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Abstract
Background  Nurses are routinely exposed to traumatic events as part of their professional duties, placing them at 
risk of developing secondary traumatic stress (STS). This condition can negatively impact both their psychological 
well-being and job performance. Although religious coping strategies and prosocial behaviors are thought to play a 
protective role against STS, these effects remain understudied in the literature.

Methods  This descriptive and cross-sectional study was conducted with the participation of 516 nurses. Data were 
collected between April and August 2024 using the ‘Sociodemographic Data Form’, Religious Coping Scale’, “Prosocial 
Behavior Scale” and “Secondary Traumatic Stress Scale”. In the study, hierarchical regression analysis was applied to 
examine the effect of independent variables on the dependent variable.

Results  58.6% of the nurses were between the ages of 18–31, 58.4% were undergraduate graduates, and 82.6% 
had experienced a traumatic event. The mean score of prosocial behavior was 3.04 ± 0.63 and the mean score of 
secondary traumatic stress was 48.98 ± 13.52. Positive religious coping (mean = 20.02 ± 4.31) showed a moderate 
negative correlation with secondary traumatic stress (r=-0.563, p = 0.001). Hierarchical regression revealed that 
religious coping strategies (positive and negative religious coping) alone explained 31.8% of the variance in 
secondary traumatic stress (R²=0.318), and when prosocial behavior was added, this percentage increased to 33.9%.

Conclusions  This study highlights the critical role of positive religious coping and prosocial behavior in reducing 
secondary traumatic stress among nurses frequently exposed to traumatic events. Positive religious coping emerged 
as the strongest protective factor, while prosocial behavior also contributed significantly to the reduction of stress 
levels. Strengthening positive coping mechanisms and promoting prosocial behaviors may be effective strategies to 
support nurses’ mental health and resilience in trauma intensive care settings.

Clinical implications  Positive religious coping and prosocial behaviors were found to be effective in reducing nurses’ 
secondary traumatic stress. It is recommended that training and support programmes that support nurses’ positive 
coping skills should be expanded in clinical practice.
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Introduction
Nurses are health professionals who spend the most time 
with patients, cover all areas of the health care network 
and experience significant work stress [1]. Stress is inter-
nationally recognised as a work hazard for nurses [2]. 
Especially nurses caring for traumatised patients face the 
risk of secondary traumatic stress (STS) [3–5].

STS is a naturally stressful behavior that results from 
indirect exposure to the trauma of those who are injured 
and suffering in the process of helping them [6]. Nurses 
may experience indirect trauma symptoms due to their 
frequent exposure to human suffering, including post-
traumatic stress disorder, avoidance, arousal and re-expe-
riencing [7]. Research shows that STS is highly prevalent 
among nurses [8, 9]. The prevalence varies between 39.0% 
and 77.9%, especially in departments such as emergency 
services, oncology, psychiatry and paediatrics where 
work is performed under intense stress [9–13]. Direct or 
indirect exposure to traumatic events is reported to have 
far-reaching psychological and physical consequences 
[14, 15]. In this context, it is of great importance for 
nurses to develop strategies to cope with STS. Effective 
coping methods with stress are very important for main-
taining professional harmony and providing quality care 
[16]. Religious coping and prosocial behaviors stand out 
as promising approaches in this regard [2, 17, 18].

Religious coping is a process in which individuals use 
religious feelings, thoughts and behaviors to reduce psy-
chological distress such as stress and anxiety [19, 20]. 
People can find refuge and solace in religious beliefs after 
sudden changes or traumatic events in their lives [21]. 
Pargament (1997) notes that religious coping is distinct 
from non-religious strategies and uniquely supports psy-
chosocial well-being. It includes positive coping (trust 
in God and a positive worldview) and negative coping 
(spiritual struggles and distress) [22]. Religious coping is 
a widely used strategy for nurses to cope with stressful 
situations and has the potential to increase psychological 
resilience [2, 19]. Religious coping strategies have signifi-
cant effects on stress resilience, emotion regulation and 
burnout in nurses [17].

