International Journal of Eurasia Social Sciences 17 (64) 2358

Contents lists available at Red & River Publications

e NTEENATIONA
International Journal of Eurasia Social Sciences -
e

Journal Homepage: www.rrpubs.com/index.php/ijoess B R ATIONG —a—

Research Article/Arastirma Makalesi

Determining the relationship between health anxiety and religious coping among
university students

Bahar Tiirkmenoglu 1*, Abdulkerim Giiler

IHafik Kamer Ornek Vocational School, Department of Child Care and Youth Services, Child Development Program, Sivas Cumhuriyet
University,58000, Tiirkiye

Z,SarkI;Ia School of Applied Sciences, Sivas Cumhuriyet University, 58000, Tiirkiye
Abstract

The aim of this study was to determine the relationship between health anxiety and religious coping among university students. The research was
conducted using a cross-sectional and descriptive design. The sample consisted of 291 students enrolled in a vocational school of a public university
during the spring semester of the 2025-2026 academic year. Data were collected using a Personal Information Form, the Health Anxiety Scale, and
the Religious Coping Scale. Descriptive statistics, independent samples t-test, ANOVA, correlation, and multiple linear regression analyses were
employed in the statistical analyses. The findings indicated that students’ health anxiety levels were close to moderate (Mean = 17.31 + 8.57), with
higher sensitivity to bodily symptoms. Positive religious coping levels (Mean = 19.65 + 3.30) were found to be higher than negative religious coping
levels (Mean = 8.52 # 2.40). In addition, religious coping levels differed significantly according to gender and age; male students had higher negative
religious coping scores, while students aged 21-24 demonstrated higher levels of both positive and negative religious coping. Correlation analysis
revealed no statistically significant relationship between religious coping and health anxiety (p > 0.05). Similarly, regression analysis showed that
positive and negative religious coping variables were not significant predictors of health anxiety (R? = 0.007). However, individuals with chronic
illnesses exhibited higher levels of health anxiety, and significant differences were observed according to certain sociodemographic variables such as
place of residence. The findings suggest that although religious coping is a commonly used strategy among university students, it does not demonstrate
a direct and strong relationship with health anxiety. Health anxiety appears to be more closely associated with cognitive appraisal processes and
individual sensitivities. Therefore, future studies are recommended to incorporate mediating and moderating variables into analytical models.
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Universite égrencilerinin saghk anksiyeteleri ile dini basa cikma durumlari arasindaki

iliskinin belirlenmesi

Oz

Bu ¢alismanin amaci, tiniversite 6grencilerinin saglik anksiyetesi ile dinf basa ¢ikma durumlart arasindaki iliskinin belirlenmesidir. Arastirma kesitsel ve
tanimlayici tasarimda yiiritilmiistiir. Calismanin drneklemini, 2025-2026 egitim-6gretim yili bahar déneminde bir devlet iiniversitesinin meslek
yiiksekokulunda égrenim géren 291 6grenci olusturmugtur. Veriler; Kisisel Bilgi Formu, Saghk Anksiyetesi Olgedi ve Dini Basa Cikma Olgegi kullanilarak
toplanmugtir. Istatistiksel analizlerde tammlayici istatistikler, bagimsiz érneklem t-testi, ANOVA, korelasyon ve ¢oklu dogrusal regresyon analizleri
kullamImigtir. Ogrencilerin saghk anksiyetesi diizeylerinin orta diizeye yakin oldugu (Ort.=17,31%8,57) ve bedensel belirtilere yénelik duyarliligin daha
yliksek oldugu belirlenmistir. Pozitif dinf basa ¢ikma diizeylerinin (Ort.=19,65+3,30) negatif dini basa ¢ikmaya (Ort.=8,52+2,40) gére daha yliksek oldugu
saptanmigtir. Ayrica dinf basa ¢ikma diizeylerinin cinsiyet ve yas degiskenlerine gére anlamli farkhiik gosterdigi; erkek dgrencilerin negatif dinf basa
¢ctkma puanlarinin daha yiiksek oldugu ve 21-24 yas grubundaki 6grencilerin hem pozitif hem de negatif dinf basa ¢cikma diizeylerinin daha yiiksek oldugu
belirlenmistir. Korelasyon analizinde, dinf basa ¢itkma ile saglk anksiyetesi arasinda istatistiksel olarak anlamli bir iliski bulunmamigstir (p>0,05).
Regresyon analizinde de pozitif ve negatif dini basa ¢ikma degiskenlerinin saglik anksiyetesi lizerinde anlamli bir yordayict olmadigi belirlenmistir
(R?=0,007). Bununla birlikte, kronik hastaligi olan bireylerin saghk anksiyetesi diizeylerinin daha yiiksek oldugu ve yasanilan yer gibi bazi
sosyodemografik degiskenlere gére anlaml farkliliklar bulundugu saptanmigstir. Calisma bulgulari, iiniversite 6grencilerinde dini basa ¢cikmanin yaygin
olarak kullanilan bir strateji oldugunu, ancak saglik anksiyetesi ile dogrudan ve giiclii bir iliski géstermedigini ortaya koymaktadir. Saglik anksiyetesinin
daha cok bilissel degerlendirme siiregleri ve bireysel duyarliliklarla iliskili oldugu diistintilmektedir. Bu nedenle, gelecekte yapilacak calismalarda araci ve
diizenleyici degiskenlerin modele dahil edilmesi énerilmektedir.

Anahtar Kelimeler: Saglik anksiyetesi, dinf basa ¢itkma, tiniversite 6grencileri, psikolojik saglik, basa ¢ikma stratejileri
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INTRODUCTION

Health is considered a dynamic process that reflects not merely the absence of disease or disability, but also the individual’s
capacity to maintain physical, psychological, and social well-being (World Health Organization [WHO], 1948). This process is
closely associated with multidimensional variables such as healthy lifestyle behaviors, previous health experiences, personal
values, health perception, and health anxiety (Cihangiroglu & Deveci, 2011; Acikséz et al., 2013; Ozdelikara et al., 2018; Cay1r-
Yilmaz, 2019). In particular, the way individuals perceive and interpret bodily symptoms plays a decisive role in the formation
of health-related cognitive processes. In this context, health anxiety is defined as a cognitive-emotional construct characterized
by excessive and persistent concerns about having or developing a serious illness (Aydemir et al., 2013). Health anxiety is not
limited to sensitivity toward bodily sensations; it is also associated with cognitive mechanisms such as intolerance of
uncertainty, catastrophizing tendencies, and increased threat perception (Asmundson & Taylor, 2020).

