
VU Research Portal

Depressive symptoms in an ethnically Diverse cohort of chronic dialysis patients:

Haverkamp, G.L.G.

2017

document version
Publisher's PDF, also known as Version of record

Link to publication in VU Research Portal

citation for published version (APA)
Haverkamp, G. L. G. (2017). Depressive symptoms in an ethnically Diverse cohort of chronic dialysis patients:
The role of patient characteristics, cultural and inflammatory factors. [PhD-Thesis - Research and graduation
internal, Vrije Universiteit Amsterdam].

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal ?

Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

E-mail address:
vuresearchportal.ub@vu.nl

Download date: 23. May. 2023

https://research.vu.nl/en/publications/abeedabc-d4a7-4e9a-b90f-e472d7e54fff


Chapter 5
Religiousness and symptoms of depression 
and anxiety in native and immigrant 

chronic dialysis patients in the Netherlands

Gertrud L.G. Haverkamp,  Wim L. Loosman, Arjan W. Braam,  
Tessa O. van den Beukel, Merel van Diepen, Friedo W. Dekker, Carl E.H. Siegert, 
Adriaan Honig

Submitted for publication



68 

ABSTRACT

Background

For immigrant dialysis patients religious behavior and coping may have a different 
impact on symptoms of depression and anxiety compared to native patients.  
The current study aims to describe associations of religious behavior, positive, and 
negative religious coping with symptoms of depression and anxiety for native and 
immigrant dialysis patients in The Netherlands.

Methods

Data are part of an observational, prospective cohort study (DIVERS) in 5 urban dialysis 
centers in The Netherlands.  Religious behavior was assessed by self-reported frequency 
of prayer and attendance of religious services. Religious coping was assessed using the 
Brief RCOPE (one positive religious coping subscale and five separate negative religious 
coping items). 

Results

We included 260 native and 261 immigrant chronic dialysis patients. Using logistic 
regression analysis we found no significant associations in both groups between 
religious behavior and depressive and anxiety symptoms. Positive religious coping was 
significantly associated with anxiety symptoms among immigrant patients only. Strong 
significant associations were found for negative religious coping items with depressive 
and anxiety symptoms in native and immigrant patients. These associations were slightly 
stronger in immigrant compared to native patients regarding depressive symptoms, and 
vice versa for associations with anxiety symptoms. 

Conclusion

However, similar impact of religiousness on the presence of depressive and anxiety 
symptoms was found for both native and immigrant chronic dialysis patients.  
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INTRODUCTION

Dialysis treatment is a life sustaining treatment for patients with end-stage renal disease, 
and is known as an intensive and time-consuming treatment1. It has a significant impact 
on the mental and physical health status of patients2;3. The prevalence of depressive and 
anxiety symptoms has been found to be 39%4, and 17-49% respectively5;6. When people 
are coping with stressful events, such as a chronic disease and burdensome treatment, 
they often turn to religion or intensify their already present religious behavior, which 
may both positively and negatively influence mental health7. 

Religion can be measured in various ways and the most commonly used methods are: 
religious behavior, intrinsic religious motivation and religious coping. Religious coping 
can be conceived as a measure of how an individual is utilizing religion in order to deal 
and cope with stressors7. It can be divided into positive (supportive coping elements) 
and negative religious coping (religious struggle). Various studies already examined the 
effect of religion on mental health in dialysis patients1-3;8-14. Most studies focused on 
religious behavior or intrinsic religious motivation1-3;8-14, and found that more religious 
behavior and more intrinsic religious motivation are associated with lower levels of 
depressive symptoms2;3;8;11-13. Ramirez et al examined the effect of religious coping on 
psychological distress in Christian Brazilian dialysis patients15. They found that negative 
religious coping was independently associated with greater psychological distress and 
found no association between positive religious coping and psychological distress. 

However, most of these results are not applicable in the Western European setting, 
because secularization in Europe progresses16 and continuing migration brings different 
religions, such as Islam, and oriental religions, to the Western European countries17. 
Migration has been high since the  1960s18 and as a result there is increasing interest in 
the mental health status of immigrants. In general population studies and in medically 
ill patients a higher prevalence of depressive and anxiety symptoms has been found in 
immigrant compared to native individuals/patients19-21. Religion may help immigrants to 
cope with the stressful burden of dialysis treatment, but negative religious coping may 
also cause more psychological distress. 