In addition to religious coping strategies, prosocial 
behaviors also play a key role in managing stress. It has 
been suggested that these behaviors can strengthen indi-
viduals’ self-confidence, social bonds, and emotional 
resources, thereby helping them to cope with stress [18, 
23, 24]. It is also stated that the higher the level of proso-
cial behavior of an individual, the higher their tendency 
to use positive coping methods to solve problems [25]. 
Research shows that prosocial behaviors significantly 
affect individuals’ coping strategies and psychological 
resilience levels [23, 26–28].

This study aims to fill an important gap in the literature 
by examining the effect of religious coping and prosocial 

behaviors on STS in nurses. The main motivation of this 
study is that there is no study in which religious coping 
and prosocial behaviors are examined together and their 
relationship with STS is systematically examined. In the 
existing literature, it has been observed that the protec-
tive/nutritive role of religious and prosocial factors on 
STS in high-risk groups such as nurses has not been suf-
ficiently investigated. This study aims to fill this gap and 
lay the groundwork for new psychological and spiritual 
intervention strategies to increase the occupational resil-
ience of nurses.

Hypotheses
H1  There is a negative relationship between positive reli-
gious coping and STS in nurses.

H2  There is a negative relationship between prosocial 
behavior and STS in nurses.

H3  Prosocial behavior moderates the relationship 
between religious coping and STS in nurses.

Methods
The aim of the study
The aim of this study was to examine the effect of nurses’ 
religious coping methods and prosocial behaviors on 
their secondary traumatic stress levels.

Study design
This study was designed as a descriptive and cross-sec-
tional study to examine the effect of religious coping and 
prosocial behaviors on secondary traumatic stress in 
nurses. The study was conducted in a university hospital 
located in the eastern region of Turkey. The data collec-
tion process was carried out between April and August 
2024. The selected hospital is a tertiary healthcare insti-
tution providing comprehensive medical services across 
various specialised clinical units, including internal med-
icine, surgery, intensive care, emergency care, and psy-
chiatry. As a major referral centre in the region, it serves 
a diverse patient population and employs a large number 
of nurses from different clinical backgrounds. The inclu-
sion of this hospital was purposeful, as it offers exposure 
to high-stress healthcare environments and a multicul-
tural workforce, enhancing the relevance and transfer-
ability of the findings to similar healthcare settings.

Setting and samples
The population of the study consisted of 645 nurses 
working in a university hospital. To maximise generalis-
ability and avoid sampling bias, we aimed to include the 
entire nursing population without applying any sampling 
method. In the power analysis performed using G*Power 
3.1.9.7 software, Cohen’s low effect size (d = 0.2) was 
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calculated as at least 327 participants considering P = 95% 
power and α = 0.05 margin of error [29].

Recruitment was conducted through direct commu-
nication with nursing service management. Following 
institutional approval, nurses were invited to participate 
in the study during working hours. Participation was vol-
untary, and the nurses were informed of the study’s pur-
pose and assured of confidentiality. Data were collected 
based on self-reporting. Of the 645 eligible nurses, 516 
agreed to participate, giving a response rate of 80%. The 
inclusion criteria were that the nurse was actively work-
ing in any clinic and voluntarily agreed to participate in 
the study. Individuals who did not meet these criteria or 
refused to participate in the study were excluded. The 
STROBE guidelines were used to report this research 
paper [30].

Data collection tools
The data of this study were collected by using the demo-
graphic information form prepared by the researchers by 
examining the relevant literature and the Religious Cop-
ing Scale, Prosocial Behavior Scale and Secondary Trau-
matic Stress Scale, whose Turkish validity and reliability 
studies were conducted.

Demographic characteristics form
The demographic characteristics form consists of a total 
of 9 items including gender, age, education level, monthly 
income, marital status, years of employment, unit of 
employment, traumatic event and frequency of traumatic 
event.

