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Abstract: Background: coronavirus, a highly contagious virus, spreads quickly and can be fatal in severe cases. With no 

specific medicines, it constitute not only threat to the life and health of people but has also a large impact on their mental health 

and coping strategies. We assessed the religious coping strategies in COVID-19 pandemic and determinate the level of anxiety 

face to the end of the lockdown in a sample of n = 80 Tunisian. Methods: An online questionnaire survey was conducted from 

24 April to 23 May 2020 to evaluate anxiety face to the end of lockdown and religious coping responses face to the outbreak of 

COVID-19 pandemic. We used the brief religious coping scale (R-COPE) and Hospital anxiety and depression scale-anxiety 

(HADS-A). Results: Two-thirds of the participants exhibited anxiety symptoms at the end of the total lockdown. The negative 

religious coping was much less prevalent than positive religious coping. Significant relationships were found only for 

demographic variables: Higher educated reported more positive religious coping. No correlation was found between religious 

commitment and religious coping. Participants with positive religious coping style have higher level of anxiety during 

lockdown resolution. In conclusion, the COVID-19 outbreak in Tunisia had an impact on the mental health status of the 

general public even after the lockdown resolution. 

Keywords: Coping, Anxiety, Tunisian People, Religion, Corona Virus, Lockdown 

 

1. Introduction 

The outbreak of corona virus disease 2019 (COVID-19), 

known as Severe Acute Respiratory Syndrome Corona virus 

2 (SARS-CoV-2), caused by a new corona virus (Wu et al., 

2020) was discovered for the first time in December 2019 in 

Wuhan (China) and spread rapidly in almost all regions of 

the globe [1]. As Respiratory disease, this virulent virus is 

transmitted by breathing of infected droplets or contact with 

infected droplets. In March, the World Health Organization 

(WHO) declared the COVID-19 pandemic a global public 

health emergency [2]. 

Tunisia was one of the countries involved in the epidemic 

since March 2, 2020. In response to the growing pandemic of 

COVID-19 in the country, on 20 March, a total confinement 

on the 30 entire national territory was announced to help 

contain the spread of COVID-19 [3]. 

So, a national lockdown is imposed and all individuals 

were quarantined and forced to maintain strict social 

distancing from other people. 

It is well established that such stressful events can have a 

significant impact on individuals' psychological and physical 

well-being [4]. Worldwide, this crisis of COVID-19 

pandemic and lockdown are generating stress throughout the 

population. During this difficult time of COVID-19 

pandemic, when a lot of stress, fear and confusion prevail, 

religious teachings can be very helpful in mitigating these 

conditions. 

To our knowledge, no national study has investigated 

religious coping strategy during the current situation. To 

provide preliminary evidence, we conducted this study of the 

general Tunisian adult population. It aims to evaluate anxiety 

face at the end of lockdown and religious coping responses 

face to the outbreak of COVID-19 pandemic. 
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2. Materials and Methods 

The survey was conducted using the online anonymous 

questionnaires and distributed through social networks from 

24 April to 23 May 2020 (which was considered the end of 

the lockdown in Tunisia). 

It included socio-demographic questions, participants' 

experience of SARS-CoV-2related stressful events (A 

member of your family was suspected of having Corona 

virus /someone you know had Corona virus symptoms /You 

were quarantined) and tow questionnaires: Hospital Anxiety 

and Depression scale (HADS) and brief religious coping 

scale (R-cope). It also asked participants to rate the frequency 

of religious practice during the COVID-19 pandemic. 

2.1. Hospital Anxiety and Depression Scale-anxiety 

(HADS-A) 

The HADS questionnaire has seven items each for 

depression and anxiety subscales. Scoring for each item 

ranges from zero to three, with three denoting highest anxiety 

level. The total score vary from 0 to 21. The interpretation of 

scores recommended: 0–7 for normal or no anxiety, 8–10 for 

mild anxiety, 11–14 for moderate anxiety, and 12–21 for 

severe anxiety [5]. 

2.2. Brief Religious Coping Scale (R-COPE) 

The Brief R-COPE is composed of 14 items that measure 

religious coping with major life stressors. As the most 

commonly used measure of religious coping in the literature, 

it has helped contribute to the enrich of knowledge about the 

role religion serves in the process of dealing with crisis, 

trauma, and transition. The items themselves were generated 

through interviews with people experiencing major life 

stressors. It is a 14‐item measure with two seven‐item 

subscales for positive and negative religious coping. It is 

scaled from 1 to 4 (1 = “not at all”, 4= “a lot”), with subscale 

totals ranging from 7 to 28. Positive and negative religious 

coping were considered present if the subscale score was 

respectively superior to 20 and 16. 

Positive religious coping (PRC) methods reflect a secure 

relationship with a transcendent force, a sense of spiritual 

connectedness with others, and a benevolent world view. 

