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Abstract The paper presents the process of translation and cultural adaptation of the

Religious Coping Questionnaire (the RCOPE) by Pargament et al. (2000) for Polish

adolescents. The work was driven by the necessity to obtain a structural and measurement

equivalence between the American and Polish versions of the instrument. The Polish

version was created at the Department of Clinical Psychology of Children and Adolescents

at The John Paul II Catholic University of Lublin, Poland. The exploratory factor analysis

with the Oblimin oblique rotation was carried out. The principal components method was

used as an extraction method of common factors. The results provided input for con-

structing the scales. The Adolescent Religious Coping Questionnaire consists of 105 items,

grouped in 16 scales, which reflects positive and negative religious coping strategies.
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Introduction

Since the publication of Pargament’s (1997) book interest in religious coping topic has

increased dramatically. Various studies in this field have been conducted among different

age groups (e.g. Benore et al. 2008; Bjorck and Thurman 2007; Dew et al. 2010), not just

in the Christian population but also among different religious groups (Abu Raiya et al.

2008; Amer et al. 2008; Rosmarin et al. 2009; Tarakeshwar et al. 2003) almost all over the

world (e.g. Huang et al. 2009; Winter et al. 2009; Zwingmann et al. 2008). Research

focuses on multiple issues, e.g. religious coping with cancer (Nairn and Merluzzi 2003;

Yoshimoto et al. 2006), chronic illness (Cigrang et al. 2003), chronic pain (Dunn and

Horgas 2004), HIV (Cotton et al. 2006; Jacobson et al. 2006; Pargament et al. 2004b).

Research that documents a positive role of religion in coping with psychiatric problems is

becoming more and more popular (e.g. Huguelet et al. 2007; Mohr et al. 2007; Pieper

E. B. Talik (&)
Department of Clinical Psychology of Children and Adolescent, The John Paul II Catholic University
of Lublin, Al. Racławickie 14, 20-950 Lublin, Poland
e-mail: etalik@kul.pl

123

J Relig Health (2013) 52:143–158
DOI 10.1007/s10943-011-9464-x



2004). There are numerous studies regarding religious coping with some specific stressors

such as bereavement (Stoebe 2004), domestic violence (Watlington and Murphy 2006),

abortion (Major et al. 1998), widowhood (Michael et al. 2003), and even religious coping

with flood (Smith et al. 2000) or hurricane Katrina (Henderson 2010). All above-mentioned

studies suggest that religion can play an important role in the process of coping with stress,

and religious coping strategies are specific, integral part of this process.

However, religious coping can be both positive and negative. In general, positive

religious coping is related to better functioning, and negative religious coping is associated

with a number of negative outcomes (Ano and Vasconcelles 2005). For example, positive

religious coping is associated with better physical health (e.g. Harris et al. 2008), decreased

levels of depression (e.g. Bjorck and Thurman 2007; Koenig and Cohen 1992), increased

mental health status (Pargament et al. 2004a, b), and stress related growth (Park and

Fenster 2004). Negative religious coping is associated with poorer psychological adjust-

ment and different types of psychopathology, including anxiety, depression, obsessive–

compulsive disorder (Ano and Vasconcelles 2005; Conners et al. 2006; Harrison et al.

2001; Sherman et al. 2005). Some of the negative religious strategies could be associated

with greater distress or even lead to worsening of health or higher mortality (Pargament

et al. 2004a, 2003). It is worth noticing that religious coping significantly predicts out-

comes even when controlling for general coping measures (e.g. Pargament 1990a, b) and

general religiousness measures (Pargament et al. 1998).

The research to date has focused primarily on adults, without particular regard to

religious coping among children and adolescents. There are some studies that attempt to

assess if and how youths use religious coping strategies in dealing with different stressors,

e.g. parental divorce (Shortz and Worthington 1994) or parental death (Pinnow 2001),

sexual assault (Frazier et al. 2004), serious illness such an asthma (Benore et al. 2008),

cystic fibrosis (Pendleton et al. 2002) or depression (Carleton et al. 2008; Dew et al. 2010).