Religious coping scale
The scale was developed by Abu-Raiya and colleagues 
(2008) [31] and adapted to Turkish culture by Ekşi and 
Sayın (2016) [32]. The scale comprises 10 items in total 
and is structured around two subscales. Items 1 to 7 
assess positive religious coping, while items 8 to 10 assess 
negative religious coping. The scale does not provide an 
overall total score; instead, the two subscales are scored 
and interpreted separately. For the positive religious 
coping subscale, scores range from 7 to 28, with higher 
scores indicating a greater reliance on positive religious 
coping strategies. Similarly, for the negative religious 
coping subscale, scores range from 3 to 12, with higher 
scores reflecting a greater reliance on negative religious 
coping strategies. In the original adaptation study, the 
internal consistency (Cronbach’s alpha) was reported as 
0.91 for the positive religious coping subscale and 0.86 
for the negative religious coping subscale [32]. In the 
present study, Cronbach’s alpha coefficients were found 
to be 0.82 and 0.86 for the positive and negative religious 
coping subscales, respectively, indicating good internal 
reliability.

Prosocial behavior scale
The original Prosocial Service Behavior Scale developed 
by Ackfeldt and Wong (2006) consists of 21 items mea-
suring three dimensions: extra-role service behavior, in-
role service behavior, and cooperation behavior [33]. In 
adapting this scale to Turkish, Öcal and Sarnıç (2017) 
reduced it to two dimensions through expert evaluation 
(in-role: 7 items; extra-role: 13 items) to better measure 
the hypothesized constructs, resulting in a 20-item ver-
sion. The scale employs a 5-point Likert-type response 
format (1: strongly disagree − 5: strongly agree) and con-
tains no reverse-coded items. Scoring is based on arith-
metic mean (range 1–5), with higher scores indicating 
greater levels of prosocial behavior [34]. In the original 
adaptation study (conducted with marble and cement 
industry employees), factor loadings ranged between 
0.158 and 0.828, and the Cronbach’s alpha reliability coef-
ficient was 0.87 [34]. Subsequent analysis by Sucu using 
the adapted version with healthcare professionals showed 
improved factor loadings (0.370–0.808) and a Cronbach’s 
alpha of 0.73 [35]. The notable increase in factor loadings 
(particularly the minimum loading rising from 0.158 to 
0.370) suggests the scale demonstrates a more robust fac-
tor structure among healthcare professionals. These find-
ings indicate that while the scale maintains validity across 
different occupational groups, it exhibits particularly 
strong construct validity in healthcare populations. In the 
current study, the scale demonstrated good internal con-
sistency with a Cronbach’s alpha coefficient of 0.82.

Secondary traumatic stress scale
It was designed by Bride et al. to assess the occupa-
tional stress levels of social workers working in the field 
of child protection [36]. The 17-item scale, structured 
on a 5-point Likert scale (1: never − 5: very often), aims 
to measure the stress symptoms of professionals work-
ing with trauma victims. The adaptation of the scale to 
Turkish culture was carried out by Yıldırım et al. [37]. 
The range of scores that can be obtained from the scale is 
17–85, and high scores indicate an increased level of sec-
ondary traumatic stress. Cronbach’s alpha reliability coef-
ficient for the whole scale, which structurally consists of 
three sub-dimensions as avoidance (7 items), arousal (5 
items) and emotional violation (5 items), was determined 
as 0.91 [37]. In the study, Cronbach’s alpha value of the 
scale was found to be 0.88.

Data collection procedure
The individuals who would participate in the study were 
given detailed information about the purpose, method 
and duration of participation; it was clearly stated that 
participation was completely voluntary and would 
not cause any risk or harm. Verbal consent was first 
obtained from the participants, and then the written 
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consent process was completed through informed con-
sent forms. Participant confidentiality and privacy were 
strictly respected; no identifying personal information 
was collected. Data were collected through self-report. 
At the beginning of the interviews, the participants were 
given detailed explanations about the scope, content and 
duration of the study, and then the questionnaire forms 
were delivered to the participants. Each interview lasted 
7–10 min on average during the data collection process.

