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ORIGINAL REPORTS: OTHER

RELIGION, SOCIODEMOGRAPHIC AND PERSONAL CHARACTERISTICS, AND

SELF-REPORTED HEALTH IN WHITES, BLACKS, AND HISPANICS LIVING IN

LOW-SOCIOECONOMIC STATUS NEIGHBORHOODS

Objective: This study examines the multifac-
eted role of race/ethnicity in the relationship
between religiosity and health.

Methods: Analysis of variance (ANOVA) and
pairwise comparisons were used to compare
the means for health, religiosity, and person-
al characteristics in Blacks, Whites, and His-
panics. A simultaneous-equation model with
five equations modeled the relationship
between physical health, mental health, self-
rated health, organizational religiosity, and
non-organizational religiosity. Qualitative
data were used to help interpret quantitative
results.

Results: Health outcomes, religiosity, reasons
cited for being a member of a religious or-
ganization, and personal factors differed by
race/ethnicity. Overall, individuals with more
social resources tend to have higher organi-
zational religiosity and better health, while in-
dividuals with fewer social resources tend to
have higher non-organizational religiosity and
poorer health. The model indicates the com-
plexity of the relationships between race/eth-
nicity, religiosity, and health. Blacks reported
higher organizational and non-organizational
religiosity than Whites, while Hispanics re-
ported higher non-organizational religiosity,
after controlling for sociodemographic and
personal factors and reasons cited for belong-
ing to a religious organization. Being Black
was directly associated with lower mental
health and self-rated health; however, being
Black was indirectly positively associated with
mental health through organized religiosity
and indirectly negatively associated with
physical and mental health through non-or-
ganizational religiosity. Being Hispanic was
directly associated with worse self-rated
health but was indirectly positively associated
with mental health through organizational re-
ligiosity.

Conclusion: The role of race/ethnicity in the
relationship between religiosity and health is
complex, but the findings presented in this pa-
per offer insights into the nature of these as-
sociations. (Ethn Dis. 2005;15:469–484)
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INTRODUCTION

Definitions and Measures of
Religiosity

Religiosity is a multifaceted con-
struct of great complexity, and measures
of religiosity must meaningfully account
for the different ways of being religious
and of practicing religion.1 Those who
actively attend services and other activ-
ities of a religious body are said to prac-
tice organizational religiosity, also de-
noted as social religion or institutional
religion.2–4 Most studies have measured
organizational religiosity by self-report-
ed frequency of attendance at worship
services or other church-based activities.
However, interviewer-administered sur-
vey questions that directly ask about re-
ligious attendance lead to over-reporting
of attendance.5

More informal and private forms of
involvement, for example individual
prayer, Bible study, feelings of closeness
to God, and importance of religious be-
liefs, represent non-organizational reli-
giosity. Non-organizational religiosity
includes intrinsic religious orientation,
ideologic religion (ideology and belief
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salience), and personal devotion (devo-
tional intensity and prayer).2,4 Non-or-
ganizational religiosity is often deter-
mined by responses to questions inquir-
ing about the frequency of prayer, the
importance placed on religion in daily
life, and the extent to which religious
beliefs serve as a source of life’s mean-
ing.3

Relationships Between Religion
and Health

While studies relating religious affil-
iation to health date back at least one
hundred years,6–8 interest has been re-
newed in the connection between reli-
giosity and health. In recent years,
scholars from disciplines as diverse as so-
ciology, psychology, and epidemiology
have investigated the complex relation-
ship between various dimensions of re-
ligiosity and mortality, self-rated health,
psychological well-being, mental health,
as well as specific diseases.9 Most studies
show that high levels of religious in-
volvement have a positive moderate as-
sociation with better health out-
comes.10–13 Other studies find no asso-
ciation or a negative one.14–18

Pathways from Religion to
Health

Religion provides many benefits to
religious individuals, and some of those
benefits positively affect health.19,20 Re-
ligious participation and beliefs foster
healthy behaviors, provide material and
social resources, promote positive self-
perceptions and emotions, and provide
coping resources.19 These benefits of
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Fig 1. Pathways to health

religion have been postulated as the
mechanisms or pathways through which
religiosity may affect health.9 Figure 1
describes possible pathways from orga-
nizational and non-organizational reli-
giosity to health.

Pathways from Organizational
Religion to Health

Health Behaviors. Religious groups,
especially the more conservative ones,
tend to discourage behaviors that are
harmful to health, such as alcohol, to-
bacco, substance abuse, and risky sexual
behaviors.21

Material and Social Resources. Of-
ten, religious communities provide ma-
terial resources to their members that
are beneficial for health. Providing in-
strumental aid, such as economic and
material assistance as well as informa-
tion and access to networks (for example
health or job networks), is an important
aspect of religious organizations.22,23 Re-
ligious communities also provide social
resources to their members. A large
body of literature confirms the strong
beneficial effects of social support and
social integration on health, and the
positive association between religious at-
tendance and health has often been ex-
plained by the role of religious com-
munities in providing this support
through a sense of belonging and social
ties with like-minded individuals.12

Church members are likely to have larg-
er and denser social networks,24 and fre-
quent church attendance tends to lead
to more spiritual and emotional support
from fellow parishioners, with a positive
effect on health.25

Pathways from Non-Organizational
Religion to Health

Positive Emotions. Positive emotion
is a pathway from both organizational
and non-organizational religion to
health. Religious involvement and de-
votion can enhance feelings of self-es-
teem, moral self-worth, and personal ef-
ficacy, which are known to benefit
health.16 Many religious doctrines em-
phasize positive emotions, such as love,
forgiveness, and contentment, which are
beneficial to health by operating
through complex psychological and
physiological systems.9 Furthermore, re-
ligious worship has been linked to pos-
itive emotions.20 Worshiping publicly
with others fosters feelings of trust and
intimacy by activating an attachment
process that connects people to one an-
other and to God as well as induces feel-
ings of love and forgiveness.20,26 Private
worship is also conducive to similar
emotions.20

Coping Resources. Religiosity has
been identified as a coping mechanism
for those facing adversity because it al-
lows individuals to make sense of their

suffering and to accept it.9,19,27,28 Reli-
gious beliefs and prayer are often in-
voked as coping mechanisms by those
confronting crises.18,29,30 Faced with
poor health, many individuals look to
religion for comfort.19,28 Religious cop-
ing is particularly prevalent in disenfran-
chised groups, such as elders, women,
minorities, and the poor.31 Lower-in-
come individuals are more likely to em-
phasize religious coping when faced
with personal problems.32 Several stud-
ies have identified non-organizational
religiosity as a popular coping resource
in African-American and Hispanic
women with HIV/AIDS,33 in battered
women,34 in people who are experienc-
ing serious health threats,35 in elderly in-
dividuals living in poor neighbor-
hoods,36 and in disabled clients of a re-
habilitation clinic.18 When religion de-
velops as a coping resource, the causal
relationship is reversed: because people
who are sicker pray more, not because
praying causes sickness, a negative as-
sociation may exist between non-orga-
nizational religiosity and health.18,37
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The Role of Race in Religiosity
Religious involvement and expres-

sion vary between different ethnic/racial
groups. In this section we discuss how
members of minority populations tend
to be more religiously involved than
non-Hispanic Whites (denoted by
Whites in this paper).10,38

Organizational Religion in African
Americans

Blacks have higher religious atten-
dance than Whites, and Black individ-
uals have been shown to reap the health
benefits of religion, sometimes more so
than Whites.10,25,38

Material and Social Resources. In
minority groups, religiosity tends to be
rooted in relationships and communi-
ty.35 Black churches often provide eco-
nomic and material assistance, for ex-
ample transportation, money, food, and
clothing.22,23,39 Many minority congre-
gations provide information on health
education, how to access health care,
and how to arrange financial assis-
tance.40–42 African-American congrega-
tions are attentive to the overall well-
being of their members and actively par-
ticipate in supporting their communi-
ties by focusing outreach ministries
toward community development, civil
rights and social justice, non-religious
education, job-related activities, and
substance-abuse prevention.39,43–45

Non-Organizational Religion in
African Americans

Blacks pray more often and have
stronger salience of religious beliefs than
Whites.38

Positive Emotions. Religiosity in Af-
rican Americans often manifests itself
with greater emotional intensity and
personal involvement in worship servic-
es than in services in non-minority
churches.46 These differences may be re-
lated to ‘‘the experience of religion
among slaves, who used their worship
services to create tightly-knit commu-
nities and to provide the emotional sup-
port necessary to endure the hardship of
slavery.’’ 4 Today’s African Americans

may look to religion for those same
strengths now needed to face modern
day discrimination and frequent pover-
ty.

