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Introduction: Age-related macular degeneration (AMD) is one of the global
leading causes of severe vision loss. Patients suffering from AMD face complex
spiritual and mental challenges that have an impact on the course of their disease,
their quality of life, and their relationship with their surroundings.

Methods: A survey was carried out using a 21-item questionnaire between
August 2020 and June 2021 among 117 patients from different countries to
investigate how spirituality, religion, and their way of practicing them affected the
experiences and daily lives of patients suffering from AMD, and whether it helped
them cope with the disease.

Results: Our study concluded that spirituality and religion are important factors
that facilitate patients’ ability to cope with a progressive degenerative disease
such as AMD. Patients who are religious are more at peace with having AMD.
Practices that contribute to patients being at peace in accepting the disease are
regular prayers or meditation. Spirituality and religion are important components
that promote a healthier and happier emotional state and mental wellbeing. In
particular, by believing that death is not the end, patients feel more hopeful, which
helps in their adjustment to a seemingly hopeless health condition. A significant
number of AMD patients desire to talk about God with the medical staff. The
profile of such patients could be those believing in a higher power, praying often,
participating in religious services, being worried about the loss of vision, and
needing assistance in daily life.

Discussion: An interdisciplinary and multidimensional team of medical health
professionals including mental health workers and chaplains can be of great value
in managing persons with AMD.

age-related macular degeneration, religion, spirituality, depression, vision, elderly,
coping
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1. Introduction

According to the World Health Organization (2022), age-
related macular degeneration (AMD) is one of the global leading
causes of severe vision loss. In 2019, nearly 67 million people were
suffering from severe AMD, and the number is estimated to rise
by 15% by 2050 (Li J. Q. et al., 2020). Additionally, managing the
neovascular form of AMD is further increasing the costs in the
healthcare system (Kim et al., 2019). The progressive degenerative
disease of the eye has no cure and is often diagnosed late, thereby
diminishing the quality of life by restricting patients’ ability to read,
drive, perform daily tasks, and recognize faces (De Sousa Peixoto
etal, 2021). Compared with patients suffering from glaucoma and
diabetic retinopathy, studies show that the general psychological
state is most impaired in people with AMD (Gusar et al., 2021).

Many AMD patients are at higher risk of developing depression
out of fear of losing their vision even while the disease progresses
to place higher restrictions on their daily activities (Rovner et al,
2009; Popescu et al., 2012).

Aging in itself can be challenging. Life-altering circumstances
like retirement, the death of one’s spouse or friends, or reduced
health capacity, can lead to a more restricted social network or
potential loneliness thus affecting the emotional state of older adults
(Alma et al,, 2011; Yanguas et al, 2018). In comparison to healthy
older adults, age-related visual impairment negatively affects the
psychological state of the individuals and can even become a
personal tragedy for some, especially when aging is accompanied by
other limiting physical conditions (Wahl et al., 1999). The biggest
challenge for some patients is having difficulties with self-care and
home duties (Taylor et al., 2020).

Even mild vision loss impacts the emotional wellbeing of
patients. Severe vision loss (visual acuity lower than 20/200, a
frequent evolution of AMD) leads to negative psychological sequels
in the later years, with limiting effects on behavioral competence as
well as the ability to adapt emotionally (Finger et al., 2011). Given
the popular belief that the eyes are the windows to the soul, sudden
vision loss affects people not only from a physical point of view but
also emotionally and mentally. This requires a good understanding
from the physicians for implementing a holistic approach to the
treatment that acknowledges the patients’ value system as well as
their spiritual wellbeing to support better management of their
overall health (Marzorati and Pravettoni, 2017).

There are internal and external resources that may help patients
cope with the disease. These resources are identified in this study
in terms of religion and spirituality. Though not always visible
or expressed, religion and spirituality may help patients respond
to ontological and soteriological questions and may change their
perspective of the disease. For instance, AMD may be viewed as
a “punishment” from God or a disease that helps the believer to
reconnect with God in anticipation of the “end.” Responses to the
disease are drawn from the already present (or absent) faith in an
effort to find a sense of emotional comfort and connection (e.g.,
“God gives comfort and strength”), meaning (e.g., “the disease is a
test”), control (e.g., “God can heal the disease”), or practical support
(e.g., “help from church members”) (Sherman et al., 2021).

Religion and spirituality are conjoined concepts. While religion
is seen more as an objective and external concept that is often
practiced in an organized group setting, spirituality, on the other
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hand, is considered an internal, personalized, and divine encounter
or unswerving connection with God (Hyman and Handal, 20065
Barber, 2012). Religion involves beliefs, practices, and rituals
related to the sacred (God, deity, angels, ultimate truth) (Koenig,
2009) which are organized and practiced in a community.

According to Pargament (1997), religion is not just “one thing”
as a coping mechanism but it is a force that can change forms at
different times and places, assists in molding the coping process,
and in return gets shaped in the process.

Spirituality, however, is more difficult to define. It is something
people define for themselves that is largely free of the rules,
regulations, and responsibilities associated with religion (Naghi
etal., 2012). Spirituality may be linked to beliefs related to the same
questions raised by religion (e.g., “Is there a Creator?” or “Is death
the end?”), but the term may be extended beyond to include positive
psychological, social, or character states.

Religion and spirituality may not only enhance mental health
but also facilitate the physical wellbeing of patients as shown
in a study conducted by Shattuck and Muehlenbein (2020),
where physical parameters such as reduced blood pressure and
inflammation were influenced by religiosity and spirituality.
A study by Wang et al. (2008) on older adults in China with vision
loss underlined the importance of spirituality and its positive effect
on the adjustment process to age-related vision loss.

Religion helps in coping with stress by providing powerful
cognition and an optimistic worldview as well as setting rules and
regulations regarding the various aspects of life including the way of
living, having compassion, how to treat others, etc. Thus, it makes
support available for individuals in society when needed as well
as reduces stress and increases positive emotions which leads to
the enhancement of social and mental health. Although positive
religious support is associated with reduced stress and depression,
negative aspects of religion such as justifying hatred, prejudice, and
aggression can increase depression, anxiety, and fear, and impair
mental health (Koenig, 2012; Holt et al., 2018).

Religiously active individuals may have better therapeutic
adherence due to a larger number of social contacts who encourage
each other to seek medical guidance on time and to follow through
with the prescribed medications (Koenig, 2004). In addition, a
higher level of confidence in physicians as well as more trust
in healthcare providers is found in religiously active individuals
(Benjamins, 2006).

The primary objective of this study, therefore, is to investigate
how AMD patients’ spirituality, religion, and their way of practicing
them affect their experiences and daily lives, and whether it helps
them in coping with the disease or not. One premise is that
having AMD and a visual impairment increases patients’ interest
in spiritual and religious topics. On the contrary, having AMD may
challenge patients’ faith. One goal of the study is to assess a possible
correlation between patients with AMD who believe in a higher
power and their perspective on their disease, and patients who do
not consider themselves religious or spiritual.

