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Abstract: Aging is usually defined as gradual and general functional impairment in adaptive responses to reduce 
stress, coupled with the risk of developing age-related diseases. An elderly clearly needs coping skills to deal with 
life changes and stress. Since only a few studies have been published in this area, the current study aimed to 
examine the relationship between general health and religious coping skills of elderly people residing at homes. 
A descriptive-analytic study was conducted on 200 elderly residents at home in Sari, northern Iran. A stratified 
random sampling method was used and eligible elderly were selected from different health centers of the city. 
Demographic characteristics such as gender, age, educational level and marital status were recorded. GHQ28 
questionnaire was used to assess general health and elderly religious coping skills were assessed by religious coping 
questionnaire. Descriptive and inferential statistics were used to collect the data. For data analysis ANOVA and 
Pearson correlation coefficient were used in SPSS Version 17. The mean of Religious coping was 102.11±15.74 and 
the mean of general health was 25.89±10.62. A significant relationship was found between general health and 
various aspects of physical symptoms such as anxiety, social dysfunction and depression (P <0.0001). Pearson 
correlation test revealed no significant relationship between general health and religious coping (r= -0.12, P= 0.08). 
There was a negative relationship between religious coping and depression in the dimension of general health (r = -
0.17, P = 0.01). ANOVA test revealed no significant relationship between the aspects of general health and religious 
coping skills of poor (97 or less), average (107 to 98) and good (108 or more) (F = 0.44, P = 0.64).The present study 
found a relationship between general health depression and religious coping skills. Thereby, caregivers should focus 
more on religion and enhance religious coping skills of elderly people. Further studies should be carried out to 
investigate the relationship between public health and religious coping skills in different cultures and religions.   
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Introduction 
One of the major changes in 20 th century is aging 
population which is estimated to rise from 600 million 
in 2000 to two billion by 2050. This phenomenon is 
more troublesome in developing countries since such 
nations cannot easily adapt to the consequences of this 
phenomenon. Population aging occurs in Iran as well as 
other countries. It is believed that the mean age of 
population will increase by 10 years during 2006-2026. 
Proportion of elderly people in Iran doubled 2.27 times 
within the last 50 years, which will reach 26 million in 
2050 and that is 26% of the total population[1]. 
Aging is usually defined as gradual and general 
functional impairment in adaptive response to reduce 
stress, associated with the risk of developing age-related 
diseases. Elderly is a period of life that is accompanied 
with great challenges, acute stress and increased levels 

of different physical and psychological requirements[2]. 
In a study carried out by Traynor, 2005 it was emerged 
that obstacles such as perception of insufficient income, 
poor religious believes, poor functional ability to cope 
with stress and loneliness are the main causes of failure 
in managing the  stress among elderly people. For older 
adults with physical disabilities who regularly compare 
themselves with others, finding new meaning in life and 
applying appropriate coping strategies results in better 
acceptance of changes[3].  
According to psychology, successful aging is attributed 
with the ability to cope with physical, psychological and 
social changes in order to achieve happiness, dignity, 
comfort and satisfaction in life. Since patterns of life are 
inevitably changing during lifetime, elderly individuals 
require flexible coping skills to deal with life 
changes[4]. A meta-analysis study revealed that proper 



Life Science Journal 2012;9(4)                                                          http://www.lifesciencesite.com 

3206 

 