Coping Resources. In addition to ex-
periencing positive associations between
religion and health, Blacks are also more
likely to use religion as a coping mech-
anism in times of crisis and physical suf-
fering.37 Studies show that when con-
fronting health problems, Blacks are
more likely to turn to religion than
Whites.37 Studies have identified non-
organizational religiosity as a coping re-
source for African-American mothers of
seriously ill infants,47 for African Amer-
icans confronting personal problems,31,48

for elderly African Americans,49 and for
African-American women.50,51

Non-Organizational Religion in
Hispanics

Other Salutary Effects. Hispanic re-
ligiosity is culturally embedded and is
often viewed as empowering, for exam-
ple in the devotion to the Virgin Mary
for Latina.52 Strong salutary effects of
religiosity have been documented in
Hispanics.53 Studies on Hispanic wom-
en indicate an emphasis on the role of
spirituality and the integration of the
spiritual dimensions as part of a healthy
lifestyle.54 Findings suggest that religious
practices and spirituality may have pos-
itive benefits for Hispanic women when
these elements are integrated into health
care or stress reducing therapies.54

Coping Resources. Religion is an im-
portant coping resource for Hispanic
women, who report turning to prayer
and a spiritual life in the face of adver-
sity.54

Individual Characteristics and
Religion

Differences in religious involvement
and expression in the different racial/
ethnic groups may be based in differ-
ences in the social and economic envi-
ronments in which minority popula-
tions live. Blacks and Hispanics are
more likely to be at a socioeconomic

disadvantage compared to Whites and
to have concerns in their lives that differ
from those predominant in the White
population. Racism is one such exam-
ple. In this section, we discuss the re-
lationships between religiosity and in-
dividual characteristics, including socio-
demographic and personal factors and
motivations for belonging to a religious
organization.

Sociodemographic Characteristics and
Religion

Demographic and socioeconomic
characteristics influence religiosity. So-
cioeconomic status (SES), region of res-
idence, and denominational affiliation
affect religious involvement.32,38 Fe-
males, older individuals, those with
more education, and southerners are
likely to attend religious services more
frequently.10,32 Gender and age are also
associated with non-organizational reli-
giosity.32

Personal Characteristics and Religion
Other personal characteristics, some

positive (such as social support, social
trust, and perceived personal opportu-
nity) and some negative (such as fear of
victimization and perceived racism), are
known to influence religious involve-
ment. The evidence is strong that social
support and religious activity are posi-
tively associated.55,56 A positive outlook
and a sense of optimism about the fu-
ture, measured in this paper by per-
ceived personal opportunity and social
trust, has also been positively associated
with religion.20,57 A large literature dis-
cusses religion as a coping resource.19 In-
dividuals turn to religious coping when
faced with life crises and difficulties.19

Therefore, individuals subjected to fear
of victimization and perceiving racism
are more likely to use religious coping,
which results in a positive association
between these stressors and non-orga-
nizational religion.58,59

Motivations for Belonging to a
Religious Organization

The reasons why individuals join re-
ligious organizations are varied. As dis-



472 Ethnicity & Disease, Volume 15, Summer 2005

RACE/ETHNICITY, RELIGION, AND HEALTH - Franzini et al

Fig 2. Simultaneous-equation model

cussed earlier, several of the benefits of
religiosity, for example access to material
and social resources and positive emo-
tions, potentially benefit health. Those
same benefits of religion draw individ-
uals to participate in religious organi-
zations. Individuals’ decisions to join a
religious organization may be motivated
by a desire to participate in worship and
perform positive acts, to gain access to
the material and social resources provid-
ed by religious organizations, or because
participation in a religious group is a
cultural characteristic of their racial/eth-
nic group. In this study, we investigated
some of the benefits associated with re-
ligion that motivate individuals to be-
long to a religious organization. Follow-
ing the typology used in the literature
on pathways from religiosity to health,
these are categorized as: 1) motivations
related to material and social resources,
for example, obtaining material resourc-
es in the form of food or clothes, ob-
taining access to job or political net-
works, and increasing social support and
networks; 2) motivations related to pos-
itive emotions, for example, participa-
tion in worship and volunteering op-
portunities; and 3) motivations related
to cultural aspects of the racial/ethnic
group.

THE MODEL

In this paper, we develop a model to
investigate whether sociodemographics,
personal characteristics, and motivations
for belonging to a religious organization
explain racial differences in religiosity
(main hypothesis 1) and whether differ-
ences in religiosity explain racial differ-
ences in health, controlling for age, gen-
der, and education (main hypothesis 2),
in samples of Black, Hispanic, and
White individuals living in low-SES
neighborhoods in Texas.

In the model, sociodemographic
characteristics, personal characteristics,
and motivations for belonging to a re-
ligious organization are hypothesized to

influence organizational and non-orga-
nizational religiosity. Organizational and
non-organizational religiosity are hy-
pothesized, in turn, to have an impact
on health outcomes, controlling for so-
ciodemographic characteristics. The
model is depicted in Figure 2.

Differences by Race/Ethnicity
in Health, Religion, and
Individual Characteristics

This section discusses how all the
variables presented in Figure 2 are likely
to vary by race/ethnicity.

Health
Much literature documents racial/

ethnic differences in health outcomes.60

Age-adjusted mortality rates for Blacks
are higher than those for any other
group, while for Hispanics they tend to
be lower than for Whites.61,62 While
morbidity and mortality rates tend to be
higher in African Americans compared
to Whites in many physical indicators,
mental health indicators show an incon-
sistent pattern.63 African Americans
have been reported to have relatively
low rates of mental disorders, despite
stress from discrimination.64 Other re-
searchers report higher rates of depres-
sion among Blacks.65

In this paper, we consider self-re-

ported physical health, mental health,
and self-rated health obtained from the
SF-12. The literature is more sparse on
racial/ethnic differences in self-reported
health status. Overall, Hispanics tend to
report better physical health than ex-
pected given their socioeconomic status
but uniformly lower self-rated health.
The evidence on self-reported mental
health in Hispanics is mixed.66 African
Americans tend to report lower self-rat-
ed health compared to Whites.67

Religion
Based on the above literature that

suggests that religious involvement
varies by race/ethnicity, we investigated
differences in organizational and non-
organizational religiosity between
Blacks, Hispanics, and Whites in our
sample. Following other researchers,38

we expected Blacks and Hispanics to be
more involved than Whites in both or-
ganizational religiosity (measured by at-
tendance at religious services and other
activities at a place of worship) and non-
organizational religiosity (measured by
frequency of prayer, the salience of re-
ligious beliefs to everyday life, and as a
source of meaning in one’s life).

Individual Characteristics
Though our sample consists of in-

dividuals living in low-income neigh-
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borhoods, we expected Blacks and es-
pecially Hispanics to have less education
than Whites. Because of discrimination
and socioeconomic disadvantages in mi-
norities, we expected racial/ethnic dif-
ferences in positive personal character-
istics (social support, social trust, and
perceived personal opportunity) and
negative personal characteristics (fear of
victimization and perceived racism),
with Blacks and Hispanics having less
positive and more negative factors than
Whites.68 We analyzed racial/ethnic dif-
ferences in the reasons cited for being a
member of a religious organization. We
hypothesized that all racial/ethnic
groups will rate worship as an important
motivation for religious participation.
We also hypothesized, on the basis of
studies reporting greater community in-
volvement and more material assistance
on the part of minority churches, that
Blacks and Hispanics are more likely to
indicate material help, social support,
and political influence as reasons for
participating in religious organizations.
Recognizing the important role of reli-
gion in Hispanic culture as discussed
earlier, we expected a larger proportion
of Hispanics, as compared to Blacks and
Whites, to cite their heritage as a reason
for belonging to a religious organiza-
tion.

Individual Characteristics and
Religion

We hypothesized that differences in
religiosity by race/ethnicity may be as-
sociated with sociodemographic and
personal factors that may differ by race/
ethnicity. As did other researchers,10,32,38

we expected sociodemographic charac-
teristics such as age, gender, and edu-
cation to affect religiosity. Furthermore,
positive personal characteristics such as
social support, social trust, and personal
opportunity were hypothesized to be
positively associated with organizational
religion, reflecting the beneficial aspects
of organizational religion. Negative per-
sonal characteristics, such as fear of vic-
timization and perceived racism, were

hypothesized to be positively associated
with non-organizational religion, re-
flecting religious coping. We had no a
priori hypothesis of how the different
motivations for being a member of a re-
ligious organization would be associated
with organizational and non-organiza-
tional religiosity. The relationships dis-
cussed above are represented in Figure 2
by the arrows from Individual Charac-
teristics to Religion.

Race/Ethnicity, Religion, and
Health

Religion and Health
The varying evidence on the rela-

tionship between religiosity and health
has been explained by the different con-
ceptualizations of religiosity and defini-
tions of health.4 In this paper we inves-
tigated the relationships of organization-
al religiosity and non-organizational re-
ligiosity to self-reported physical health,
self-reported mental health, and general
self-rated health. These relationships are
represented in Figure 2 by the arrows
from Religion to Health.