In addition, by assessing whether regular prayer or meditation
had an ameliorating influence on patients dealing with such
a degenerative eye condition, we intend to determine if
prayer provided comfort and strength while experiencing
fear of vision loss.
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Our study also provides comparative data of Romanian and
international patients (from nine countries) diagnosed with AMD
obtained through a questionnaire.

2.1. Design and instruments

A cross-sectional study was conducted through a 21-item
questionnaire from August 2020 until June 2021. In this study,
Romanian patients with AMD who visited the “Vedis” clinic as well
as the online population of English-speaking and German-speaking
patients with AMD were assessed.

The questionnaires were constructed based on previous
works, namely the Magyar-Russel study regarding ophthalmology
patients, and Biissing studies regarding the SpREUK scale and
Spiritual Needs Questionnaire ( ;

; ). We did not compute questionnaire
scores; rather individual questions were compared and correlated
among participants. The main categories of the questionnaires were
related to religious practices (church attendance/participation in
religious services, faith, denominations, etc.), spiritual practices
(meditation, prayer, etc.), existential identity (meaning of life,
acknowledgment of the end, making peace with the disease, etc.),
general emotional state (feeling happy, hopeful, sad, down, cared
for, lonely, etc.) and relationships (getting help, support in daily
activities, etc.). The response choices were categorical (yes/no) or
ordinal (all the time/often/sometimes/rarely/never) among other
options. The questionnaires could be completed in 10 min and were
collected anonymously. Approval was obtained from the Ethics
Committee of the Iuliu Hatieganu University of Medicine and
Pharmacy Cluj-Napoca.

The data collection was carried out through a non-probable
type of sampling using a multisampling method including a
consecutive sampling method for the Romanian patients and a
convenient sampling method for the international population.
In Romania, the survey was administered to 98 consecutive
AMD patients being treated for neovascular disease during their
routine eye examination under the supervision of OS. The
questionnaires were filled out anonymously by the patients before
their appointment or could be taken home and then returned,
or patients could have the assistance of an interviewer for
answering the survey at the clinic. In the end, 48 responses
to the surveys were collected and one was rejected due to the
exclusion criteria (described below) and the final data included 47
Romanian respondents.

For the international respondents, a 24-item questionnaire in
English and German was made available online on two different
Facebook self-supporting groups with people having AMD. The
questionnaire was the same as the Romanian one but with
a few modifications; it included three additional questions on
participants’ country of residence, type of macular degeneration,
and stage of AMD.

The English questionnaire was available online from 8 to 12
October 2021 and 38 responses were collected of which one was
rejected due to the exclusion criteria. The German questionnaire
was accessible online from 13 to 19 October 2021 and 34 responses
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were submitted of which one had to be excluded due to the
exclusion criteria.

2.2. Participants

A total of 117 respondents were included in the study. The
majority of the respondents were women in the Romanian (57.4%,
27 patients out of 47) and the international (84.3%, 59 patients out
of 70) group. In the international group, the age range was between
29 and 86 years, with an average of 64.3 &+ 13.1 years, and in the
Romanian group, it was between 31 and 87 years of age, with an
average of 68.6 &= 11.8 years. Patients younger than 60 years were
seen in both groups, 19.3% in the Romanian group, and 37.1%
in the international group. The patients’ demographics and AMD
characteristics (type, vision, duration, treatment) are presented in

2.3. Inclusion and exclusion criteria

For the Romanian survey, we included patients who had a
neovascular form of AMD, which was confirmed by fundoscopic
eye examinations and ocular coherence tomographies (SD-OCT).
All selected patients were scheduled for anti-VEGF intraocular
injections and gave their consent for participation in this study.

For the online international survey, patients at any stage of
AMD were included. In this group, both dry and wet AMD patients
were involved, and there was no possibility to ascertain the accuracy
of their diagnosis.
with juvenile degeneration (macular
dystrophies) and responses that had less than 50% valid items filled

Patients macular
out were excluded from the study. However, in the Romanian
group, patients younger than 60 years of age were also included
even when clinical characteristics for macular dystrophy were not
met but the case was fully diagnosed as AMD.

2.4. Statistical analysis

The statistical analysis was performed on IBM SPSS Statistics
28, with a p-value set at 0.05. The diagrams and tables were made
using Google Sheets and Microsoft Excel.

With an aim to explore the associations between ordinal and
continuous variables, we conducted Spearman’s correlation on our
data. We also performed the Wilcoxon Rank-Sum test (Mann-
Whitney-U-test) and the Kruskal-Wallis test to assess ordinal
and continuous variables according to the categorical variables. In
addition, we analyzed the categorical/binary variables through the
chi-square test and Fisher’s exact test. The latter was considered
only for those variables in which more than 20% of the expected
cell values were less than 5.

In total, 117 patients were analyzed in two groups: the
Romanian group with 47 patients, and the international group
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TABLE 1 Demographics of 117 patients and the duration and stage of AMD.

10.3389/fpsyg.2023.1096215

be ol O
d Pa e d Ona
patie
Gender
Female 27 (57.4%) 59 (84.3%)
Male 20 (42.6%) 11 (15.7%)
Age (years)
21-30 0 (0%) 1(1.4%)
31-40 1(2.1%) 3 (4.3%)
41-50 2 (4.3%) 4(5.7%)
51-60 7 (14.9%) 18 (25.7%)
61-70 15 (31.9%) 17 (24.3%)
71-80 14 (29.8%) 18 (25.7%)
81-90 8 (17%) 7 (10%)
No answer 0(0%) 2(2.9%)
Age (years), mean £ SD 68.6+11.8 643+ 13.1
Religions
Christian 41 (87.2%) 35 (50%)
Jewish 0(0%) 1 (1.4%)
Moslem 0(0%) 0(0%)
Atheist 2 (4.3%) 6 (8.6%)
Somebody who thinks there might be a God, but is not sure 2 (4.3%) 10 (14.3%)
Somebody who thinks that it is not possible to know if there is a God 0 (0%) 7 (10%)
Other 1(2.1%) 9 (12.9%)
No answer 1(2.1%) 2(2.8%)
Vision
Poor 18 (38.3%) 17 (24.6%)
Fair 22 (46.8%) 30 (43.5%)
Good 7 (14.9%) 22 (31.9%)
No answer 0(0.0%) 1 (1.4%)
Duration of AMD
0-3 years 24 (51.1%) 29 (41.4%)
3-6 years 11 (23.4%) 16 (22.9%)
6-9 years 2 (4.3%) 9 (12.9%)
9-12 years 2 (4.3%) 5(7.1%)
> 12 years 2 (4.3%) 7 (10%)
No answer 6 (12.8%) 4 (5.7%)
Duration of AMD (years), mean & SD 47 +34 58+6.8
Intraocular injection
Received 36 (76.6%) 53 (75.5%)
Not received 10 (21.3%) 17 (24.3%)
No answer 1(2.1%) 0(0%)
Type of AMD
Dry - 17 (24.3%)
Wet 47 (100%) 50 (71.4%)
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TABLE 1 (Continued)