Negative religious coping (NRC) methods reflect underlying 

spiritual tensions and struggles within oneself, with others, 

and with the divine [6]. 

3. Results 

3.1. Socio-demographic Factors 

Our study included 80 participants: 71.3%participants 

were female and 42.5%were married. The age of the 

participants ranged from 20 to 57 years, with an average age 

of 29.30 years (SD = 8.72). 

All participants were Muslims, and 72.5% of them had 

religious practices. With the start of the lockdown, two thirds 

of the participants had multiplied their practices 

A description of sociodemographic features, participants' 

experience of COVID-19 related stressful events and 

religious commitment’s activity are given in Table 1. 

Table 1. Descriptive statistics of socio-demographic variables. 

Criteria Total 

Male (%) 28.8 

Mean Age (Years Old) 29.33 

Marital Status (%):  

Married 42.5 

Divorced 2.5 

Single 53.8 

Widow 1.3 

School (%):  

primary school 6.3 

secondary school 3.7 

University 90 

Alcohol (%) 6.3 

Smoking (%) 7.5 

Co morbidities (Others than Psychiatric Disorders) (%) 11.3 

Psychiatric co morbidities (%) 5 

Profession  

Unemployed/housewife (%) 5 

Experience with CORONA (%)  

A member of your family was suspected of having Corona virus 7.5 

someone you know had Corona virus ‘s symptoms 15 

You were quarantined 22.5 

Religious activity (%):  

Yes 72.5 

Increased in this current situation 66.3 

3.2. Experience of SARS-cov-2-related Stressful Events 

In our study, 7.5% of participants reported having a 

member of their family with confirmed or suspected COVID-

19, 15% reported that someone close to them had a 

confirmed or suspected infection and 22.5% reported having 

a confirmed or suspected infection themselves. 

3.3. Anxiety 

The mean HADS-A score was 8.03 (SD=2.938) 

(maximum=16 minimum=1). 

Two-thirds of the participants exhibited anxiety symptoms 

(66.3%) with only 1.3% reported severe anxiety symptoms 

(table 2) 

Table 2. Descriptive statistics of anxiety. 

Anxiety (%) 66.3 

No anxiety (%) 33,8 

Mild anxiety (%) 31,3 

Moderate anxiety (%) 33,8 

Severe anxiety (%) 1,3 

3.4. Religious Coping and Its Correlate Factors 

The mean scores for positive and negative religious coping 

were 18.31 ± 5.38 and 9.51 ± 3.21, respectively. 

The percentage of participants who used PRC was 37.50%. 

NRC was much less prevalent: only 5% used NRC. (Table 3) 
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Table 3. Descriptive statistics of religious coping. 

Positive RCOPE score 18.35 (SD=5.38) 

Negative RCOPE score 9.51 (SD=3.21) 

Positive coping Present (%) 37.5 

Negative Coping Present (%) 5 

Table 4 reports correlation for religious coping. 

Table 4. Associations of demographics, experiences with corona and anxiety 

with religious coping. 

Item 
Positive 

RCOPE 

Negative 

RCOPE 

Gender 0.180 0.192 

Age 0.829 0.109 

Marital status: married 0.385 0.382 

Education level: high 0.002 0.494 

Religious practice 0.897 0.504 

Increasing Religious practice 0.013 0.035 

A member of your family was suspected of 

having Corona virus 
0.016 0.173 

someone you know had Corona virus ‘s 

symptoms 
0.112 0.060 

You were quarantined 0.489 0.100 

Anxiety 0.044 0.143 

There were no significant differences in religious coping 

activities as a function of gender (p=0.180, p= 0.192). 

We found that higher-educated participant reported more 

PRC (p=0.002). 

Having a family member with a suspected or confirmed 

infection was correlated with PRC (p=0.016). Concern with 

becoming infected or having a friend with a suspected or 

confirmed infection did not correlate with any coping 

strategy (p=0.112; p=0.489). 

No correlation was found between religious commitment 

and religious coping (p=0.897; p=0.504) however, increasing 

religious activity during this pandemic was correlated with 

PRC (p=0.013). 

Anxiety was positively tied to PRC: those with PRC style 

have higher levels of anxiety during lockdown resolution 

(p=0.044). 

4. Discussion 

The aims of the present study were to evaluate anxiety face 

at the end of the lockdown and to determinate coping 

strategies in COVID-19 pandemic and its correlate factors 

among the adult general population. 

4.1. Anxiety on the Lockdown Resolution 

You would think that by the end of the total lockdown due 

to the corona virus pandemic on Mai 4, the feeling of 

regaining freedom and movement would be good for our 

morale. Unfortunately, it’s not that simple. In fact, 63.8% of 

the survey respondents of our study stated to be anxious 

about the consequences of the end of this lockdown on their 

life and 1.3% of cases presented sever anxiety. 

It seems that for many of our participants, the end of total 

lockdown would be distressing as the confinement was. 