Young adulthood represents a critical developmental period during which individuals encounter multiple stressors,
including identity development, academic responsibilities, economic uncertainties, and future planning. University students are
considered a psychologically vulnerable group due to intense academic pressure, performance expectations, and sociocultural
adaptation requirements experienced during this period. The literature indicates that the prevalence of anxiety and depression
among university students is high, constituting a significant global public health concern (Albasheer et al.,, 2025; Han et al,,
2025). Furthermore, academic stress has been shown to negatively affect psychological well-being, and increases in stress levels
have been associated with anxiety symptoms (Pascoe et al., 2019). Difficulties experienced in academic and social adjustment
processes are also reported to weaken psychological resilience and increase the risk of psychopathology (Credé & Niehorster,
2012). In this regard, the intense stress and uncertainty associated with university life may increase individuals’ perceptions of
health-related threats and thereby contribute to the development of health anxiety.

From a theoretical perspective, health anxiety is explained within the framework of the cognitive-behavioral model, in which
misinterpretation of bodily sensations, exaggeration of health-related threats, and the development of dysfunctional coping
strategies are considered core mechanisms (Asmundson & Taylor, 2020). In this process, the coping strategies individuals
employ in response to stress play a determining role in the severity and persistence of health anxiety. In particular, the meanings
individuals attribute to life events and the ways they interpret such events may directly influence the perception of health
threats. At this point, religion and spirituality emerge as important sources of meaning-making and psychological regulation for
many individuals (Kimter, 2022; Asoglu & Ozdemir, 2024).

Religious coping is defined as the process by which individuals utilize religious beliefs, practices, and values to construct
meaning and maintain emotional balance in the face of stressful life events, crises, and health-related threats (Koenig,
Pargament, & Nielsen, 1998). Pargament et al. (2000) conceptualized religious coping in two primary dimensions: positive and
negative religious coping. Positive religious coping includes adaptive strategies such as trusting in God, seeking spiritual
support, developing patience, and acceptance, whereas negative religious coping involves dysfunctional processes such as
interpreting adverse experiences as divine punishment, feelings of abandonment, and experiencing religious conflict. Research
has demonstrated that positive religious coping is associated with psychological well-being, hope, and life satisfaction, whereas
negative religious coping may increase levels of depression, anxiety, and psychological distress (Bucuka, 2022; Cosgun & Tokur,
2022).

In the context of health anxiety, religious coping styles are thought to shape individuals’ illness perceptions and the meanings
attributed to bodily symptoms. Positive religious coping may be associated with more adaptive evaluations of health-related
threats. Conversely, negative religious coping may lead individuals to interpret illnesses as divine punishment or an unfavorable
consequence of fate, thereby intensifying threat perception and increasing health anxiety (Koenig, 2012). Religious coping may
be associated with health anxiety in different ways depending on the coping style used.

Although numerous studies in the international literature have examined the effects of religious coping on psychological
well-being, depression, and general anxiety, studies specifically focusing on the relationship between health anxiety and
religious coping remain limited (Francis et al,, 2019; Mahmood et al., 2021). Research investigating this relationship among
university students is particularly scarce. In societies such as Tiirkiye, where religious and cultural values play an important
role in everyday life and stress-coping processes, examining the effects of religious coping strategies on health anxiety carries
particular significance. Moreover, the majority of existing studies have been conducted in Western societies (Joseph etal., 2025),
and the influence of cultural context on religious coping processes has not been sufficiently addressed. This highlights the
potential contribution of studies conducted within the Turkish context to the existing literature.

Accordingly, the present study aims to investigate the relationship between health anxiety and religious coping styles among
university students. The study is expected to fill an important gap in the literature by demonstrating that health anxiety is
associated not only with individual and psychological variables but also with cultural and spiritual coping processes.
Furthermore, the findings are anticipated to contribute to a more holistic consideration of spiritual resources and cultural
sensitivity in psychological counseling and mental health interventions designed for university students.

Research questions

What are the levels of health anxiety and religious coping among university students?
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Are religious coping styles associated with health anxiety?

Do religious coping styles significantly predict health anxiety?

Does the relationship between religious coping and health anxiety differ according to sociodemographic variables?
Research Hypotheses

Hi: There is a significant negative relationship between positive religious coping and health anxiety.

Hz: There is a significant positive relationship between negative religious coping and health anxiety.

Hs: Positive religious coping significantly and negatively predicts health anxiety.

Ha: Negative religious coping significantly and positively predicts health anxiety.

Hs: Levels of health anxiety and religious coping differ significantly according to certain sociodemographic variables.
METHOD

Type of the study

The study was conducted using a cross-sectional design.

Place and time of the study

The research was carried out in April 2026 at Sivas Cumhuriyet University, located in the city center of Sivas, Tirkiye.
Population and sample of the study

The population of the study consisted of approximately 500 students enrolled in a vocational school affiliated with Sivas
Cumhuriyet University during the spring semester of the 2025-2026 academic year. Prior to determining the sample size, a
power analysis was conducted using the G*Power 3.1 software. Based on a medium effect size (r = 0.30), a 95% confidence level
(a0 = 0.05), and 80% statistical power (1-B = 0.80), the minimum required sample size for correlation analyses was calculated
as 84 participants. The final sample of the study consisted of 291 participants.

Inclusion criteria

e Being enrolled in the relevant vocational school during the 2025-2026 spring semester,

e Voluntarily agreeing to participate in the study,

e Completing the questionnaire form in full.
Exclusion criteria

e Students who refused to participate in the study,

e Students who provided incomplete or invalid responses to the questionnaire form,

e Students who were not officially enrolled, on leave, or withdrawn from the school during the study period.
Data collection tools

Personal Information Form: In the study, a Personal Information Form was developed by the researchers through a review
of the literature to determine students’ sociodemographic characteristics, health-related conditions, and general information
regarding their religious/spiritual experiences. The form consists of 17 questions including sociodemographic variables such
as gender, age, marital status, department, and grade level, as well as health-related variables including chronic disease status,
regular medication use, and perceived general health status.