Therefore, we aimed to examine the association of religious behavior and positive 
and negative religious coping with depressive and anxiety symptoms in a Dutch dialysis 
population stratified for native and immigrant chronic dialysis patients. We hypothesized 
that higher rates of religious behavior and religious coping will be found among 
immigrant patients and that more significant or stronger associations will be found 
between positive and negative religious coping and depressive and anxiety symptoms 
among immigrant patients.  
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METHODS

Study design

We used cross-sectional data of the DIVERS study (Depression related factors and 
outcomes In dialysis patients with Various Ethnicities and Races Study). DIVERS is an 
observational, prospective cohort study of prevalent and incident chronic dialysis 
patients in four urban teaching hospitals and one university hospital in The Netherlands. 

Inclusion of prevalent dialysis patients was conducted between June 2012 and 
December 2013 and inclusion of incident dialysis patients between June 2012 and 
February 2015. Patients were approached for study participation and to complete a 
questionnaire during dialysis treatment or an outpatient appointment. Patients were 
eligible for study participation if they were at least 18 years of age, were on dialysis 
therapy for at least 90 days, and were able to complete questionnaires in Dutch, English, 
Turkish or Moroccan Arabic, with help if necessary. Patients with cognitive impairments 
interfering with completing the questionnaires were excluded. 

All patients gave written informed consent before inclusion. The DIVERS study was 
approved by the medical ethical committees of all participating centers. 

Demographic and clinical characteristics

The following demographic and clinical data were collected from the medical records: 
age, gender, dialysis modality, dialysis vintage, body mass index (BMI), primary cause 
of kidney disease (using the European Renal Association-European Dialysis and 
Transplant Association (ERA-EDTA) coding system22), and level of comorbidity (according 
to the Davies comorbidity index, indicating no, intermediate or severe comorbidity23).  
Data on immigrant status, marital status, having children (yes or no), employment (yes or 
no) and educational level were collected through a self-reported questionnaire. 

Immigrant status

Immigrant status was determined based on country of birth of the patients and of their 
parents. In line with criteria of Statistics Netherlands, an individual was considered 
immigrant if at least one parent was born abroad, regardless of the individual’s own 
country of birth24.

Religious behavior

Religion was determined by asking patients with which faith, church or religious 
denomination they were affiliated (“None”, “Christian”, “Islam”, “Hinduism”, or “Other”). 
Religious behavior was determined by the frequency of prayer and the frequency of 
attendance of religious services25. Both were assessed by asking how many times a week 
the respondent practiced these behaviors and transformed to dichotomous variables : 
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praying daily or more (1) versus less than once a day (0) and weekly attendance or more 
(1) versus less than once a week (0). 

Religious coping

The 10-item brief RCOPE (Appendix A 26, a validated shortened version of the RCOPE27 
was used to assess religious coping. The questionnaire includes two subscales, a positive 
religious coping subscale and a negative religious coping subscale. Both subscales 
consist of 5 items, rated on a 4-point Likert scale from 1 (‘never’) to 4 (‘very often’), 
providing sum scores for both subscales ranging from 5 to 20. 

Depressive and anxiety symptoms

Depressive and anxiety symptoms were assessed using the Beck Depression Inventory 
(BDI)28, and the Beck Anxiety Inventory (BAI)29, respectively. Both questionnaires  consist 
of 21 questions, rating severity from 0 to 3. Summed scores of both the BDI and BAI thus 
range from 0 to 63. These scores were dichotomized by using a validated cut-off score 
of ≥ 13 for both the BDI30 and BAI31. Scores of ≥ 13 on the BDI or BAI will be referred to 
as present depressive or anxiety symptoms respectively. 

Statistical analysis

Descriptive statistics are presented as mean with standard deviation to describe 
continuous variables and median with interquartile range in case of skewed distributions. 
Categorical variables are presented as percentages. Differences in baseline characteristics 
and mean scores on religious coping between immigrant and native chronic dialysis 
patients were analyzed with t tests and Chi-squared tests where appropriate.