Data analysis
IBM SPSS Statistics 27.0 package programme was used to 
analyse the data and Skewness and Kurtosis coefficients 
were examined to evaluate the normality assumption of 
the distribution. Since these coefficients were in the range 
of -1.5 and + 1.5, it was accepted that the data showed 
normal distribution [38]. Descriptive statistics (fre-
quency distributions, percentage values, mean and stan-
dard deviation) were used to analyse the data collected 
in the study. Independent Student T-test and One-Way 
ANOVA test were used to compare sociodemographic 
data with scale total scores. Pearson correlation analysis 
was applied to measure the level of relationship between 

variables. In addition, the assumptions required for 
parametric analyses were checked before proceeding to 
regression analyses. Normality of the residuals was con-
firmed through histogram plots and normal probability 
(P-P) plots. Multicollinearity was assessed using Vari-
ance Inflation Factor (VIF) values and all VIF scores were 
below the acceptable threshold of 10, indicating no mul-
ticollinearity problem. Homoscedasticity was assessed 
through scatter plots of the standardized residuals and 
showed no clear pattern. Autocorrelation was checked 
using the Durbin-Watson statistic and values close to 2 
indicate that there is no significant autocorrelation prob-
lem [39]. In the study, hierarchical regression analysis 
was applied to examine the effect of independent vari-
ables on the dependent variable in a stepwise manner. 
This method offers an effective analysis technique for 
interpreting complex relationships between variables. 
The internal consistency levels of the scales were tested 
with Cronbach’s alpha coefficient and the statistical sig-
nificance level was determined as p < 0.05.

Ethical considerations
The study was approved by Muş Alparslan University 
Scientific Research and Publication Ethics Committee 
(Date, Number and Decision Number: 07.03.2024-5-53). 
After ethical approval, institutional permission (Date 
and Number: 31.03.2024-E-54355720-900-509636) was 
obtained from Van Yüzüncü Yıl Dursun Odabaş Medical 
Centre where the study will be conducted. The Helsinki 
Declaration of Human Rights was adhered to and the 
protection of individual rights was prioritised.

Results
Of the nurses who participated in the study, 53.1% were 
male, 58.6% were in the age range of 18–31 years, 58.4% 
were undergraduate graduates, 53.9% had income less 
than expenses, 54.3% were married, 30.4% had more 
than 11 years of professional experience, 37.4% worked 
in internal/surgical units, 82.6% had experienced a trau-
matic event and 39.5% had experienced a traumatic event 
very frequently (Table 1).

The mean score of the prosocial behavior scale was 
3.04 ± 0.63 and the mean score of the STS scale was 
48.98 ± 13.52. In the Religious Coping Scale, the mean 
score of positive religious coping was 20.02 ± 4.31 and the 
mean score of negative religious coping was 6.08 ± 2.37 
(Table 2).

In the analyses performed according to the socio-
demographic characteristics of the nurses, the differ-
ence between the mean scores of the Prosocial Behavior 
Scale, STS, Positive and Negative Religious Coping Scale 
and the characteristics such as age, gender, income sta-
tus, educational status, years of employment, and unit of 
employment was not statistically significant (p > 0.05). It 

Table 1  Characteristics of individuals (N = 516)
n %

Gender Male 274 53.1
Female 242 46.9

Age 18–31 302 58.6
32–45 203 39.3
Aged 46 and above 11 2.1

Educational Status High School 182 35.3
Undergraduate 301 58.4
Postgraduate 33 6.3

Monthly Income 
Level

Income is less than expenses 278 53.8
Income equals expenses 119 23.1
Income exceeds expenses 119 23.1

Marital Status Married 280 54.3
Single 236 45.7

Year of 
employment

2 year ≤ 88 17.1
3–5 year 125 24.2
6–10 year 146 28.3
≥ 11 year 157 30.4

Your department Internal/Surgical Units 193 37.4
Intensive Care Units 88 17.1
Operating Rooms 108 20.9
Other (Emergency, polyclinic etc.) 127 24.6

Coming across a 
traumatic event in 
the unit where he/
she works

Yes 426 82.6
No 90 17.4

Frequency of 
encountering a 
traumatic event in 
the unit where they 
work

Nothing 90 17.5
Occasionally 222 43.0
Frequently 204 39.5
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was determined that the difference between the status 
of experiencing a traumatic event in the units where the 
nurses worked and the STS and Positive Religious Coping 
was statistically significant (p < 0.05). Positive Religious 
Coping scores of nurses who were married were statisti-
cally significant (p < 0.005) (Table 3).