Health Anxiety Scale: The Health Anxiety Scale was developed by Salkovskis et al. (2002) to assess health anxiety. The Turkish
validity and reliability study of the scale was conducted by Aydemir et al. (2013). The scale is a four-point Likert-type instrument
consisting of 18 items and 2 subdimensions. The first 14 items assess the main dimension, namely hypersensitivity to bodily
symptoms and anxiety level. The last four items assess the additional dimension related to the negative consequences of illness
and the individual’'s mental state in the event of a serious illness. The total score ranges from 0 to 54, with higher scores
indicating higher levels of health anxiety. Exploratory factor analysis was applied to establish construct validity. In reliability
analyses, the Cronbach’s alpha internal consistency coefficient was found to be 0.918. In the present study, the Cronbach’s alpha
internal consistency coefficient of the Health Anxiety Scale was found to be 0.881; 0.88 for the hypersensitivity to bodily
symptoms and anxiety subdimension, and 0.732 for the negative consequences of illness subdimension.

Religious Coping Scale: The Religious Coping Scale was developed to evaluate religion-based coping methods used by
individuals during stressful and challenging life events and the frequency with which these methods are employed. The original
form of the scale was developed by Kenneth I. Pargament et al. (2000), and its Turkish adaptation, bilingual equivalence, validity,

720



Turkmenoglu B and Guler A International Journal of Eurasia Social Sciences 17(64) 2358

and reliability analyses were conducted by Eksi and Sayin (2016). The scale consists of 10 items and two subdimensions:
Positive Religious Coping (items 1-7) and Negative Religious Coping (items 8-10). The scale is structured as a 4-point Likert-
type instrument ranging from “1 = I almost never do this” to “4 = I do this frequently.” No reverse-coded items are included in
the scale, and positive and negative religious coping scores are calculated separately rather than as a total score.

The construct validity of the scale was examined using confirmatory factor analysis. The fit indices obtained for the two-
factor structure indicated acceptable model fit (Xz/dfz 2.58; RMSEA = 0.049; GFI = 0.94; CFI = 0.95; NFI = 0.98; NNFI = 0.93).
Factor loadings ranged between 0.64 and 0.93. Regarding convergent validity, a strong positive correlation was found between
positive religious coping and religious-oriented coping strategies (r = 0.88, p < 0.05), whereas a moderate positive correlation
was identified between negative religious coping and religious-oriented coping (r = 0.34, p < 0.05). In terms of reliability,
Cronbach’s alpha coefficients were reported as .91 for the Positive Religious Coping subscale and 0.86 for the Negative Religious
Coping subscale. In the present study, Cronbach’s Alpha coefficients were found to be 0.877 for Positive Religious Coping and
0.868 for Negative Religious Coping.

Data collection method and time

The data were collected through face-to-face interviews under the supervision of the researchers between April 1 and April
10, 2026. Data collection procedures were conducted in appropriate classroom settings during students’ non-class hours. Prior
to data collection, participants were informed about the purpose of the study, it was emphasized that participation was entirely
voluntary, and informed consent was obtained. The data collection process lasted approximately 15-20 minutes.

To ensure participant anonymity and confidentiality, no identifying information such as names, student numbers, or other
personal identifiers was included in the questionnaire forms. Participants were informed that the collected data would be used
solely for scientific purposes and would not be shared with third parties. Completed questionnaires were collected in sealed
envelopes and stored securely with restricted access limited to the researchers. During the data collection process, a total of
305 students were reached; however, 14 incomplete or incorrectly completed forms were excluded from the evaluation, and
analyses were conducted on data obtained from 291 students.

Data analysis

The collected data were analyzed using SPSS 23.0 software. When testing whether the data conformed to normal
distribution, it was observed that the mean score for positive religious coping was 19.65+3.30, the mean score for negative
religious coping was 8.52+2.40, the mean score for hypersensitivity to bodily symptoms and anxiety was 13.58+7.16, the mean
score for negative consequences of illness was 3.73+2.58, and the total mean score of the Health Anxiety Scale was 17.31+8.57.
Examination of skewness and kurtosis values revealed that all variables remained within the #1 range. Based on these results,
the data were considered to exhibit characteristics close to normal distribution, and the assumptions for parametric tests were
deemed to be satisfied.

Following descriptive statistics, the independent samples t-test was used for comparisons between two groups, and One-
Way ANOVA was used for comparisons among more than two groups. Relationships between variables were evaluated using
Pearson correlation analysis. In all analyses, the level of statistical significance was accepted as p<0.05.

Ethical principles

Ethical approval for the study was obtained from the Sivas Cumhuriyet University Health Sciences Research Ethics
Committee (Decision No: 2026-01/10), and institutional permission was obtained from Sivas Cumhuriyet University. In
addition, informed consent was obtained from all participants after explaining the scope of the study, participant rights, and
confidentiality principles. Furthermore, the study was conducted in accordance with the principles of the Declaration of
Helsinki.

FINDINGS

Table 1 presents the socio-demographic characteristics of the participants. The majority of the students were female
(85.2%). The highest proportion in the age distribution belonged to the 17-20 age group (64.9%). Nearly all participants were
single (97.6%), and the largest proportion were second-year students (57.7%).

Regarding perceived academic achievement, the highest proportion reported a moderate level (45.7%), followed by good
(40.5%). In terms of health-related variables, most participants did not have a chronic illness (90.7%) and did not use
medication regularly (88.7%). Additionally, a large majority (92.1%) reported not experiencing a serious health problem in the
past six months. Self-rated general health status was most frequently reported as moderate (45.4%).

Concerning perceived family socioeconomic status, the vast majority of participants reported a moderate level (94.8%). The
place of longest residence was most commonly a district (32.0%). In terms of religious/spiritual characteristics, most
participants defined themselves as moderately religious (54.6%). Regarding coping with stressful life events, the most frequent
response was “sometimes” (37.1%), and similarly, the most common frequency of prayer/worship practices was also
“sometimes” (45.4%).
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Table 2 presents the descriptive statistics of the Religious Coping Scale. The findings indicate that students’ levels of positive
religious coping (Mean = 19.65) were relatively high, whereas negative religious coping levels (Mean = 8.52) were
comparatively lower.

Table 3 presents the descriptive statistics of the Health Anxiety Scale and its subdimensions. The results show that the overall
level of health anxiety among students was close to moderate (Mean = 17.31). In terms of subdimensions, the level of
hypersensitivity to bodily symptoms and anxiety (Mean = 13.58) was higher than the subdimension related to the negative
consequences of illness (Mean = 3.73).