Given the multifaceted dimensions
of religiosity, we expect that different di-
mensions of religiosity will have differ-
ent associations with health, depending
on the religiosity dimension and the
health measure chosen. We hypothe-
sized that race/ethnicity and other so-
ciodemographic characteristics, such as
age, gender, and educational level, affect
both religiosity and health outcomes. To
capture the simultaneous determination
of religiosity and health outcomes, we
used a simultaneous-equation model
with five equations: two equations mod-
el religiosity (organizational and non-or-
ganizational) as a function of sociode-
mographic and personal characteristics
and reasons cited for belonging to a re-
ligious organization, and three equations
model health outcomes (physical, men-
tal, and self-rated health) as a function
of sociodemographic characteristics and
organizational and non-organizational
religiosity (see Figure 2).

Overall, we expected to find that

people who exercise organizational reli-
giosity will have better health. We did
not have clear prediction for the asso-
ciation between non-organizational re-
ligion and health. On one hand, non-
organizational religion could be nega-
tively associated with health, which sug-
gests that religion is being used as a
coping mechanism. On the other hand,
non-organizational religion could be
positively associated with health, which
reflects the salutary effects of religion.

The Role of Race
We investigated the role of race/eth-

nicity in the relationships between or-
ganizational and non-organizational re-
ligiosity and self-reported physical
health, self-reported mental health, and
general self-rated health. In order to in-
vestigate the direct and indirect
(through religiosity) effect of race on
health, we tested: 1) whether sociode-
mographic, personal characteristics, and
motivations for being a member of a re-
ligious organization explain racial/ethnic
differences in religiosity; and 2) whether
differences in religiosity explain racial/
ethnic differences in health, controlling
for age, gender, and education.

METHODS

Data Collection Methods
Data for this study were drawn from

surveys and focus groups conducted as
part of a project exploring social context
and health in Texas neighborhoods. The
study was conducted in 13 low-socio-
economic status (SES) neighborhoods
in Texas between June 2001 and August
2002. Eleven neighborhoods were in the
Houston area, and two were in Browns-
ville. The Houston communities were
‘‘super-neighborhoods’’ as defined by
the City of Houston. The boundaries of
each super-neighborhood rely on major
physical features (bayous, freeways, etc)
to group together contiguous commu-
nities that share common physical char-
acteristics, identity, or infrastructure.
The population size of the super-neigh-
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borhoods in Houston ranged from 7244
to 22,859 with a mean of 15,034. The
other sampled communities had similar
population sizes.

The neighborhoods had an average
poverty rate of 28% and an unemploy-
ment rate of 12%. Six neighborhoods
were predominantly Hispanic (between
78% and 92%), three predominantly
Black (between 82% and 93%), two
predominantly White (62% and 68%),
one mixed White/minority (42%
White), and one mixed Hispanic/Black
(49% and 43%, respectively).

One to three focus groups were con-
ducted in each of nine neighborhoods
for a total of 22 focus groups. The nine
neighborhoods included one predomi-
nantly Black (82% Black and 65% fe-
males), one mixed Black/Hispanic (43%
Black and 49% Hispanic and 65% fe-
males), four predominantly Hispanic in
Houston (78%–92% Hispanic and
69%–77% females) and two in Browns-
ville (83% and 92% Hispanic and 81%
and 75% females), and one predomi-
nantly White (62% White and 60% fe-
males). Participants in the focus groups
were neighborhood residents identified
through newspapers and radio advertise-
ments and fliers in community centers
and public libraries. Each focus group
had four to eight participants of the
same gender and race/ethnicity.

Respondents for the survey were
identified in each of the 13 neighbor-
hoods by using a multistage probability
sample of dwellings. The multistage
probability sample was drawn in three
stages: 1) city blocks were sampled
based on population density in each
neighborhood; 2) dwelling units were
sampled within each block; and 3) one
adult was sampled within each selected
dwelling unit. The sampling protocol
was based on protocols used for similar
community surveys in Baltimore and
used a modification of the methods de-
scribed in the Project for Human De-
velopment in Chicago Neighborhoods
(PHDCN) codebook to select blocks,
dwellings, and respondents.69,70 Face-to-

face interviews were successfully com-
pleted with 3,203 residents, of whom
409 identified themselves as non-His-
panic White, 919 as Black, 1,857 as
Hispanic, and 18 did not respond to the
race/ethnicity questions.

Focus Groups
The main topic for the focus groups

was life in the neighborhood. Religion
in the neighborhood was a sub-topic
that was not discussed systematically. All
material dealing with religion was ex-
tracted and coded by using ATLAS.ti
software.71 Because the focus of the
groups was not on religion, we could
not systematically analyze the informa-
tion. Instead, focus group material was
used to illustrate and aid in the inter-
pretation of quantitative results.

The Survey Instrument
The survey instrument included

questions on health outcomes and so-
ciodemographic and personal character-
istics. Physical and mental health were
measured by the Physical Component
Summary (PCS) and the Mental Com-
ponent Summary (MCS) of the SF-12
with ranges between 0 and 100.72 Self-
rated health was measured by the ques-
tion ‘‘In general would you say your
health is . . .’’ with answers on a five-
point scale from poor to excellent.72 We
used the norm-based scores in our anal-
ysis. Sociodemographic characteristics
measured respondents’ age, gender, self-
reported race/ethnicity, and education.
Age was reported as a continuous vari-
able and gender as a dummy variable.
Race/ethnicity was determined from
two questions: one asking the respon-
dents if they were Spanish, Hispanic, or
Latino, and the second asking if they
were White, Black or African-American,
or some other race. These two variables,
ethnicity and race, were used to cate-
gorize respondents as non-Hispanic
White (hereafter White), non-Hispanic
Black (hereafter Black), and Hispanic.
Educational attainment was measured in
seven categories from elementary school

to advanced degree. Religious affiliation
was measured by a single question with
answers: none, Catholic, Muslim, Jew-
ish, Protestant/Christian, other affilia-
tion (with a write-in specification), and
don’t know. The motivations for partic-
ipation in a religious organization were
obtained from the question ‘‘Why do
you think it is important to be a mem-
ber of religious organizations?’’ with sev-
en non-exclusive answers reflecting pos-
itive emotions (‘‘To participate in wor-
ship services’’ and ‘‘To do volunteer
work to help others’’), access to material
and social resources (‘‘To get help with
food or clothes,’’ ‘‘To get help in finding
a job,’’ ‘‘To influence politicians,’’ and
‘‘To make friends’’), and cultural factors
(‘‘Because it is part of our heritage’’).

Scales validated in the literature
measured religiosity, social support, per-
ceived racism, perceived victimization,
perceived personal opportunity, and
general social trust. Religiosity was mea-
sured by two scales to capture both the
organizational and non-organizational
dimensions of religiosity. The organiza-
tional religiosity scale included two
items (frequency of attendance to reli-
gious services and to other activities in
the place of worship) and the non-or-
ganizational scale included three items
(frequency of prayer, importance of re-
ligious or spiritual beliefs to everyday
life, and importance of religious or spir-
itual beliefs as a source of meaning in
life). The five items were taken from the
religiosity scale proposed by Strawbridge
et al.3 The social support scale was a
widely used three-item scale known to
be associated with mortality.11 The fear
of victimization scale was a 14-item
scale reporting how worried one is
about being the victim of property and/
or personal crime.73 The Racism and
Life Experience Scale (brief version)
measured perceived racism with eight
items addressing personal, family, and
friends’ experiences of racial/ethnic prej-
udice and attitudes towards prejudice.74

General social trust was measured by a
question from the General Social Survey



475Ethnicity & Disease, Volume 15, Summer 2005

RACE/ETHNICITY, RELIGION, AND HEALTH - Franzini et al

‘‘Do you think that most people can be
trusted or you can’t be too careful about
dealing with people?’’, which has been
extensively used.75,76 The question was
asked in general and about specific
groups: people in the United States, in
Mexico, in your neighborhoods, in your
ethnic group, the police, bank personnel
and store clerks, and immigration offi-
cials. A scale for general social trust was
obtained by combining the eight items.
Perceived personal opportunity was
measured by three items asking how
good the perceived chances for getting
ahead were for the respondent and his/
her children and if he/she had had a fair
opportunity in life.77 Scales had an ac-
ceptable internal reliability overall and
within each race: 0.81 (within race 0.70
to 0.88) for non-organizational religi-
osity; 0.70 (within race 0.64 to 0.76)
for organizational religiosity; 0.95
(within race 0.93 to 0.95) for fear of
victimization; 0.90 (within race 0.89 to
0.90) for general social trust; 0.81
(within race 0.73 to 0.81) for perceived
racism; 0.79 (within race 0.75 to 0.80)
for social support; and 0.54 (within race
0.48 to 0.60) for perceived personal op-
portunity.