A moderate negative correlation was found between 
the mean score of Prosocial Behavior and the mean score 
of STS (r=-0.333; p = 0.001). A moderate positive corre-
lation was found between the mean score of Prosocial 
Behavior and the mean score of Positive Religious Coping 
(r = 0.342; p = 0.001); however, a weak negative correla-
tion was found with the mean score of Negative Religious 
Coping (r=-0.152; p = 0.001). While a moderate negative 
correlation was found between the mean score of STS 
and the mean score of positive religious coping (r=-0.563; 
p = 0.001), a weak positive correlation was found with 
the mean score of negative religious coping (r = 0.220; 
p = 0.001) (Table 4).

When the analysis results of the hierarchical regression 
models established to reveal the effects of religious cop-
ing and prosocial behavior levels on the level of STS are 
examined, 95.0% Confidence Interval for B.

The statistical estimates of Model 1 are statistically 
significant and explain a significant proportion of the 
variance in the outcome variable (F(2, 513) = 119.344; 

Table 2  Total scale scores and Min-Max values of individuals 
with nurses (N = 516)

M ± SD Min-Max Skewness Kurtosis
Prosocial Behav-
ior Scale

3.04 ± 0.63 1.30–4.60 0.032 − 0.656

Secondary 
Traumatic Stress 
Scale

48.98 ± 13.52 19–82 0.450 − 0.508

Positive Religious 
Coping

20.02 ± 4.31 7–28 − 0.682 − 0.060

Negative Reli-
gious Coping

6.08 ± 2.37 3–12 0.206 -1.063

M: mean, SD: Standart deviation

Table 3  Comparison of total prosocial behavior scale, secondary traumatic stress scale and positive-negative religious coping scores 
according to Socio-demographic characteristics of nurses (N = 516)
Characteristics Prosocial Behavior 

Scale
Secondary Traumatic 
Stress Scale

Positive Religious 
Coping

Negative Religious 
Coping

M ± SD M ± SD M ± SD M ± SD
Gendera Female 3.06 ± 0.64 t=-0.825

p = 0.410
49.40 ± 13.28 t=-0.666

p = 0.505
20.16 ± 4.21 t=-0.703

p = 0.483
6.11 ± 2.41 t=-0.293

p = 0.770Male 3.02 ± 0.62 48.60 ± 13.74 19.89 ± 4.39 6.05 ± 2.34
Ageb 18–31 3.09 ± 0.64 F = 2.257

p = 0.106
48.03 ± 13.39 F = 1.991

p = 0.138
20.19 ± 4.33 F = 0.737

p = 0.479
6.14 ± 2.42 F = 0.457

p = 0.63332–45 2.97 ± 0.62 50.17 ± 13.61 19.74 ± 4.35 6.02 ± 2.34
Aged 46 and above 2.98 ± 0.49 52.90 ± 14.09 20.54 ± 2.33 5.54 ± 1.69

Marital Statusa Married 3.06 ± 0.61 t = 0.885
p = 0.376

48.11 ± 13.27 t=-1.598
p = 0.111

20.45 ± 3.97 t = 2.428
p = 0.016*

5.95 ± 2.41 t=-1.355
p = 0.176Single 3.01 ± 0.65 20.01 ± 13.77 19.51 ± 4.63 6.24 ± 2.33

Educational 
Statusb

High School 2.99 ± 0.67 F = 1.350
p = 0.260

49.03 ± 13.27 F = 0.053
p = 0.949

20.26 ± 4.34 F = 1.931
p = 0.146

6.09 ± 2.47 F = 0.341
p = 0.711Undergraduate 3.05 ± 0.60 49.04 ± 13.65 19.75 ± 4.26 6.11 ± 2.36

Postgraduate 3.17 ± 0.66 48.24 ± 14.04 21.12 ± 4.47 5.75 ± 1.95
Monthly Income 
Levelb

Income is less than 
expenses

3.05 ± 0.62 F = 2.274
p = 0.104

48.52 ± 12.73 F = 3.100
p = 0.066

20.18 ± 4.21 F = 1.121
p = 0.327

6.16 ± 1.79 F = 0.677
p = 0.509

Income equals expenses 3.11 ± 0.58 47.46 ± 12.68 20.16 ± 4.18 5.86 ± 2.29
Income exceeds expenses 2.94 ± 0.69 51.56 ± 15.70 19.50 ± 4.65 6.13 ± 2.38