Table 1. Socio-demographic characteristics of the students

Variable Subgroup n %
Gender Male 43 14.8
Female 248 85.2
17-20 189 649
Age 21-24 92 31.6

>25 10 3.4
. Single 284 97.6

Marital Status Married 7 24
1styear 123 423
Year of Study 2nd year 168 57.7

Very low/Low 8 2.7
. . . Moderate 133 457
Perceived Academic Achievement Good 118 405
Very good 32 11.0

. Yes 27 9.3
Presence of Chronic Illness No 264 90.7

Low 10 3.4
Perceived Family Socioeconomic Status Moderate 276  94.8
High 5 1.7
Metropolitan city 58 19.9
. City 68 234
Longest Place of Residence District 93 320
Village 72 24.7
N Yes 33 11.3
Regular Medication Use No 258 887

. . Yes 23 7.9
Serious Health Problem in the Last 6 Months No 268 921
Very poor/Poor 13 4.5
Moderate 132 454
Self-Rated General Health Status Good 116  39.9
Very good 30 10.3

Not religious/Slightly religious 16 5.5
e Sl . . Moderately religious 159 54.6
Self-Identification in Terms of Religiosity/Spirituality Religious 101 347
Very religious 15 5.2

Never 10 3.4
Rarely 35 12.0
Use of Religious/Spiritual Methods in Stressful Life Events Sometimes 108 37.1
Often 96  33.0
Always 42 14.4

Rarely 15 5.2
. . Sometimes 132 454
Frequency of Prayer/Worship Practices Often 95 326
Always 49 16.8
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Table 2. Descriptive statistics of the religious coping scale subdimensions

Subdimension Mean SD Median Min Max
Positive Religious Coping 19.65 3.30 20.00 9.00 24.00
Negative Religious Coping 8.52 2.40 9.00 3.00 12.00
Table 3. Descriptive statistics of the health anxiety scale and subdimensions
Subdimension Mean SD Median Min Max
Hypersensitivity to Bodily Symptoms and Anxiety 13.58 7.16 14.00 0.00 40.00
Negative Consequences of Illness 3.73 2.58 4.00 0.00 12.00
Total Health Anxiety Score 17.31 8.57 18.00 0.00 45.00
Table 4. Comparison of religious coping by sociodemographic variables
. Positive Religious Coping Negative Religious
Variable Subgroup (Mean * SD) P Coping (Mean * SD) P
Male 19.93 + 2.43 9.21 +1.95 .
Gender Female 19.60 + 3.43 0446 8.40 + 2.45 0.018
17-20 19.34 + 3.31 8.42 £ 2.39
Age 21-24 20.39 £ 3.08 0.028* 9.02 £2.19 0.000*
=25 18.70 + 4.24 570 +2.41
1styear 19.60 + 3.21 8.39 +2.18
Year of Study 2nd year 19.68 + 3.38 0.833 8.61 +2.55 0435
Metropolitan 19.86 + 3.29 8.41 % 2.63
city
Place of Residence City 19.91 £ 2.99 0.689 8.44 + 2.39 0.938
District 19.59 +3.71 8.54 +2.29
Village 19.31 + 3.07 8.65 + 2.40
. Yes 18.81 + 4.24 8.56 £ 2.45
Chronic Illness No 19.73 + 3.19 0.289 8.52 + 2.40 0.934
N Yes 18.91 +3.71 8.48 + 2.24
Medication Use No 19.74 + 3.24 0172 8.52 +2.42 0.931
Health Problem in the Yes 18.65 + 3.43 8.65+2.17
Last 6 Months No 19.74 + 3.28 0.131 8.51+2.42 0.762

Independent samples t-test and ANOVA, *p < 0.05

Table 4 illustrates the relationships between religious coping and sociodemographic characteristics. No statistically
significant difference was found in positive religious coping according to gender (p > 0.05). However, a significant difference
was observed in negative religious coping (p < 0.05), with male students scoring higher than female students.

According to age, statistically significant differences were identified in both positive and negative religious coping (p < 0.05).
The highest mean scores for both positive (Mean = 20.39) and negative (Mean = 9.02) religious coping were observed in the
21-24 age group.

In contrast, no statistically significant differences were found in either positive or negative religious coping with respect to
class level, place of residence, presence of chronic illness, regular medication use, or experiencing a health problem within the
last six months (p > 0.05).

Table 5 presents the relationships between health anxiety and sociodemographic variables. No statistically significant
differences were found in hypersensitivity to bodily symptoms and anxiety, negative consequences of illness, or total health
anxiety scores according to gender or age (p > 0.05).

According to class level, a significant difference was observed only in the subdimension of negative consequences of illness
(p < 0.05), with second-year students scoring higher than first-year students.

Significant differences were found according to place of residence in both hypersensitivity to bodily symptoms and anxiety
(p < 0.05) and total health anxiety scores (p < 0.05). Students living in metropolitan areas and districts had higher scores
compared to those living in rural areas.

Regarding chronic illness status, significant differences were observed in both hypersensitivity to bodily symptoms and
anxiety (p < 0.05) and total health anxiety scores (p < 0.05), with higher scores among students with chronic illnesses.

No statistically significant differences were found in any subdimensions or total health anxiety scores with respect to regular
medication use or experiencing a health problem in the last six months (p > 0.05).
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Table 5. Comparison of health anxiety according to sociodemographic variables