Psychometric characteristics of the Brief RCOPE were computed. Exploratory principal 
component analysis of the brief RCOPE items was applied to examine whether the 
hypothesized positive and negative religious coping composite constructs of the 
multiple item measures could be constructed. Using reliability analysis the internal 
consistency of the positive and negative religious coping subscales was calculated both 
in the total group and in the native and immigrant groups. Crohnbach α was considered 
sufficient when 0.70 or higher32. Positive and negative religious coping constructs 
were constructed by summing the positive and negative coping items, respectively.  
In case of low reliability or lack of unidimensionality, items were analyzed as separate 
religious coping strategies25. 

For reasons of comparison with other research, the total score of both the positive and 
negative religious coping subscale will be explored in the main analysis in any case. 

The association of religious behavior and religious coping with presence of depressive 
and anxiety symptoms was assessed using univariate and multivariate logistic regression 
analysis. We adjusted for the following confounders: age, gender, level of comorbidity, 
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primary cause of renal failure, marital status, children, education and employment. 
We stratified for native and immigrant and we performed a subanalysis stratified for 
religious groups. 

Missing values were imputed with standard multiple imputation methods in SPSS 
(using 10 repetitions) 33, whereby missing values are imputed using multiple predictions 
based on other known patient characteristics in order to maintain power and avoid 
bias. All variables entering the multiple imputation model were normally distributed.  
The average percentages of missings per question were 2.2% on the BDI, 4.5% on the 
BAI, 9.2% on the religious coping items and 24% on the religious behavior questions. 

Analyses were performed in SPSS 21.0 for Windows statistical software. P-values <0.05 
were considered significant. 

Sensitivity analysis

To assess robustness of our results, we also performed a linear regression analysis, 
to assess the association of religious behavior and religious coping with the level 
of depressive and anxiety symptoms in both native and immigrant chronic dialysis 
patients.  Second, we examined the association between religious behavior and coping 
with depressive and anxiety symptoms in different religious groups (“No religion”, 
“Christian”, “Islamic”, “Other”). 

RESULTS

Patient characteristics

Of the 707 chronic dialysis patients eligible for study participation according to the 
predefined inclusion criteria, 526 agreed to participate and filled out questionnaires 
(74%). Religion was unknown for 5 patients who were subsequently excluded from the 
analyses, leaving 521 participating patients (260 native and 261 immigrant patients). 
Baseline characteristics of the native and immigrant patients are shown in table 1.  
Hindu patients were combined with the “Other” group, because of the relatively small 
numbers of patients in these groups, 41 and 13 respectively.

In the native patient group, most patients had a Christian affiliation (40%) or no religious 
affiliation (57%). In the immigrant group most patients had a Christian affiliation (33%) 
or an Islamic affiliation (32%). Native patients were older, more often married, had a 
shorter dialysis vintage  and different causes of renal failure compared to immigrant 
patients. 

Psychometric characteristics of the brief RCOPE

Principal component analysis showed a unidimensional positive coping construct, of 
which the Internal consistency in our sample was good (Cronbach α=0.92). The internal 
consistency was similar in the native and immigrant patient groups (Cronbach α=0.91 
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and 0.90 respectively). Because of lack of unidimensionality and insufficient internal 
consistency of the negative coping subscale both overall (Cronbach α= 0.43), and in the 
native and immigrant patients separately (Cronbach α=0.39 and 0.48 respectively), we 
decided to treat the negative coping items as independent negative coping strategies. 
For the main analysis we also explored the total score on the negative coping subscale. 

Table 1. Baseline characteristics of 521 native and immigrant chronic dialysis patients

Total
N=521 

Native 
N=260 (50%)

Immigrant
N=261 (50%)

Socio-demographic characteristics
Age, mean (SD) 65 (15) 70 (13) 60 (15)
Gender, male % 61 60 62
Partnership, partner % 53 56 49
Children, yes % 78 76 80
Education, low % 57 56 59
Employment, unemployed % 89 90 88
Religion
   Christian % 37 40 33
   Islamic % 16 0 32
   Other % 10 3 18
   No religion % 37 57 17
Clinical characteristics
Dialysis modality, hemodialysis % 89 89 89
Incident, yes % 34 35 33
Months on dialysis, median (interquartile range)  20 (5-51) 17 (5-45) 26 (5-64)
Body mass index kg/m2, mean (SD) 27 (6) 27 (6) 27 (6)
Primary cause of renal failure %
   Diabetes Mellitus 24 13 34
   Glomerulonephritis 11 12 9
   Renal vascular disease 27 30 24
   Other 39 45 32
Davies comorbidity %
   No 26 30 23
   Intermediate 57 53 61
   Severe 17 18 17

Religious behavior, religious coping, depressive and anxiety symptoms

Table 2 shows the mean scores on religious behavior, religious coping and prevalence 
of the presence of depressive and anxiety symptoms for both native and immigrant 
patients. 