Year of 
employmentb

2 year ≤ 3.02 ± 0.68 F = 1.658
p = 0.175

48.47 ± 13.19 F = 2.454
p = 0.062

20.11 ± 4.82 F = 1.076
p = 0.359

6.39 ± 2.23 F = 0.776
p = 0.5083–5 year 3.12 ± 0.63 49.92 ± 14.45 20.44 ± 4.42 6.03 ± 2.38

6–10 year 3.06 ± 0.59 46.69 ± 12.09 20.12 ± 4.01 5.91 ± 2.40
≥ 11 year 2.96 ± 0.64 50.65 ± 14.00 19.54 ± 4.31 6.11 ± 2.42

Your 
departmentb

Internal/Surgical Units 3.10 ± 0.59 F = 1.471
p = 0.222

48.92 ± 13.53 F = 0.670
p = 0.571

20.01 ± 4.02 F = 0.140
p = 0.936

6.15 ± 2.46 F = 0.142
p = 0.935Intensive Care Units 3.08 ± 0.64 47.90 ± 14.92 20.26 ± 4.54 6.13 ± 2.23

Operating Rooms 2.95 ± 0.67 48.38 ± 12.53 19.86 ± 4.59 6.01 ± 2.32
Other (Emergency service, 
polyclinic etc.)

3.01 ± 0.65 50.32 ± 13.34 20.02 ± 4.36 6.02 ± 2.40

Traumatic event 
experiencesa

Yes 3.06 ± 0.63 t = 1.441
p = 0.150

48.38 ± 13.18 t=-2.209
p = 0.028*

20.27 ± 4.21 t = 2.874
p = 0.004*

6.05 ± 2.38 t=-0.739
p = 0.460No 2.95 ± 0.65 51.83 ± 14.78 18.84 ± 4.58 6.25 ± 2.34

Frequency of 
experiencing a 
traumatic eventb

Nothing 3.01 ± 0.64 F = 0.200
p = 0.819

50.55 ± 15.00 F = 2.366
p = 0.095

19.39 ± 4.62 F = 1.271
p = 0.281

6.22 ± 2.39 F = 0.509
p = 0.602Occasionally 3.06 ± 0.60 49.77 ± 13.66 20.07 ± 4.02 5.96 ± 2.42

Frequently 3.03 ± 0.66 47.42 ± 12.56 20.25 ± 4.46 6.15 ± 2.32
at: Independent Sampde T-test, bF: One-way ANOVA, M:Mean, SD: Standart Deviation, *p < 0.05
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p < 0.001). Positive religious coping and negative religious 
coping together explained 31.8% of the total variance in 
secondary traumatic stress (R² = 0.318). When the t-test 
results of the regression coefficients were analyzed, it 
was found that positive religious coping significantly 
predicted the decrease in STS (β = -0.555; t = -14.223; 
p < 0.001). On the other hand, negative religious coping 
was not a significant predictor of STS (β = 0.024; t = 0.610; 
p = 0.542) (Table 5).

In Model 2, where prosocial behavior was added 
to the model, the regression model remained signifi-
cant (F(3, 512) = 87.614; p < 0.001). The explained vari-
ance increased to 33.9% (R² = 0.339), indicating a 2.2% 
increase in the variance explained (ΔR² = 0.022) com-
pared to Model 1. In this model, positive religious coping 
(β = -0.483; t = -11.452; p < 0.001) and prosocial behavior 
(β = -0.163; t = -4.099; p < 0.001) were significant nega-
tive predictors of STS, while negative religious coping 
remained non-significant (β = 0.031; t = 0.801; p = 0.423). 
These findings suggest that the combination of positive 
religious coping and prosocial behavior provides a better 
prediction of lower STS levels in nurses (Table 5).

Discussion
In this section, the effects of religious coping strategies 
and prosocial behaviors on STS among nurses are dis-
cussed in comparison with the existing literature.