Hype_rsen51t1v1ty to Negative Total Health
Variable Subgroup Bodily Sym.p toms P Consequences of Anxiety Score P
and Anxiety Illness
(Mean # SD)
(Mean * SD) (Mean * SD)
Gender Male 11.91£7.16 0.097 3.35+2.62 0.293 15.26+8.78 0.088
Female 13.87+7.13 3.80+2.58 17.67+8.50
17-20 13.62+7.45 0.559 3.68+2.53 0.115 17.30+8.93 0.959
Age 21-24 13.76+6.65 3.66+2.53 17.42+8.16
>25 11.20+6.36 5.40+3.60 16.60+5.34
Year of Study 1styear 14.11+£7.93 0.300 3.28+2.46 0.011% 17.3949.33 0.898
2nd year 13.20+6.53 4.06+2.63 17.26+8.00
Metropolitan 14.66+6.57 0.010% 355217 0.807  1821+7.74  0.034*
lace of 01.ty
RZsidence City 13.88+6.74 3.72+2.50 17.60+8.01
District 14.55+7.46 3.94+2.55 18.48+9.00
Village 11.18+£7.19 3.63+3.01 14.81+8.81
Chronic Yes 16.26+8.91 0.041% 4.33+£3.04 0.205 20.59+10.94 0.037*
Illness No 13.31+6.92 3.67+2.53 16.98+8.24
Medication Yes 14.82+8.61 0.292 3.85+2.77 0.784 18.67+10.49 0.336
Use No 13.42+6.96 3.7242.56 17.14+8.30
Health Yes 15.65+9.82 0.293 3.30+2.44 0.409 18.96+11.28 0.465
Problem in
the Last 6 No 13.40+6.88 3.77£2.60 17.17+£8.31
Months
Independent samples t-test and ANOVA, *p < 0.05
Table 6. Relationship between health anxiety and religious coping
Positive Negative e . Negative
Variables Religious Relgigious Hypersensitivity to B.Odlly Consquuences of
. . Symptoms and Anxiety
Coping Coping Illness
Negative Religious Coping prz_ 00 ;0914* o
Hypersensitivity to Bodily r=0.098 0.068 —
Symptoms and Anxiety p =0.096 0.247
Negative Consequences of r=-0.035 0.056 0.421 —
Illness p=0.553 0.342 0.000*
Total Health Anxiety Score ; _: %ggé ggzg 3306 12 " 3505 13*

Pearson correlation analysis, *p < 0.05

Table 6 presents the correlations between students’ health anxiety and religious coping levels. A moderate, positive, and
statistically significant relationship was found between positive and negative religious coping (r = 0.494, p < 0.05).

However, no statistically significant relationships were identified between positive religious coping and hypersensitivity to
bodily symptoms and anxiety (r = 0.098, p > 0.05), negative consequences of illness (r =-0.035, p > 0.05), or overall health anxiety
(r=0.071, p > 0.05).

Similarly, no significant relationships were found between negative religious coping and health anxiety or its subdimensions
(p>0.05).

In contrast, a moderate, positive, and statistically significant relationship was observed between hypersensitivity to bodily
symptoms and anxiety and negative consequences of illness (r = 0.421, p < 0.05).

Furthermore, very strong (r = 0.962, p < 0.05) and strong (r = 0.653, p < 0.05) positive correlations were found between
overall health anxiety and its subdimensions of hypersensitivity to bodily symptoms and anxiety, and negative consequences of
illness, respectively.

Table 7 presents the results of the multiple linear regression analysis examining the predictive effect of religious coping on
health anxiety. The findings indicate that the overall model was not statistically significant and had very low explanatory power
(R? = 0.007), suggesting that the variables included in the model had a limited effect on health anxiety.
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Neither positive religious coping (f = 0.046, p > 0.05) nor negative religious coping (f = 0.051, p > 0.05) emerged as
statistically significant predictors of health anxiety.

Additionally, the confidence intervals for both variables included zero, further supporting the lack of a significant predictive
effect.

When multicollinearity statistics were examined, the tolerance values were found to be 0.756 and the Variance Inflation
Factor (VIF) values were determined as 1.322, indicating that there was no multicollinearity problem in the model.
Furthermore, a Durbin-Watson coefficient of 1.878 indicated the absence of autocorrelation among the error terms and
demonstrated that the model satisfied the assumption of independence.

Table 7. Multiple linear regression analysis of the effect of religious coping on health anxiety

- o, 0,
Variables B Std. Beta T p 95% CI for B 95% CI for B
Error value (Lower) (Upper)
(Constant) 13.417  3.058 — 4388  0.000 7.399 19.436
Positive Religious Coping  0.119 0175  0.046 0.680 0.497 -0.226 0.464
Negative Religious 0.182 0241 0051 0.756 0.451 -0.292 0.657

Coping
DISCUSSION AND CONCLUSION

In this study, the relationship between health anxiety and religious coping among university students was examined. The
findings demonstrated that students’ levels of health anxiety were close to moderate, that positive religious coping strategies
were used more frequently than negative religious coping strategies, and that religious coping styles did not show a statistically
significant relationship with health anxiety. In addition, some sociodemographic variables, such as the presence of chronic
illness and place of residence, were found to be associated with levels of health anxiety.

The finding that students’ health anxiety levels were close to moderate is consistent with the literature indicating that
university students are in a psychologically sensitive developmental period (Ibrahim et al., 2013; Beiter etal., 2015; Ozdelikara
et al, 2018). University life is a period in which psychological stress is experienced intensely due to academic performance
pressure, economic uncertainties, the need for social adjustment, and concerns about the future. According to the cognitive-
behavioral model of health anxiety, when individuals interpret bodily sensations as threatening, anxiety levels increase, leading
to persistent health-related cognitive preoccupations (Salkovskis et al,, 2002; Birimoglu-Okuyan et al., 2020). In the present
study, the higher scores in the hypersensitivity to bodily symptoms subdimension suggest that health anxiety is particularly
associated with cognitive-sensory appraisal processes.

The findings regarding religious coping levels indicated that students used positive religious coping strategies more
frequently. This result is consistent with studies reporting that religion may serve as a functional resource for meaning-making,
psychological regulation, and coping with stress (Pargament et al., 2000; Koenig, 2012; Dogan, 2018; Niyazibeyoglu, 2025).
Positive religious coping may contribute to the reinterpretation of stressful experiences, the development of hope, and the
maintenance of psychological balance. In contrast, the lower levels of negative religious coping suggest that participants
experienced their religious belief systems in a more supportive and integrative manner.