Statistical Analysis
One-way ANOVA was used to com-

pare the means for health, religiosity,
and sociodemographic and personal
characteristics across the three racial/
ethnic groups. Post hoc Bonferroni tests
were used in pairwise comparisons, that
is to compare Whites with Blacks,
Whites with Hispanics, and Blacks with
Hispanics. The association of race/eth-
nicity with religiosity, controlling for
demographics, SES, personal and social
characteristics, and reasons for belong-
ing to a religious organization, was as-
sessed by using multivariate regressions
and the simultaneous equations model.

A simultaneous-equation model
with five equations was used to model
the relationship between physical
health, mental health, self-rated health,
organizational religiosity, and non-or-

ganizational religiosity. Simultaneous-
equation models, also known as struc-
tural equations, allow the simultaneous
estimation of the endogenous variables
and the estimation of the direct and in-
direct effects of the exogenous vari-
ables.78 In maximum likelihood estima-
tion of simultaneous-equation models,
model development is guided by theo-
retical considerations and not by mea-
sures of goodness-of-fit. The model is
developed to be as good a representation
of the theory as possible, and this rep-
resentation is assessed by the parameters’
estimates and their associated standard
errors and overall model significance.
Asymptotic theory ensures that MLE
(maximum likelihood estimation) have
the desired properties of consistency and
efficiency. To measure the overall model
significance for each equation in the si-
multaneous equation model, we report
the P value of the chi-square test. Co-
efficients measure the direct effects of a
one-unit change in the explanatory var-
iable on the dependent variable.

In this model, physical health, men-
tal health, self-reported health, organi-
zational religiosity, and non-organiza-
tional religiosity were endogenous vari-
ables, while age, gender, race/ethnicity,
education, fear of victimization, general
social trust, perceived personal oppor-
tunity, perceived racism, and the reasons
given for being a member of a religious
organization were exogenous variables.
Organizational religiosity and non-or-
ganizational religiosity were modeled as
functions of age, gender, race/ethnicity,
education, fear of victimization, general
social trust, perceived personal oppor-
tunity, perceived racism, and the reasons
cited for being a member of a religious
organization. Physical and mental
health were modeled as functions of age,
gender, race/ethnicity, education, orga-
nizational religiosity, and non-organiza-
tional religiosity. Self-rated health was
modeled as a function of age, gender,
race/ethnicity, education, organizational
religiosity, non-organizational religiosity,
and physical and mental health. All

scales were standardized to be between
0 and 10 in order to obtain comparable
effects on health outcomes. The five
equations were simultaneously estimat-
ed by a maximum likelihood estima-
tor.79

Data Imputation
Less than 3% of the observations

had missing data on items used to com-
pute the scales for social support, orga-
nizational and non-organizational reli-
giosity, and victimization. Education
was missing in 1% of the sample. Rates
of absent data ranged from 2% to 10%
in items measuring racism, from 3% to
6% in items measuring personal oppor-
tunity, and from 3% to 13% in items
measuring general social trust.

Descriptive statistics were computed
by using all available observations.
However, imputed data were used in es-
timating the simultaneous-equations
model. Missing observations were re-
placed by the mean in the correspond-
ing neighborhood, gender, age group,
and racial/ethnic subgroup, which is
equivalent to imputing the missing val-
ues by the predicted values from a re-
gression on neighborhood, gender, age
group, and race/ethnicity. The simulta-
neous-equation model was also estimat-
ed without imputed values, and the re-
sults were similar.

RESULTS

Only 4% of the sample reported no
religious affiliation, and 1% didn’t know
their affiliation or did not answer the
question. Whites reported being Prot-
estant (65%), other affiliation (15%), or
Catholic (11%), and 7% reported no af-
filiation. Among Blacks, 37% were Prot-
estant, 53% other affiliation, 8% Cath-
olic, and only 2% reported no affilia-
tion. The majority of Hispanics were
Catholic (77%), followed by Protestant
(13%), other affiliation (5%), and no
affiliation (4%). Those responding other
affiliation were classified according to
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Table 1. Health outcomes in Whites, Blacks, and Hispanics

Question or Scale Answers or Ranges Whites Blacks Hispanics P value

Health outcomes
Physical health
Mental health
Self-rated health (norm-based)

Scale (0–100)
Scale (0–100)
Scale (18.87–61.99)

47.49B,H

51.47B

47.61B,H

45.38W,H

48.55W,H

43.20W,H

49.55W,B

50.58B

45.78W,B

,.001
,.001
,.001

W, B, and H denote respectively statistically significant difference from White, Black, and Hispanic in post-hoc Bonferroni pairwise comparisons. (For example, 47.49B,H in
the 2nd row, 1st column means that Whites’ physical health differs from both Blacks’ and Hispanics’ physical health.

P values are based on one-way ANOVA tests.

the types in Roof and McKinney.80 The
other affiliation group consisted mainly
of Protestants (97%). Other faiths
(2%), such as Mormon, Unitarian, Hin-
du, Celtic, and Native American, and
no religious preference (1%) were also
represented.

Differences by Race/Ethnicity
in Health, Religion, and
Individual Characteristics

Health
Table 1 reports descriptive statistics

and comparisons by race/ethnicity in
self-reported health outcomes. All
health outcomes varied by race/ethnici-
ty. In post-hoc Bonferroni pairwise
comparisons, Blacks reported worse
physical health than Whites and His-
panics, and Whites reported worse
physical health than Hispanics. Blacks
also reported worse mental health than
Whites and Hispanics, but no differenc-
es were seen in mental health between
Whites and Hispanics. Whites rated
their general health the highest, fol-
lowed by Hispanics and Blacks.

Religion
Table 2 reports descriptive statistics

and comparisons by race/ethnicity in
the religiosity scales and items forming
the religiosity scales. Statistically signif-
icant differences by race/ethnicity were
seen for all items and scales based on
one-way ANOVA tests. All racial/ethnic
groups scored high on the organization-
al and non-organizational religious
items. In pairwise comparisons, Blacks
scored higher than Whites and Hispan-

ics on the organizational and the non-
organizational scales as well as on every
item included in those scales. Hispanics
scored higher than Whites on the or-
ganizational scale but the same as
Whites on the non-organizational scale.

Individual Characteristics
Table 3 reports descriptive statistics

and comparisons by race/ethnicity in
the sociodemographic variables, person-
al characteristics, and the reasons given
for being a member of a religious or-
ganization. Whites were the most edu-
cated group, followed by Blacks. His-
panics had considerably less education.
Racial/ethnic groups differed in personal
characteristics, both overall and in pair-
wise comparisons. Blacks and Whites re-
ported more social support than His-
panics. Hispanics had the greatest fear
of crime, followed by Blacks. Whites
were the most trusting and perceived
the most personal opportunity and the
least racism. Compared to Blacks, His-
panics were more trusting and perceived
more personal opportunity and less rac-
ism.

Blacks, Hispanics, and Whites dif-
fered in what they cited as motivations
for being a member of a religious or-
ganization. Attendance to worship ser-
vices was given as the main reason for
involvement in religious organizations
in each racial/ethnic group, but less so
in Hispanics than in Whites and Blacks.
Blacks were the most likely to report
getting help with food and clothes as
the reason for being a member of a re-
ligious organization, followed by His-

panics, and Whites were the least likely.
Almost two thirds of Whites cited mak-
ing friends as a reason for participation,
but a smaller percentage of Hispanics
did so. Hispanics were less likely to
mention doing volunteer work to help
others, and Whites were less likely to
mention getting help in finding a job.
More than two thirds of Blacks and His-
panics emphasized religious participa-
tion as a part of their heritage. Blacks,
followed by Hispanics, were more likely
to join a religious organization in the
hope of influencing politicians.

Individual Characteristics and
Religion

The simultaneous-equation model is
presented in Table 4. As indicated by P
values ,.0001 for each equation, the
model’s goodness-of-fit is acceptable.
Organizational and non-organizational
religiosity were associated with some
variables in common and some different
variables. Older age, being female, being
Black, and citing participation in wor-
ship services and volunteering as reasons
for belonging to religious organizations
were associated with higher scores on
the organizational and non-organiza-
tional religiosity scales. Being Hispanic,
more social support, more education,
better perceived personal opportunities,
and help in finding a job as a reason for
participation in a religious organization
had a positive association with organi-
zational religiosity. Greater fear of vic-
timization, higher perceived racism, and
participating in a religious organization
because of one’s heritage were positively
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Table 2. Organizational and non-organizational religiosity in Whites, Blacks, and Hispanics

Question or Scale Answers or Ranges Whites Blacks Hispanics P value

Organizational religiosity (Q1–2)
Organizational religiosity scale Scale (1–5) 2.75B,H 3.62W,H 3.20W,B ,.001
How often do you go to religious services? 1. never

2. 1–2/year
3. every month
4. 1–2/month
5. every week
Mean (1–5)

20%
21%
9%

18%
33%
3.25B,H

5%
10%
13%
16%
56%
4.06W,H

11%
12%
12%
23%
43%
3.74W,B ,.001

Besides religious services, how often do
you take part in other activities at a
place of worship?