10.3389/fpsyg.2023.1096215

Number (%) of Number (%) of

international

Romanian patients

patients
1 don’t know - 2(2.9%)
No answer - 1(1.4%)
Stages of AMD
Early - 17 (24.3%)
Intermediate - 26 (37.1%)
Late 47 (100%) 12 (17.1%)
I don’t know - 15 (21.4%)
No answer - 0(0.0%)
Distribution of Patients by Country of Residence
o,
50 41.60%
40
2 24.80% 24.80%
=} 30
g
—
3]
2,
(v 20
S
—
2
= 10 9
2 2.70%  1.80% 0.90% 0.90% 0.90% 0.90% 0.90%
o)
) & )
 F & ¥ @ & F & @
& N ¥ & & S5
& G@& > P (@] < S
& 3
Country of residence
FIGURE 1
Country of residence.

with 70 patients. The country distribution of the participants is
presented in Figure 1.

While the majority of the Romanian patients (87.2%)
considered themselves Christians, only half of the international
group (50%) indicated Christianity as their religion. However, the
international group was more diverse in terms of their religious
beliefs than the Romanian group, with a higher prevalence of
agnostics and atheists.

Regarding the level of vision, a higher percentage of
international patients (31.9%) reported having good vision in
comparison with Romanian patients (14.9%).

The average duration of AMD (time between first diagnosis
to the date of questionnaire completion) in the Romanian group
was 4.7 £ 3.4 years, and in the international group, it was
5.8 £ 6.8 years. The shortest duration of AMD was 1 day in the
international group and 2 months in the Romanian group. The

Frontiers in Psychology

longest duration of AMD was 15 years in the Romanian group and
36 years in the international group.

Approximately 71.4% of the international patients self-declared
having wet AMD, while the rest declared dry AMD. However, all the
Romanian patients had wet AMD and were in the late stages of the
disease. While 17.1% of the international patients self-declared to
be in the late stages of AMD, 37.1% of these patients were suffering
from the intermediate stage of AMD.

An overview of the questionnaire responses is presented in
Table 2 (however, complex responses, related to the general
emotional state of the patients, have not been presented).

The various emotions experienced by the AMD patients and
the frequency of those emotions are shown in Figure 2 (Romanian
group) and Figure 3 (international group). The majority of
respondents from the international group reported often feeling
happy in their lives and never apathetic; some even regarded feeling
cared for all the time. In the Romanian group, the majority of
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TABLE 2 Overview of the responses from 117 patients.

Number (%) of Number (%) of
Romanian patients | international patients
Worry about the disease
Not worried 3(6.4%) 2(2.9%)
Sometimes worried 12 (25.5%) 17 (24.3%)
Worried 32 (68.1%) 51 (72.9%)
No answer 0 (0%) 0 (0%)
Being at peace with the disease
Feeling outraged for having the disease 17 (36.2%) 28 (40%)
Accepted the disease 29 (61.7%) 32 (45.7%)
Feeling nothing toward the disease 0 (0%) 8 (11.4%)
No answer 1(2.1%) 2(2.9%)
Need of assistance
No need for assistance 31 (66%) 53 (75.7%)
Needs assistance 15 (31.9%) 17 (24.3%)
No answer 1(2.1%) 0(0.0%)
Source of assistance
Family 15 (31.9%) 19 (27.1%)
Friends 5(10.6%) 1 (1.4%)
People from work 0(0%) 1(1.4%)
People from church, synagogue, or mosque 0 (0%) 0 (0%)
Technologies - 1(1.4%)
No answer 27 (57.5%) 48 (68.7%)
Believe in a higher power
No, I do not believe at all 5(10.6%) 15 (21.4%)
Partially believe in a higher power 10 (21.3%) 19 (27.1%)
Strongly believe in higher power 31 (66%) 36 (51.4%)
No answer 1(2.1%) 0(0.0%)
Religious vs. non-religious
Non-religious 8 (17%) 33 (47.1%)
Religious 38 (80.9%) 37 (52.9%)
No answer 1(2.1%) 0(0.0%)
Participation in religious services
Never 6 (12.8%) 27 (38.6%)
Rarely 8 (17%) 15 (21.4%)
Sometimes 16 (34%) 10 (14.3%)
Often 16 (34%) 18 (25.7%)
No answer 1(2.2%) 0(0.0%)
Prayer or meditation frequency
Never 4 (8.5%) 18 (25.7%)
Sometimes 9 (19.1%) 27 (38.6%)
Everyday 33 (70.2%) 25 (35.7%)
No answer 1(2.2%) 0(0.0%)
Comfort in prayer while fearing loss of vision
Find comfort in prayer 9 (19.1%) 30 (42.9%)
(Continued)
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TABLE 2 (Continued)

Number (%) of

Number (%) of
international patients

Romanian patients

Sometimes find comfort in prayer 14 (29.8%) 21 (30%)
Do not find comfort in prayer 24 (51.1%) 19 (27.1%)
No answer 0 (0.0%) 0 (0.0%)
God's influence on the disease
God comforts them in the disease 20 (42.6%) 19 (27.1%)
God does not cause the disease, but he allows it 7 (14.9%) 16 (22.9%)
God can heal the disease 14 (29.8%) 8 (11.4%)
God has no influence on the disease 8 (17%) 14 (20%)
The disease is a punishment 2 (4.3%) 2(2.9%)
The disease is a test 3(6.4%) 4 (5.7%)
God can make a blessing out of the disease 16 (34%) 13 (18.6%)
No, because I do not believe - 14 (20%)
No answer 2 (4.3%) 2 (2.9%)
Effect of AMD on faith
Started struggling more in my spiritual walk 0(0%) 3 (4.3%)
It did not affect my spirituality 36 (76.6%) 54 (77.1%)
Made me grow more spiritually and I find strength 10 (21.3%) 12 (17.1%)
in my faith
No answer 1(2.1%) 1(1.5%)
Faith as help in daily life
No, because I do not believe 4 (8.5%) 15 (21.4%)
At the moment I struggle more with my faith 1(2.1%) 9 (12.9%)
Sometimes, I have moments where it helps me and 10 (21.3%) 23 (32.9%)

moments where I struggle with my faith

Faith gives me comfort and strength 32 (68.1%) 22 (31.4%)