One of the main findings of the study was the absence of a significant relationship between religious coping and health
anxiety. This result differs from some previous studies reporting that negative religious coping is associated with depression,
general anxiety, and psychological stress (Pargament et al., 2000; Ano & Vasconcelles, 2005). However, there are also studies in
the literature suggesting that the effects of religious coping on psychological symptoms may vary depending on sample
characteristics, cultural structure, and the nature of the stressor (Uysal et al., 2017; Mehmedaj, 2025; Polat et al., 2025). In
particular, unlike other forms of anxiety, health anxiety is characterized by the cognitive processing of threat perceptions
through bodily sensations. Therefore, the relationship between religious coping and health anxiety may be shaped through
indirect mechanisms rather than direct associations. From the perspective of the cognitive-behavioral model, this finding
suggests that health anxiety is more strongly related to cognitive processes such as intolerance of uncertainty, catastrophizing
bodily symptoms, and threat expectancy (Asmundson & Taylor, 2020). Religious coping, on the other hand, is more closely
associated with restructuring the meaning attributed to events and emotional regulation processes. Therefore, these two
constructs may operate on different psychological dimensions. The absence of a significant relationship in the present study
suggests that the effect of religious coping on health anxiety may occur through mediating variables such as psychological
resilience, perceived social support, self-compassion, or meaning in life. Nevertheless, due to the cross-sectional design of the
study, these possibilities cannot be interpreted causally.

The moderate positive relationship found between positive and negative religious coping indicates that individuals do not
rely on unidirectional coping strategies during stressful situations. The literature emphasizes that individuals may
simultaneously develop both adaptive and conflictual religious appraisals (Pargament, 1997). This finding supports the notion
that religious coping is not a stable personality trait but rather a dynamic process that may vary depending on context.
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From a cultural perspective, religious coping in Tiirkiye is known to be strongly intertwined with social norms and daily life
practices. In societies with prominent collectivist characteristics, religious orientations may function not only as individual
coping mechanisms but also as means of social belonging and cultural continuity. Therefore, the effects of religious coping on
psychological outcomes may differ from findings obtained in Western societies. In the Turkish context, the more normative and
routine nature of religious practices may have weakened their direct relationship with specific cognitive processes such as
health anxiety. This finding demonstrates that cultural context may shape the relationships among psychological variables.

The sociodemographic findings showed that students with chronic illnesses had higher levels of health anxiety. This result
is consistent with the literature indicating that the presence of physical illness increases perceptions of health-related threat
(Bredemeier et al., 2023). The tendency of individuals with chronic illnesses to continuously monitor their health status may
increase attention to bodily symptoms and consequently influence levels of health anxiety. In addition, students living in
metropolitan cities and district centers reported higher levels of health anxiety, which may be associated with greater exposure
to health-related information, media exposure, and environmental stressors.

The regression analysis indicated that the explanatory power of the model was quite limited and that religious coping
variables were not significantly associated with health anxiety levels. Therefore, the findings should be interpreted cautiously.
Although no statistically significant relationship was identified in the present study, this does not necessarily indicate that
religious coping is unrelated to psychological processes. More comprehensive models including additional psychological and
contextual variables may provide a better understanding of these relationships.

Considering the practical implications of the study, it is important to develop holistic intervention models in mental health
services for university students that take into account not only symptom-focused approaches but also individuals’ cultural and
spiritual resources. In particular, psychoeducation programs based on intolerance of uncertainty, cognitive restructuring, and
stress management may be developed for students experiencing health anxiety. Furthermore, evaluating students’ coping
strategies within their cultural context may enhance the effectiveness of university-based psychological counseling services.

Conclusion

In conclusion, this study demonstrates that religious coping is a common strategy among university students; however, its
relationship with health anxiety may not be direct or strong. The findings indicated that positive and negative religious coping
were not significantly associated with health anxiety, and neither variable significantly predicted health anxiety levels.
Therefore, hypotheses H1, H2, H3, and H4 were not supported. On the other hand, significant differences were identified in
health anxiety and religious coping levels according to certain sociodemographic variables such as gender, age, chronic illness
status, and place of residence, partially supporting H5. The results suggest that health anxiety may be more closely associated
with cognitive appraisal processes and individual sensitivities rather than religious coping styles alone. Future longitudinal and
multicenter studies incorporating mediating and moderating variables such as psychological resilience, social support, self-
compassion, and intolerance of uncertainty into the model may contribute to a more comprehensive understanding of this
relationship.

Recommendations
Based on the findings of this study, the following recommendations can be proposed:

1. Implications for mental health interventions: Programs aimed at reducing health anxiety should incorporate holistic
approaches that address individuals’ meaning-making processes and value systems, in addition to cognitive-behavioral
techniques. Interventions designed to enhance psychological resilience are particularly important.

2. Implications for educational institutions: Universities should expand mental health promotion programs and provide
training to increase awareness of stress management, health literacy, and adaptive coping strategies. Early identification
and prevention of health anxiety are critical in this context.

3. Recommendations for future research: Future studies should incorporate mediating and moderating variables such as
psychological resilience, social support, intolerance of uncertainty, and cognitive distortions to better understand the
relationship between religious coping and health anxiety. Longitudinal and multi-center studies are also recommended to
clarify causal relationships.

4. Methodological recommendations: Studies involving larger and more diverse samples from different universities and
sociocultural contexts would enhance generalizability. Additionally, the use of mixed-method approaches (quantitative
and qualitative) instead of solely self-report measures may provide more in-depth insights.

Limitations and strengths

The study has several methodological limitations. First, the sample was limited to students from a single university,
restricting generalizability. Second, the use of self-report instruments may introduce biases such as social desirability, recall
bias, and common method bias, since all data were collected simultaneously from the same participants using self-report
measures. Third, the cross-sectional design limits causal inference and restricts the interpretation of directional relationships
between variables. Fourth, although variables such as chronic illness status, perceived health status, place of residence, and
religiosity level may be associated with health anxiety, these potential confounding variables were not controlled for in the
regression model. Therefore, the findings related to the regression analysis should be interpreted cautiously. Finally, the
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overrepresentation of female participants may reduce gender-based generalizability. Future studies should aim for more
balanced samples, longitudinal designs, and more comprehensive statistical models controlling for potential confounding
factors.

This study has several notable strengths that contribute to its scientific value and relevance. First, it addresses a relatively
underexplored relationship between health anxiety and religious coping within a university student population, thereby filling
an important gap in the literature. In particular, the integration of both psychological (health anxiety) and cultural-spiritual
(religious coping) constructs provides a more holistic and interdisciplinary perspective.

Second, the study employs validated and reliable measurement instruments, including the Health Anxiety Scale and the
Religious Coping Scale, which enhances the internal validity and credibility of the findings. The reporting of strong reliability
coefficients further supports the robustness of the measurement process.

Third, the use of a sufficiently large sample size (n = 291), supported by power analysis, increases the statistical power of
the study and strengthens the generalizability of the results within similar populations.