Wills et al. (2003) found that turning to religion when adolescents are faced with negative

life events buffers the impact of life stress on substance use. Molock et al. (2006) have

reported that religious coping protects African American adolescents from suicide. These

studies support the relevance of religious coping for the young and, in general, are con-

sistent with reports from several studies of adults: positive religious coping correlates

positively with indicators of adjustment (i.e. positive affect and life satisfaction) and

negatively with indicators of psychological distress (i.e. negative affect and clinical

symptomatology).

To date, the issue of religious coping has not been very popular in Poland. There are

some investigations that evaluate the role of religion in people’s lives (e.g. Chlewiński

1982a, b; Jarosz 2003; Prę _zyna 1981; Walesa 2006), but usually it is global indicators of

religiousness that have been used to measure religion. These methods of assessment are

inefficient, because they leave unanswered important questions about the role of religion in

the coping process (Pargament 1997). It is a well-known fact that the Religious Coping

Questionnaire (the RCOPE) by Kenneth I. Pargament compensates for the lack of a

measurement that would evaluate the role of religion in coping with stress. There are many

advantages of this instrument, if compared with general methods of assessment. First, the

RCOPE is theory-based and function-oriented. This method assesses the most important

functions of religion such as finding meaning, gaining control, gaining closeness to God

and intimacy with others and achieving a life transformation. Second, the RCOPE is

opened to the negative as well as positive side of religion—some religious coping strat-

egies could be ineffective in the coping process. Moreover, some of them could be

associated with a higher level of distress or even lead to worsening of health or higher
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mortality (Pargament et al. 2004a, 2003). Next, the RCOPE is detailed and comprehensive

in scope as it measures a wide array of religious coping activities, because the nature of

religion is multifunctional. Finally, the RCOPE is empirically based, but clinically valid

and meaningful (Pargament 1997; Pargament et al. 2000).

There were two main reasons for undertaking the translation and cultural adaptation of

the RCOPE in Poland. First and the most important reason was lack of proper measurement

that would fully evaluate the role of religion in coping with negative life events. There is

one Polish version of the RCOPE, adopted by Paweł Socha, yet it is designed only for

adults (Socha 1995, 1997, 2000b). It is known that adolescence is an essential period for

the study of religion (van Dyke et al. 2009). During this time, religious development and

maturation takes place, which are directed toward the autonomy and religious authenticity

(Głód 2006; Walesa 2006).

Secondly, religion is an integral and important component of the Polish culture. Reli-

gious practices are commonly used by Polish people (even young people), who are mainly

Catholics (Święs 2006). But the question remains whether religion manifests itself in a

similar way in both cultures? Are religious coping strategies similar across cultures and in

different age groups (American adults versus Polish adolescents)? To answer these

questions, the process of cultural adaptation of the RCOPE has been conducted with a view

to achieving cultural equivalence between the source and target versions of the

questionnaire.

The aim of this study is to present the process of the cultural adaptation of the RCOPE

for Polish adolescents. Next, some results of the study using the Polish version of the

RCOPE are presented.

Cultural Adaptation

With the permission of Kenneth I. Pargament,1 the Polish version of the RCOPE was

adapted in 2008 by Professor Leszek Szewczyk and El _zbieta Talik (Weinmuller), PhD, at

the Department of Clinical Psychology of Children and Adolescent at the John Paul II

Catholic University of Lublin. The Polish version was developed according to guidelines

for cross-cultural adaptation recommended by International Test Commission (ITC)

(Hambleton 2001) which include issues of structural and measurement equivalence.

Structural equivalence (also termed conceptual or construct equivalence) is concerned with

the extent to which the meaning and dimensional structure of a psychological construct are

identical across cultural groups. Measurement equivalence is concerned with the extent to

which both the item content and psychometric properties (i.e. validity and reliability) of the

instrument are similar across cultures. Linguistic (or semantic) equivalence represents a

special case of measurement equivalence in which the original instrument is translated into

another language.

