptions. We found that the significant associations between religios-
ity and psychological well-being during the pandemic appear to be primarily driven by 
private religious practices for satisfaction with life and by public religious practices for 
stress. These findings imply that not all aspects of religiosity were contributing to the 
same domains of psychological well-being during the pandemic. This is especially true 
for more traditional Asian regions where external manipulation of cognitive resources 
and a concrete thinking style are privileged (Ting & Sundararajan, 2018). Public religious 
practices (such as attending mosque or temples) are still important in regulating the stress 
pathway as they emphasize communal participation in rituals. The presence of religious 
icons and the guidance of religious leaders, according to semiotic analysis, has an effect 
on emotion regulation (Sundararajan, 2011) and hence could be associated with the stress 
regulation pathway in coping theory (Sundararajan et al., 2022). On the other hand, pri-
vate religious practices such as private prayer were not associated with stress regulation 
but were associated with positive satisfaction with life, which is part of one’s subjec-
tive well-being (Pavot & Diener, 1993). The subjective evaluation pathway takes self- 
reflection and metacognition in self-appraisal (Scheer & Jansen, 2018; Toffalini et  al., 
2014), hence private religious practices (internal manipulation of cognitive resources) 
have a more direct effect on this upper-level pathway. Nevertheless, our findings suggest 
that both pathways became more active and efficient during the COVID-19 pandemic, 
particularly among younger-generation Malaysians.

Pandemic Exposure 

Private Religious 

Practice 

Public Religious 

Practice 

Satisfaction with 

Life 

Perceived Stress 

Level 

+ 

- 

Fig. 2  Proposed conceptual model of religious coping during the COVID-19 pandemic
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Diversity in rationality among religious groups

While our quantitative analyses generally found differences among religious groups in the 
degree of religiosity but not psychological well-being, our qualitative findings shed light 
on how the different religious groups perceived the cause of the pandemic and what they 
considered to be potentially helpful resources. Traditionally, it has been explained that reli-
gious groups’ perception of illnesses is shaped by their worldviews, doctrines, and values 
(external vs internal attributions) and that their illness beliefs also lead to different per-
ceived helpful resources (external vs internal; religious vs secular). Instead, we propose an 
ecological rationality model to explain this diversity of religious rationality (strong-ties vs 
weak-ties rationality) among Malaysian believers (Ting et al., 2021). Though Malaysia as a 
nation has been found to be oriented to collectivism and interdependence due to its Asian 
heritage (Hofstede, 1980), the religious diversity within the countries can be plotted on the 
spectrum of high vs low strong-ties ecological orientation. In the literature, Islam tends to 
resemble the ancestral niche of kinship networks, whereas Christianity is more representa-
tive of the weak-ties niche with inclusion of strangers (Thong et al., 2023; Yap et al., 2022). 
In Malaysia, Islam is the ethno-religion (strong-ties) of the Malay-majority population, 
for whom religious membership is automatically granted from birth (if one’s parents have 
already converted to Islam; Samuri & Quraishi, 2014). Simply put, a strong-ties ecology 
stems from and is rooted in local communities involving familiar, close kinship networks 
(e.g., extended family, tribal villagers, and clan members), where membership is typically 
determined by geography, ethnicity, and bloodlines (Sundararajan, 2020). In contrast, a 
weak-ties religion (such as Christianity) is founded on the ideal of the inclusion of stran-
gers, thereby privileging weak-ties (non-kin) networks that have the transnational capacity 
to reach global membership (Granovetter, 1973). Although Buddhism and Islam also have 
a concern for and inclusiveness of strangers, they focus less on the weakening of kinship-
based relations such as extended family compared to Christianity (Schulz et al., 2019). This 
is shown in our study; compared to their counterparts, a higher percentage of Muslims 
attributed the pandemic to human behavioral problems and found externally manipulated 
strategies such as behavioral coping and social and emotional support from family impor-
tant. In contrast, a higher percentage of Christians adopted abstract explanations of the 
pandemic (medical explanations and religious explanations) and perceived personal adjust-
ment (weak-ties rationality) as helpful during the pandemic. This pattern of religious dif-
ference in rationality was also consistent with a recent empirical study conducted among 
three religious communities of the indigenous people in Malaysia on changes in their eco-
logical rationality (Thong et al., 2023).