Fourth, the inclusion of both positive and negative dimensions of religious coping allows for a nuanced and multidimensional
analysis, rather than treating coping as a unidimensional construct. This approach provides a more comprehensive
understanding of how individuals utilize religious resources in response to stress.

Fifth, the study incorporates a range of sociodemographic variables and employs multiple statistical techniques, including
correlation and regression analyses. This methodological rigor enables a more detailed examination of relationships between
variables and enhances the analytical depth of the study.

Finally, the findings offer practical implications for psychological counseling and mental health interventions in university
settings, particularly by highlighting the contextual and indirect role of religious coping. This contributes to the development of
culturally sensitive and evidence-based intervention strategies.

Ethical statement

This study involves human participants. Ethical approval was obtained from the Sivas Cumhuriyet University Ethics
Committee (Decision No: 2026-01/10), and institutional permission was granted. Written informed consent was obtained from
all participants prior to data collection. The study was conducted in accordance with the principles of the Declaration of Helsinki.

Generative Al Use Statement

Artificial intelligence-based tools, including ChatGPT (version 5.3), were used in this study solely for language editing
purposes, such as improving grammar, clarity, and readability of the manuscript. No Al tools were used for data analysis,
interpretation of results, or generation of scientific content.

CRediT authorship contribution statement

Tirkmenoglu B.: Conceptualization, Methodology, Validation, Formal analysis, Investigation, Resources, Data curation,
Writing - Original Draft, Writing - Review & Editing, Supervision. Giiler A.: Methodology, Software, Validation, Formal analysis,
Investigation, Resources, Data curation, Writing - Review & Editing, Visualization.

Data availability
The data that support the findings of this study are available from the corresponding author upon reasonable request.
Declaration of competing interest

The authors declare that they have no known competing financial interests or personal relationships that could have
appeared to influence the work reported in this paper.

Acknowledgment

This research received no specific grant from any funding agency in the public, commercial, or not-for-profit sectors.

REFERENCES
Aciksoz, S., Uzun, S., & Arslan, F. (2013). Hemsirelik 6grencilerinin saghk algisi ile saghgi gelistirme davranislari arasindaki
iliskinin incelenmesi. Giilhane Tip Dergisi, 55(3), 181-187. [Crossref]

Albasheer, 0., Al Ageeli, E., Aljezani, T. I, Bakri, K. A, Jathmi, S. M., Maashi, A, ... etal. (2025). Prevalence of depressive, anxiety,
and stress symptoms and barriers to mental health services among medical students at Jazan University, Saudi Arabia: A
cross-sectional study. Medicine, 104(1), e41185. [Crossref]

Ano, G. G., & Vasconcelles, E. B. (2005). Religious coping and psychological adjustment to stress: A meta-analysis. Journal of
Clinical Psychology, 61(4), 461-480. [Crossref]

727


https://doi.org/10.5455/gulhane.15228
https://doi.org/10.1097/MD.0000000000041185
https://doi.org/10.1002/jclp.20049

Turkmenoglu B and Guler A International Journal of Eurasia Social Sciences 17(64) 2358

Asmundson, G. ]. G., & Taylor, S. (2020). How health anxiety influences responses to viral outbreaks like COVID-19: What all
decision-makers, health authorities, and health care professionals need to know. Journal of Anxiety Disorders, 71, Article
102211. [Crossref]

Asoglu, E., & Ozdemir, 0. (2024). Deprem kaynakli travma sonrasi stres belirtileri ile basa ¢ikmada din egitiminin rolii. Tiirkiye
Din Egitimi Arastirmalari Dergisi, 17, 321-348. [Crossref]

Aydemir, 0., Kirpinar, I, Sati, T,, Uykur, B., & Cengisiz, C. (2013). Reliability and validity of the Turkish version of the Health
Anxiety Inventory. Archives of Neuropsychiatry, 50(4), 325-331. [Crossref]

Beiter, R., Nash, R.,, McCrady, M., Rhoades, D., Linscomb, M., Clarahan, M,, ... et al. (2015). The prevalence and correlates of
depression, anxiety, and stress in a sample of college students. Journal of Affective Disorders, 173, 90-96. [Crossref]

Birimoglu-Okuyan, C., Karasu, F., & Polat, F. (2020). Hemsirelik 6grencilerinin COVID-19’a maruz kalma korkularinin saghk
kaygis1 diizeyleri lizerine etkisi: Bir iiniversite érnegi. Van Saglik Bilimleri Dergisi, 13(COVID-19 Ozel Say1), 45-52.

Bredemeier, K., Church, L. D., Bounoua, N, Feler, B., & Spielberg, ]. M. (2023). Intolerance of uncertainty, anxiety sensitivity, and
health anxiety during the COVID-19 pandemic: Exploring temporal relationships using cross-lag analysis. Journal of
Anxiety Disorders, 93, Article 102660. [Crossref]

Bucuka, Y. (2022). Engelli ¢cocuk annelerinin sosyal destek, yasam doyumu ve dini basa ¢ikma durumlari. Bingél Arastirmalari
Dergisi, 8(2), 97-124. [Crossref]

Cihangiroglu, Z., & Deveci, S. E. (2011). Firat Universitesi Elazig Saglk Yiiksekokulu dégrencilerinin saghkli yasam bicimi
davraniglari ve etkileyen faktorler. Firat Tip Dergisi, 16(2), 78-83.

Cosgun, R, & Tokur, B. (2022). Agir hastalarda dini basa ¢ikma. Journal of Analytic Divinity, 6(2), 122-144. [Crossref]

Credé, M., & Niehorster, S. (2012). Adjustment to college as measured by the Student Adaptation to College Questionnaire: A
quantitative review of its structure and relationships with correlates and consequences. Educational Psychology Review,
24(1), 133-165. [Crossref]

Cayir-Yilmaz, M. (2019). Hemsirelik 6grencilerinin saglik algilari ile fiziksel aktivite diizeyleri. Journal of Human Rhythm, 5(4),
323-338.

Dogan, M. (2018). Universite 6grencilerinin travma sonrasi gelisimlerinde i¢csel dinf motivasyon, dini basa ¢ikma, sabir ve
stikriin roli. Turkish Studies, 13(25). [Crossref]

Eksi, H., & Sayin, M. (2016, May 19-22). The adaptation of Religious Coping Scale into Turkish language: A study of bilingual
equivalence, validity and reliability [Conference presentation]. AGP Humanities and Social Sciences Conference, BAU
International Berlin University, Berlin, Germany.