No answer 0(0.0%) 1 (1.4%)
Perspective on death

Believe that death is the end 5(10.6%) 9 (12.9%)

Not sure about death being the end 17 (36.2%) 21 (30%)

Believe that death is not the end 23 (48.9%) 39 (55.7%)

No answer 2 (4.3%) 1(1.4%)

Through the disease more interested in spiritual topics

Disagree 14 (29.8%) 43 (61.4%)
Partially agree 18 (38.3%) 17 (24.3%)
Agree 12 (25.5%) 10 (14.3%)
No answer 3 (6.4%) 0 (0.0%)

The wish to talk about God with the medical staff

Do not want to talk about God with medical staff 21 (44.7%) 59 (84.3%)
Want to talk about God with medical staff 21 (44.7%) 10 (14.3%)
No answer 5(10.6%) 1(1.4%)

patients described feeling happy, hopeful all the time, and never  international group experienced positive emotions (happy, hopeful,
lonely, while some indicated often feeling cared for. and cared for) less often compared to the Romanian group.

The international group had a higher score for “feeling down” The level of being worried about the disease was similar
compared to the Romanian group (p = 0.049). In general, the in both groups; the majority of patients in the Romanian
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FIGURE 2

Emotional status of AMD patients from the Romanian group.

Emotional Status International Group
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FIGURE 3
Emotional status of AMD patients from the international group.

Sometimes

Frequency of experienced emotions

Often All the time

group (68.1%) and the international group (72.9%) were worried
about having AMD.

When it came to “being at peace with the disease”, the
majority in both groups “accepted the disease” (45.7% among
the international group and 61.7% among the Romanian
group). However, 40% in the international group and 36.2%
in the Romanian group were “feeling outraged for having the
disease.”

Frontiers in Psychology

A significant percentage of respondents in both groups
reported that they needed assistance for carrying out their
daily living tasks. However, this percentage was higher (but not
statistically significant) in the international group (75.7%). The
respondents from both the international and Romanian groups
reported seeking assistance mainly from family members for their
living tasks, but 10.6% of Romanian respondents also received

assistance from friends.
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The majority in both groups believed in a higher power;
however, this percentage was higher among Romanian respondents
(66% in the Romanian group vs. 51.4% in the international group,
p-value not statistically relevant).

The international group consisted of a more equally distributed
number of religious (52.9%) and non-religious (47.1%) patients
than the Romanian group, where the highest number of patients
(80.9%) considered themselves religious. Romanian patients were
participating in religious activities more often than international
patients. In addition, the percentage of international patients that
never participated in religious activities was significantly higher
(38.6%) than Romanian patients who never participated in religious
activities (12.8%).

A higher percentage of Romanian patients prayed or meditated
every day in their life (70.2%) than international patients (35.7%)
though a higher percentage of international patients (42.9%) found
comfort in prayer while fearing loss of vision than Romanian
patients (19.1%).

On how God influences their disease, most patients from
both groups believed that “God comforts them in the disease.” A
significant percentage within the international group believed that
“God does not cause the disease but allows it” (22.9%), “God has no
influence on the disease” (20%), and “God can make a blessing out
of the disease” (18.6%). Within the Romanian group, a significant
percentage believed “God can make a blessing out of the disease”
(34%) and “God can heal the disease” (29.8%).

The majority of patients in both international (77.1%) and
Romanian (76.6%) groups reported that having AMD did not affect
their spirituality and religiosity. However, a smaller percentage of
international patients (14.3%) reported becoming more interested
in spiritual and religious topics after their diagnosis, compared to
Romanian patients (25.5%).

Many patients in both the international (31.4%) and the
Romanian (68.1%) groups believed that their faith gave them
comfort and strength to cope with the disease on a daily basis.
A significant percentage of international patients (32.9%) believed
that sometimes their faith helped them but at other times they
struggled with it throughout the disease. In both international
(55.7%) and Romanian (48.9%) groups, most patients believed that
death was not the end.

In response to the question on whether patients would like
to talk about God with the medical staff, 44.7% of the Romanian
patients answered “yes;,” 44.7% responded “no,” while 10.6% left
this question unanswered. In contrast, most of the international
patients (84.3%) did not want to talk about God with their
health professionals.

The results showed that the poorer the vision of the person,
the more likely they felt down in their life, according to a negative
correlation (p = —0.392, p = 0.001) obtained from international
patients with AMD. Similarly, among the Romanian patients, the
poorer the vision, the more likely the person was worried about
their condition (p = —0.495, p < 0.001).

Our study also demonstrated that patients from the
international group who were at peace and accepted having
the disease had a statistically significant higher mean of believing
in a higher power (p < 0.01), finding comfort in prayer when they
experienced fear of losing their vision (p = 0.002), participating
in religious activities (p = 0.016), and praying or meditating on a
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regular basis (p = 0.010) than patients who were not at peace with
the disease or did not feel anything toward the disease.

A correlation obtained from the data of the Romanian
(p = 0.025) as well as the international group (p = 0.023) revealed
that patients who are at peace with having AMD were more
likely to believe that death was not the end. Besides, there was a
correlation in both groups-Romanian (p = 0.013) and international
(p < 0.001)-between “being at peace with the disease” and believing
that “God can make a blessing out of the disease.” In addition,
in the international group (p = 0.020), there was a link between
patients who reported “being at peace with the disease,” and those
who considered themselves religious.

Another finding of our study was the very strong correlation
between gender and faith as a coping mechanism on an everyday
basis (p = < 0.001) among the international respondents. Women,
more than men, agreed that faith helped them on a daily basis
by giving them “comfort and strength” or that sometimes they
had “moments where their faith helps them and other moments
where they struggle more with it” Men agreed more with
the statement that “at the moment they struggled more with
their faith.” However, the international group had only a small
number of men (15.7%). This gender difference was not found
in the Romanian group, although the sample size contained
more men than the international group. Regardless, a correlation
(p = 0.002) was obtained between gender and being at peace
with the disease, suggesting that women were more at peace in
accepting AMD than men.

Patients from Romania who needed assistance in their
daily activities had a statistically significantly higher mean in
participation in religious activities (p = 0.044) as well as being
worried about their eye condition (p = 0.048).

Patients who generally felt hopeless in their life had
a statistically significant higher mean in need of assistance
(p = 0.017), compared to those who did not need assistance
in the international group. In Romania, patients who reported
poorer vision had a statistically significant higher mean of receiving
help from family and friends (p = 0.042). Interestingly enough,
none of the patients indicated that they received help from
their church, synagogue, or mosque members. This response
option in the questionnaire was not selected by the international
respondents either.