This study found that higher prosocial behavior among 
nurses was associated with significantly lower levels 
of STS. Nurses, due to their constant exposure to trau-
matised individuals, face a heightened risk of indirect 
trauma, which can lead to negative psychological out-
comes like STS [40]. In the literature, it has been shown 
that traumatic life events, work-related stress and per-
sonal distress are positively associated with STS in 
healthcare workers, whereas perceived social support 
decreases STS [40]. Studies have shown that perceived 
social support is a predictor of prosocial behaviors exhib-
ited by individuals [41, 42]. Although there is no study 
directly investigating the relationship between prosocial 
behavior and STS in nurses, studies examining similar 
psychological constructs indirectly support this relation-
ship. For example, in a study conducted with paediatric 
nurses, a negative relationship was found between post-
traumatic growth and STS [43], and in other studies, 
prosocial behavior was shown to predict posttraumatic 
growth [44]. In addition, it was determined that psycho-
logical resilience was negatively related to STS in nurses 
[45], and there was a positive relationship between psy-
chological resilience and prosocial behavior [25]. In 
light of these findings, it can be concluded that prosocial 
behavior may reduce STS by enhancing resilience and 
posttraumatic growth. The negative correlation between 
prosocial behavior and STS observed in this study is con-
sistent with previous literature. Adopting a helpful atti-
tude towards patients and colleagues, offering support 

Table 4  Correlation analysis results among prosocial behavior, 
secondary traumatic stress, positive religious coping and 
negative religious coping in nurses (N = 516)

1 2 3 4
1-Prosocial Behavior Scale 1
2-Secondary Traumatic 
Stress Scale

r = − 0.371
p = 0.001**

1

3-Positive Religious Coping r = 0.424
p = 0.001**

r = − 0.563
p = 0.001**

1

4-Negative Religious Coping r = − 0.112
p = 0.011**

r= 0.220
p = 0.001**

r = − 0.354
p = 0.001**

1

r: Pearson correlation

Table 5  The effects of positive religious coping and prosocial behavior on secondary traumatic stress
Predictive Variables Secondary Traumatic Stress (Dependent variable)

B SD β t p* 95,0% Confidence Interval for B
Model 1 Lower Bound Upper Bound
(Constant) 82.980 3.225 25.734 0.001 76.645 89.316
Positive Religious Coping -1.739 0.122 − 0.555 -14.223 0.001 -1.979 -1.499
Negative Religious Coping 0.135 0.222 0.024 0.610 0.542 − 0.300 0.571
Model 2
(Constant) 88.814 3.480 25.519 0.001 81.976 95.651
Positive Religious Coping -1.515 0.132 − 0.483 -11.452 0.001 -1.775 -1.255
Negative Religious Coping 0.175 0.219 0.031 0.801 0.423 − 0.254 0.605
Prosocial Behavior -3.471 0.847 − 0.163 -4.099 0.001 -5.135 -1.807
R Model 1: 0.564 Model 2: 0.582
R2 /Adjusted R2 Model 1: 0.318/ 0.315 Model 2: 0.339 / 0.335
R2 Change Model 1: 0.318 Model 2: 0.022
F Model 1: 119.344 Model 2: 87.614
Durbin- Watson Model 1: 1.988 Model 2: 2.028
VIF Model 1: 1.143 Model 2: 1.222
Hierarchical Regression Analysis*. *p < 0.001
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and solidarity, may ease the psychological burden and 
strengthen well-being at individual and team levels.

This study found that higher positive religious coping 
was linked to lower STS in nurses, consistent with litera-
ture showing its protective effect against occupational 
stress [46, 47]. In addition, in studies that indirectly shed 
light on this relationship, Lee et al. (2021) reported a 
positive relationship between perceived stress, burnout 
and STS in nurses, while Nopa et al. (2023) and Maha-
mid and Bdier (2021) found that positive religious cop-
ing significantly reduced perceived stress [48–50]. These 
findings support the existence of a negative relationship 
between positive religious coping and STS. However, 
in a study conducted in Serbia, no significant relation-
ship was found between religious coping and STS, and 
this was attributed by the researchers to the fact that 
religious coping was associated more with passive strat-
egies (e.g., avoidance, submission) [51]. On the other 
hand, this study found a significant and negative relation-
ship between positive religious coping and STS. These 
findings suggest that the effect of religious coping may 
vary according to the cultural context. This is because 
the teachings and practices of religious systems shape 
individuals’ internal (spiritual) or external (ritual) ori-
entations in different ways and thus affect coping mecha-
nisms [17]. Religion can provide psychological support 
by facilitating the search for meaning in challenging situ-
ations that exceed individuals’ coping capacities [17]. 
These findings highlight cultural differences in the effec-
tiveness of religious coping. The predominance of Mus-
lim participants may have enhanced the protective role of 
faith-based attitudes, suggesting that they serve as both 
individual and cultural resources in reducing STS.