Francis, B,, Gill, ]. S., Han, N. Y., Petrus, C. F., Azhar, F. L., Sabki, Z. A, ... et al. (2019). Religious coping, religiosity, depression and
anxiety among medical students in a multi-religious setting. International Journal of Environmental Research and Public
Health, 16(2), Article 259. [Crossref]

Han, S.-S., Zhang, Y.-S., Zhu, W,, Ye, Y.-P,, Li, Y.-X,, Meng, S.-Q., ... et al. (2025). Status and epidemiological characteristics of
depression and anxiety among Chinese university students in 2023. BMC Public Health, 25, Article 1189. [Crossref]

Ibrahim, A. K, Kelly, S. ], Adams, C. E., & Glazebrook, C. (2013). A systematic review of studies of depression prevalence in
university students. Journal of Psychiatric Research, 47(3), 391-400. [Crossref]
Joseph, J. ], Anandhan, H. Deikus, M., & Vveinhardt, ]. (2026). Mapping the landscape of religious coping: Review and

bibliometric analysis of theocentric and non-theocentric practices. Journal of Religion and Health, 65, 290-313. [Crossref]

Kimter, N. (2022). Dini basa ¢ikma ile depresyon, anksiyete, stres ve psikolojik saglamlik arasindaki iliski ve bu iliskilerde
psikolojik saglamligin aracilik rolii. International Journal of Social and Humanities Sciences Research (JSHSR), 9(87), 1806-
1841. [Crossref]

Koenig, H. G. (2012). Religion, spirituality, and health: The research and clinical implications. ISRN Psychiatry, 2012, Article
278730. [Crossref]

Koenig, H. G., Pargament, K. 1., & Nielsen, ]. (1998). Religious coping and health status in medically ill hospitalized older adults.
The Journal of Nervous and Mental Disease, 186(9), 513-521. [Crossref]

Mahmood, Q. K, Jafree, S. R,, Sohail, M. M,, & Akram, M. B. (2021). A cross-sectional survey of Pakistani Muslims coping with
health anxiety through religiosity during the COVID-19 pandemic. Journal of Religion and Health, 60(3), 1462-1474.
[Crossref]

728


https://doi.org/10.1016/j.janxdis.2020.102211
https://doi.org/10.53112/tudear.1458935
https://doi.org/10.4274/npa.y6383
https://doi.org/10.1016/j.jad.2014.10.054
https://doi.org/10.1016/j.janxdis.2022.102660
https://doi.org/10.53440/bad.1124914
https://doi.org/10.46595/jad.1127744
https://doi.org/10.1007/s10648-011-9184-5
https://doi.org/10.7827/TurkishStudies.14583
https://doi.org/10.3390/ijerph16020259
https://doi.org/10.1186/s12889-025-22443-7
https://doi.org/10.1016/j.jpsychires.2012.11.015
https://doi.org/10.1007/s10943-025-02466-5
https://doi.org/10.26450/jshsr.3280
https://doi.org/10.5402/2012/278730
https://doi.org/10.1097/00005053-199809000-00001
https://doi.org/10.1007/s10943-021-01218-5

Turkmenoglu B and Guler A International Journal of Eurasia Social Sciences 17(64) 2358

Mehmedaj, G. (2025). Tiirkiye'de fiiniversite okuyan uluslararast dgrencilerin karsilastiklart sorunlarda dini basa ¢ikma
yéntemlerinin incelenmesi [Yiiksek lisans tezi, Istanbul Sabahattin Zaim Universitesi].

Niyazibeyoglu, T. (2025). Universite sinavi hazirlik siirecinde imam Hatip Lisesi 6grencilerinin basvurduklar: dinf basa ¢ikma
yontemleri. Islami [limler Dergisi, 40, 79-94. [Crossref]

Ozdelikara, A., Agacdiken Alkan, S., & Mumcu, N. (2018). Determination of health perception, health anxiety and effecting factors
among nursing students. Medical Journal of Bakirkoy, 14(3), 275-282. [Crossref]

Pargament, K. 1. (1997). The psychology of religion and coping: Theory, research, practice. Guilford Press.

Pargament, K. I, Koenig, H. G., & Perez, L. M. (2000). The many methods of religious coping: Development and initial validation
of the RCOPE. Journal of Clinical Psychology, 56(4), 519-543. [Crossref]

Pascoe, M. C., Hetrick, S. E., & Parker, A. G. (2020). The impact of stress on students in secondary school and higher education.
International Journal of Adolescence and Youth, 25(1), 104-112. [Crossref]

Polat, K., Giilden, C., & Cifci, S. (2025). Relationships between health anxiety, intolerance of uncertainty, rumination and self-
compassion: A structural equation and latent profile analysis. International Journal of Eurasia Social Sciences, 16(59),
290-313. [Crossref]

Salkovskis, P. M., Rimes, K. A., Warwick, H. M. C., & Clark, D. M. (2002). The Health Anxiety Inventory: Development and validation
of scales for the measurement of health anxiety and hypochondriasis. Psychological Medicine, 32(5), 843-853. [Crossref]

Uysal, V., Goktepe, A. K., Karagoz, S., & ilerisoy, M. (2017). Dini baga ¢ikma ile umut, hayat memnuniyeti ve psikolojik saglamhk
arasindaki etkilesim {izerine bir arastirma. Marmara Universitesi Ilahiyat Fakiiltesi Dergisi, 52(52), 139-160. [Crossref]

World Health Organization. (1948). Constitution of the World Health Organization.
https://www.who.int/about/governance/constitution

This study is licensed under a Creative Commons Attribution 4.0 International License (CC BY 4.0).

729


https://doi.org/10.34082/islamiilimler.1596463
https://doi.org/10.5350/BTDMJB.20170310015347
https://doi.org/10.1002/(SICI)1097-4679(200004)56:4%3C519::AID-JCLP6%3E3.0.CO;2-1
https://doi.org/10.1080/02673843.2019.1596823
https://doi.org/10.70736/ijoess.552
https://doi.org/10.1017/S0033291702005822
https://doi.org/10.15370/maruifd.333535
https://www.who.int/about/governance/constitution
https://creativecommons.org/licenses/by/4.0/