Immigrant compared to native patients showed significantly higher rates of daily prayer 
(57% versus 22%, respectively) and weekly religious attendance (39% versus 13% 
respectively). The mean score on the positive religious coping subscale, and negative 
coping items “the punishment reappraisal” item and “abandonment interpretation” 
item was significantly higher among immigrant patients compared to native patients. 
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Immigrant patients had significantly more often depressive (48% versus 36%) and 
anxiety symptoms (38% versus 26%) compared to native patients.

Table 2. Religious behavior, religious coping and depressive and anxiety symptoms of 521 native and 
immigrant chronic dialysis patients

Native 
N=260

Immigrant
N=261

P-value

Daily prayer % 22 57 ≤0.01

Weekly religious attendance % 13 39 ≤0.01

Positive coping (5-20) 7.1 (3.5) 12.5 (5.0) ≤0.01

Negative coping (5-20) 7.0 (2.1) 7.6 (2.5) 0.05

Negative coping, separate items

   Punishment reappraisal ( 1-4) 1.1 (0.4) 1.6 (0.9) ≤0.01

   Abandonment interpretation (1-4) 1.2 (0.5) 1.3 (0.6) ≤0.01

   Coping without God (1-4) 1.8 (1.2) 1.8 (1.1) 0.75

   Question whether God exists (1-4) 1.7 (0.9) 1.6 (1.0) 0.39

   Express anger at God (1-4) 1.3 (0.7) 1.2 (0.6) 0.08

BDI >13 36 48 ≤0.01

BAI >13 26 38 ≤0.01

Association of religious behavior and religious coping with depressive 
symptoms
Table 3 shows adjusted associations of religious behavior and religious coping with 
depressive and anxiety symptoms. No significant associations of religious behavior or 
positive coping with depressive symptoms were found in either native or immigrant 
patients. The “abandonment interpretation” and “express anger at god” item were 
significantly associated with present depressive symptoms in both native (OR 1.5 (CI: 1.0-
2.2) and OR 1.4 (CI:1.0-1.9 respectively)) and immigrant patients (OR 1.6 (CI: 1.0-2.4) and 
OR 1.6 (CI:1.1-2.4)). The “punishment reappraisal” item was only significantly associated 
with depressive symptoms in the immigrant patient group. Overall, the negative religious 
coping subscale was significantly associated with depressive symptoms in immigrant 
patients only (OR 2.0 (1.2-3.4)).

Association of religious behavior and religious coping with anxiety 
symptoms
Religious behavior was not associated with anxiety symptoms in either the native or 
immigrant patient group. Positive religious coping was positively associated with 
anxiety symptoms in the immigrant patients (OR 1.5 (CI: 1.2-2.1)), but not in the native 
patients. The “punishment reappraisal” item was only significantly associated with 
anxiety symptoms in the immigrant patients (OR 1.5 (1.2-2.0)). In native patients the 
“abandonment interpretation”, “question whether god exist” and “express anger at 
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god” items were significantly associated with anxiety symptoms. Overall, the negative 
religious coping subscale was only significantly associated with anxiety symptoms 
among native patients (OR 2.3 (1.3-3.9)). 

Table 3. Adjusted association between  religious behavior and religious coping and depressive and 
anxiety symptoms in 521 native and immigrant chronic dialysis patients

Depressive symptoms Anxiety symptoms

Native
OR (95% CI)

Immigrant
OR (95% CI)

Native 
OR (95% CI)

Immigrant
OR (95% CI)

Daily prayer 1.1 (0.6-1.9) 1.2 (0.7-2.1) 1.0 (0.5-2.1) 1.4 (0.8-2.4)

Weekly religious attendance 1.1 (0.6-2.1) 1.2 (0.7-2.0) 0.7 (0.4-1.3) 1.6 (0.9-2.7)