Although the health risk, far from disappearing, would tend 

to diminish, Tunisians are not regaining immediate 

confidence in the future and the climate remains anxious. 

The main reason may be that, first, as a Jeong and al 

reported, people who were in quarantine continued to have 

anxiety symptoms even four to six months after announcing 

the end of the total isolation [7]. Brooks and al showed that 

although quarantine is a necessary preventive measure, it is 

often associated with a negative psychological effect that can 

still be detected months or years later [8]. 

In fact, long after Hong Kong was formally declared by 

the WHO as being free from further SARS transmission 

(SARS epidemic caused by a corona virus in Hong Kong in 

March 2003) many people continued to avoid going out of 

their homes. They also continued to engage in infection 

prevention acts such as sterilized cleaning of their home 

environments [9].
 

Second, financial loss can be a problem during quarantine, 

with people unable to work and having to interrupt their 

professional activities. Such effects appear to be long lasting 

[10]. In the reviewed study [8], the financial loss as a result 

of quarantine created serious socioeconomic distress was 

found to be a risk factor for psychological disorders 

symptoms, especially anxiety, several months after 

quarantine. 

Third, another study suggest that participants’ anxiety after 

lockdown resolution may be associated with especially 

ongoing concern about second wave, the fear of another 

outbreak, uncertainty regarding the treatment process and 

outcomes, the well-being of loved ones and their economic 

situation and disruption in work life [11]. 

4.2. Religious Coping and Correlate Factors 

It is notable that participants reported that COVID-19 had 

significantly effect on general well-being and especially on 

spiritual factors such religious observance. Thus, 66.3% of 

participants increased their religious activities, even that they 

were exempt from holding congregational prayers every day, 

Friday’s prayer and Eid days. This result goes in line with 

other research showing increasing manifestations of religions 

in time of natural disasters [12]. 

Although women are found to be more religious than men 

and more likely to use religious coping in another study [13], 

our study did not demonstrate gender differences in religious 

coping response to this event (p=0.180; p=0.162). 

Higher-educated participants used more PRC (p=0.002). 

Our findings are supported by another study [14] showing 

that higher-educated participants used less NRC. 

Accordingly, during the COVID-19 pandemic, interest in 

religion has soared [15]. In fact, influenced with such stress 

and negative life events, people can often find comfort, hope, 

and practical social support from religious beliefs, practices, 

and communities (O’Brien et al., 2019). They look up to the 

Holy Qur'an and teachings of the Prophet (PBUH) (Hadiths) 

for guidance [16]. 

Research showed that religion may be a particularly 

powerful resource for mental health since it could be 

associated with decreased psychological distress. It also 
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provides a source of attitudes and cognitions that can reframe 

negative events into less stressful frames provides a source of 

social support that appears to increase self-control and 

enhances gratitude. It includes practices and behaviors such 

as prayer, study, and mindfulness that are linked to lower 

negative affect [17]. 

Our results underline that Tunisian adults turn to PRC as a 

resource (37.5%), and that NRC is less common (5%). In fact, 

PRC strategies include seeking God's love and care, reframing 

difficult situations as opportunities for growth, and partnering 

with God in times of distress to find strength and relief. NRC 

reflects conflict within oneself, with God, and with other 

people. An individual employing negative religious coping in 

response to stress might doubt God's love, perceive negative 

life events to be a form of punishment, and feel abandoned by 

God and his community of faith [16]. 

Further, a recent American study published on July 2020 

[17] demonstrated that first PRC has been associated with 

various favorable outcomes such as decreased depression and 

anxiety as well as increased psychological well-being in the 

general population, however, NRC involves religious beliefs 

and behaviors that exacerbate stress and anxiety [17]. 

In our sample, PRC was correlated with higher anxiety level 

(p=0.044). Contrariwise, another study exploring the 

psychological distress and coping styles in the early stages of 

corona virus disease in the general mainland Chinese 

population suggests that those with negative coping style have 

higher levels of psychological distress [18]. 

In our study, some limitations need to be taken into 

consideration. First, it is a cross-sectional study which does 

not allow the investigation of changes in individuals ‘coping 

strategy across different periods of the SARS epidemic, 

which could provide a fuller picture of the psychological 

impact of the outbreak. Besides, the number of participants is 

limited who may not be representative of the entire Tunisian 

population. 

5. Conclusion 

In conclusion, the COVID-19 outbreak in Tunisia had an 

impact on the mental health status of the general public even 

after the lockdown resolution. 

Our results indicate that religious coping is a part of this 

pandemic's experience and it help in coping with this event. 

The role of religion in coping with this situation is important. 

Some people may use positive religious coping strategies 

while others tend to use more negative coping strategies. 

So, it is important to recognize the potential for such life 

crises to shake people not only psychologically, socially, and 

physically, but religiously and spiritually as well. 
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