Structural Equivalence

Firstly, the construct equivalence of the instruments was assessed. We referred to the basic

perspectives for cross-cultural studies which have been called the ‘‘emic–etic paradigm’’

1 The permission obtained by e-mail on 7 April, 2004.
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(Brislin 1976). The emic perspective involves the evaluation of specific phenomena from

within the culture and its context. The etic perspective, on the other hand, is directed at

identifying and comparing common phenomena across different cultural contexts. Theo-

retical construct that is measured by the RCOPE is religious coping strategies. Religion is

conceptualized as systems of significance that are grounded in beliefs about the sacred

(individual aspect) and is realized within broader religious context e.g. in a congregation

(institutional aspect) (Pargament 1997). Both individual and institutional aspects of reli-

gion are present in Polish psychology of religion (see: Chlewiński 1989; Głaz 2004;

Prę _zyna 1981; Szymołon 2006). The main functions of religion identified by Pargament

et al. (2000) are consistent across both cultures: religion plays a key role in searching for

meaning, sense of life (Chlewiński 1991; Kozielecki 1991; Mariański 1990; Socha 2000a);

religion offers many ways to achieve control (Chlewiński 1982a, b; Kozielecki 1991).

Religion also can be a source of comfort and closeness to God (see: Kubacka-Jasiecka

et al. 1996; Grzymała-Moszczyńska 1996) and to other people (Chlewiński 1989; Prę _zyna

1981). Religion can have some therapeutic function: it releases one from feeling guilty

(Chlewiński 1982a, b; Grzymała-Moszczyńska 1996) or even prevents pathology

(Kozielecki 1991). In the Polish literature of the subject, there are other functions (emic

aspect), for instance religion is the basis of a value-system (Prę _zyna 1981; Mariański 1990)

or can help people in personality development (Grzymała-Moszczyńska 1996; Kubacka-

Jasiecka et al. 1996).

There are many similarities in behaviors associated with the theoretical construct across

both cultures, such as questioning of God’s power, punishing God reappraisal, collabo-

ration with God in problem solving, pleading for God’s intercession (see: Wandrasz 2006).

It seems that only one religious coping strategy is more specific for the American culture

than Polish (emic aspect), namely Marking Religious Boundaries, as the Roman-Catholic

denomination is widespread in Poland. Therefore, there is no need to stay away from false
religious teaching (item 66) or avoiding people who aren’t of my faith (item 87).

To summarize this point, it seems that construct equivalence has been positively ver-

ified. The behaviors associated with the theoretical construct are in many ways similar in

the source and target culture. There are some etic aspects regarding the definition and

function of religion. There are also some emic aspects that relate to a few functions and

manifestations of religion.

The next point of the article concerns measurement equivalence and it starts with

linguistic equivalence. Therefore, psychometric adaptation of the RCOPE is described.

Measurement Equivalence

At the beginning of this stage, a linguistic adaptation was conducted, which is commonly

treated as a special case of measurement equivalence (Bartram 2009).

Linguistic (Semantic) Equivalence

The first step involved translation of the original version of the RCOPE into Polish. A

committee translation procedure was conducted, consisting of four independent translators

and psychologists with advanced English. They knew the target population (adolescents)

had a knowledge of the construct being assessed (religious coping) and had some

knowledge of test development. Next, the four translations were reviewed by additional

committee of experienced clinicians and researchers from the clinical psychology seminar

(12 persons). They assessed each item according to an appropriate scale. Interjudge
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reliability at the level of 50% was enough to choose the ultimate translation of each item.

We decided not to use the back-translation procedure which is widely criticized as not

sufficient to obtain cultural equivalency of the instrument (Byrne et al. 2009; Geisinger

1994; Gregoire and Hambleton 2009; Hambleton 2001; Vijver and Hambleton 1996). After

the first version of the translation was produced, it was pretested with a group of 30 persons

that represented the target population, namely students of a secondary school in Lublin. We

included an interview with the pilot participants to find out their reactions to the instrument

instructions, items and response categories. After the initial pilot data were collected, the

team members from the clinical seminar met again to consider any necessary changes. The

items found to present difficulties in comprehension were modified to remove any limi-

tations that were noticed.

To sum up, in our attempt to obtain semantic equivalence some words and phrases were

changed according to the feedback from both groups (experts and adolescents). We tried to

find balance between a literal translation and a culturally specific translation (Hambleton

2001); therefore, we tried to place emphasis on the translation of the intent of an item

rather than on literal translation. The main changes concerned the passive tense that is

prevalent in English but much less common in Polish; therefore, we used much more of the

active tense constructions in the target translation. In two cases, the word ‘‘God’’ was

added (to ‘‘spiritual force’’ in item 72 and to ‘‘higher power’’ in item 95). It was added to

make clear the sense of Christian roots of these items. To avoid negative connotations of

the word ‘‘clergy’’, we changed it into ‘‘priests’’. The word ‘‘congregation’’ was replaced

with ‘‘church’’, which is more relevant in the Polish religious context.