1. never
2. 1–2/year
3. every month
4. 1–2/month
5. every week
Mean (1–5)

42%
25%
10%
11%
12%
2.25B,H

25%
12%
13%
18%
31%
3.17W,H

42%
13%
8%

12%
25%
2.65W,B ,.001

Non-organizational religiosity (Q3–5) ,.001
Non-organizational religiosity scale Scale (0–1) 0.86B 0.96W,H 0.85B

How often do you pray? 1. never
2. 1–2/year
3. every month
4. 1–2/month
5. every week
Mean (1–5)

5%
3%
3%
6%

83%
4.59B,H

1%
1%
1%
3%

94%
4.88W,H

5%
5%
5%
9%

76%
4.46W,B ,.001

How important are your religious or spiritu-
al beliefs for what you do every day?

1. not at all important
2. a little important
3. fairly important
4. very important
Mean (1–4)

5%
8%

19%
68%
3.49B

1%
2%
6%

91%
3.87W,H

2%
9%

21%
68%
3.53B ,.001

How important are your religious or spiritu-
al beliefs as a source of meaning in your
life?

1. not at all important
2. a little important
3. fairly important
4. very important
Mean (1–4)

4%
7%

17%
73%
3.58B

0%
2%
6%

92%
3.90W,H

2%
9%

21%
68%
3.54B ,.001

W, B, and H denote respectively statistically significant difference from White, Black, and Hispanic in post-hoc Bonferroni pairwise comparisons. P values are based on
one-way ANOVA tests.

associated with non-organizational reli-
giosity.

Race/Ethnicity, Religion, and
Health

Religion and Health
In the simultaneous-equation model

of Table 4, organizational religiosity and
non-organizational religiosity had op-
posite associations with health. When
analyzed across all races, organizational
religiosity had a positive association
with mental health, while non-organi-
zational religiosity had a negative asso-
ciation with physical health and mental
health, after controlling for sociodemo-
graphic characteristics. Education had a

consistent positive association with
health, while the association between
health and age and gender differed de-
pending on the health outcomes mea-
sured.

The Role of Race
Even after controlling for sociode-

mographic and personal characteristics
and reasons cited for belonging to a re-
ligious organization, Blacks reported
higher organizational and non-organi-
zational religiosity than Whites, and
Hispanics reported higher non-organi-
zational religiosity, These results were
confirmed in additional multivariate re-
gressions (not reported) of organization-

al and non-organizational religiosity on
sociodemographic variables, personal
characteristics, and the reasons given for
being a member of a religious organi-
zation.

The simultaneous-equation model
indicates the complexity of the rela-
tionships between race/ethnicity, reli-
giosity, and health. Being Black was di-
rectly associated with lower mental
health and self-rated health; however,
being Black was indirectly positively as-
sociated with mental health through
organized religiosity and indirectly neg-
atively associated with physical and
mental health through non-organiza-
tional religiosity (see Figure 3). Being
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Table 3. Individual characteristics in Whites, Blacks, and Hispanics

Question or Scale Answers or Ranges Whites Blacks Hispanic P value

Sociodemographic characteristics
Age
Gender
Education

Years
Percent female
Mean (1–7)

47H

72%
4.33B,H

48H

71%
4.08W,H

39W,B

74%
2.61W,B

,.001
.435

,.001

Personal characteristics
Positive characteristics

Social support
General social trust
Perceived personal opportunity

Mean (0–11)
Mean (0–11)
Scale (0–1)

3.76H

0.50B,H

0.70B,H

3.85H

0.24W,H

0.62W,H

3.39W,B

0.28W,B

0.64W,B

,.001
,.001
,.001

Negative characteristics
Perceived racism
Fear of victimization

Scale (1–5)
Scale (1–5)

1.89B,H

2.02B,H

2.71W,H

2.58W,H

2.05W,B

3.46W,B

,.001
,.001

Motivations for being a member of
religious organizations

To participate in worship services
To do volunteer work to help others
To make friends
To get help with food or clothes
To get help in finding a job
To influence politicians
Because it is part of our heritage

Percent yes
Percent yes
Percent yes
Percent yes
Percent yes
Percent yes
Percent yes

78%H

65%H

62%H

18%B,H

21%B,H

19%B,H

51%B,H

82%H

65%H

57%
32%W,H

35%W

40%W,H

64%W

69%W,B

56%W,B

54%W

25%W,B

34%W

32%W,B

67%W

,.001
.011

,.001
,.001
,.001
,.001
,.001

W, B, and H denote respectively statistically significant difference from White, Black, and Hispanic in post-hoc Bonferroni pairwise comparisons. P values are based on
one-way ANOVA tests.

Hispanic was directly associated with
worse self-rated health but was indi-
rectly positively associated with mental
health through organizational religios-
ity (see Figure 4).

DISCUSSION

Differences by Race/Ethnicity
in Religion

African Americans
Organizational and non-organiza-

tional religiosity differed by race/eth-
nicity in our sample. As hypothesized
and consistent with previous stud-
ies,10,38 Blacks scored the highest in all
dimensions of religiosity. Blacks had
high attendance rates, despite barriers
to going to church in unsafe neighbor-
hoods. A Black woman in a focus
group reported, ‘‘It’s not good to be out
at night, even when you are at church
. . . We had to stay in after, till every-
body get through shooting their guns
and stuff . . . some churches let out be-

fore they shoot their guns.’’ Blacks’ re-
ligiosity involved both an intense spir-
itual dimension and strong roots in the
community. Blacks prayed more and
gave greater prominence to religious
beliefs, as was also reported by Taylor
et al38 and Jacobson et al,46 among oth-
ers. As hypothesized, Blacks were more
likely to look for support in religious
organizations, for example help with
food and clothes, in making friends,
and in influencing politicians through
group action. In focus groups, residents
of Black neighborhoods reflected on
the importance and involvement of the
church in their community, saying that
‘‘religion is the very foundation of
Acres Home community . . . we have a
church just about every corner of every
block.’’ They also indicated their ex-
pectations for preachers ‘‘to put the
community first’’ and explained that
‘‘in order to save souls, you need to
help with the environment that the
souls live in.’’ The role of the church
as social provider was seen as substan-

tial. ‘‘The churches have assisted in lit-
eracy training for community members
who could not read. The churches have
also assisted in daycare facilities;’’ ‘‘old-
er people will be sick or something like
that, usually they’ll send up a church
nurse will come out to the house;’’
‘‘churches have bus trips;’’ ‘‘some have
programs for youth.’’ African Ameri-
cans also recognized that ‘‘things that
have been done in our neighborhood
have been done through our churches.’’
These results mirror those of studies
emphasizing the activities of African-
American churches in actively support-
ing their communities through out-
reach ministries, providing social ser-
vices as well as civic and political lead-
ership.22,39,43–45

Hispanics
Hispanics reported higher organiza-

tional religiosity than Whites, but re-
ported similar levels of non-organiza-
tional religiosity. As hypothesized, His-
panics indicated ‘‘being part of their
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heritage’’ as an important reason for par-
ticipation in religious organizations, un-
derscoring the degree to which Hispanic
religiosity is embedded in culture.52 In
the words of a Hispanic focus group
participant: ‘‘My opinion is that [reli-
gion] is a way of thinking, a way of life,
for me, for the Mexican . . . Mexicans
are very religious.’’ ‘‘I like the Catholic
religion. To me it’s a Mexican thing. I
like that. I like heritage;’’ ‘‘the Mexicans,
we have our altars and our candles and
all.’’ A Hispanic woman remembered
her grandmother as ‘‘a church mouse.’’
She added, ‘‘And I am going to follow
it; it is a legacy.’’

As hypothesized, Hispanics also
looked for instrumental support and
civic leadership in religious organiza-
tions, though to a lesser degree than
Blacks. Several Hispanics reported get-
ting instrumental support from the
church. ‘‘I know a lady that says that
her kids don’t dress in pure Nike, her
children dress in whatever the church
gives her;’’ ‘‘I also dress from the
church;’’ ‘‘the churches help the His-
panics a lot. They help with food for
those who do not have.’’ Hispanics em-
phasized the church civic leadership,
saying, ‘‘they fixed the streets because
of priest Mike. He helped us organize;
’’ ‘‘after our parish was formed, it wasn’t
until then that we began to see changes
in the neighborhood. Thanks to God
and to the priest who started the move-
ment and the unity.’’ Hispanic immi-
grants reported being grateful for the
help the church provided in their new
country: ‘‘I was learning English for a
year in a church every Monday,’’ and
‘‘they were the ones that lend me a
hand and helped me to be what I am
today.’’