coping strategies in elderly influence their health 
status[5]. Stowell et al. 2001 indicated an effect of 
coping strategies on immune response and increased 
level of leukocytes among elderly people[6]. It was also 
found that efficient coping skills improved the health 
status of older adults compared to that of the younger 
individuals[7]. Coping skills help reducing the 
vulnerability associated with health problems in elderly. 
Due to many reasons old age people are more 
vulnerable than young people; therefore, the need for 
coping skills is greater among this age group. By 
increase in the number of old people the rate of chronic 
illnesses will rise. Optimal aging also concerns chronic 
health issues. Attempts to understand the cognitive-
behavioral efforts is called coping, which will lead to 
better management in this situation. Another reason 
could be higher vulnerability of elderly people 
compared to young individuals exposed to stress that is 
associated with impairment of various organs of the 
body, including hypothalamus - pituitary – adrenal, 
which could result in chronic diseases. Furthermore, 
elderly people experience difficult times due to 
experiencing decease of others, which could expose 
them to psycho- social stress[8]. Some studies showed 
that older populations are able to continue a normal life 
if they achieve a correct perception of aging and also 
benefiting from the belief that healthy aging is a period 
of well adapting to new situation[4, 9, 10]. According to 
these, researchers consider one of necessary condition 
of aging phenomenon as a successful coping[8, 11-14]. 
On of the  coping strategies include attention to 
religious and spiritual, which are the products of coping 
skills in a way that makes personal adjustment in old 
age[4]. Other scholars believe that more attention on 
religious coping could act as a support system and 
power for the elder[15]. Similarly, results of a 
qualitative study found relying on God as the coping 
style among American Indian older population[16]. 
Religion makes life more meaningful and is essential 
for physical and mental health, life satisfaction and 
successful aging[17]. Considering spiritual and religious 
issues helps elderly to satisfy a happy life and 
support[14]. A study has also shown that attention to 
religion in elderly makes acceptance of death easier and 
reduces the fear of death and the future [2, 14]. Some 
studies found a relationship between religious 
attendance and health; however, their data did not 
indicate that the effect of religious attendance on 
religious coping is associated with health or social 
participation and presence in groups[18]. 
Few researches have been conducted on the probable 
relationship between religious coping skills and general 
health of the elderly. Religious coping strategy and its 
role in promoting mental, physical, and social health 
made the authors to answer the following question: Is 

there any relationship between public health and 
religious coping skills? 
 
Materials and Methods 
A descriptive – analytic study was performed on 200 
elderly residents at home in Sari, Iran. A stratified 
random sampling method was used and eligible subjects 
were selected from different health centers. First the 
ethics committee of Mazandaran University of Medical 
sciences approval was obtained. Then, the researchers 
completed the study questionnaires by referring to 
homes of the elderly after obtaining written consent 
from the participants. Those who were unwilling to 
participate in the study were excluded and the nearest 
household's number was selected to complete the 
questionnaires. The obtained data included demographic 
characteristics, gender, age, educational level and 
marital status. General Health Questionnaire (GHQ28) 
was also used to assess the general health. This 
international standard questionnaire contains four 
subscales including somatic symptoms (7 questions), 
anxiety (7 questions), depression (7 questions), and 
social functioning (7 questions). If the total score is 
higher than 23 it indicates a problem in public health. In 
addition, if the score achieved for each dimension is 
more than 14 it shows general health impairments[19]. 
Noorbala et al explained the validity and reliability of 
the questionnaire of all sub-components of two-scale 
questionnaire between GHQ28 and Scl-90 showed a 
significant correlation (P> 0.001). Test-retest reliability 
of the questionnaire was  r= 0.85 [20]. Religious coping 
skills were measured by religious coping questionnaire 
designed by Azimi et al that investigates the virtual 
aspects which helps people in understanding different 
situations, receiving supports and problem solving in 
everyday life. Reliability of the questionnaire was 
determined by test-retest (r=0.88), then by split half test 
(0.88) and Cronbach's alpha (90%). This scale has 31 
questions, each with five options which are scored 
according to Likert method of scoring (0-4). The mean 
and standard deviations of scores are ranked on three 
levels of low (97 or less), moderate (107 to 98) and high 
(108 or more)[21].  The data was analyzed using SPSS, 
ANOVA and Pearson correlation coefficient. 
 