Some alterations were made according to the instruction. We did not go for a literal

translation and instead paraphrased part of the text. People responded to the items on the

same 4 point Likert scale rating, ranging from the same point (from 0 to 3), but we retained

only one answer option (leaving ‘how frequently’ and deleting ‘how much’). This change

was made according to both an expert and adolescent opinion who regarded the remaining

two options misleading. The same layout and format of the instrument was maintained in

its original version.

Psychometric Equivalence

At this stage, a psychometric adaptation of the questionnaire was conducted together with

initial validation investigation. The validation was done on a sample of 400 secondary

school students: 245 girls (61. 3%) and 155 boys (38. 8%). The average age of the

participants was 18.23 (17–20). A vast majority of the respondents declared to be

believers (76.3%) and practicing church-goers (61%). All subjects declared to be Roman

Catholics. It is necessarily to emphasize that the sample was relatively homogenous, as

most participants were young Catholics. This is so because the majority of believers in

Poland are Catholics (above 90%). Given such a narrow faith composition of the sample,

the generalizability of the present results to different ages and other religious groups is

limited.

We started off by conducting a number of item analyses to evaluate response biases, such

as frequency distributions and evaluation of skewness and kurtosis of the items. Principal

psychometric adaptation was done using an exploratory factor analysis with principal

components extraction and oblique rotation (delta = 0). We tried to repeat the author’s

steps of psychometric analysis, described in detail elsewhere (see: Pargament et al. 2000). In

the beginning, our team repeated all of their steps, but none of the obtained models was
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satisfied because of many crossloadings of items and overfactored solutions.2 Therefore, the

next set of analyses was slightly modified. Those results are presented below in details.

Hierarchical factor analysis was conducted. All of the 105 items were entered into an

exploratory factor analysis with principal components extraction and oblique rotation

(delta = 0) with the solution constrained to generate only two factors.3 The relevance of

the model was confirmed by Kaiser–Meyer–Olkin Measure of Sampling Adequacy
(KMO = 0.92) and Bartlett’s Test of Sphericity (v2 = 4,331.01; P \ 0.001).These two-

factor solutions accounted for 59.13% of the variance. Each of the factors fulfills Kaiser–

Guttman criterion (eigenvalues greater than 1) (see Table 1).

As suggested by Pargament et al. (2000), items with factor loadings of more than 0.30

were accepted. An examination of the pattern matrix revealed two items that had factor

loading of less than 0.30 and four crossloadings of items. These items were dropped

accordingly. Finally, after another factor analysis, the first factor consisted of 65 items, and

the second was formed from 34 items.

A total of 65 items from the first factor were entered into an exploratory factor. The

relevance of the model was confirmed by Kaiser–Meyer–Olkin Measure of Sampling
Adequacy (KMO = 0.97) and Bartlett’s Test of Sphericity (v2 = 17,937.42; P \ 0. 001).

Nine factors were obtained, which accounted for 62.84% of the variance. Items were

included in a factor if their value was greater than 0.40. An examination of the pattern

matrix revealed fifteen crossloadings of items. These items were dropped, and the

remaining ones were entered into another factor analysis. After a fourth factor analysis, the

pure nine factor structure was obtained, without croosloadings of items. These nine factors

solutions accounted for 65.19% of the variance (Table 2). An examination of the item

content revealed that these factors set up positive religious strategies scales.

The same analysis referred to 34 items from the second main factor. Again, the rele-

vance of the model was confirmed by Kaiser–Meyer–Olkin Measure of Sampling Ade-
quacy (KMO = 0.90) and Bartlett’s Test of Sphericity (v2 = 17,937.42; P \ 0.001). Seven

factors were obtained which accounted for 61.77% of the variances. An examination of the

pattern matrix revealed only two items with eigenvalues less than 0.40. These items were

dropped, and the rest was entered into another factor analysis. The pure seven factor

structure was obtained after a third factor analysis. This solution accounted for 63.39% of

the variance. (Table 3). An examination of the item content revealed that these factors set

up negative religious strategies scales.