This study revealed that positive religious coping and 
prosocial behavior together reduce secondary trau-
matic stress (STS) in nurses, accounting for 33.9% of its 
variance. These results suggest that such psychologi-
cal resources play a significant role in mitigating stress. 
Furthermore, the literature highlights that religious cop-
ing, with its cognitive, emotional, behavioral and rela-
tional dimensions, is a key yet frequently overlooked 
mechanism for coping with stress and trauma [52–54]. 
In particular, religious beliefs and practices are nega-
tively associated with secondary traumatic stress [55] and 
are also reported to have protective effects on physical 
and mental health [56, 57]. Similarly, prosocial behav-
iors have been reported to reduce post-traumatic stress 
symptoms and support psychological growth [58]. In a 
study conducted on nurses, a significant negative rela-
tionship was found between perceived stress and pro-
social behavior [59]. In addition, it was reported that a 
significant positive relationship was found between per-
ceived stress and secondary traumatic stress in nurses 
[48]. These findings suggest that positive religious coping 

strategies and prosocial behaviors are important psy-
chological resources for nurses in managing STS. This 
may be related to the cultural context, in which religious 
beliefs provide psychological support and benevolence is 
a valued social norm. Religious coping strategies, such as 
prayer, patience and helping, foster inner meaning and 
resilience, and supportive interactions with colleagues 
further strengthen this effect, helping to reduce the 
impact of STS.

Clinical implications
The findings of this study show that nurses’ use of posi-
tive religious coping strategies and increasing their pro-
social behavior levels play an important role in reducing 
their secondary traumatic stress levels. In order to sup-
port the psychological resilience of nurses in health insti-
tutions, it is recommended to create programmes that 
strengthen religious coping skills and work environments 
that encourage prosocial behavior. In particular, strength-
ening spiritual support mechanisms and solidarity-based 
professional culture for nurses who frequently encoun-
ter traumatic events may increase job satisfaction, men-
tal health and professional commitment by reducing the 
negative effects of stress. In addition, the use of religious 
and cultural values as psychological resources in coping 
with occupational stress may contribute to the creation 
of a more resilient and sustainable structure at both indi-
vidual and organisational levels.

Limitations
The data of this study were collected solely on the basis of 
participants’ self-reports, which may limit the reliability 
of the results as it may be open to biases such as social 
desirability bias or recall bias. Since the sample consisted 
of nurses working in a university hospital in only one 
province, the generalisability of the findings to nurses or 
other health professionals working in health institutions 
in different provinces is limited. The results obtained 
reflect a specific sociocultural context and may differ in 
different cultural, institutional and regional conditions. 
Therefore, it is recommended that future studies should 
collect data from different geographical regions, various 
types of hospitals and sociocultural environments and 
examine the relationships between religious coping, pro-
social behavior and secondary traumatic stress in a more 
comprehensive manner in the light of contextual factors.

Conclusion and recommedations
In this study, significant relationships were found 
between nurses’ positive religious coping strategies 
and prosocial behavior levels and STS levels. The find-
ings indicate that positive religious coping and proso-
cial behaviors together have a protective effect on STS. 
Regression analyses revealed that these two variables 
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together explained 33.9% of the STS variance and that 
positive religious coping in particular led to a signifi-
cant reduction in STS levels. These results suggest that 
supportive religious coping mechanisms and prosocial 
behavioral attitudes may be important for nurses to cope 
with STS. Future research is recommended to evaluate 
the effectiveness of programs designed to strengthen reli-
gious coping and prosocial behaviors, ideally interven-
tion studies using experimental or longitudinal designs to 
better determine causality and long-term effects.
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