The results obtained in our study also revealed a negative
correlation (p = —0.379, p = 0.027) between Romanian patients
who believed in a higher power and a feeling of hopelessness and
a negative correlation (p = —0.423, p = 0.011) between patients
who generally felt cared for and participated in religious activities.
Among international patients, we found a correlation (p = 0.251,
p = 0.044) between generally feeling happy in life and finding
comfort in prayer while fearing vision loss.

Our results also demonstrated that the international group
of patients who were generally happy (p = 0.043) in their life
had a statistically significant higher mean score in agreeing with
the statement that “faith is helping them on an everyday basis
to cope with the disease” by giving them comfort and strength
in comparison with patients who answered “No, because I don’t
believe,” “At the moment I struggle more with my faith,” and
“Sometimes I have moments where it helps me and moments
where I struggle with my faith.” The same applied to patients who
generally felt hopeful (p = 0.010) within the international group.
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We found an interesting observation when examining the
correlation between happiness and religion, especially when
comparing the differences between the countries. In our study, we
compared Romania, Germany, and the USA and tried to identify in
which country patients generally felt more cared for in their lives.
We included only these three countries because the sample sizes
from other countries were too small. According to our results, the
AMD patients from the USA had a statistically significant higher
mean of feeling generally cared for in their lives (p < 0.001) than
patients from Romania and Germany, as patients from the latter
were the ones who felt least cared for.

Our analyses also revealed that patients from the international
group who felt generally happy in their life (p = 0.009) had a
statistically significant higher mean in believing that God can make
a blessing out of their disease, in response to whether “God has an
influence on their health condition” in comparison with patients
who did not choose this answer option. The results were similar for
patients who generally felt hopeful in their lives (p = 0.007). This
statistical significance could not be seen in the data acquired from
the Romanian group.

On the other hand, data from the Romanian group showed
that patients who generally felt down in their life (p = 0.027) had
a higher statistically significant mean of believing the disease was a
punishment than patients who did not choose this answer option.
The results were similar for patients who generally felt hopeless in
their lives (p = 0.029).

The results from the Romanian group also demonstrated that
those who believed in a higher being (p = 0.020) had a statistically
significant higher mean of believing that “God can heal the disease”
in comparison with those who did not choose this answer. Likewise,
those who participated in religious activities (p = < 0.001) had
a statistically higher mean in believing that God could make
a blessing out of the disease than patients who did not select
this answer option.

Another association was found between being a religious
person and becoming more interested in spiritual and religious
topics with the onset of AMD. This applied to both Romanian
(p =0.014) as well as international (p = 0.017) patients. In addition,
an association (p = 0.028) was established among Romanian
patients who became more interested in spiritual and religious
topics as a result of AMD and the desire to talk about God with
the medical staff. There was also a strong link between Romanian
patients who needed assistance in their daily life and their desire
to talk about God with the medical staff (p = 0.014). Furthermore,
in the international group (p = 0.031) as well as the Romanian
group (p = 0.031), patients who believed in a higher being had a
statistically higher mean to wish to talk about God with the medical
team than patients who only partially believed or did not believe at
all in a higher power.

3.1. Statistical analysis

The non-parametric statistical tests used for the evaluation
of the
significance were removed.

variables are presented below. Results without

In the results of the chi-squared and Fisher’s exact test

for the Romanian group are presented. In the results of the
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chi-squared and Fisher’s exact test for the international group are
shared.
group, while shares the results of the international group.
, the results of the Wilcoxon Rank-Sum test of the
Romanian group are provided, while

presents the Kruskal-Wallis test for the Romanian

In
contains the results
of the international group. Finally, Spearman’s correlation test
results for the Romanian and international groups are presented
, respectively.

, the results of the Kruskal-Wallis test to determine
which country the patients felt generally more cared for are

in S
In

presented. We included only data from patients from Romania,
Germany, and the USA since the sample size from other countries
were very small.

“Then will the eyes of the blind be opened and the ears of the
deaf unstopped” (Isaiah 35:5)-a passage from the Old Testament,
a sacred scripture for the Jews and Christians, where a renewed
heaven and earth are described. Patients suffering from AMD face
complex spiritual and mental challenges that have an impact on the
course of their disease, their quality of life, and their relationship
with their surroundings.

In our study we found that poor vision has an impact on
patients’ mental health, leading them to feel generally down in
their life, as seen in the international group. Poor vision also
increases patients’ worry about AMD’s prognosis as evidenced in
the Romanian group. ( ) arrived at
a similar finding through their review of recent literature that
patients with poor vision had a higher rate of depression and
anxiety which affected their mental health. Similar findings by

( ) revealed that having AMD and the
accompanying impaired vision caused depression in older adults.
Loss of independence and reduction in quality of life are major
factors that play a role in lowering the mood of people suffering
from such eye conditions. Visual impairment in older adults has
been linked to an increased risk of suicide among them (

).

Patients facing visual loss need multiple sources of support,
). A study
done on 227 cancer patients from Lithuania who were hospitalized

including religion and spirituality (

but were not terminally ill, showed that among spiritual needs,
inner peace had the highest mean scores and that spiritual wellbeing
had a positive effect on the emotional wellbeing of the patients
contributing to life satisfaction and happiness (

)

We found that believing “death is not the end” was associated
with being at peace with having AMD. This finding was similar to
the finding from a study done in the Detroit area in 1995 with 1,139
participants, which concluded that belief in eternal life as well as
church attendance had a positive association with the wellbeing of
the participants. Moreover, a strong belief in eternal life appeared
to reduce the damaging effect of chronic health problems on
psychological wellbeing but was unrelated to distress (

).

In our study, being at peace with having AMD was associated

with believing in a higher power among international patients. This
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TABLE 3 The results of the chi-squared and Fisher’s exact test for the Romanian group.

N Cramer’s V Phi P-value
Gender by being at peace with the disease 46 0.455 —0.455 0.002
Need of assistance by talk about God with medical staff 41 0.014 0.014 0.014
Being at peace with the disease by God can make a blessing out of the disease 44 0.375 0.375 0.013
Being at peace with the disease by believing death is not the end 44 0.409 0.409 0.025
Being a religious person by through the disease more interested in spiritual topics 43 0.450 0.450 0.014
Through the disease more interested in spiritual topics by talk about God with medical staff 39 0.441 0.441 0.028
TABLE 4 The results of the chi-square and Fisher’s exact tests for the international group.

N Cramer's V Phi P-value
Gender by faith as coping mechanism on an everyday basis 69 0.537 0.537 <0.001
Being at peace with the disease by believing death is not the end 67 0.285 0.403 0.023
Being at peace with the disease by God can make a blessing out of the disease 66 0.434 0.434 <0.001
Being a religious person by through the disease more interested in spiritual topics 70 0.342 0.342 0.017
Being at peace with the disease by being a religious person 68 0.337 0.337 0.020

TABLE 5 The results of the Kruskal—Wallis test for the Romanian group.