Positive coping 1.2 (0.8-1.6) 1.2 (0.9-1.5) 1.1 (0.8-1.6) 1.5 (1.2-2.1)**

Negative coping 1.5 (0.9-2.3) 2.0 (1.2-3.4)** 2.3 (1.3-3.9)** 1.5 (0.9-2.4)

Negative coping, separate items

   Punishment reappraisal 1.2 (0.8-1.9) 1.6 (1.2-2.2)** 1.1 (0.7-1.8) 1.5 (1.2-2.0)**

   Abandonment interpretation 1.5 (1.0-2.2)* 1.6 (1.0-2.4)* 1.6 (1.1-2.4)* 1.3 (0.9-2.0)

   Coping without God 0.9 (0.7-1.1) 0.9 (0.7-1.2) 1.2 (0.9-1.6) 0.9 (0.7-1.2)

   Question whether God exists 1.3 (0.9-1.7) 1.3 (0.9-1.7) 1.5 (1.1-2.0)** 1.1 (0.8-1.4)

   Express anger at God 1.4 (1.0-1.9)* 1.6 (1.1-2.4)* 1.5 (1.1-2.2)* 1.3 (0.9-1.8)

Stepwise adjusted for age, gender, marital status, children, education, employment, co-morbidity and primary 
cause of renal failure
* P ≤0.05
** P ≤0.01

Sensitivity analysis
Using linear regression (table 4) instead of logistic regression, similar associations of 
religious behavior and positive religious coping with depressive and anxiety symptoms 
were found as in our main analyses. Additional significant associations were found 
between negative religious coping items and higher depressive and anxiety symptoms 
in both groups. Associations between negative coping items and higher depressive 
symptoms seemed slightly stronger for the immigrant patient group compared to natives. 

Examining the association of religious behavior and coping with depressive and anxiety 
symptoms for different religious groups (“No religion”, “Christian”, “Islamic”, “Other”)
(data not shown).  Most significant associations (5) were found in the “Other” religion 
group for both depressive and anxiety symptoms, and least significant associations (1) 
were found in the Islamic religious group. In the not religiously affiliated patient group 
only the “coping without god” and “question whether god exist” items are significantly 
associated with anxiety symptoms.
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Table 4. Linear regression: Association between  religious behavior and religious coping and depressive 
and anxiety symptoms in 521 native and immigrant chronic dialysis patients

Depressive symptoms Anxiety symptoms

Native
B (95% CI)

Immigrant
B (95% CI)

Native 
B (95% CI)

Immigrant
B (95% CI)

Daily prayer -0.1 (-0.6-0.4) 0.2 (-0.5-0.8) -0.1 (-0.7-0.5) 0.2 (-0.5-0.9)

Weekly religious attendance -0.1 (-0.3-0.2) -0.01 (-0.3-0.2) -0.1 (-0.3-0.1) 0.04 (-0.2-0.3)

Positive coping 0.9 (-0.4-2.2) 0.6 (-0.7-2.0) 0.7 (-0.8-2.2) 2.1 (0.5-3.6)**

Negative coping, items

 Punishment reappraisal 0.9 (-1.0-2.9) 2.4 (1.1-3.8)** 1.0 (-1.1-3.1) 2.4 (0.8-3.9)**

 Abandonment interpretation 1.8 (0.4-3.3)* 2.4 (0.5-4.3)* 2.6 (0.9-4.4)** 2.3 (0.0-4.5)*

 Coping without God 0.1 (-0.8-1.0) -0.5 (-1.8-0.9) 1.4 (0.4-2.4)** -0.1 (-1.6-1.4)

 Question whether God exists 1.2 (0.1-2.2)* 1.4 (0.1-2.7)* 1.9 (0.8-3.1)** 0.6 (-0.9-2.1)

 Express anger at God 1.6 (0.3-2.8)* 2.0 (0.3-3.7)* 2.5 (1.0-4.0)** 2.3 (0.2-4.4)*

Stepwise adjusted for age, gender, marital status, children, education, employment, co-morbidity and primary 
cause of renal failure
* P ≤0.05
** P ≤0.01

DISCUSSION

In this European study we found a similar impact of religiousness on the presence 
of depressive and anxiety symptoms for both native and immigrant chronic dialysis 
patients. We found strong significant associations between negative religious coping 
items and depressive and anxiety symptoms among both native and immigrant chronic 
dialysis patients. No benefit of religious behavior or positive religious coping was found 
for both groups. 