Table 1 Eigenvalues of items and total variance explained

Total variance explained

Factor Eigenvalues

General % of variance % cumulative

1 7.13 44.59 44.59

2 2.33 14.55 59.14

2 This part of analysis is described in details in unpublished doctoral thesis by Talik (2008). Religious and
non-religious coping strategies and the sense of controllability of stressful situation among adolescents.
Lublin: KUL.
3 It was hypothesized that most of the items from the different subscales could be classified as either
positive or negative religious strategies.
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These results were compared with the original version of the RCOPE: 6 factors were

retained in their original form. The major difference concerned factor number 8 that was

formed by combining two factors: Marking Religious Boundaries and Religious Purifi-
cation. The next difference concerned factor number 6. Pleading for Direct Intercession,

which in the Polish version is treated as a positive religious strategy while in the original is

included among the negative strategies. One factor, Spiritual Connection, has been missing

in the Polish version.

In addition, a discrimination analysis of each item was estimated with Phi correlation
coefficient. All correlations are significant (P \ 0.001), high (from 0.71) and very high

(from 0.91).

In summary, the final Polish version of the RCOPE consists of 105 items from 16 scales,

positive (9) and negative (7) religious strategies, but only 85 items are diagnostic.

Positive religious strategies are as follows:

1. Life Transformation (LT)—looking to religion for a radical change in life; seeking a

new direction for life (7 items);

2. Active Religious Surrender (ARS)—voluntarily giving up control to God in coping

(5 items);

3. Seeking Support from Priests/Members (SSM)—searching for comfort, pleading and

spiritual support from priests or church members (5 items);

Table 2 Eigenvalues of items
and total variance explained of
positive factors

Total variance explained

Factor Eigenvalues

General % of variance % cumulative

1 18.27 38.07 38.07

2 2.30 6.24 44.31

3 1.88 3.91 48.22

4 1.66 3.45 51.67

5 1.58 3.30 54.97

6 1.41 2.93 57.91

7 1.25 2.59 60.50

8 1.18 2.47 62.96

9 1.07 2.23 65.19

Table 3 Eigenvalues of items
and total variance explained of
negative factors

Total variance explained

Factor Eigenvalues

General % of variance % cumulative

1 8.33 26.02 26.02

2 4.08 12.75 38.77

3 2.26 7.05 45.82

4 1.83 5.72 51.54

5 1.47 4.59 56.13

6 1.30 4.05 60.19

7 1.03 3.20 63.39
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4. Religious Focus (RF)—engaging in religious activities to shift the focus from the

stressor;

5. Collaborative Religious Coping (CRC)—partnership with God in problem solving

and redefining the stressor through religion as benevolent (5 items);

6. Pleading for direct Intercession (PDI)—pleading to God for a miracle or divine

intercession (4 items);

7. Spiritual Support (SS)—seeking and giving spiritual support to others (4 items);

8. Religious Practices (RP)—active practicing and faithfulness to religious principles

(8 items);

9. Benevolent Religious Reappraisal (BRR)—redefining the stressor through religion as

benevolent and potentially beneficial (8 items).

Negative religious are as follows:

10. Punishing God Reappraisal (PGR)—redefining the stressor as a punishment from

God for the individual’s sins (5 items);

11. Self-directing Religious Coping (SRC)—coping without God’s help (5 items);

12. Demonic Reappraisal (DR)—redefining the stressor as the act of the Devil (4 items);

13. Passive Religious Deferral (PRD)—passive waiting for God to control the situation

and solve the problem (5 items);

14. Spiritual Discontent (SD)—expressing dissatisfaction and anger with God’s

relationship to the individual in a stressful situation (7 items);

15. Reappraisal of God’s Power (RGP)—questioning God’s Power to influence the

stressful situation (4 items);

16. Religious Discontent (RD)—dissatisfaction with congregation members and ques-

tioning Church’ s teaching (2 items).

People responded to the items on a 4-point Likert scale rating, ranging from 0 ‘‘not at

all’’ to 3 ‘‘a great deal’’. They assessed the degree to which they made use of various

religious coping strategies (positive and negative). The scores were calculated

according to 16 scales.

The next step of cultural adaptation process was to assess psychometric properties of the

Polish version of the RCOPE including its reliability and validity.

Firstly, descriptive statistic for each scale was evaluated (Table 4).

The results indicated higher means and greater variance for positive religious coping

strategies than negative ones, which is more of a general tendency (see: Pargament et al.