Mean | P-value | H-statistic| N | Mean rank

Worried about eye problem by faith as 0.021 9.728

coping mechanism on an everyday basis R
No, because I do not believe 1.75 4 7.63
At the moment I struggle more with my faith 3.00 1 31.50
Sometimes, I have moments where it helps me and moments 2.7 10 26.35
Yes, it gives me comfort and strength 2.69 32 25.08

Believe in higher power by faith as coping <0.001 25.992

mechanism on an everyday basis
No, because I do not believe 1.25 4 4.88
At the moment I struggle more with my faith 2.00 1 10.50
Sometimes, I have moments where it helps me and moments 0.7 10 15.15
Yes, it gives me comfort and strength 2.91 31 29.02

Feeling fearful by through the disease 0.007 9.901

more interested in spiritual topics
Disagree 1.27 11 10.36
Partially agree 2.29 14 19.86
Agree 2.44 9 22.56

peace was linked to praying or meditating on a regular basis and  then other moments when they struggled more with it. However,
finding comfort in prayer when experiencing the fear of vision  only a small number of men participated in the international group.
loss. Participating in religious activities also contributed to patients ~ This difference in responses between the genders was not found in
being at peace with the disease. Based on this, we assume that prayer ~ the Romanian group, although it contained more men than in the
and meditation, as well as participation in religious activities, are  international group. Meanwhile, an association was found between
factors contributing to finding peace in acceptance of a progressive  gender and being at peace with the disease, suggesting that women
health condition. However, the same conclusion could not be made ~ are more at peace with having AMD than men. This finding is
from data received from Romanian patients. Cultural differencesin  similar to the findings of a study conducted by Biissing (2021)
beliefs and practices could perhaps explain this variance between  which concluded that women generally revealed higher spiritual
the international and Romanian patients. needs than men. Likewise, this need is also higher in older adults.
Not just cultural but differences in gender were also interesting A study done in Denmark, which is known to be a secular
to examine. In the international group, while men struggled more  society, found that women were more religious and therefore used
with their faith when suffering from AMD, women agreed more  religious coping more than men. Women who experienced a crisis
that faith helped them on a daily basis, by providing them comfort  reported that it made them think more about religious questions
and strength, although some agreed that they found themselves  than men; statistically, significantly more women (12.7%) than men
fluctuating between moments where their faith helped them, and  (8.0%) perceived themselves as a stronger believer than before they
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TABLE 6 The results of the Kruskal—Wallis test for the international group.

10.3389/fpsyg.2023.1096215

N | Mean rank

Mean P-value H-value

Believe in a higher power by being at <0.001 15.119
peace with the disease
No 1.96 28 26.43
I do not feel anything 1.89 8 26.44
Prayer or meditation by being at peace 0.010 9.193
with the disease
No 1.86 28 27.54
I do not feel anything 1.89 8 30.13
Yes 2.38 32 41.69
Participation at religious services by being 0.016 8.214
at peace with the disease
No 1.86 28 28.39
I do not feel anything 1.88 8 28.06
Yes 2.69 32 41.45
Comfort in prayer while fearing vision 0.002 12.272
loss by being at peace with the disease
No 1.53 28 26.46
I do not feel anything 1.62 8 29.63
Yes 2.19 32 42.75
Feeling happy by faith as coping 0.043 8.127
mechanism on an everyday basis
No, because I do not believe 3.08 13 26.15
At the moment I struggle more with my faith 2.89 9 22.89
Sometimes, I have moments where it helps me and moments 3.48 21 33.52
Yes, it gives me comfort and strength 3.71 21 39.52
Feeling hopeful by faith as coping 0.010 11.295
mechanism on an everyday basis
No, because I do not believe 2.85 13 25.00
At the moment I struggle more with my faith 2.67 9 20.72
Sometimes, I have moments where it helps me and moments 3.33 21 32.55
Yes, it gives me comfort and strength 3.8 20 41.05

experienced the crisis (Hvidtjorn et al., 2014). In Vienna, a study
on cancer patients concluded that women lean to religion and
spirituality more than men (Rassoulian et al., 2021). Reasons for
this might be, as Li Y. L. et al. (2020) explained in their research,
that women are more risk averse than men and religiousness can
be seen as a type of risk aversion. On the contrary, Reid-Arndt et al.
(2011) published a study on men and women with significant health
conditions which showed that there was no difference between the
genders regarding their self-reported level of religious practices and
spiritual experiences thus indicating that both genders may benefit
from the support of their beliefs as a coping mechanism for their
disease.

Patients who generally felt more hopeless needed more
assistance in their life, as seen in the international group. Losing
their independence had an emotional impact on patients, who
now had to depend on others due to their vision loss. Patients
with poorer vision received help from family and friends in
the Romanian group. Interestingly, support from the church,
synagogue, or mosque was not chosen as a response option in
either of the groups. Our finding is similar to the one in a study
from the University of Jena in Germany which demonstrated
that the greatest fear of patients regarding health and illness
was “Being in need of help from others,” followed by the fear
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of having “an incurable disease.” The study also showed that
participants expected that most help in life would come from
“Family and Relatives” and “Medicine.” Religion and church ranked
sixth among religious participants and were the least significant for
non-religious participants (Keinki et al., 2022).

Garssen et al. (2015) discovered through their qualitative study
on cancer patients in Netherlands, that none of their patients
indicated that they received social support by attending religious
events, but reasons for participation in those activities were to find
comfort and peace and connect with God. Krause et al. (2019)
concluded that people who get supported spiritually by fellow
church members are more likely to integrate more compassion and
forgiveness into their lives, and those who help others experience a
greater perception of meaning in life.

We observed that individuals who believed in a higher being
were less likely to feel hopeless. Dolcos et al. (2021) also showed a
negative correlation between religious coping and anxiety traits as
well as depression scores, meaning that patients who used religion
for coping also experienced less anxiety and depressive symptoms.
Gusar et al. (2021) demonstrated that generally lower psychological
states and higher levels of anxiety and depression were found in

non-religious ophthalmologic patients who opposed religion.
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TABLE 7 The results of the Wilcoxon Rank-Sum test of the Romanian group.

|| Mean Puslie|Zvalue] N _[Meanrank

Believe in a higher power by talking about God with medical staff 0.031 —2.153

No 2.29 21 17.64

Yes 2.75 20 24.53
Worried about the eye problem by talk about God with the medical staff 0.036 —2.096

No 2.38 21 18.21

Yes 2.81 21 24.79
Participation in religious services by need of assistance 0.044 —2.016

No 2.71 31 20.85

Yes 3.33 15 28.97
Worried about the disease by need of assistance 0.048 —1.980

No 2.48 31 21.26

Yes 2.86 15 28.13
Vision by where help is coming from 0.042 —2.034

Family 14 15 9.10

Family and friends 222 5 14.70
Feeling down by the disease is a punishment 0.027 —2.216

No 221 34 17.59

Yes 4.50 2 34.00
Feeling hopeless by the disease is a punishment 0.029 —2.182

No 1.87 31 16.13

Yes 4.00 2 30.50
Believe in a higher power by God can heal the disease 0.020 —2.336

No 245 31 20.50

Yes 2.93 14 28.54
Participation in religious services by God can make a blessing out of the disease < 0.001 —3.891

No 0.76 29 17.62

Yes 2.88 16 32.75

TABLE 8 The results of the Wilcoxon Rank-Sum test of the international group.