Mental health implications for believers

The study sheds light on the importance of religious practice in regulating pandemic 
stress, especially among young adults in Malaysia. Our findings suggest that private reli-
gious practices (such as personal meditation) could compensate for the lack of access to 
public religious practices during the lockdown and promote satisfaction with life during 
the pandemic. Hence, it is important for religious institutions to promote virtual or private 
religious practice through online platforms. Because being older appears to be a protec-
tive factor against stress among participants in our study, the religious community could 
develop mentoring programs in which younger members are paired with older members 
to learn about wisdom in life and spiritual support. Religious leaders could also frequently 
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remind the believers to appraise their life positively through meaning-making pathways 
(e.g., cultivate a gratitude mindset) and exercise meta-cognition (e.g., reflexivity) as posi-
tive coping. As most of the believers perceived personal behavioral coping and cognitive 
adjustment to be helpful during the pandemic, integrating spiritual resources into self-care 
habits and mindset restructuring would be another strategy to sustain their mental health. 
Mental health practitioners could also assess different cognitive styles and coping strate-
gies privileged by their religious clients before providing culturally relevant and appropri-
ate interventions, either through cognitive restructuring or behavioral intervention.

Limitations and future direction

While our findings are predominantly aligned with the literature and effort was taken to 
control for confounding variables such as age, a more rigorous design in future studies 
would clarify further the proposed mechanism of religious coping. As both studies in the 
current article relied on cross-sectional data, cause-and-effect relationships between relig-
iosity and psychological outcomes could not be established. Future studies could utilize 
longitudinal designs where participants provide repeated measurements over a period of 
time. This would allow us to more accurately capture the pandemic’s effect on the asso-
ciation between religiosity and well-being and, more importantly, the sustainability of reli-
ance on religious practices in well-being regulation.

Another limitation was the use of convenience and snowball sampling, which may limit 
the generalizability of the findings. For instance, the participants were mostly Malaysian 
Chinese in ethnicity, with more than half of the participants growing up in urban areas. 
This limits the generalizability regarding Muslims, who comprised only 15.6% of the 
participants in Study 1 and 24.5% of those in Study 2. Undeniably, the intersectionality 
between religious identity and ethnic identity creates an interesting complexity in the spec-
trum of rationality. However it is impossible to separate a certain religion (such as Islam) 
from the ethnic group (Malay) in Malaysia. Hence, we could only interpret the religious 
differences through the lens of “cultural intersectionality” to account for potential ethnic 
variances. The use of only English-fluent participants in the study would also be a biased 
sample because it would exclude non-English-speaking believers. Moreover, the measure-
ment of religiosity (DUREL) may not fully capture the religious practice of Buddhism in 
Southeast Asia, which is non-monotheistic and less institutionalized than elsewhere. Future 
studies could be conducted in multilingual surveys consistent with culturally adapted and 
validated measurements. Lastly, in the qualitative study, the authors’ ethnicity/religious 
background might have resulted in cultural blind spots in the interpretation of results as the 
first author is a second-generation Chinese Christian, the second author agnostic and not 
religious, and the third author a second-generation Chinese Buddhist.

Conclusion

Our mixed-method study affirms that the protective role of religion in psychological well-
being during the COVID-19 pandemic appears to be driven predominantly by public and 
private religious practices rather than internal religiosity or religious group identity. The 
religious groups differed in their religious rationality and levels of religiosity, but psy-
chological well-being during the COVID-19 pandemic did not vary by religious groups. 
These findings contribute to the literature on the psychology of religion by highlighting 
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the different pathways of religious coping during pandemic exposure and the mental health 
implications on stress management and life satisfaction. Future studies could continue 
to explore the underlying religious mechanism in non-West countries through ecological 
rationality theory.
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