2000). In comparison with the original RCOPE (Pargament et al. 2000) means in the Polish

study are higher for most of the scales, except for three scales with means higher for the

American than Polish population, respectively: Self-Directing Religious Coping
(M = 1.77/1.11), Reappraisal of God’s Power (M = 0.98/0.87) and Benevolent Religious
Reappraisal (M = 1.52/1.26),

Intercorrelations of Scales

Tables 5 and 6 present intercorrelations of dimensions relating to positive (Table 5) and

negative (Table 6) religious coping strategies.

Correlations between positive religious strategies ranged between 0.43 and 0.86, neg-

ative—between—0.11 and 0.78. All of them are significant (P \ 0.01 and 0.05) except one

pair: Passive Religious Deferral and Religious Discontent.
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Reliability

Cronbach’s alpha coefficient estimates were calculated to assess reliability of the Polish

RCOPE (Table 7).

Reliability estimates are generally high and very high, indicating good internal con-

sistency. Only two scales (15 and 16) have moderate reliability estimates. Comparing it

Table 4 Descriptive statistic in the Polish version of the RCOPE

No Scale Items Min Max M Stand. Error SD Variance Skewness Kurtosis

1 LT 7 0 3 1.15 0.04 0.75 0.56 0.41 -0.42

2 ARS 5 0 3 1.31 0.04 0.74 0.54 0.21 -0.28

3 SSM 5 0 3 0.77 0.03 0.68 0.47 0.83 0.04

4 RF 5 0 3 0.91 0.03 0.66 0.44 0.64 0.01

5 CRC 5 0 3 1.24 0.03 0.67 0.45 0.20 -0.38

6 PDI 4 0 3 1.46 0.03 0.69 0.48 0.15 -0.40

7 SS 5 0 3 1.05 0.03 0.66 0.44 0.34 -0.38

8 RP 8 0 3 1.47 0.03 0.64 0.41 -0.04 -0.25

9 BRR 4 0 3 1.26 0.04 0.73 0.53 0.35 -0.37

Positive strategies (PS) 48 0 2.73 1.19 0.03 0.54 0.29 0.25 -0.03

10 PGR 5 0 3 1.13 0.03 0.69 0.48 0.43 -0.13

11 SRC 5 0 3 1.11 0.03 0.66 0.43 0.43 -0.07

12 DR 4 0 3 0.66 0.03 0.69 0.48 0.89 0.20

13 PRD 5 0 3 0.60 0.03 0.61 0.37 1.06 0.70

14 SD 7 0 3 0.76 0.03 0.57 0.33 0.80 0.48

15 RGP 4 0 2.5 0.87 0.03 0.61 0.37 0.47 -0.52

16 RD 2 0 3 0.99 0.04 0.72 0.51 0.50 -0.27

Negative strategies (NS) 32 0 2.16 0.86 0.02 0.40 0.16 0.60 -0.09

Table 5 Intercorrelations of scales measuring positive religious strategies (rho-Spearman coefficient)

Scale Intercorrelations of scales

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10)

LT (1) –

ARS (2) 0.58** –

SSM (3) 0.65** 0.48** –

RF (4) 0.73** 0.56** 0.61** –

CRC (5) 0.72** 0.70** 0.58** 0.72** –

PDI (6) 0.68** 0.58** 0.49** 0.69** 0.68** –

SS (7) 0.63** 0.43** 0.62** 0.55** 0.52** 0.49** –

RP (8) 0.77** 0.59** 0.61** 0.66** 0.69** 0.63** 0.59** –

BRR (9) 0.73** 0.59** 0.54** 0.68** 0.75** 0.59** 0.58** 0.69** –

Positive strategies (10) 0.89** 0.76** 0.73** 0.83** 0.86** 0.78** 0.72** 0.87** 0.83** –

** Correlation is significant at the 0.01 level (two tailed)
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with the reliability of the original version, we could state that alpha coefficient estimates

are very similar: in the original from 0.61 (Marking Religious Boundaries) to 0.94

(Religious Direction/Conversion).