Believe in a higher power by talking about God with medical staff 0.031 —2.159
No 22 59 33.03
Yes 2.8 10 46.6
Feeling hopeless by need of assistance 0.017 —2.398
No 212 45 27.88
Yes 2.88 16 39.78
Feeling happy by God can make a blessing out of the disease 0.009 —2.618
No 3.24 50 29.14
Yes 3.92 13 43.00
Feeling hopeful by God can make a blessing out of the disease 0.007 —2.721
No 3.12 50 28.6
Yes 4.00 12 43.58

In our study, international participants who were generally  tool in coping with the anxiety of facing a disease that might
happy in life, found comfort in prayer when they experienced lead to blindness. Sharp (2010) showed that people who used
moments of fear of losing their vision, making prayer a valuable  prayer as a resource for individual emotional management by
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TABLE 9 The results of Spearman’s correlation for the Romanian group.

Variable1  |Variable 2 N p-value | Correlation
coefficient
Vision Worried about 47 <0.001 —0.495
the disease
Believe in a higher |Feeling hopeless 34 0.027 —0.379
power
Feeling cared for |Participation in 35 0.011 —0.423
religious services

TABLE 10 The results of Spearman’s correlation for the international
group.

10.3389/fpsyg.2023.1096215

TABLE 11 The results of the Kruskal—Wallis test for Romania, Germany,
and the USA.

Feeling 16.082

cared for by

countries of

residence
Germany 2.68 28 29.46
Romania 371 35 50.83
USA 3.88 26 53.88

TABLE 12 Country-wise descriptive statistics of the social norm of

Variable 1 Variable 2 N | p-value | Correlation I
o religiosity.
coefficient
Felling down Vision 63 0.001 —0.392 Country’s Religious Dominant
Fecling h Comforti P 0044 0251 norm of |fractionalization religion
eeling happy 01‘11 ort 1‘n pra-y‘er . . religiosity (a) (b)

while fearing vision

loss Romania 2,963 1.11 0.24 Orthodox
Feeling hopeful  |Pray or meditation 64 0.033 0.267 Germany 3,640 —1.30 0.66 Catholic

USA 1,175 0.27 0.82 Other
Christian

surrendering anger maintained their self-esteem through a positive
self-assessment in prayer and gained a new view that was
less threatening on their condition. Additionally, international
participants in our study were generally happy in life when they
found comfort and strength in their faith, using it to cope with
AMD on a daily basis, compared to patients who reported currently
struggling more with their faith or experiencing a fluctuation
between faith as a source of strength and faith as more of a
struggle, and patients who reported to not believe. The finding was
similar for international participants who reported feeling generally
hopeful in their life.

We found interesting insights when we examined the
correlation between happiness and religion in different countries.
Stavrova et al. (2013) observed that religiosity had a stronger
positive influence on happiness and life gratification in countries
where religiosity represented a social norm. In their study, they
looked at 64 countries between 2005 and 2008 and examined the
social norm of religiosity in these countries. Descriptive statistics
from their study pertaining to Romania, Germany, and the USA
(the countries we analyzed for correlation between happiness and
religion) are presented in Table 12. From these statistics, it is
evident that Romania has a higher norm of religiosity and Germany
has the lowest, while the USA has the most diversity in terms of
religious denominations; the diversity in religious denominations
is higher when the country’s score of religious fractionalization is
high (Stavrova et al., 2013).

In our study, we found that AMD patients from the USA
generally reported “feel cared for” in their lives, compared to
participants from Romania or Germany, and patients from the
latter were the ones who least felt cared for. When reviewing the
findings of Stavrova et al., as seen in Table 12, we found that
Germany had the least strong norm of religiosity among the three
countries we analyzed. Though we had not specified what feeling
“cared for” meant, we included “feeling cared for” in the section
where we generally asked about the emotional state of the patients.
“Feeling cared for” could be understood by the patients as support
from family, having someone who takes care of them, or how cared
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(a) z-standardized values. Higher values indicate a stronger norm of religiosity. (b) Higher
values indicate stronger religious heterogeneity. Source: Stavrova et al,, 2013,

for they felt by their physician during treatments. Multiple factors
may have contributed to the patients feeling cared for in their lives.
A study by Gans et al. (2009) revealed that filial piety and the
guardianship of parents were connected to religiosity across five
different national contexts.

According to our results, the less a person felt cared for, the
more likely they will attend religious events. On the other hand,
this could also be interpreted that patients who attended religious
events, might have higher expectations of care from their family,
compared to non-religious patients, due to the examples of care
toward parents and elders given in sacred scriptures.

Rote et al. (2013) found that religious participation was linked
to a higher level of social integration. Dunbar (2021) study
highlighted that religious attendance was connected to a sense of
bonding with the members of a congregation. Social engagement
could be a factor in making patients “feel cared for” in their lives,
thus encouraging them to participate in religious activities.

International patients in our studies were reported to be
generally happy in their lives when they believed that God could
make “a blessing out of their disease.” The same applied to
those who were generally “feeling hopeful” in their lives. These
findings could not be determined in the Romanian group. On
the other hand, Romanian patients were found to generally “feel
down in their lives” when they also believed that “the disease is a
punishment.” The same applied to those who generally felt hopeless
in their lives. However, it must be mentioned that only a minority
of patients chose the “disease is a punishment” response option in
the Romanian group.

In their study of ophthalmologic patients, Magyar-Russell et al.
(2008) concluded that “positive” religious conceptualizations of the
diseases are much higher than the “negative” ones. However, careful
attention should be paid since negative religious appraisals can
favor the development of depression (Williams and Sternthal, 2007;
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Holt et al., 2018) and lead to anxiety and negative personality traits
(Koenig, 2012).

In the Romanian group, patients who believed in a higher
power also believed that “God can heal the disease,” and patients
who participated in religious activities were of the view that “God
can make a blessing out of the disease,” thus having a positive
religious appraisal.