Whites
As expected, Whites were the least

likely to have a religious affiliation or to
attend church. They seemed to favor a
more personal form of religiosity. A
White man commented, ‘‘I really don’t
think organized religion is a good idea

. . . not that I don’t speak with God on
my own. That’s another thing. I don’t
believe you need a priest to speak with
God.’’ Another added, ‘‘I think that [re-
ligion] is your own personal thing . . . I
think it’s your own private, what’s in
your heart.’’ Consistent with the litera-
ture, Whites were also less likely to see
religious organizations as source of in-
strumental support or providing civic
leadership.43 None of the White focus
group participants talked about church-
es in those roles.

Individual Characteristics and
Religion

Organizational and non-organiza-
tional religiosity are both associated
with some individual characteristics.
Consistent with previous research,10,32,38

females and older individuals were more
religious. This was noticed by focus
group participants who stated that there
are ‘‘more women in the church than
men.’’ When asked about the impor-
tance of religion, a Black man replied,
‘‘I think more of the senior citizens and
the people around my age group. I am
in the 40 age group.’’

Organizational and non-organiza-
tional religiosity were also associated
with different individual characteris-
tics. Characteristics indicating more
social resources were associated with
organizational religiosity. Individuals,
therefore, who are more educated,
who have more social support, and
who perceive better personal oppor-
tunities scored higher on organized re-
ligiosity. On the other hand, charac-
teristics associated with fewer social
resources were associated with non-or-
ganizational religiosity. Individuals
who perceive more victimization and
more racism scored higher on non-or-
ganizational religiosity, consistent with
the coping theory. Thus, our hypoth-
esis that positive personal factors are
associated with organizational religi-
osity, while negative personal factors
are associated with non-organizational
religiosity, is supported.

Race/Ethnicity, Religion, and
Health

Religion and Health
When analyzed across all racial

groups, organizational religiosity was
positively associated with mental health,
and non-organizational religiosity was
negatively associated with physical
health and mental health. Therefore,
our hypothesis about the salutary effects
of organizational religiosity was sup-
ported. The data supported the religious
coping hypothesis for non-organization-
al religiosity. The picture described by
the simultaneous-equation model is one
where individuals with more social re-
sources tend to have higher organiza-
tional religiosity and better health, while
individuals with fewer social resources
tend to have higher non-organizational
religiosity and poorer health. This pic-
ture is consistent with results reported
in the literature: 1) the salutary effect on
individuals with more social resources81;
2) the salutary effect of religious atten-
dance on health9,37,82; and 3) religion as
a coping mechanism for those facing
difficult situations.18,29,30

The Role of Race
The effects of race/ethnicity on re-

ligiosity and health were complex. So-
ciodemographic and personal factors
and reasons cited for belonging to reli-
gious organizations did not explain dif-
ferences in religiosity by race/ethnicity
since, after controlling for sociodemo-
graphic and personal factors and moti-
vations for belonging to religious orga-
nizations, Blacks still reported higher or-
ganizational and non-organizational re-
ligiosity and Hispanics reported higher
non-organizational religiosity compared
to Whites. These results contradict our
main hypothesis 1 that sociodemo-
graphic, personal characteristics, and
motivations for belonging to a religious
organization explain racial differences in
religiosity.

Furthermore, sociodemographic
factors and religiosity did not com-
pletely explain racial/ethnic differences
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Table 4. Simultaneous equation model for religiosity and health outcomes, N52,826

Religiosity equations Coefficients Confidence interval P value

Organizational religiosity
Sociodemographic characteristics

Age
Female
Education
Black
Hispanic

0.04‡
0.72‡
0.09†
2.27‡
1.99‡

0.03
0.47
0.01
1.85
1.58

0.05
0.98
0.18
2.69
2.40

,.01
,.01

.03
,.01
,.01

Positive personal characteristics
Social support
General social trust
Personal opportunity

0.12‡
0.01
0.10‡

0.07
20.03

0.05

0.17
0.04
0.16

,.01
.69

,.01

Negative personal characteristics
Perceived racism
Fear of victimization

0.02
20.02

20.05
20.06

0.10
0.02

.50

Motivations for participating in a religious organization
Worship services
Volunteer
Make friends
Help with food
Help finding job
Influence politicians
Part of heritage

1.14‡
0.39†
0.18

20.28*
20.35†

0.00
0.05

0.86
0.09

20.11
20.59
20.66
20.28
20.30

1.42
0.69
0.47
0.03

20.04
0.29
0.21

,.01

.22

.01

.03

.72
Equation overall significance ,.0001

Non-organizational religiosity
Sociodemographic characteristics

Age
Female
Education
Black

0.02‡
0.59‡
0.04
0.69‡

0.02
0.44

20.01
0.45

0.03
0.74
0.09
0.93

,.01
,.01

,.01
Hispanic 20.01 20.24 0.23 .95

Positive personal characteristics
Social support
General social trust
Personal opportunity

0.02
20.01
20.01

20.01
20.03
20.04

0.05
0.01
0.03

.16

.30

.74

Negative personal characteristics
Perceived racism
Fear of victimization

0.08‡
0.04‡

0.04
0.01

0.12
0.06

,.01
.10

Motivations for participating in a religious organization
Worship services
Volunteer
Make friends
Help with food
Help finding job
Influence politicians
Part of heritage

0.62‡
0.28‡
0.10

20.13
20.10

0.07
0.17†

0.47
0.12

20.06
20.30
20.27
20.09

0.03

0.78
0.45
0.26
0.04
0.07
0.23
0.32

,.01

.14

.25

.02

Equation overall significance ,.0001

Health equations Coefficients Confidence Interval P value

Physical health
Sociodemographic characteristics

Age
Female
Education
Black
Hispanic

20.26‡
0.10
0.67‡

21.49
20.41

20.30
20.99

0.35
23.32
22.75

20.23
1.19
0.98
0.35
1.93

,.01
.86

.11

.73
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Table 4. Continued

Health equations Coefficients Confidence interval P value

Religiosity
Org religiosity
No-org religiosity

1.06*
22.51†

20.17
24.49

2.29
20.54

.09

.01

Equation overall significance ,.0001

Mental health
Sociodemographic characteristics

Age
Female
Education
Black
Hispanic

20.02
21.19†

0.64‡
23.38‡
21.77

20.05
22.29

0.33
25.23
24.12

0.02
20.10

0.96
21.53

0.59

.40

.03

,.01
.14

Religiosity
Org religiosity
No-org religiosity

1.42†
22.38†

0.18
24.37

2.65
20.39

.03

.02

Equation overall significance ,.0001

Self-rated health
Sociodemographic characteristics

Age
Female
Education
Black
Hispanic

20.15‡
20.20

0.64‡
22.50‡
23.23‡

20.25
21.15

0.33
24.09
25.22

20.06
0.75
0.94

20.90
21.25

,.01
.68

,.01
,.01

Physical and mental health
Physical health
Mental health

0.24
0.61‡

20.11
0.40

0.60
0.81

.18
,.01

Religiosity
Org religiosity
No-org religiosity

0.93*
21.63*

20.13
23.39

1.98
0.13

.09

.07

Equation overall significance ,.0001

* P value,.10; † P value,.05; ‡ P value,.01.

in health outcomes. While these factors
explained racial/ethnic differences in
physical health, they did not explain
differences in mental health or in self-
rated health. Race/ethnicity had both
direct and indirect effects on health
outcomes. Being Black had a direct
negative association with mental health
and self-rated health, an indirect posi-
tive association with mental health
through organized religiosity, and an
indirect negative association with phys-
ical and mental health through non-or-
ganizational religiosity. Being Hispanic
had a direct negative association with
self-rated health and an indirect posi-
tive association with mental health
through organizational religiosity. The

effects discussed above are to be un-
derstood within the simultaneous-
equation model’s framework and do
not imply causality. Thus our hypoth-
eses that the sociodemographic and
personal factors investigated in this
study would explain racial/ethnic dif-
ferences in religiosity and health were
not supported. Further research is
needed to shed light on the effects of
race/ethnicity on religion and health.

Pathways
Though we did not directly investi-

gate the pathways that lead from religi-
osity to health, the results of the simul-
taneous-equation model confirm some
of the possible pathways between the

different dimensions of religiosity and
health outcomes.

Pathways from Organizational
Religion to Health

Organizational religiosity may be as-
sociated with better mental health
through providing social support and
networks, as well as a positive outlook
on life opportunities. Several focus
group participants commented on the
role of the church in providing social
support and opportunities: ‘‘The church
forms groups that are more united and
help you make friends and get moral
support . . . and they let you know if
anything happens that could benefit
you,’’ and ‘‘[the church] is where we be-
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Fig 3. Direct and indirect effects of race: Blacks compared to Whites

Non-organizational religiosity

was possibly associated with

worse health because it

reflects religious coping by

individuals facing poor

health as well as

victimization and racism.