Validity

There was a moderate but statistically significant correlation (r = 0.59; P \ 0.01) of the

Polish RCOPE with CKI Scale by W. Prę _zyna, which was test criterion. This scale assesses

Table 6 Intercorrelations of scales measuring negative religious strategies (rho-Spearman coefficient)

Scale Intercorrelations of scales

(1) (2) (3) (4) (5) (6) (7) (8)

PGR (1) –

SRC (2) -0.11* –

DR (3) 0.52** -0.14** –

PRD (4) 0.37** -0.31** 0.40** –

SD (5) 0.53** 0.12* 0.40** 0.27** –

RGP (6) 0.31** 0.26** 0.25** 0.15** 0.50** –

RD (7) 0.26** 0.23** 0.19** 0.03 0.44** 0.25** –

Negative strategies (8) 0.68** 0.39** 0.55** 0.36** 0.78** 0.63** 0.54** –

* Correlation is significant at the 0.05 level (2-tailed)

** Correlation is significant at the 0. 01 level (2-tailed)

Table 7 Internal consistency of
the Polish version of the RCOPE

Factor Scale a Cronbacha Items

1 LT 0.92 7

2 ARS 0.89 5

3 SSM 0.84 5

4 RF 0.85 5

5 CRC 0.86 5

6 PDI 0.78 4

7 SS 0.82 5

8 RP 0.86 8

9 BRR 0.85 4

Positive strategies 0.91 48

10 PGR 0.86 5

11 SRC 0.83 5

12 DR 0.90 4

13 PRD 0.85 5

14 SD 0.84 7

15 RGP 0.66 4

16 RD 0.62 2

Negative strategies 0.71 32
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the intensity of a religious attitude. Further psychometric evaluation that is recommended

includes gathering new data to establish new norms as well as assessing the stability of the

instrument with test–retest reliability.

Applications of the Adolescents Religious Coping Questionnaire

The Adolescents Religious Coping Questionnaire is designed to assess positive and neg-

ative religious coping strategies of those adolescents who deal with stressful situations.

Reliability and validity of the method are satisfied; therefore, the questionnaire could be

used in individual psychological counseling and pastoral youth service as well as in sci-

entific research. Due to the lowest reliability coefficient concerning two scales (Reap-
praisal of God’s Power and Religious Discontent), the results from these scales should be

treated carefully.

The Adolescents Religious Coping Questionnaire in Research to Date

The following example study concerns the relationship between religious coping strate-

gies and selected personal resources: the sense of controllability of the stressful situation

and the self-efficacy in adolescents. The sense of controllability means subjective

assessment to what extent the stressful situation (its source and results) depends on

person (Heszen-Niejodek 2000). The self-efficacy has been defined as a belief that one

has the capabilities to execute the courses of actions required to manage prospective

situations (Bandura 1993). A total of 451 adolescents were investigated (278 girls and

173 boys), aged 16–18, with Sense of Controllability Scale and Survey by E. Talik (2008)

and The Self-Efficacy Scale by Z. Juczyński. The participants were predominantly

Catholic (98%).

To test whether there are any significant differences in terms of religious coping

strategies between persons with low (1) versus high (3) level of both personal resources, a

contrast analysis was conducted. The results regarding the sense of controllability are

presented in Table 8 (only significant differences are presented).

The results indicated that adolescents with a low level of the sense of controllability

more frequently choose one positive religious strategy—Religious Focus (RF) and one

negative religious strategy—Passive Religious Deferral (PRD).

The results regarding self-efficacy are presented in Table 9.

Adolescents with a high level of self-efficacy more frequently choose the following

positive religious strategies: Active Religious Surrender, Collaborative Religious Coping,
Spiritual Support, and Benevolent Religious Reappraisal. Adolescents with a low level of

self-efficacy more frequently choose the following negative religious strategies: Punishing
God Reappraisal, Passive Religious Deferral, and Spiritual Discontent.

Table 8 Significant differences regarding religious coping strategies between adolescents with low (1) and
high (3) level of the sense of controllability

Religious coping strategies t df P\ Groups N M SD Stand. error

RF -1.97 448 0.05 1 162 3.67 3.49 0.27

3 137 2.92 3.03 0.26

PRD -2.07 296.634 0.05 1 162 2.20 2.69 0.21

3 137 1.61 2.20 0.19
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Discussion

There are significant differences according religious coping strategies between adolescents

with low and high levels of selected personal resources (the sense of controllability of the

stressful situation and the self-efficacy).