Interestingly, Romanian patients who required assistance in
their daily activities expressed a desire to talk about God with
the medical staff. In fact, Romanian and international patients
who believed in a higher power wanted to have this conversation
with the medical team. Our finding is supported by Magyar-
Russell et al. (2008) who examined religious and spiritual beliefs in
ophthalmologic patients and found that 23.4% of patients preferred
to talk to their physician about the role they believed God played
in their ophthalmologic disease. Earlier, King and Bushwick (1994)
investigated the desire of patients to talk about their religious beliefs
with their physicians through a cross-sectional survey conducted
at two different hospitals in the USA with 203 in-patients who
were hospitalized for three or more days. The study found that
77% of patients wanted their physicians to consider their spiritual
needs, 37% wanted their physicians to discuss spiritual topics more
frequently, and 48% wished their physicians to pray with them. The
study also noted that 68% of patients reported that their physicians
never talked about faith with them.

Ehman et al. (1999) surveyed 177 patients at a pulmonary
outpatient practice at the hospital of the University of Pennsylvania
to find out if patients wanted their physicians to discuss with them
their spiritual or religious beliefs if they became gravely ill. In
the survey, 45% of patients agreed with the statement that their
religious or spiritual beliefs would influence their medical decision
in case they became gravely ill, and 94% would want their physician
to ask them about it if they were severely sick. Even though
54% of the patients did not agree that their religious or spiritual
beliefs would influence their medical decision in such a case, yet
they would prefer the physician to ask them about such a belief.
Regardless, 66% of the patients agreed that if their physician would
discuss religious or spiritual beliefs with them, it would strengthen
their trust in their attending healthcare provider.

In Kansas, Texas (USA), a similar study was undertaken with 80
patients at a university-based family practice center, and it obtained
similar results. The study found that if patients participated in
religious activities at least once a month, they were open to the
physician discussing with them their religion and personal faith,
and they welcomed any referral to pastoral professionals in case
of spiritual issues (Daaleman and Nease, 1994). A recent study
on 236 cancer survivors also concluded that for patients who saw
themselves as religious, integrating their religious and spiritual
needs into their cancer care regimen was important, although
it has to be mentioned that 68% of patients disregarded their
religious or spiritual belonging and did not want to discuss spiritual
and religious topics with their physician (Palmer Kelly et al,
2021). In yet another study, Williams et al. (2011) found that
41% of hospitalized patients in their research group would like to
have a conversation about religion and spirituality but only half
the patients who desired such conversations actually had them.
Another interesting finding was reported by Cipriano-Steffens et al.
(2020) in their study. According to them, providing patients the
opportunity to talk about spirituality and their strategy to cope with
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cancer filled the patients with a sense of peace and had a lowering
effect on stress; having someone listen to their way of coping was a
form of coping mechanism in itself.

Several of these studies confirm the findings from our study that
Romanian and international patients who considered themselves
religious expressed an increase in their interest in spiritual and
religious topics with the onset of AMD. The Romanian patients
who disclosed being more interested in spiritual and religious
topics through their disease also expressed an interest to have
conversations about God with their health professionals.

The findings of our study are also echoed in the study by Gusar
et al. (2021) which described how having AMD and depression led
to a significant rise in religiousness, which was not the case for
patients with other ophthalmological conditions such as glaucoma
and diabetic retinopathy. Furthermore, the data obtained from the
Romanian group suggests that patients who generally felt fearful
in life had a statistically significant higher mean of agreeing to the
statement that having AMD made them more interested in spiritual
and religious topics, compared to those who only partially or did
not agree at all. The fear of losing one’s vision and the uncertain and
challenging life circumstances that accompany such a loss might
inspire a person to seek meaning beyond what can be seen with the
physical eye.

4.1. Limitations

Several limitations should be taken into consideration. First,
we had a small sample size. The international group consisted
of patients from different countries. Some countries such as
the Philippines or others had only one participant. A limited
geographic area with limited cultures was included in our study.

We also included Germany in the international group, which
might be considered a more secular country in comparison to the
USA or others. Therefore, in future research, it would be interesting
to compare more secular societies with more conservative ones.
the the
administered online, so only those who had access to the

Second, survey for international group was
Internet could participate. Meanwhile, the Romanian patients
received the survey at the clinic and could fill it out on-site with
assistance, if needed, or at home.

Third, patients with visual impairment could not always fill
out the survey by themselves, as some of them needed assistance.
In our survey, we enquired about their emotional state. If they
received assistance in filling out the survey, we cannot know how
comfortable patients felt answering those questions sincerely.

Fourth, some patients from the international group who
reported having the dry form of AMD also answered that they
had received an intraocular injection in the past. It is possible that
patients were not fully aware of which type of AMD they had, and
at which stage of the disease they were currently in since intraocular
injections are only given in the exudative (wet) AMD.

Fifth, religious coping was only assessed in the form of prayers,
meditation, or participation in religious activities. Non-religious
coping mechanisms should be examined too. It should also be taken
into consideration that not all spiritual people are religious.

Sixth, the
and “spirituality” are challenging. More precise questions

definition and differentiation of “religion”
should be added. A multidimensional approach is needed to
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understand the pathways of how spirituality and religion influence
the health of an individual.

More precise scores should be used for the examination of the
“quality of life” and “emotional state.”

4.2. Implications for future research

For further research, the inclusion of secular countries and a
comparison with more conservative countries would be interesting.
In addition, it would be beneficial to have a study with a wider
research scope that includes persons with visual impairment
drawn from diverse religious beliefs, including atheists, and a
bigger sample size.

It would be also of value to assess spirituality and religiosity at
the beginning of the AMD diagnosis, and then again in later stages
after disease progression, to examine the perspective and determine
changes in spirituality and religiosity over time.

Moreover, the implementation of clinical data such as
visual acuity and OCTs of patients into survey analysis
would be very useful.

5. Conclusion

Our study established that spirituality and religion are
important factors that facilitate patients’ ability to cope with
a progressive degenerative disease like AMD. Patients who are
religious are more at peace with having AMD. Practices that
contribute to peace that comes with the acceptance of the disease
are regular prayer or meditation, as data from the international
group revealed. Moreover, prayer helped patients to deal with the
fear of vision loss and thus provided comfort and strength.

Spirituality and religion are important components that
promote a healthier and happier emotional state and mental
wellbeing. By believing that death is not the end, patients felt more
hopeful, which helped in their adjustment to a health condition that
otherwise appeared hopeless.

The positive effect of religion and spirituality on emotional
wellbeing also depends on what image the individual portrays of
God, although the majority have a benevolent image of the higher
being and God’s role in the illness. A positive religious appraisal
provides a better psychological adjustment to critical life events.

On whether patients desired to talk about God with their
medical staff, we concluded that about half of the Romanian
patients agreed with that, while in the international group, this
desire was less. The profile of a patient who desires to talk about
God with their healthcare professional could be a believer in a
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