Results 
The study was done by recruiting 200 elderly aged from 
61 to 85 years old. The participants included 61% 
females of whom 66% were married, 1% single, 1.5% 
divorced and 31.5% widowed. The respondents 
included retired (57.5%), workers (8.5%), business man 
(4.5%), unemployed (12%) and self-employed (17.5%). 
Levels of education in 36.6% of participants was 
illiterate, 15% were able to read and write, 22.5% had 
primary education, 8.5% of the interviewees educated 
until junior high school, 12% had diploma and 5.5% had 
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university degrees. Chronic physical illnesses were seen 
among 68% of the elderly. The mean of religious 
coping skills and general Health was 1.2.11±15.74 and 
25.89±10.62, respectively. The mean and the standard 
deviation of general health are shown in Table 1. As it 
can be seen, all aspects of general health scores were 
lower than 14. In the dimension of general health social 
functioning had the highest average, while depression 
had the lowest average. Higher score in general health 
indicates lower general health. Pearson correlation test 
showed no significant relationship between general 
health and religious coping (r = -0.12, P = 0.08). In 
contrast a significant relationship was found between 
religious coping and depression in the domain of 
general health (r = -0.17, P = 0.01). There is also a 
significant relationship between general health and its 
various aspect (somatic symptoms, anxiety, social 
dysfunction and depression)(P <0/0001). The data are 
summarized in Table 2. In present study the highest 
average of general health (26.74±10.77) belonged to the 
low religious skill's group and the lowest mean general 
health was related to high religious skill's group 

(24.72±11.05). Since higher rating of general health is 
presence of health disorders, thus, in this study, 
promoting the religious coping, the general health was 
being increased (Table 3). However, the lowest mean 
was related to depression of the general health and 
strong religious skill’s group. The ANOVA showed no 
significant relationship between the four dimensions of 
general health and three dimensions of religious 
including: poor coping skills (97 or less), moderate (107 
to 98) and high (108 or more) (F = 0.44, P = 0.64) 
(diagram 1).  
 
 
 
 
 
 
 
 
 
 

 
Table 1: Mean and standard deviation of various aspects of general health and total scores of GHQ28 

variable Mean Std. Deviation 
Somatic symptom 7.48 3.80 
anxiety 7.48 3.88 
Social function 7.96 2.65 
depression 2.96 3.61 
total score of GHQ28 25.89 10.62 

 
Table 2: The relationship between different aspects of general health and religious coping 

depression Social 
function 

anxiety Somatic 
symptom 

GHQ 
domains 

Religious 
coping  

-.12 -.03 -.07 -.11 r 

.04 .62 .30 .11 P-Value, Sig. (2-
tailed) 

 
Table 3: Mean and standard deviation of various aspects of general health in terms of poor, medium and strong 
religious coping  

Std. Deviation Mean of GHQ N Religious coping 
10.07 26.74 55 (≥97) 

10.77 25.93 101 (98-107) 
11.05 24.72 44 (≤108) 
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Diagram 1: The relationship between different aspects of general health based on poor, medium and strong 
religious coping  
 

Discussion 
Based on the results of present study, the average of 
general health among elderly was 25.89±10.62. Since the 
studied elderly were rated higher than 23 scores, thus, they 
are suspected to disorders in general health. The elderly 
scores of general health in all dimensions were below 14. 
It means that the elderly had no problems in dimensions of 
general heath and their scores were the normal range. The 
highest average related to depression. Since low score of 
GHQ instrument is along with better general health, so 
this study elderly in depression dimension had better 
condition. 
In accordance with the results of other studies of elderly, 
spouse decease and loneliness[22-25], Social Isolation[22, 
26, 27], menopause [22, 28], failure to perform the 
activities and several diseases [22, 27, 29-31]experienced 
depression and depressive symptoms such as sadness and 
suffering are seen as a part of their life[26]. However, it 
must be said, depression is an illness that affects one-in-
four to one-in-five elderly people in the community and 
will lead to reduced quality of life, physical deterioration, 
functional dependence, and a lot of medical expenses[27]. 
Most elderly lose their spouses or close friends, and they 
are subject to experience bereavement, grief and 
sorrow[22]. Fortunately, in present study, this domain of 
the general health is considered normal. It seems lower 
rates of depression in Iranian elderly is to be due to social 
and cultural context. The results of other studies also show 
that there are many psychosocial problems associated with 
depression symptoms. The symptoms associated with 
neglect, grief, economic pressures, concerns, home, life 
and the pressures of social separation[26]. Results of the 