Adolescents who have perceived their stressful situation as being beyond their control

more frequently have been engaged in religious activities to shift the focus from the

stressor and more often have passively waited for God to control the situation and solve the

problem. They have manifested an avoiding attitude, which is typical for uncontrolled

situations and, what is more, such avoidance could be more effective in situations which

are beyond personal control, at least in a short perspective of time (see: Endler et al. 2000;

Hagger and Orbell 2003; Heszen-Niejodek 1996). But when religion serves only this one

negative purpose, there is a chance that it would become a form of psychopathology (cf.

Belzen 1996; Beit-Hallahmi,1996; Chlewiński 1991). Adolescents have omitted positive

functions of religion such as meaning, intimacy or life transformation (Pargament et al.

2000). The question is whether religion is not attractive enough for the young. Or perhaps

their problems are not difficult enough. Religion specifically compels for border situations

(Pargament 1997).

Regarding the second resource, adolescents with a low level of self-efficacy more often

have perceived the stressful situation as a punishment from God for one’s sins or they just

have expressed dissatisfaction and anger with God and have passively waited for God to

solve their problem. If individuals badly assess their capabilities, they concentrate on the

obstacles (Bandura 1993) and this favors passivity, also religious one (Pargament 1990a).

If individuals assess low their self-efficacy, it is easy to relieve themselves of the

responsibility for the problem and transfer it to another person, be it God or Devil. It could

be a method of protection of one’s self-esteem (Spilka et al. 1985). Adolescents who have

perceived themselves as less effective more frequently express their dissatisfaction with

God—the low level of self-efficacy is connected with negative emotions (Bandura 1993;

Bandura and Locke 2003).

On the contrary, adolescents with high level of self-efficacy have been actively engaged

in resolving a stressful situation, with God’s help or by actively surrendering control to

Table 9 Significant differences
regarding religious coping strat-
egies between adolescents with
low (1) and high (3) level of the
self-efficacy

Religious
coping strategies

t df P\ Groups N M SD

ARS 2.79 448 0.01 1 4.85 4.35 0.52

3 6.53 4.88 0.34

CRC 2.45 448 0.05 1 4.31 3.57 0.42

3 5.55 3.98 0.28

SS 2.01 448 0.05 1 3.34 3.23 0.38

3 4.32 3.80 0.26

PGR 2.49 275 0.01 1 461 3.64 0.43

3 3.41 3.44 0.24

PRD 3.01 101.183 0.01 1 2.44 2.75 0.33

3 1.35 2.15 0.15

SD 1.97 105.751 0.05 1 4.11 4.12 0.49

3 3.04 3.45 0.24
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God in coping. They also have tried to redefine the stressor as benevolent and potentially

beneficial and found spiritual support. The similar result has been obtained by Pargament

et al. (2000, 2004a, b).

Conclusions

The article has presented the process of translation and cultural adaptation of Kenneth I.

Pargament’s RCOPE Questionnaire. This process was carried out in order to assess the

degree of cultural equivalence of religious coping strategies between the American and

Polish cultures. It seems that the final Polish version of the RCOPE is more of a paraphrase

than adaptation of the original RCOPE. The factor structure differs from the original: just 6

factors have been retained in their original form. The remaining factors consisted of items

from more than one factor. Additionally, in the Polish version, two factors of the higher

order have been generated (positive and negative religious coping strategies) which is

largely consistent with many other studies (e.g. Pargament et al. 2004a). The theoretical

construct, i.e. religious coping strategies, was confirmed in the target culture. Religion for

Polish people serves the same purposes, but it manifests itself in a different way. Thus, we

can conclude that those two general dimensions are common for both cultures, but more

concrete signs of positive and negative religious coping are, to a large extent, specific for

the source and target culture with the exception of strategies as follows: Active Religious
Surrender, Seeking Support from Clergy/Members, Religious Focus, Punishing God
Reappraisal, Self-Directing Religious Coping, and Passive Religious Deferral. The Polish

version of the RCOPE exhibits psychometric properties equivalent to those of the original

version. They are fulfilled; therefore, the Polish version of the RCOPE can be used for

comparative youth groups, who deal with different stressful situations.

Open Access This article is distributed under the terms of the Creative Commons Attribution Noncom-
mercial License which permits any noncommercial use, distribution, and reproduction in any medium,
provided the original author(s) and source are credited.
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