Fig 4. Direct and indirect effects of race: Hispanics compared to Whites

came aware about how our community
walks with good steps towards a better
future.’’

Pathways from Non-Organizational
Religion to Health

Like other studies31,32 that found
that individuals who are disenfranchised
and who have difficult lives tend to turn
to religious coping, the results of this

study suggest that the negative associa-
tion of non-organizational religiosity
with health is consistent with religious
coping. Non-organizational religiosity
was possibly associated with worse
health because it reflects religious cop-
ing by individuals facing poor health as
well as victimization and racism. Reli-
gious coping manifests itself as higher
intensity of prayer and more salience of

religious beliefs by those perceiving a
more hostile environment. This inter-
pretation is underscored by results from
the focus groups where several partici-
pants commented on religious coping
when faced with difficult conditions.
After gangs moved into her neighbor-
hood and beat up a boy so badly that
‘‘he was like a vegetable,’’ a Black wom-
an dealt with the problem through pray-
er, saying, ‘‘I am going to take charge of
this . . . I started praying, praying
around that baseball field.’’ A Black man
living in difficult conditions (‘‘where I
live on the streets, and I live from day
to day, to try to survive, eat here, eat
there’’) said, ‘‘I think the Lord is the
most important thing. Believing in the
Lord; doing his work.’’ A Hispanic
woman remarked that ‘‘faith is where I
get my strength to keep going forward
. . . to defeat the problems in front of
me.’’ Other Hispanic women reiterated
the importance of prayer in dealing with
difficult conditions: ‘‘When my hus-
band died about 10 years ago . . . the
church, that’s the one thing that helped
me; prayer and work;’’ ‘‘the burdens are
lifted up . . . when they prayed.’’

Limitations
Finally, this study has several limi-

tations. First, it uses cross-sectional data,
thus precluding any conclusions about
the direction of causality. While focus
group information may shed some light
on the processes involved, these results
are only illustrative and do not make
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any claims about the causal process. Ul-
timately, longitudinal data are necessary
to establish causal order. Second, the
sample consisted of predominantly fe-
male individuals, mainly minority, liv-
ing in low-SES neighborhoods in Texas.
The processes described in this study
may not apply to other groups and can
not be generalized. Despite these limi-
tations, however, the richness of data
that this study provides illustrates the
complex relationships between race/eth-
nicity, religiosity, sociodemographic and
personal factors, and their effects on the
health of individuals.

ACKNOWLEDGMENTS
We are grateful to Norma Perez, Melissa
Montoya, and Arlene Keddie for coordinat-
ing this study and for data collection and to
Ben Amick, Margaret Caughy, Jan Risser,
and Bill Spears who contributed to the pro-
ject. We are indebted to the neighborhood
residents for their time and effort in provid-
ing the information. This study was part of
a project funded by a Texas Department of
Health Innovation Grant (2000–2003) and
was approved by Committee for the Protec-
tion of Human Subjects of The University
of Texas Health Science Center at Houston
(HSC-SPH-00-064).

REFERENCES
1. Fetzer Institute/National Institute on Aging.

Multidimensional Measurement of Religiosity/
Spirituality for Use in Health Research: A Re-
port of the Fetzer Institute, National Institute
on Aging Working Group. Kalamazoo, Mich:
John E. Fetzer Institute; 1999.

2. Allport G. The Individual and His Religion: A
Psychological Interpretation. New York, NY:
Macmillian; 1950.

3. Strawbridge WJ, Shema SJ, Cohen RD, Rob-
erts RE, Kaplan GA. Religiosity buffers effects
of some stressors on depression but exacer-
bates others. J Gerontol B Psychol Sci Soc Sci.
1998;53(3):S118–S126.

4. Hackney C, Sanders G. Religiosity and men-
tal health: a meta-analysis of recent studies. J
Sci Study Religion. 2003;42:43–55.

5. Presser S, Stinson L. Data collection mode
and social desirability bias in self-reported re-
ligious attendance. Am Sociol Rev. 1998;63:
137–145.

6. Billings JS. Vital statistics of the Jews. N Am
Rev. 1891;153:70–84.

7. Durkheim E. Suicide. Paris: Alcan; 1897.
8. Osler W. The faith that heals. BMJ. 1910;18:

1470–72.

9. Ellison CG, Levin JS. The religion-health
connection: evidence, theory, and future di-
rections. Health Educ Behav. 1998;25(6):700–
720.

10. Ellison CG, Hummer RA, Cormier S, Rogers
RG. Religious involvement and mortality risk
among African-American adults. Res Aging.
2000;22(6):630–659.

11. Berkman LF, Syme LS. Social networks, host
resistance, and mortality: a nine-year follow-
up study of Alameda county residents. Am J
Epidemiol. 1979;109:186–204.

12. Strawbridge WJ, Cohen RD, Shema SJ, Kap-
lan GA. Frequent attendance at religious ser-
vices and mortality over 28 years. Am J Public
Health. 1997;87(6):957–961.

13. Hummer RA, Rogers RG, Nam CB, Ellison
CG. Religious involvement and US adult
mortality. Demography. 1999;36(2):273–285.

14. Blazer D, Palmore E. Religion and aging in a
longitudinal panel. Gerontologist. 1976;16:
82–85.

15. Payne IR, Bergin AE, Bielema KA, Jenkins
PH. Review of religion and mental health:
prevention and the enhancement of psycho-
social functioning. Prev Hum Serv. 1991;9(2):
11–40.

16. Gartner J, Larson DB, Allen GD. Religious
commitment and mental health: a review of
the empirical literature. J Psychol Theology.
1991;19(1):6–25.

17. Jarvis GK, Northcott HC. Religion and dif-
ferences in morbidity and mortality. Soc Sci
Med. 1987;25(7):813–824.

18. Idler E. Religion, health, and nonphysical
senses of self. Soc Forces. 1995;74(2):683–
704.

19. Koenig H, McCullough M, Larson D. Chap-
ter 5, Handbook of Religion and Health. Ox-
ford, UK: Oxford University Press; 2001.

20. Levin J. Chapter 5, God, Faith, and Health:
Exploring the Spirituality-Healing Connection.
New York, NY: John Wiley & Sons, Inc;
2001.

21. Koenig HG, George LK, Meador KG, Blazer
DG, Ford SM. Religious practices and alco-
holism in a Southern adult population. Hosp
Community Psychiatry. 1994;45:225–231.

22. Taylor RJ, Chatters L. Church members as a
source of informal social support. Rev Reli-
gious Res. 1988;30:193–203.

23. Taylor RJ, Chatters L. Patterns of informal
support to elderly Black adults: family,
friends, and church members. Soc Work.
1986;31:432–438.

24. Bradley DE. Religious involvement and social
resources: evidence from the data set ‘‘Amer-
icans Changing Lives.’’ J Sci Study Religion.
1995;34:259–267.

25. Krause N. Church-based social support and
health in old age: exploring variations by race.
J Gerontol B Psychol Sci Soc Sci. 2002;57(6):
S332–S347.

26. McFadden S, Levin J. Religion, emotions,
and health. In: McFadden SH, Magai C, eds.

Handbook of Emotion, Adult Development, and
Aging. San Diego, Calif: Academic Press;
1996.

27. Lazarus RS, Launier R. Stress-related trans-
actions between person and environment. In:
Pervin L, Lewis M, eds. Perspectives in Inter-
actional Psychology. New York, NY: Plenum;
1978:287–327.

28. Larson DB, Sherrill KA, Lyons JS, Craigie
FC, et al. Associations between dimensions of
religious commitment and mental health re-
ported in the American Journal of Psychiatry
and Archives of General Psychiatry: 1978–
1989. Am J Psychiatry. 1992;149(4):557–559.

29. Pargament K, Brant C. Religion and coping.
In: Koenig H, ed. A Handbook of Religion and
Mental Health. San Diego, Calif: Academic
Press; 1998.

30. Pargament KI. The Psychology of Religion and
Coping. New York, NY: Guilford; 1997.

31. Ellison CG, Taylor RJ. Turning to prayer: so-
cial and situational antecedents of religious
coping among African Americans. Rev Reli-
gious Res. 1996;38:111–131.

32. Chatters L, Taylor R, Lincoln K. African-
American religious participation: a multi-
sample comparison. J Sci Study Religion.
1999;38(1):132–145.

33. Siegel K, Schrimshaw EW. Perceiving benefits
in adversity: stress-related growth in women
living with HIV/AIDS. Soc Sci Med. 2000;
51:1543–1554.