study indicated a strong association between depression 
and social, interpersonal, socio - economic, familial, and 
environmental co- incidence[27]. It can be said that 
depression is one of the several factors that affect general 
health and aging process and aging changes are not the 
causes; however, it is created in the context of physical, 
psychological, social, economic, cultural and spiritual life 
of each person. In addition, there was significant 
correlation between the four main general health aspects 
of somatic symptoms, anxiety, depression, and social 
functioning in the present study. The religious coping 
could be one of the factors that affect the mental health 
and consequently on other aspects of health[32]. 
In the current study, religious coping skills of older people 
in the study averaged 102.11, which means moderate and 
there was no significant correlation between total score of 
general health and religious coping. However, there was 
an inversely significant correlation between religious 
coping and depression domain of general health. As a 
response to increasing skills, depression declined. Study 
results also suggest a similar relationship between 
religious coping and depression domain of general 
health[33]. In one study, the data analysis regressions 
showed that prayer help spiritual health and predicted 
mental health, subjective well-being, physical symptoms 
and depression[34]. Similarly, in a qualitative study of the 
lived experiences of 20 elderly depressed women, using 
ethnography interviews, the results showed that according 
to elderly religious beliefs prevent the onset of depression. 
One elderly expressed depression due to illness, loneliness 
and bad memories, which he believed that a talented 
person can overcome it. Elderly believes that depression is 
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associated with pain and sadness that usually occurs after 
a life of poverty. They prayed for help for these problems. 
According to their religious beliefs, their way of relieving 
depression and negative situations improved and made 
them strong to endure problems[26]. Other studies have 
also expressed a relationship between depression and 
religious coping skills[32, 33]. The use of coping 
strategies has variety of outcomes in different people[8]. 
Among the coping strategies used in elderly, only 
functional coping strategies has a positive impact on 
human health[13, 35, 36]. Religion and spirituality are the 
common effective strategies that are especially used by the 
elderly and help them to improve their psychological well-
being. In an elderly study, researchers identified 
components of successful aging. One of the variables 
which were examined in this study was seniors' religiosity 
and their role in successful aging. In this study, successful 
aging was identified using two measures of life 
satisfaction and general health questionnaire and religious 
orientation test was used to identify the role of religiosity. 
Statistically significant results indicated that successful 
elderly tend to have more religious trust[37].  
As previously mentioned, old age is associated with many 
common stressors in elderly life that may be normal 
variation of aging such as impaired physical function, 
impaired activity, appearance and disability caused by 
chronic diseases[27, 35, 38-40], psycho-social lacks, loss 
of earnings, loss of ability to play the role and the 
previous activities[35, 39, 41-43] and the death of loved 
ones[24, 44-46]. Moreover, the researchers found that as 
elders spend the aging process, they experience loss of 
confidence, feelings of isolation, alienation and 
worthlessness and move towards the problems of physical, 
mental, emotional - social and spiritual experience[12]. 
Although in this study there was an inverse significant 
relationship only between religious coping skills and 
depression in general health, many expressed the mental – 
emotional, socio- cultural and economic deprivations 
which are results of different ways of lifestyle may occur 
under conditions of confounding variables, and they are as 
well considered the factors influencing physical 
dysfunction. Therefore, there is a constantly vicious cycle 
of deprivations between physical dysfunction - 
psychological, emotional, social - cultural and economic 
deprivations[4, 22, 35, 38, 47, 48]. It can be said that 
health is considered a two-way interaction; on one hand it 
is a product of selection and use of effective and 
appropriate coping with change and stress, and on the 
other hand it is pavement to a healthy psychological 
environment, which makes diagnosis of a coping strategy 
possible, in the light of true knowledge and assessment of 
stressful situations[49]. It seems referring to spirituality 
and religion is one of the most important strategies for 
coping with aging events.  
With regard to the results of the current study and other 
studies, it can be concluded that religious coping skills can 

influence general health of elderly. However, more studies 
in different cultures and religions are recommended. 
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