Our results indicate that for both native and immigrant dialysis patients negative 
religious coping items are strongly associated with depressive and anxiety symptoms, 
while no apparent benefit of positive religious coping was found. A similar result was 
found in another study among mainly Christian (98%) chronic dialysis patients15.   
Also in other clinical populations the association between negative religious coping 
and depressive symptoms was found34-41, only two studies found that positive religious 
coping was associated with less depressive symptoms34;37. The repeatedly found 
association between negative religious coping and depressive and anxiety symptoms 
reflects how symptoms of depression and anxiety accompany deep existential struggles 
in patients facing serious or chronic disease. 

As expected, we found more intensive religious behavior and positive religious coping 
for immigrant patients compared to native patients. With respect to the negative religious 
coping items, only the “punishment reappraisal” and “abandonment interpretation” 
items were more prevalent among immigrant patients. These findings are similar to a 



77 

Religiousness and depression and anxiety

5

study in the general population in Amsterdam (The Netherlands)25, which also described 
significantly higher daily prayer, weekly religious attendance and positive religious 
coping among non-western immigrants compared to native Dutch. Also the “punishment 
reappraisal” item was significantly higher in the non-western immigrants compared to 
the native Dutch. Although dialysis patients may experience more stress due to being 
chronically ill, we did not find higher religious behavior or mean scores on either the 
positive or the negative religious coping items compared to the general population.

While, immigrant chronic dialysis patients showed more religious behavior and religious 
coping compared to native dialysis patients, this does not seem to explain the higher 
prevalences of depressive and anxiety symptoms we found in immigrant compared to 
native dialysis patients. As for both native and immigrant chronic dialysis patients strong 
associations were found between negative religious coping and depressive and anxiety 
symptoms. This is a remarkable result, because it challenges the notion that in the 
secularized climate of the Netherlands religion is irrelevant.  A possible explanation may 
be that an individual in distress searches for solution in religion in the end42. The stress 
caused by the chronical dialysis treatment may lead to more negative religious coping.

The present study has some limitations. First, the cross-sectional design of the 
study does not allow statements about direction of causation, so we cannot conclude 
whether religious coping is a result of depressive and anxiety symptoms or vice versa. 
Longitudinal studies are needed to examine the causal relationship between religious 
coping and depressive and anxiety symptoms in chronic dialysis patients. Second, due to 
the poor internal consistency of the negative religious coping subscale we were forced 
to examine the items separately. This is consistent with what others have found before. 
Namely, in a study in a general population in The Netherlands also negative religious 
coping items were analyzed separately because of low internal consistency25. However, 
we added the total score on the negative coping subscale to allow comparison with other 
research. Third, it may be argued that some negative coping items could be symptoms 
of depression (punishment or abandonment interpretation). However, previous studies 
found associations between negative coping items and outcomes even after adjustment 
for depression43. A fourth limitation is a possible information or cultural bias, as our 
data are based on self-report questionnaires and therefore questions may have been 
interpreted and answered differently by patients of different ethnic origin. 

In conclusion, this study demonstrates strong associations between negative religious 
coping items and depressive and anxiety symptoms in both immigrant and native 
chronic dialysis patients.  Therefore, religious coping still seems to be relevant in the 
secularized climate of the Netherlands. Overall, in patients facing chronic renal disease 
and dialysis therapy, symptoms of depression and anxiety seem to accompany deep 
existential struggles. Whether this struggle could benefit from recognition by clinicians 
and nursing staff, or require referral to a chaplain or other religious counselor needs 
further consideration. 
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APPENDIX A

10-item RCOPE 

Original American version (Pargament, 1999 26)

Positive (1-5) and negative (6-10) religious coping items 
1. I think about how my life is part of a larger religious force.
2. I work together with God as partners to get through hard times.
3. I look to God for strength, support, and guidance in crises.
4. I try to find the lesson from God in crises. 
5. I confess my sins and ask for God’s forgiveness. 
6. I feel that stressful situations are God’s way of punishing me for my sins or a 

lack of spirituality. 
7. I wonder whether God has abandoned me. 
8. I try to make sense of the situation and decide what to do without relying on 

God. 
9. I question whether God really exists. 
10. I express anger at God for letting terrible things happen. 
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