34. Humphreys J. Spirituality and distress in shel-
tered battered women. J Nurs Sch. 2000;32:
273–278.

35. Musgrave CF, Allen CE, Allen GJ. Spirituality
and health for women of color. Am J Public
Health. 2002;92(4):557–560.

36. Krause N. Neighborhood deterioration, reli-
gious coping, and changes in health during
late life. Gerontologist. 1998;38:653–664.

37. Ferraro KF, Koch JR. Religion and health
among Black and White adults: examining
social support and consolation. J Sci Study Re-
ligion. 1994;33(4):362–375.

38. Taylor R, Chatters L, Jayakody R, Levin J.
Black and White differences in religious par-
ticipation: a multisample comparison. J Sci
Study Religion. 1996;35:403–410.

39. Tsitsos W. Race differences in congregational
social service activity. J Sci Study Religion.
2003;41(2):205–215.

40. Eng E, Hatch J, Callan A. Institutionalizing
social support through the church and into
the community. Health Educ Q. 1985;12:81–
92.

41. Kumanyika SK, Charleston JB. Lose weight
and win: a church-based weight loss program
for blood pressure control among Black wom-
en. Patient Educ Counsel. 1992;19:19–32.

42. Thomas SB, Quinn SC, Billingsley A, Cald-
well C. The characteristics of Northern Black
churches with community outreach programs.
Am J Public Health. 1994;84:575–579.

43. Chaves M, Higgins LM. Comparing the



484 Ethnicity & Disease, Volume 15, Summer 2005

RACE/ETHNICITY, RELIGION, AND HEALTH - Franzini et al

community involvement of Black and White
congregations. J Sci Study Religion. 1992;31:
425–440.

44. Lincoln CE, Mamiya LH. The Black Church
in the African-American Experience. Durham,
NC: Duke University Press; 1990.

45. Cavendish J. Church-based community activ-
ism: a comparison of Black and White Cath-
olic congregations. J Sci Study Religion. 2000;
64:836–846.

46. Jacobson C, Heaton T, Dennis R. Black-
White differences in religiosity: item analysis
and a formal structural test. Sociol Anal. 1990;
51:301–312.

47. Wilson S, Miles M. Spirituality in African-
American mothers coping with a seriously ill
infant. J Specialists Pediatr Nurs. 2001;6(3):
116–122.

48. Veroff J, Douvan E, Kulka R. Mental Health
in America: Patterns of Help-Seeking from 1957
to 1976. New York, NY: Basic Books; 1981.

49. Spector RE. Cultural Diversity in Health and
Illness. 5th ed. Stamford, Conn: Appleton &
Lange; 2000.

50. Black H. Poverty and prayer: spiritual narra-
tives of elderly African-American women. Rev
Religious Res. 1999;40:359–374.

51. Poindexter C, Linsk N, Warner RS. He listens
. . . and never gossips: spiritual coping with-
out church support among older, predomi-
nantly African-American caregivers of persons
with HIV. Rev Religious Res. 1999;40:230–
243.

52. Pena M, Frehill LM. Latina religious practice:
analyzing cultural dimensions in measures of
religiosity. J Sci Study Religion. 1998;37(4):
620–635.

53. Levin JS, Markides KS, Ray LA. Religious at-
tendance and psychological well-being in
Mexican Americans: a panel analysis of three-
generations data. Gerontologist. 1996;36(4):
454–463.

54. Higgins PG, Learn CD. Health practices of
adult Hispanic women. J Adv Nurs. 1999;
29(5):1105–1112.

55. Koenig H, McCullough M, Larson D. Chap-
ter 6, Handbook of Religion and Health. Ox-
ford, UK: Oxford University Press; 2001.

56. Koenig H, McCullough M, Larson D. Chap-
ter 15, Handbook of Religion and Health. Ox-
ford, UK: Oxford University Press; 2001.

57. Koenig H, McCullough M, Larson D. Chap-

ter 14, Handbook of Religion and Health. Ox-
ford, UK: Oxford University Press; 2001.

58. Jones J. Prejudice and Racism. 2nd ed. New
York, NY: McGraw-Hill; 1997.

59. Clark R, Anderson N, Clark V, Williams D.
Racism as a stressor for African Americans.
In: LaVeist T, ed. Race, Ethnicity, and Health:
A Public Health Reader. San Francisco, Calif:
Jossey-Bass, John Wiley & Sons, Inc; 2002.

60. LaVeist T. Race, Ethnicity, and Health: A Pub-
lic Health Reader. San Francisco, Calif: Jossey-
Bass, John Wiley & Sons, Inc; 2002.

61. Williams D, Collins C. US socioeconomic
and racial differences in health: patterns and
explanations. In: LaVeist T, ed. Race, Ethnic-
ity, and Health: A Public Health Reader. San
Francisco, Calif: Jossey-Bass, John Wiley &
Sons, Inc; 2002.

62. Franzini L, Ribble JC, Keddie AM. Under-
standing the Hispanic paradox. Ethn Dis.
2001;11(3):496–518.

63. Schulz A, Williams D, Israel B, et al. Unfair
treatment, neighborhood effects, and mental
health in the Detroit metropolitan area. J
Health Soc Behav. 2000;3:314–332.

64. Padgett D. Handbook on Ethnicity, Aging, and
Mental Health. Westport, Conn: Greenwood
Press; 1995.

65. Bromberger JT, Harlow S, Avis N, Kravitz
HM, Cordal A. Racial/ethnic differences in
the prevalence of depressive symptoms among
middle-aged women: The Study of Women’s
Health Across the Nation (SWAN). Am J
Public Health. 2004;94(8):1378–1385.

66. Franzini L, Fernandez-Esquer M. Socioeco-
nomic, cultural, and personal influences on
health outcomes in low income Mexican-or-
igin individuals in Texas. Soc Sci Med. 2004;
59:1629–1646.

67. Browning CR, Cagney KA, Wen M. Explain-
ing variation in health status across space and
time: implications for racial and ethnic dis-
parities in self-rated health. Soc Sci Med.
2003;57(7):1221–1235.

68. Franzini L, Caughy M, Spears W, Fernandez-
Esquer ME. Neighborhood economic condi-
tions, social processes, and self-rated health: a
multilevel latent variables model. Unpub-
lished.

69. Brodsky AE, O’Campo PJ, Aronson RE.
PSOC in community context: multi-level
correlates of a measure of psychological sense
of community in low-income, urban neigh-

borhoods. J Community Psychol. 1999;27(6):
659–679.

70. Earls F. Project on Human Development in
Chicago Neighborhoods: Community Survey.
Ann Arbor, Mich: Harvard Medical School;
1999.

71. Muhr T. Atlas.ti. 4.1 ed. Berlin: Scientific
Software Development; 1997.

72. Ware JEJ, Turner-Bowker DM, Kosinski M,
Gandek B. SF-12v2y: How to Score Version
2 of the SF-12t Health Survey. Lincoln, RI:
QualityMetric Inc; 2003.

73. Coulton CJ, Korbin JE, Su M. Measuring
neighborhood context for young children in
an urban area. Am J Community Psychol.
1996;24(1):5–32.

74. Harrell SP. A multidimensional conceptuali-
zation of racism-related stress: implications
for the well-being of people of color. Am J
Orthopsychiatry. 2000;70(1):42–57.

75. Lochner K, Kawachi I, Kennedy BP. Social
capital: a guide to its measurement. Health
and Place. 1999;5(4):259–270.

76. Kawachi I, Kennedy BP, Glass R. Social cap-
ital and self-rated health: a contextual analysis
[comment]. Am J Public Health. 1999;89(8):
1187–1193.

77. Kluegel JR, Smith ER. Beliefs About Inequal-
ity. New York, NY: Aldine de Gruyter; 1986.

78. Greene W. Econometric Analysis. New York,
NY: Macmillan; 1990.

79. STATA Corporation. Intercooled STATA. 7.0
for Windows ed. College Station, Tex: STA-
TA Corp; 2001.

80. Roof W, McKinney W. American Mainline
Religion: Its Changing Shape and Future. Pis-
cataway, NJ: Rutgers University Press; 1987.

81. Berkman L, Kawachi I. Social Epidemiology.
Oxford: Oxford University Press; 2000.

82. Levin JS. Religion and health: is there an as-
sociation, is it valid, and is it causal? Soc Sci
Med. 1994;38(11):1475–1482.

AUTHOR CONTRIBUTIONS
Design and concept of study: Franzini, Ribble
Acquisition of data: Franzini, Ribble
Data analysis and interpretation: Franzini,

Ribble, Wingfield
Manuscript draft: Franzini, Ribble, Wingfield
Statistical expertise: Franzini
Acquisition of funding: Franzini, Ribble
Administrative, technical, or material assis-

tance: Franzini, Ribble
Supervision: Franzini, Ribble


